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Preface: Terminology and source material 

Terminology
Brief interventions
This document uses the following definition of brief interventions taken from two of the key 
source material documents1,2 outlined below.

Brief interventions: 

Opportunistic advice, discussion, negotiation or encouragement, and referral to more 
intensive treatment where appropriate. They are commonly used in many areas of health 
promotion and are delivered by a range of primary and community care professionals.  
For smoking cessation, brief interventions typically take between five and ten minutes and 
may include the following: 

	•  simple opportunistic advice to stop

	•  an assessment of the patient’s commitment to quit

	•  an offer of pharmacotherapy and/or behavioural support

	•  provision of self-help material 

	• � referral to more intensive support such as the NHS smoking cessation  
(stop smoking) services.

Specialist smoking cessation services
These are NHS-supported services that provide an enhanced level of smoking cessation 
support from that provided through brief interventions, to particular standards, and are 
staffed by specialists or advisers who have undertaken nationally recognised training 
to the appropriate national standards. These services provide intensive group and 1:1 
support for a series of planned sessions throughout the quit attempt, in conjunction with 
pharmacotherapy, and follow up the client beyond the quit date. These sessions extend 
at least as far as the one-month post quit-date follow-up but often as far as and beyond 
the three-month/twelve-week post quit-date follow-up and throughout the duration of 
pharmacotherapy use in the quit attempt. As well as the traditional ‘specialist’ services,  
these comprise the pharmacy services as part of the national pharmacy scheme. A definition 
of these specialist/intensive services is provided in Section 2.3.1 and the full and detailed 
definition is available at www.healthscotland.scot/publications/a-guide-to-smoking-
cessation-in-scotland

http://www.healthscotland.scot/publications/a-guide-to-smoking-cessation-in-scotland
http://www.healthscotland.scot/publications/a-guide-to-smoking-cessation-in-scotland
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The term ‘smoking cessation services’ tends to be the more frequently used term in 
Scotland, and is the professionally recognised term among health practitioners and used 
within the field of smoking cessation and smoking cessation research. Therefore, this is the 
term adopted most frequently throughout this publication. The term ‘stop smoking services’ 
tends to be the commonly recognised term used among members of the public, and is 
therefore used by health professionals when discussing the services with patients/clients  
in order to provide a clearer understanding of what they are.

Key source material
Unless otherwise indicated, all recommendations contained within this document draw 
on (either taken directly, or are adapted or inferred from) one or more of the following 
evidence-informed resources (which are referred to by number in the text): 

1. � NHS Health Scotland Commentary on NICE Public Health Intervention Guidance no.1 – 
Brief interventions and referral for smoking cessation in primary care and other settings 
(NHS Health Scotland, 2007)1.

2. � NICE Public Health Guidance 10 – Smoking cessation services in primary care, 
pharmacies, local authorities and workplaces, particularly for manual working groups, 
pregnant women and hard to reach communities (National Institute for Health and 
Clinical Excellence, 2008)2.

3. � NICE Public Health Guidance 26 – How to stop smoking in pregnancy and following 
childbirth (National Institute for Health and Clinical Excellence, 2010)3. 

4. � Smoking Cessation Guidelines for Scotland: 2004 Update (NHS Health Scotland and 
ASH Scotland, 2005)4.

5. � Smoking Cessation Update 2007: Supplement to the 2004 Smoking Cessation 
Guidelines for Scotland (NHS Health Scotland and ASH Scotland, 2007)5.

The pieces of NICE guidance have been reviewed at regular intervals, usually every 
two-three years, and updated if/as required. In the minor editorial update, some 
recommendations from NICE public health guidance 48 have also been incorporated where 
appropriate, particularly in the section for hospital patients. NICE guidance on smoking 
cessation interventions and services is scheduled for completion in November 2017.
Further details on these sources are available in the Appendix.

In cases where the evidence provided by the above sources was conflicting or unclear, 
expert advice was sought from smoking cessation and tobacco control academics.

Case studies
The case studies in Section 1 illustrate how the evidence and recommendations for 
different aspects of service provision and delivery have been implemented in practice. 
The case studies in Section 2 are examples of how service planning has been undertaken 
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and has operated. Some of the examples in each section are longstanding and, in some 
instances, may be historical and have been superseded by and embedded into national 
developments as part of all Boards’ services. However, they are being retained to illustrate 
how Boards have implemented the Guide’s evidence and recommendations, sometimes 
innovatively, to improve services and maximise engagement of clients into and retain them 
within services, compliance with data requirements and ultimately quit outcome success, 
as appropriate for the specific Board area’s local and other factors.

Pathway for smokers quitting through NHSScotland 
smoking cessation services
The figure on page 6 is an illustration of the ways that a current smoker may engage  
with services, and move on to successfully quit, through contact with both a provider of 
brief interventions (the green coloured boxes, and supported by the Helping smokers  
to stop part of the guide and accompanying flowchart) and specialist/intensive 
interventions (the blue coloured boxes, and supported by this document and Tobacco 
harm reduction).
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Figure 1: � A pathway for smokers quitting through NHSScotland  
smoking cessation services* 

Developed by A guide to smoking cessation in Scotland 2010 Working Group, 2009
For those not interested in quitting (i.e. unable/unwilling to quit) but who may be interested 
in and offered harm reduction options, the same pathway applies – see also page 6 of the 
Tobacco harm reduction component.

* See Section 2.3.1 for definition of specialist/intensive services
6
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1  Introduction

1.1  Purpose of the guide
1.1.1  The guide as a whole and its audience
The purpose of this guide is to inform NHS policy and practice in smoking cessation by 
bringing together up-to-date, evidence-informed, advice on helping people to stop smoking.

The 2010 guide, lightly refreshed in 2017, replaces the 2004 update and 2007 supplement 
of the Smoking Cessation Guidelines for Scotland. It has been developed to summarise 
multiple source materials in one publication for each of two groups of professionals: 

	 • � All health and social care practitioners who are not specialists in smoking cessation, in 
any branch of health care (a separate document, entitled Helping smokers to stop).

	 • � Smoking cessation specialists/advisers, pharmacists involved in the national pharmacy 
scheme, smoking cessation coordinators and policy/service planners (this document, 
Tobacco harm reduction, and the revised definition of smoking cessation services).

It is intended for use in Scotland by anyone who can contribute to smoking cessation – 
whether through the provision of brief interventions, specialist advice, or through policy 
and service planning. This advice is generally collated from the key sources outlined in the 
preface and further detailed in the Appendix; these include NICE guidance through which 
robust quality assurance processes have taken place. The guide is not intended to provide 
new recommendations over and above those contained in these key sources although it 
does contain examples of good practice from Scottish experience and elsewhere, which 
can be used to inform service development.

The guide as a whole comprises components for two key audiences. 

	 • � The component for health and health-related practitioners Helping smokers to stop 
and its accompanying flowchart, which has been updated in 2017 to incorporate 
harm reduction and e-cigarettes, is intended to be read and utilised by a wide range 
of health (including social care, and other community and voluntary) practitioners − 
anybody who can contribute to smoking cessation by giving opportunistic advice (this 
is commonly referred to as ‘brief interventions’ as defined on page 3 in the preface 
and in Section 2.2 which follows). This could be professional, support or administrative 
staff in primary or secondary care who should raise the issue of smoking through 
normal, day-to-day interaction with patients and potentially refer on to services, or 
GPs who may prescribe pharmacotherapies (pharmaceutical products for smoking 
cessation) along with brief intervention support (but not to the same level or frequency 
as specialist support). Helping smokers to stop will have a wide audience, and the role 
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brief interventions play in helping smokers in Scotland to quit is illustrated by the green 
boxes in the diagram ‘A pathway for smokers quitting through NHSScotland smoking 
cessation services’ on page 5 in the preface.

	 • � The Planning and providing specialist smoking cessation services resource (this 
document) and Tobacco harm reduction are intended for use in Scotland by those 
who provide or plan specialist smoking cessation services: Directors of Public Health; 
policy/service planners/managers; directors of services in primary care and acute 
sectors of the NHS; NHS Board smoking cessation coordinators; smoking cessation 
specialist advisers or those who provide specialist smoking cessation support 
funded by the NHS (whether based in the NHS, local authorities, or in the community, 
voluntary or private sectors); others in NHS Boards and health and social care joint 
integration boards involved in planning and delivery of specialist smoking cessation 
services; and pharmacists involved in the national pharmacy scheme and therefore 
who provide smoking cessation support at a more intensive or an enhanced level 
than brief interventions. The role specialist smoking cessation provision should play 
in helping smokers in Scotland to quit is illustrated by the bottom blue box in the 
diagram ‘A pathway for smokers quitting through NHSScotland smoking cessation 
services’ on page 5 in the preface.

1.1.2 � Planning and providing specialist smoking cessation services: 
Purpose, audience, intended use, structure and content

The purpose of this component of the guide is to focus on both the planning, provision and 
delivery of specialist/intensive  smoking cessation services and to provide NHS Boards with 
clear and up-to-date evidence-informed advice on smoking cessation interventions and the 
role of health boards and service planners or commissioners in taking this forward at local 
level. This component is divided into two parts:

Part 1: Providing and delivering: What should a specialist/intensive service look like? 
(Sections 2–6)

Part 2: Service planning: Commissioning and planning specialist/intensive smoking 
cessation services (Sections 7–8)

Part 1: Providing and delivering

This part provides details (covering definitions, recommendations, and the relevant 
evidence base) on smoking cessation interventions, that anybody involved in service 
delivery should be familiar with and providers of intensive/specialist support should be 
implementing. The evidence for the recommendations here is primarily drawn from the 
best available and most robust sources. Areas covered include behavioural support, the 
use of pharmacotherapy, data collection and training standards. Smoking cessation is 
one part of a multi-disciplinary approach aimed at reducing tobacco-caused harm. (For 
this reason, this section should be considered in the context of, but will not cover in detail, 
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other aspects of tobacco control such as prevention and education, legislation, economics, 
and other protection and control measures).

Part 2: Service planning

This part is primarily concerned with laying out the background, structures, and  
providing pointers on good practice and operational service issues to consider, for 
the interest of service planners. This section contains ‘good practice’ examples and 
recommendations on achieving high quality smoking cessation services. It should be 
noted that these recommendations and examples differ from those given in Part 1: 
Providing and delivering as a greater proportion (particularly in Section 8) may not 
necessarily be backed up by as strong or quality assured research evidence. Instead, 
these examples and recommendations are primarily from the commissioning/planning 
sections within the Department of Health’s / Public Health England’s and National 
Centre for Smoking Cessation Training’s service and monitoring/delivery guidance for 
smoking cessation services6. These provide guidance and principles for the delivery and 
commissioning/planning of services to improve the quality and consistency of support 
provided. Evidence here is based on previous guidance, an understanding of good 
practice obtained from service evaluations, and observational evidence of service practice. 
While the evidence for this section is primarily sourced from observational evidence rather 
than published systematic review level evidence or more highly processed research 
evidence, it still provides useful principles which remain valid when applied to Scotland. 
The source of these ‘good practice’ examples is included.

1.2  The context: Where we are and future direction
1.2.1  Since 1999, there have been major developments in smoking cessation and 
tobacco control in Scotland, including recognition by the UK and Scottish governments of 
the important role that smoking cessation can and should play in improving the health 
and wellbeing of the population of Scotland.

A continued focus on smoking cessation through investment in smoking cessation services 
and the creation of targets for smoking cessation has culminated in tens of thousands of 
smokers making quit attempts across Scotland every year through the smoking cessation 
services which are in place in every NHS Board in Scotland. 

Despite these developments (covered in more detail in Section 7), tobacco remains the 
major preventable cause of ill health, disability and premature death in Scotland4,7,8,9, 
accounting for around 10,000 smoking-attributable deaths each year10* and a 
considerable reduction in number of years of life expectancy11 in others. In the UK, 20% 
of deaths are attributable to tobacco12. This compares with 12% globally and 16% for the 
European region12. For every smoker in the UK who dies per year from smoking, many 
more suffer from smoking-related disease, as the burden of tobacco extends far beyond 
mortality and includes ill-health and disability for others12. 

* The analysis, which culminated in this figure, was published by ScotPHO (2016) and: uses methodology employed by 
Public Health England rather than the former Peto method; analysed a 5-year period; used a different version of SIMD 
(2016) to that in former calculations. Therefore, comparisons with previous data which cited more than 13,000 smoking-
attributable deaths each year cannot be made as different calculation methods have been used.
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Among European countries with comparable data to Scotland in their respective surveys, 
Scotland’s male smoking prevalence compares favourably but its female smoking 
prevalence is among one of the highest smoking rates in Europe – among the top quarter 
– although cultural differences and attitudes towards female smoking in other countries 
may account for this13*.

In order to reduce this toll on the nation’s health, considerable work must be undertaken 
by all health and social care practitioners to ensure that everyone makes a contribution, 
however small, in helping smokers to quit and reduce second-hand smoke, and that 
smoking cessation services are supported, consolidated and extended in order to provide 
as equitable a service as possible and in order to reach those most in need. This may 
involve the adoption of evidence-based harm reduction approaches (such as ‘cut down to 
quit’) as well as innovative ways of engaging and tailoring services for those with higher 
smoking prevalence.

1.2.2	 People smoke for a variety of reasons and a large number of factors are 
associated positively or negatively with the ability to quit − the effect of socio-economic, 
social or life circumstances; personal motivation and degree of dependence on cigarettes; 
other personal and family factors; existing medical conditions; and pharmacological 
factors among others14,15. Successful interventions must therefore take into account and 
address a complex combination of such factors15. 

1.2.3	 Developments in tobacco control which will impact and have impacted on 
smoking prevalence and smoking cessation, have included: 

	 • � investment in, and development of, smoking cessation services in Scotland (further 
detailed in Section 7)

	 • � the upgrade of an existing national tobacco control strategy group to a Ministerial 
Working Group on Tobacco and various sub-groups

	 • � the publication of a series of tobacco control strategies, action plans and policy 
documents – such as the Tobacco White Paper Smoking Kills, A Breath of Fresh Air 
for Scotland, Scotland’s Future is Smoke-free, Creating a Tobacco-Free Generation – 
which set out programmes of action for NHS Boards and national organisations to 
tackle smoking and tobacco-related harm, including specific actions for NHS Boards 
concerning the provision of smoking cessation services

	 • � the development of Partnership Action on Tobacco and Health (PATH), a joint initiative 
between ASH Scotland, NHS Health Scotland and the Scottish Government, to reduce 
the prevalence of tobacco use in Scotland. Learning from this has become embedded 
into core services and/or built upon in subsequent developments

	 • � a national programme of eight pilot smoking cessation interventions aimed at young 
people (evaluation available at www.healthscotland.com/documents/1381.aspx)

	 •  investment in smoking prevention

* European comparison data obtained from ScotPHO based on Chart 2’s chart and table, prepared by ScotPHO.
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	 • � multi-media communications campaigns and a range of health education resources 
have been developed and regularly revised and updated

	 • � development of ‘evidence into practice’ projects focusing on the implementation of 
guidance www.healthscotland.com/documents/5979.aspx, and the commissioning 
of a smoking cessation services review focusing on national action to reduce variation 
in quit outcomes and improve consistency between Boards with an associated action 
plan for national and local use (www.healthscotland.com/documents/23527.aspx)

	 •  � development of tobacco logic models www.healthscotland.com/ofhi/tobacco/
content/tools.html and effectiveness evidence briefings www.healthscotland.com/
scotlands-health/evidence/effectivenessevidencebriefings.aspx

	 • � legislative action on a range of aspects of tobacco which have come into place – 
smoke-free public places in 2006, increase in age of sales in 2007, development of a 
retailers’ register in 2011, ban on vending machine sales in 2013, display ban in retail 
outlets from 2013 and, more recently, standardised packaging in 2015 and a ban on 
smoking in vehicles carrying children in 2016.

1.2.4 	What are the current levels of smoking?
Tobacco use can be defined in various ways. Although the most common use of tobacco 
in Scotland is by smoking manufactured cigarettes, it can also be smoked in hand-rolled 
cigarettes or pipes, as cigars, or chewed. Forms of non-smoked tobacco can be particularly 
prevalent among some minority ethnic communities, where the use of products such as 
paan, gutkha, khainini and tombak is significantly more common than in the population as a 
whole. Prevalence information for wider forms of tobacco use in Scotland is inconsistent due 
to lack of available information and lack of up-to-date, robust survey evidence, and therefore 
the following only contains details of cigarette smoking prevalence.

Different surveys use differing techniques and hence can obtain different results. By 
looking at the overall picture, however, the general trends can be examined and this 
is the purpose of the graph in Figure 2 which shows adult smoking prevalence trends 
from five ‘surveys’. The rate of decrease has decelerated in recent years, depending on 
the survey used, but data from all available sources shown below generally shows a 
consistent downward trend. Between 1972 and 2014, the proportion of Scottish adults 
aged 16+ smoking daily fell from 47% to 20% (General Household Survey, General Lifestyle 
Survey and Integrated Household Survey data)13*. The largest Scottish-specific survey (The 
Scottish Household Survey), which yields the most robust data, shows a similar degree of 
decline over the past 15 years, dropping from 30.7% in 1999 to 20.2% in the most recent 
survey in 2014. Note that from summer 2016, there have been changes to how the Scottish 
Household Survey is reported, and the Scottish Health Survey16 (www.gov.scot/Topics/
Statistics/Browse/Health/scottish-health-survey) became the preferred source of data for 
the national indicator on smoking, with the complete time series for the indicator revised16 
(www.gov.scot/Topics/Statistics/Browse/Health/TrendSmoking). The Scottish Health Survey 
shows that, among the 16+ population age, 28% of adults smoked in 2003 in comparison 
with 21% in 201516.

* Scotland/Wales/England comparison data obtained from ScotPHO based on Chart 1’s chart and table, prepared by ScotPHO.

http://www.healthscotland.com/ofhi/tobacco/content/tools.html
http://www.healthscotland.com/ofhi/tobacco/content/tools.html
http://www.gov.scot/Topics/Statistics/Browse/Health/scottish-health-survey
http://www.gov.scot/Topics/Statistics/Browse/Health/scottish-health-survey
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Figure 2:  Adult smoking prevalence, Scotland, 1995−2015

Source – 5 ‘surveys’: General Household Survey (Integrated Household Survey from 2012) / ONS Opinions and Lifestyle 
Survey; Scottish Household Survey; HEPS; Scottish Health Survey; Scottish Surveys Core Questions

1.2.5 � Local prevalence of smokers has been reported in the following 
publications: 

	 •  �Tobacco Smoking in Scotland: An epidemiology briefing (NHS Health Scotland/
ScotPHO, February 2008)  
www.scotpho.org.uk/home/Publications/scotphoreports/pub_tobaccobriefing.asp

	 •  �Young Adult Smokers in Scotland (NHS Health Scotland/ScotPHO, December 2008, 
revised December 2009)  
www.scotpho.org.uk/home/Publications/scotphoreports/pub_youngsmokers.asp 

	 • � An Atlas of Tobacco Smoking in Scotland (NHS Health Scotland, ISD Scotland and ASH 
Scotland, 2007)  
www.scotpho.org.uk/home/Publications/scotphoreports/pub_tobaccoatlas.asp  
which estimates smoking prevalence and smoking-attributable deaths within Scotland

	 • � Scottish Health Survey reports and Scottish Household Survey reports (which are used 
alongside data on Scottish smoking cessation services produced by ISD)

	 • � Local tobacco profiles (ScotPHO and NHS Health Scotland), drawing on data from the 
above surveys and available via www.scotpho.org.uk/comparative-health/profiles/
online-profiles-tool

	 •  �Tobacco use among adolescents in Scotland: profiles and trends (Scottish 
Government, 2016) www.gov.scot/Publications/2016/02/3737/downloads
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1.2.6  Targets
Since 1999, there have been several Scottish targets for smoking prevalence and 
subsequently smoking cessation. Targets have included reducing prevalence levels among 
adults, deprived groups, pregnant women, pregnant women in deprived areas, young 
people of school age and young adults.

Current prevalence targets for Scotland are contained within the current strategy/policy/
action plan and at www.gov.scot/About/Performance/scotPerforms/indicator/smoking. 
Additionally, a second-hand smoke target exists – to reduce children’s reported exposure to 
second-hand smoke in the home from 11% (2013 figure) to 6% by 2020 (SHeS as baseline).

In recent years, performance targets have been set for NHSScotland (which are set within 
the National Performance Framework www.gov.scot/About/Performance/scotPerforms/
NHSScotlandperformance), with specific targets for each NHS Board. These performance 
targets for NHSScotland smoking cessation services have included percentage of smokers 
to quit successfully and number of successful quits to be achieved at 1-month follow-up. 
Subsequently, these have included a percentage and number of those to be inequalities-
focused from the most-deprived, within-Board SIMDs. More recent targets focused on 
number of successful quits to be achieved at the 3-month/12-week follow-up, retaining a 
similar inequalities focus.

Additionally, tobacco control ‘targets’ are key aims of various policy collaboratives, eg: to 
refer 90% of pregnant women who have raised CO levels or who are smokers to smoking 
cessation services.

Contributions to each of the targets outlined above, with the exception of the performance 
targets which focus purely on the contribution of smoking cessation services, are from a 
range of tobacco control activity, of which smoking cessation services are just one part. 
This activity includes brief intervention support provision and legislative measures, along 
with prevention and education.

1.3  Background and context material
1.3.1	 As outlined in the preface and detailed further in the Appendix, the evidence for 
this document is drawn from five key evidence and source materials. These should also 
be considered alongside other relevant documents for smoking cessation context and 
service implementation and monitoring, and also in the wider context of relevant Scottish 
Government health policy publications, listed in the Appendix.



14

Part 1: Providing and delivering –  
What should a specialist/intensive service 
look like?

2 � Description of specialist smoking 
cessation services 

2.1 � Specialist smoking cessation services: Context  
and roles of staff

The pathway for smokers quitting through NHSScotland smoking cessation services diagram 
on page 5 shows potential routes that smokers may take on a path to a successful quit. It 
shows that, regardless of whether the point of entry to the system is from a brief intervention 
(represented in the diagram by the green coloured boxes) or from a specialist service 
(represented in the diagram by the blue coloured boxes), the system works towards the 
same goal and includes communication and referral across the different branches. 

Both those providing brief interventions and those providing specialist smoking cessation 
support have distinct but interdependent roles to play. While this document focuses on 
the provision of specialist services, it is useful to be aware of, and reflect upon, the wider 
context in terms of the different routes a smoker may take.

Specialist services and wider smoking cessation activity, such as brief interventions, should 
be integrated, enabling potential referrers to understand the role of such services better 
and act as more effective sources of referrals. Non-specialists can contribute to smoking 
cessation by providing brief intervention support – they have the potential to be a vital source 
of referrals to the smoking cessation services as well as to trigger unaided quit attempts. 
Therefore, while intensive behavioural support, as provided by a specialist/intensive service, 
significantly increases the success-rate of any quit attempts made, brief interventions 
are effective in triggering large volumes of those quit attempts. Although details on brief 
interventions, and the importance of this role in delivering them, are the focus of the  
Helping smokers to stop component of the guide, they are also summarised briefly below.

2.2 	 Definition: Brief interventions
2.2.1	 The terms ‘brief advice’ and ‘brief intervention’ vary in terms of duration and 
content they refer to, and additionally, are often used interchangeably. However, the 
term and definition adopted in this guide is from Source 1 (and 2), given that many of the 
recommendations in the Helping smokers to stop component are derived from these 
sources, and is defined below and on page 3 in the preface. 
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Opportunistic advice, discussion, negotiation or encouragement, and referral to more 
intensive treatment where appropriate. These brief interventions are commonly used in 
many areas of health promotion and are delivered by a range of primary and community 
health and social care professionals. For smoking cessation, brief interventions typically 
take between five and ten minutes and may include the following:

	•  simple opportunistic advice to stop

	•  an assessment of the patient’s commitment to quit

	•  an offer of pharmacotherapy and/or behavioural support

	• � provision of self-help material and referral to more intensive support such as the 
NHS smoking cessation (stop smoking) services.

2.2.2	 The Helping smokers to stop component contains details of brief interventions 
and how to provide them, and includes a flowchart on how a model brief intervention 
should be carried out.

2.3  Definition: Specialist/intensive smoking cessation 
services
2.3.1	 Specialist smoking cessation services are specialist services which offer intensive, 
evidence-based support in line with the definition and recommendations below and 
recommendations throughout this component of the guide.

A specialist/intensive service is an NHS supported service with staff who have attended 
nationally recognised training and who have dedicated time to deliver group and 1:1 
support for a series of planned/scheduled sessions in which: a target quit date is set; 
support provided throughout the quit attempt through multi-session, intensive, structured 
behavioural support and in conjunction with pharmacotherapy (as appropriate); and 
the client is followed up at one month, three months and one year post quit-date and 
outcomes recorded.

The definition was developed and agreed by the NHS Boards’ smoking cessation 
coordinators/managers group in September 2006, and was revised by the Database 
Project Board in 2012. It is intended to reflect services as they are currently set up in 
Scotland. It is noted that this definition may change over time as services evolve and 
further evidence becomes available. Indeed, there are regional variations in Scotland’s 
services which are outlined in the case studies throughout this component of the  Guide 
(see Preface section), and harm reduction options such as the ‘cut down to quit’ approach 
have also formed a role within services (see Tobacco harm reduction component).

See www.healthscotland.scot/publications/a-guide-to-smoking-cessation-in-scotland for 
the current full and detailed definition of specialist/intensive smoking cessation support.
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2.3.2	 Smoking cessation services vary across Scotland. However, what is referred to 
here as a specialist smoking cessation service must provide intensive support and work 
to nationally agreed standards. Conversely, the term ‘NHS smoking cessation services’ 
assumes that any intensive smoking cessation support provision within an NHS Board 
area (i) will form part of that NHS Board’s smoking cessation services and that (ii) it will 
be delivered to the same standards as those of the specialist NHS smoking cessation 
services. This assumption stands, taking into account the variations in Scotland’s services 
and current and further developments of services.
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3 � Recommendations: How an  
evidence-informed specialist  
service should operate 

The following material, specifically for specialist smoking cessation services, is generated 
from the best-available evidence identified from the key source materials outlined on  
page 4 in the preface. 

Only methods of cessation support recommended by NICE, and therefore included within 
this guide, should be delivered by NHS smoking cessation services in Scotland. Other 
methods (for example, complementary or alternative medicine approaches), that have 
not been considered by NICE as having sufficient evidence of their efficacy and cost-
effectiveness at this point in time, should not be delivered as mainstream services.

3.1	 General principles
These general principles should be read in conjunction with the subsequent sections 
on pharmacotherapy, behavioural support, and on smoking cessation with particular 
population groups.

3.1.1	  Generic key recommendation
The optimal form of support to aid smoking cessation in those who are motivated 
and want help to quit involves the combination of multi-session, intensive behavioural 
support (delivered face-to-face in groups or individually, or by telephone), together with 
pharmacotherapy17,18. That has been, and remains, the reason for placing a strong 
emphasis, in Scotland, on referral to NHS smoking cessation services.

Available evidence continues to suggest that the most effective smoking cessation 
approach is a combination of multi-session intensive behavioural support and 
pharmacotherapy (inferred from key source material, and additional expert advice).
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3.1.2	 Key recommendations: General principles

As a general rule, healthcare professionals should:

a. � advise and encourage all current smokers to quit, and offer them help to do so, unless there 
are exceptional circumstances (for example, occasionally it might be judged inappropriate 
to do so because of a presenting medical condition or other personal circumstances)

b. � link their advice to the individual’s medical condition, if it is a smoking-related disease 
that the smoker presents with

c. � offer advice to stop smoking that is sensitive to the individual’s preferences, needs and 
circumstances. Note: There is no evidence that the ‘stages of change’ model is more 
effective than any other approach.

3.2  Behavioural support 
3.2.1  What is behavioural support?
Specialist smoking cessation services offer face-to-face behavioural support in addition  
to the pharmacotherapies they may provide to smokers intending to stop. The support  
can be offered in groups or individually and follows a structured protocol4. 

While behavioural support is usually provided face-to-face in group or individual (1:1) 
format, it may be supplemented with proactive telephone support. The purpose of 
support is to help the client to plan for and set a quit date, to provide encouragement, 
advice and motivation to quit and stay quit, and to assist the client in coping with cravings 
and withdrawal symptoms. It also serves to optimise the use of, and compliance with, 
pharmacotherapy – maximising the client’s chance of success. This is best achieved 
through developing a supportive relationship with the smoker which includes building 
rapport, showing empathy, and identifying triggers to prevent relapse. 

This support involves scheduled multiple sessions in structured format, usually held weekly 
and starting at least one week pre-quit and continuing for at least four weeks post-quit at 
a specified time and place2,6. Groups tend to be held weekly over at least six weeks, and 
often throughout the duration of pharmacotherapy use in the quit attempt, and in line with 
the recommendations which follow. There is strong evidence for ‘closed’ group support 
and 1:1 support. There is currently insufficient evidence to recommend ‘open/rolling’ group 
or drop-in support (some observational evidence only) although these methods continue 
to be researched and show promise in observational studies where they appear to be 
more effective than 1:1 support, albeit a variety of factors may account for this (such as 
practitioner, deprivation group, pharmacotherapy used)19.

3.2.2  Recommendations for behavioural support
These recommendations should be read in conjunction with the sections on general 
principles, pharmacotherapy and on smoking cessation with particular population groups.



19

As a general rule, and in addition to the general principles in 3.1.2, smoking cessation 
specialists/advisers and the services they offer should:

a. � offer structured face-to-face behavioural support (group and/or 1:1) and 
pharmacotherapy to smokers who intend to stop

b. � provide behavioural support involving multiple sessions starting at least one week 
before the target quit date and continuing for at least four weeks afterwards, generally 
held on a weekly basis

c. � use a structured protocol for the behavioural support to maximise delivery of all aspects 
of motivational and pharmacotherapy advice

d. � provide behavioural support for smoking cessation in conjunction with 
pharmacotherapy, only delivered by specialist (specially trained) staff employed for  
or with dedicated time for this support provision, rather than brief interventions by 
health professionals as part of routine care (as this is not an effective substitute for 
intensive smoking cessation support)

e. � offer tailored advice and support, particularly to clients from minority ethnic and 
disadvantaged groups and to pregnant women and hospital patients.

3.2.3	 Supplementary information
Service deliverers have responsibility for delivering smoking cessation services of high 
quality, in line with both the evidence and with protocols for data confidentiality. They 
should ensure that all necessary data is collected in line with the national smoking 
cessation database’s accompanying guidance − see Section 5 − and that they are trained 
to national standards and receive the support they need to remain up-to-date with 
national guidance and research developments.

The following are ‘good practice’ suggestions on the actual contents of an intervention6. 
Although there is some overlap with recommendations outlined elsewhere in this 
document, they include finer detail.



20

Good practice: Roles for service deliverers6

Quality principles for smoking cessation interventions: Service delivery
Services will vary in the types of intervention they choose to provide and in their approaches 
to delivery. The quality of services should remain consistent and be supported by a set of 
clear underlying principles. These include the following: 

	 • � prior to treatment, clients should be informed of all available (evidence-based) 
treatment options both locally and nationally

	 • � interventions should have a clear structure and content, which is communicated  
to clients and to which clients must commit

	 • � all interventions should be multi-sessional (with structured behavioural support 
throughout the quit attempt and the offer of approved pharmacotherapy) with a total 
potential client contact time of at least 1.5 hours (from pre-quit preparation to at least 
four weeks after quitting); this will ensure effective monitoring, client compliance and 
ongoing access to medication

	 • � clients should be supported throughout their quit attempt including throughout the 
duration of the prescribing period (good practice identified through Scottish case studies)

	 • � interventions should offer weekly support for at least the first four weeks post quit-date; 
appointments should be scheduled when clients are booked into treatment

	 • � there should be a strong emphasis on verifying CO levels at one-month follow-up  
(as specified in Section 5.3)

	 • � smoking cessation advisers should show empathy for their clients and adopt a 
motivational approach, in line with that advocated in training.
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Delivery: all interventions should:  

	 •  reinforce the motivation to quit and set a quit date

	 •  inform client expectations regarding the structure and process of the intervention

	 •  assess nicotine dependence and offer appropriate feedback

	 • � provide information on the nature of tobacco withdrawal and advice on the 
management of withdrawal symptoms

	 • � give comprehensive advice on appropriate pharmacotherapies, possible side  
effects and methods of access

	 •  monitor pharmacotherapy use

	 •  build a repertoire of coping strategies

	 •  include regular carbon monoxide (CO) checks and give feedback on progress

	 •  provide information on the harms of second-hand smoke and how to address this issue

	 •  troubleshoot specific client problems

	 • � plan ongoing coping mechanisms, support and pharmacotherapy at the end  
of treatment

	 •  assess client satisfaction with the intervention provided.

Further information: Information and literature for clients – Health education resources

Smokeline Telephone: 0800 848484
LanguageLine facility is available through this service for clients whose first language is not 
English.
Textphone number 18001 0800 84 84 84 
BSL users contactSCOTLAND-BSL
www.nhsinform.scot/smoking 
NHS Inform website, for further information on the Smokeline service and smoking 
cessation: www.nhsinform.scot/healthy-living/stopping-smoking

Limited quantities of literature for clients, such as How to stop smoking and stay stopped, 
can be obtained from the local NHS Board area’s health promotion and resource library.

ASH Scotland Information Service’s free enquiry service: enquiries@ashscotland.org.uk

3.3 	 Pharmacotherapy
3.3.1	 Definition
Pharmacotherapy in the context of smoking cessation refers to nicotine replacement 
therapy (NRT), bupropion (Zyban®) or varenicline (Champix®) to help reduce the severity of 
physiological and psychological symptoms experienced by individuals quitting smoking. 
They help to reduce cravings and withdrawal symptoms. 
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This section is not an exhaustive guide on modes of action, prescription, individual product 
guidance or detailed product safety issues, but rather an overview and includes signposts 
in the direction of suitable sources from where current and more detailed information on 
these products can be obtained.

Nicotine replacement therapy (NRT)
This contains nicotine, and delivers nicotine to the body, but in smaller quantities than 
involved in smoking and without exposure to 4,000 other chemicals, including identified 
carcinogens. There are currently eight formats: patch, lozenge, sublingual tablet/microtab, 
gum, inhalator, oral spray, oral strips and nasal spray. NRT formats can be used as dual/
combination NRT – this enhances their effectiveness, with patch and another form the 
most common combination.

Bupropion
Bupropion hydrochloride (trade name Zyban®) was originally developed as an anti-
depressant but is licensed in the UK only for smoking cessation. It does not contain nicotine 
and the way it helps smokers stop is not fully understood. It has multiple actions in the brain 
involving dopamine and noradrenaline pathways and may also act as a nicotinic antagonist. 

Varenicline
Varenicline (trade name Champix®) does not contain nicotine and is a partial agonist 
designed to act primarily on the nicotinic acetylcholine receptor composed of alpha4beta2 
sub-units. Its binding alleviates symptoms of craving and withdrawal, and reduces the 
rewarding and reinforcing effects of smoking by preventing nicotine binding to the a4B2 
receptors.

As noted in Section 1.1.1, the focus of the Guide is on robust, highly processed, quality 
assured evidence which provides the basis for the Recommendation sections. E-cigarettes, 
and other products or combinations of products which have not been included in NICE 
recommendations, are therefore not covered in this section or indeed in this component of 
the Guide. Additionally, e-cigarettes are not a licensed smoking cessation medication and 
cannot be prescribed on the NHS. See www.healthscotland.scot/publications/a-guide-
to-smoking-cessation-in-scotland for the Tobacco harm reduction component aimed at 
specialist services and which focuses on a variety of harm reduction approaches involving 
NRT use (‘cut down to quit’, short-term and long-term temporary abstinence, for long-term 
use to remain quit for those at risk of relapse) as well as on unlicensed forms of nicotine 
such as e-cigarettes.

3.3.2  General principles of pharmacotherapy and recommendations
This section should be read in conjunction with the sections on general principles  
(Section 3.1), sections on smoking cessation with particular population groups (Section 4) 
which refer to pharmacotherapy, and with the behavioural support section (Section 3.2)  
of this component of the guide.
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Pharmacotherapies can have a variety of side effects in some individuals, but the prescriber 
should always balance the well-documented short- and long-term risks of continuing 
smoking against the potential benefits and risks of the pharmacotherapy being considered.

Recommendations for pharmacotherapy

a. � NRT, varenicline or bupropion should normally be prescribed in conjunction with the setting 
of a quit date and as part of an ‘abstinent-contingent’ treatment, in which the smoker 
makes a commitment to stop smoking on or before a particular date (their target quit date). 

b. � Some types of NRT products are licensed for use in circumstances where smokers 
wish to ‘cut down to quit’. This is one of several harm reduction approaches for 
those unable/unwilling to quit by conventional smoking cessation approaches – see 
Tobacco harm reduction (guidance for specialist smoking cessation services and 
which accompanies this component) which provides detail of licensed smoking 
cessation products for this approach, for short-term or long-term temporary abstinence 
purposes, and for long-term use for former smokers to remain quit – and, in order to 
improve the evidence base, such an approach should be evaluated thoroughly. Further 
guidance and details are available in NICE guidance for tobacco harm reduction 
approaches at  www.nice.org.uk/PH45 

c. � A prescription of NRT, varenicline or bupropion should be sufficient to last only until 
two weeks after the target quit date. Normally, this will be after two weeks of NRT, and 
three–four weeks for varenicline or bupropion, to allow for the different methods of 
administration and mode of action. Subsequent prescriptions should be given only on an 
abstinent-contingent basis, i.e. to people who have demonstrated, on reassessment, that 
their quit attempt is continuing. If a smoker’s attempt to quit is unsuccessful using NRT, 
varenicline or bupropion, a repeat prescription should not be offered within six months 
unless specific circumstances have been identified that have hampered the person’s 
initial attempt to stop smoking, in which case it may be reasonable to try again sooner. 
See Good practice: Repeat prescribing box for further information on suitable items for 
discussion with a smoker to help them reach a suitable decision on when to try again. 

d. � Bupropion is a prescription-only drug which was licensed for use in the UK for smoking 
cessation with motivational support, in those aged 18 years and over. Varenicline, 
another prescription-only medication, was accepted for use by the Scottish Medicines 
Consortium (SMC) for use within NHSScotland for smoking cessation in those aged 18 
years and over, only as a component of a smoking cessation programme. Although 
subsequent NICE guidance does advise that these products, and NRT, can be 
prescribed with brief intervention support, the evidence is strongly in favour of their 
prescription in conjunction with intensive support such as that offered through  
a specialist smoking cessation service. 

e. � Neither varenicline nor bupropion should be used by young people under 18, or by 
pregnant or breastfeeding women.

f. �  �Varenicline or bupropion may be offered to people with unstable cardiovascular 
disorders, subject to clinical judgement. 
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g. � If prescription or provision of NRT is being considered with young people aged from 12 
to 17, pregnant or breastfeeding women, or people who have unstable cardiovascular 
disorders, the risks and benefits should be explained. To maximise the benefits of 
NRT, people in these groups should also be strongly encouraged to use specialised 
behavioural support in their quit attempt. This guidance follows a review by the 
Committee on Safety of Medicines for the Medicines and Healthcare Products Regulatory 
Agency (MHRA) in 2005 in which the licence was expanded to include these groups.

h. � Consideration may be given to offering a combination of nicotine patches and another 
form of NRT (such as gum, inhalator, lozenge, sublingual tablet/microtab, oral or nasal 
spray, oral strips) to people  who show a high level of dependence on nicotine or who 
have found single forms of NRT inadequate in the past.

i.   �Although different types of NRT may be given in combination (e.g. nicotine patches 
and another form such as gum, inhalator, lozenge, sublingual tablet/microtab, oral 
or nasal spray, oral strips) as per recommendation ‘h’ above, only one single type of 
pharmacotherapy should be used at one time – NRT, varenicline or bupropion should 
not be used in combination. 

j.   �Unless there are contraindications or cautions, one medication should not be favoured 
over another. When deciding which therapies to use and in which order, the options 
should be discussed with the client or patient to arrive at a choice that is most likely to 
succeed, taking account of the fact that referral to the NHS smoking cessation service 
has been made and:

		  - � contraindications and the potential for adverse effects (note: practitioners and 
prescribers need to maintain an up-to-date knowledge and awareness of any 
medical conditions and potential for drug interactions in connection with the 
pharmacotherapies, and refer to the GP if/as appropriate)

		  -  the client’s personal preferences

		  -  the availability of appropriate behavioural support

		  -  the likelihood that the client will follow the course of treatment

		  -  the client’s previous experience of smoking cessation aids.

Good practice: Repeat prescribing
	 • � If a smoker’s attempt to quit is unsuccessful using NRT, varenicline or bupropion, 

the following should be discussed with the smoker to help them reach a suitable 
decision on when to try again: pausing for several months, to renew motivation and 
determination to succeed before making another quit attempt, increases the likelihood 
of successfully quitting; if the smoker wishes to make another quit attempt before 
then, they should not be dissuaded but should make a concerted focus to address the 
specific issues that resulted in the failed quit attempt, and they may wish to consider a 
different formulation of NRT or a completely different medication.
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3.3.3  Information sources 

The UK Medicines and Healthcare products Regulatory Agency (MHRA) 
www.mhra.gov.uk

The MHRA provides information on pharmacotherapies licensed for use in the UK 
including that provided by the Committee on Safety of Medicines. It also monitors safety 
of new drugs, and provides updates on new side effects, contraindications or drug 
interactions. Searching for ‘stop smoking’ through the website address above will yield 
information on smoking cessation treatments. 

The British National Formulary (BNF)
www.bnf.org

The BNF, which is updated regularly, is intended to provide UK health practitioners with 
practical information on the selection and clinical use of medicines. A search for ‘cigarette 
smoking’ will produce the relevant sections.

The Electronic Medicines Compendium (eMC)
www.medicines.org.uk/emc/ 

The eMC contains updated and accessible information about medicines licensed for use  
in the UK. It provides both summaries of products and patient information leaflets. 

Scottish Medicines Consortium (SMC) 
www.scottishmedicines.org.uk 

The SMC considers new pharmacotherapies’ potential for use in Scotland. 

Local Area Drugs and Therapeutics Committees, local formularies and prescribing protocols
 
These should reflect the above recommendations, guidance and updates, including that 
from the other sources of information given here, and may be developed and adapted  
to enable innovative, flexible dispensing practices such as weekly dispensing and for the 
‘cut down to quit’ approach where undertaken – see Tobacco harm reduction on the latter.

As smoking affects the metabolism of various medications, such as clozapine, 
olanzapine, theophylline and warfarin, drug dosages of such medications may require 
adjusted when smoking cessation takes place. The above sources provide further 
information.

http://www.medicines.org.uk/emc/
http://www.scottishmedicines.org.uk
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3.3.4  Supplementary information

Further information: What are the pharmacotherapy products?

Nicotine replacement therapy (NRT)
There are eight formats of NRT products and all have similar effectiveness. Thus the choice 
between them for the client/patient can often be one of personal and practical preference, 
for example:

Patch − discreet and easiest to use.
Gum − allows good control of nicotine dose.
Sprays (nasal and oral) − reportedly good for very addicted smokers due to fast delivery 
of nicotine.
Strips (oral) – discreet, flexible, good dose control.
Sublingual tablet − discreet, flexible, good dose control.
Lozenge − discreet, flexible, good dose control.
Inhalator − good if smoker misses the ritual of smoking.

Regardless of the type used, normal practice is for the client to start using it on the quit 
date and to continue use for approximately 12 weeks, although this will vary according  
to manufacturer/brand, format and stage in the quitting process.

The most common combinations are of an acute dosing form (such as the nasal spray  
or the inhalator) with the patch. It is recommended to prescribe NRT for only two weeks  
in the first instance, with a second or subsequent prescription(s) offered only if the smoker 
demonstrates their quit attempt is continuing.

Bupropion (Zyban®) is a prescription-only medicine. It comes as a tablet. It has been 
shown to approximately double a smoker’s chance of stopping. If used, it is recommended 
to prescribe bupropion (Zyban®) for four weeks and then a further four weeks if the quit 
attempt is continuing, with a typical course lasting seven−eight weeks, and starting with  
a smaller dose one−two weeks prior to the quit date. 

Varenicline (Champix®) is a prescription-only medicine. It comes as a tablet. It has been 
specifically developed to help people quit smoking. It is started one−two weeks before a 
person’s target date for stopping smoking. The dose is built up over the first week and the 
standard course of treatment is 12 weeks. Treatment may be repeated in people who manage 
to stop smoking, to reduce the risk of relapse, although the benefits of extended/repeated 
treatment seem to be relatively small.
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Good practice: Prescribing

NHS Boards should agree a dual therapy prescribing protocol for nicotine replacement 
therapy (NRT) for use in specialist smoking cessation services and by pharmacists for 
prescribing more than one NRT product at a time.

NHS Boards smoking cessation coordinators/managers group should review current 
practice and agree a national protocol on prescribing, and submit this to Area Pharmacy 
and Therapeutics Committees for approval, in order to encourage consistency across Scotland.

Prescriptions could be written as ‘dispense weekly’ in order to minimise wastage and 
improve contact with a healthcare provider for support when collecting prescriptions.

Case studies: Pharmacotherapy

NHS Greater Glasgow and Clyde’s service for hospital inpatients uses an inpatient 
protocol, designed for their acute sector smoking cessation advisers who are not  
nurses, which details how to request NRT for patients. A standard NRT request form  
is used internally for hospital pharmacists and one externally through which additional 
supplies are accessed by patients on discharge from hospital via their local pharmacist. 
Housebound patients identified by intensive smoking cessation services are issued with 
an NRT request form, requesting that NRT be issued under the community pharmacy 
unscheduled care prescription form system (CPUS) given that patients cannot attend their 
local pharmacy. This policy of pharmacy supply of NRT is to reduce the need for patients  
to attend GPs to obtain NRT and ensures that CO monitoring is also undertaken.

NHS Grampian ensures that the smoking cessation service – known as the Smoking Advice 
Service – liaises with GPs for prescribing pharmacotherapies, in particular varenicline.

NHS Lanarkshire has a patient group direction (PGD) for the provision of nicotine replacement 
therapy products within community-based smoking cessation services. This PGD allows NRT 
to be offered free of charge within all smoking cessation service clinics. This ‘one stop shop’ 
approach means clients can get both behavioural support and pharmacotherapy within the  
clinic setting from nurse advisers with no need to attend their GP or pharmacy. 



28

3.4 � Evidence for intensive interventions offered  
by specialist smoking cessation services

Evidence-based interventions generally refer to interventions which have been found to 
be effective in systematic reviews of randomised trials which have robust, rigorous and 
within-study comparisons between intervention and control groups, and that measure 
abstinence outcomes at six months (or ideally 12 months), and/or, more importantly, which 
have been through a robust and rigorous quality assurance process during the production 
of NICE guidance for smoking cessation. 

The following components of specialist smoking cessation services have been 
approved by NICE as being effective: individual behavioural support, group support, 
pharmacotherapies.

This section focuses on and demonstrates the effectiveness of a range of brief and 
behavioural smoking cessation interventions and pharmacotherapies. These are based 
on the results of Cochrane systematic reviews of randomised controlled trials which are 
reviewed and updated as required although the conclusions of such updates do not 
differ substantially given the wealth and quality of evidence supporting the conclusions, 
confidence intervals and estimates of effects. These are supplemented with additional 
studies where appropriate. 

3.4.1	 Evidence for behavioural support in specialist interventions
Figures 3 and 4 provide detail of the effectiveness of various forms of behavioural support.
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Figure 3: �Estimated success rate ranges for different behavioural support 
intervention types

The following table6 focuses on different types of behavioural support including different 
types of group and 1:1 support, and shows that the forms of behavioural support 
advocated by NICE (1:1, closed group support and/or telephone support) are those for 
which there is sufficient and robust evidence to do so.

Intervention type Estimated four-week success rate range

One-to-one support 22%–52%a

Couple/family support Insufficient evidenceb

Closed group support 32%–74%a

Open (rolling) group support Observational evidence onlyc

Drop-in support Insufficient evidenceb

Telephone support 22%–51%a

Online support 28%–66%d

Notes:

a	� Indicates success range by intervention type from clients receiving no medication to those receiving NRT, 
bupropion or varenicline.

b	� Indicates availability of little or no published research evidence regarding the efficacy of these 
intervention types and therefore insufficient available data to estimate four-week success rates.

c 	 Indicates availability of sub-review/sub-robust level evidence.

d	� Indicates the indicative four-week success rate from existing studies of online support. Evidence of 
success rates of online support combined with medication are not currently available.

Behavioural support is found to be effective if delivered by specially trained providers; there 
is no clear evidence of the effectiveness of specialist support when provided by individuals 
who have not been specially trained or who are mainly employed on other duties4.

A Cochrane review of one-to-one support, involving one or more face-to-face sessions, 
each of more than ten minutes’ duration and separate from medical care, with most 
including further telephone contact for support, concluded that individual support was 
effective in helping smokers quit, but there was not enough data, as yet, to determine the 
optimal number of sessions (or the ideal level of ‘intensity’) of the intervention20.
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A Cochrane review of group support21 concluded that: 

	 • � there is not enough evidence to support the use of any specific psychological 
components in a programme of intervention beyond normal support and skills training

	 • � group therapy is more effective than less intensive interventions (such as being given 
self-help material without face-to-face contact, or no intervention), and the chances of 
quitting are approximately doubled.

In terms of comparisons between group versus 1:1 support, the review21 concluded that: 

	 • � the evidence is currently unclear on whether or not groups are better than individual 
support, but both are more effective than no treatment or support.

In a rapid review of the evidence for the development of NICE public health guidance 1022,  
two studies were referred to which found that group interventions may produce higher  
CO-validated quit rates at four weeks than 1:1 interventions, and subsequent observational 
studies concur with these findings. However, the review also recognised that 1:1 
interventions are also effective, that many clients have a strong preference for 1:1 support, 
and that group support is unfeasible in some contexts (e.g. rural areas). Therefore, it is 
important to offer both 1:1 and group interventions in order to provide choice.

Pro-active telephone support has also been found to be effective23, especially multiple 
session support24, hence it is a feasible practical option to supplement other forms of 
support, particularly in rural and remote areas. However, given that the benefits of face-
to-face behavioural support are well established (and additionally such an approach 
allows carbon monoxide monitoring to take place), face-to-face support should be offered 
wherever practicable.
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Figure 4: �Effectiveness of brief and behavioural interventions  
at six months post-quit20,21,25,26

Based on 6+ month outcome 
data unless otherwise stated

Overall [and sub-
group analyses]

Relative 
ratio .v. 
controls 

Confidence 
Interval (CI)

Brief, opportunistic advice from a 
doctora – increases quitting by a 
further 1-3% above an unassisted 
quit rate of 2-3%, with some small 
but significant additional benefits if 
more intensive/followed-up.

Brief advice .v. 
no advice/usual 
care – significant 
increase

RR 1.66 95% CI 1.42-1.94

Behavioural support (groups, 1:1)

Groupb – increase in cessation .v. 
no intervention/controls

Individualc – increase in cessation 
.v. controls or minimal intervention

Groupb:
.v. self-help 
programme
.v. no intervention/
controls
.v. self-help 
programme with 
same programme 
content

1:1c:
.v. minimal 
behavioural 
intervention, 
longest follow-up
.v. control and 
no systematic 
pharmacotherapy

Groupb:
RR 1.98
RR 2.71
RR 2.64

1:1c:
RR 1.39

RR 1.44

Groupb:
95% CI 1.60-2.46
95% CI 1.84-3.97
95% CI 1.95-3.56

1:1c:
95% CI 1.24-1.57

95% CI 1.25-1.65

Combination of pharmacotherapy 
plus behavioural support reviewd - 
success increased by 70-100% .v. 
brief advice/support

v. usual care, 
brief advice or 
less intensive 
behavioural 
support

In healthcare 
settings

RR 1.83

RR 1.97

95% CI 1.68-
1.98; moderate 
statistical 
heterogeneity.

95% CI 1.79-2.18

a = http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD000165.pub4/full 
b = http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD001007.pub2/full
c = http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD001292.pub2/full
d = http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008286.pub3/full

* http://tobacco.cochrane.org/evidence
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3.4.2   Evidence of efficacy: Pharmacotherapy
Figure 5 shows by how much multiple randomised controlled trials (RCTs) have 
demonstrated the increase in six-month quit rates in comparison with the control  
or placebo groups.

An overview and network meta-analysis of Cochrane systematic reviews27, focusing on 
the three pharmacotherapies licensed for smoking cessation in Europe and the USA, 
examined how the three therapies compared with placebo and with one another in 
achieving continuous or prolonged long-term abstinence of six months or longer. It 
excluded reviews of smoking cessation for particular settings or populations (e.g. pregnant 
women or specific disease groups). The data in the table below is derived from this 
overview and meta-analysis unless supplemented with data from a separate Cochrane 
review on the specific pharmacotherapy where the data was not available in the overview.

Figure 5: Effectiveness of pharmacotherapies at six months post-quit27

Based on 6+ month 
outcome data unless 
otherwise stated

Odds ratio .v. placebo unless 
otherwise stated

Credible Interval (CredI)

NRT 1.84 (patch 1.91; gum 1.68; 
other 2.04).

OR 1.84; CredI 1.71-1.99

Bupropion 1.82 OR 1.82; CredI 1.60-2.06
Varenicline 2.88 OR 2.88; CredI 2.40-3.47 
Combination NRT 2.73 OR 2.73; CredI 2.07-3.65
Bupropion .v. NRT 0.99 OR 0.99; CredI 0.86-1.13
Varenicline .v. NRT 1.57 OR 1.57; CredI 1.29-1.91
Varenicline .v. 
Bupropion

1.59 OR 1.59; CredI 1.29-1.96

Combination NRT .v. 
NRT (single)*

1.34* RR 1.34; CI 1.18 to 1.51*

Bupropion .v. 
Combination NRT

0.68 OR 0.68; CredI 0.50-0.91

Varenicline .v. 
Combination NRT

1.06 OR 1.06; CredI 0.75-1.4

* data and further details from http://onlinelibrary.wiley.com28

Comparing the three main pharmacotherapies found combination/dual NRT and 
varenicline to be equally effective – for example, varenicline was almost 3 times as 
effective as placebo, and just over 1.5 times as effective as single/mono NRT or bupropion 
which in turn were each almost twice as effective as placebo by helping 80% more people 
to quit than placebo27. For every 10 people quitting with placebo, 18 quit with single NRT 
or bupropion and 28 quit with varenicline. The overview also examined risks of serious 
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adverse effects through the incidence of these associated with these pharmacotherapies 
and found neither of them to have evidence of harms that would mitigate their use27.

3.4.3 Evidence for combination of behavioural support and 
pharmacotherapies
Figures 6 and 7 demonstrate the combined effect of behavioural support with 
pharmacotherapy.

Another Cochrane systematic review26 examined the combination of behavioural support 
and pharmacotherapy – see final row of Figure 4 for detail. Most studies within this review 
involved providing NRT and behavioural support by smoking cessation specialists offering 
4–8 sessions with planned maximum duration of 30-300 minutes’ contact. It concluded 
that the combination of behavioural support and pharmacotherapy increased smoking 
cessation at the six-month follow-up stage or beyond by 70-100% in comparison with 
usual care, brief advice or a minimal intervention. Differences were not detected in sub-
group analyses dependent on motivation to quit, treatment uptake/compliance, treatment 
provider, or number or duration of support sessions26.

Figure 6: �Impact of smoking cessation interventions on one-month  
quit rates21,23,28,29,30

The relative impact of a variety of evidence-based smoking cessation interventions and 
pharmacotherapies upon four-week quit rates.

Source: Cochrane Database of Systematic Reviews
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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%
Group behavioural support 32% 50% 71% 55% 74%

Research consistently finds that the optimal form of support, involving multi-session, 
intensive behavioural support (delivered face-to-face in groups or individually, or by telephone), 
together with pharmacotherapy17, helps between one in seven and one in ten smokers to 
stay quit for six months or longer*, taking into account context and potential population17. 
This combination of behavioural support and pharmacotherapy being the optimum form 
of support is consistent with observational research and ‘real world studies’ such as 
reviews of smoking cessation services.

Although many practitioners would wish to see success with any treatment to be on a par 
with the rates of treating infections with antibiotics, or common surgical procedures, smoking 
cessation measures cannot reward the adviser to the same degree by providing such high 
success rates. However, robust evidence finds that intensive smoking cessation support 
(in conjunction with pharmacotherapy) provides the best possible chances of long-term 
successful quit outcomes. In terms of health gain, successful quits are always worthwhile.

Figure 6 illustrates the approximate percentage of quit attempts achieving one-month quit 
rates as a function of treatment and therefore the relative impact of various interventions.

Another review, by West et al (2015)17, and also updates the evidence published in the 
original Thorax (2000) Smoking Cessation Guidelines: An Update31,and also focuses on 
comparing side-by-side a range of interventions, and components of interventions, offered 
by specialist smoking cessation services. West et al’s review is based on a combination of 
the following to estimate the likely effectiveness of each intervention in different settings:
• �Cochrane systematic reviews of randomised trials. The effect of permanent cessation is 

expected to be half of these cited figures.

•	analysis and evidence from additional, ‘real world’ studies.

Figure 7 provides an overview of the individual components of these interventions plus 
the relative estimates of effectiveness. The figures in the table refer to six-twelve month 
cessation figures, but longer term studies suggest that only about half of those who have 
quit at six months can be expected to become permanent non-smokers.

With the exception of brief interventions from a doctor, the remainder of the interventions 
below were delivered to smokers wanting help to quit and willing to set a quit date.
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Figure 7: �Effectiveness of smoking cessation interventions at 6–12 months 
post-quit17

Intervention .v. Comparison 
(as stated)

%age point increase in 
6-12-month abstinence 
(95% CI – confidence 
interval)

Projected %age point 
increase in 6-12-month 
abstinence .v. No 
intervention

Brief interventions from 
doctor (for smokers 
attending a surgery) (.v. no 
intervention)

2 (2-3) 2

Behavioural support from 
trained smoking cessation 
practitioners: 1:1 (.v. minimal 
advice or written self-help 
material)

4 (3-5)b 6

Behavioural support from 
trained smoking cessation 
practitioners: group (.v. 
minimal advice or written 
self-help material)

5 (4-7)b 7

Single NRT from health 
professionalsa (.v. placebo)

6 (6-7)c 6

Combination NRT from 
health professionalsa (.v. 
placebo)

11d 11

Bupropion from health 
professionalsa (.v. placebo)

7(6-9)e 7

Varenicline from health 
professionalsa (.v. placebo)

15(13-17)e 15

a = healthcare worker qualified to prescribe or provide the pharmacotherapy.
b = use of an active control may mean that the total effect size versus nothing is larger.
c = no clear differences between products or interaction with intensity of behavioural support, but some evidence that 
higher-dose products are more effective than lower-dose ones.
d = synthetic estimate based on incremental effect of dual-form nicotine replacement therapy (NRT) compared with 
single-form.
e = studies were undertaken in the context of multi-session face-to-face behavioural support. 

The results of this review also show the benefits of brief interventions, behavioural support 
and all 3 pharmacotherapies, with the superiority of combination NRT and varenicline 
in the case of the pharmacotherapies, and with varenicline having the most favourable 
outcomes of the pharmacotherapies in this review.
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3.4.4	 Cost-effectiveness of smoking cessation services
As the harm caused by continued smoking is so great, smoking cessation interventions 
(whether brief interventions, group or individual intensive interventions, or pharmacotherapies) 
are among the most cost-effective interventions available in preserving life32, particularly 
relative to other routinely used primary prevention and screening interventions. Smoking 
cessation remains cost-effective even if an individual has been a smoker for many years. A 
treatment tends to be recommended to the NHS by NICE if it costs less than £20,000−£30,000 
per life year gained (LYG). Statins cost almost £25,000 per LYG; behavioural support and 
pharmacotherapy costs approximately £1,000 or less per LYG33.

In fact, all of the interventions described above lead to a reduction in the number of smokers, 
fewer co-morbidities and more quality-adjusted life years gained compared with no 
intervention34. In all but one type of smoking cessation provision (that of brief advice plus self-
help material plus nicotine replacement therapy provision), smoking cessation interventions 
are cheaper than doing nothing2,34. Although all smoking cessation interventions are cost-
effective, those which are especially cost-effective include group support (over individual 
support), brief interventions or behavioural support when combined with pharmacotherapy 
(over either of these without pharmacotherapy, or over pharmacotherapy without either type 
of support respectively), and varenicline (over other types of pharmacotherapy on its own 
or placebo)2. Specific information on cost-effectiveness of interventions, including those of 
individual pharmacotherapies, is available from NICE (www.nice.org.uk), including health 
economic appraisals which emphasise the high cost-effectiveness of smoking cessation 
interventions34 and that the cost per life year saved is well below the NICE benchmark17, 33,35. 

A study using previously collected data estimated the number of life years saved through 
the provision of interventions for every 100,000 smokers. This found that for using only 
pharmacotherapy, 3,750 discounted life years would be saved, but that using behavioural 
support and medication would save 7,500−15,000 discounted life years, i.e. taking into 
account that life years are typically saved several decades later36.
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3.5  Summary of recommendations

Those providing specialist smoking cessation support (e.g. specialist smoking cessation 
advisers, pharmacists providing support to the national pharmacy scheme standards, those 
trained to provide intensive smoking cessation support), whether in the NHS, local authorities 
or the community/voluntary/private sectors, should ensure each of the following: 

	 • � the advice provided is sensitive to the individual’s preferences, needs and circumstances. 

Specifically, they should offer smokers who intend to stop each of the following: 

	 •  structured face-to-face behavioural support (group and/or 1:1) involving:

	 	 - � multiple sessions starting at least one week before the target quit date and  
continuing for at least four weeks afterwards, generally held on a weekly basis

	 	 - � a structured protocol to maximise delivery of all aspects of motivational and 
pharmaceutical advice

	 •  pharmacotherapy.

Prescribers, and/or those providing specialist smoking cessation support (e.g. specialist 
smoking cessation advisers, and those trained to provide intensive smoking cessation support), 
whether in the NHS, local authorities or the community/voluntary/private sector, should: 

	 • � prescribe pharmacotherapy ordinarily only as part of an ‘abstinent-contingent’ treatment, 
in which the smoker has made a commitment to stop smoking on or before a particular 
target quit date

	 • � consider prescribing NRT as ‘cut down to quit’ or signposting to its use in various harm 
reduction options – see Tobacco harm reduction component.

	 • � not prescribe varenicline or bupropion to young people under 18, or to pregnant or 
breastfeeding women

	 • � only prescribe one single type of pharmacotherapy at a time – NRT, varenicline or 
bupropion should not be used in combination (although different formats of NRT may 
be used in combination, especially by those showing a high level of dependence on 
nicotine or who have found single forms of NRT inadequate in the past)

	 • � notwithstanding recent evidence for the superior effectiveness of combination NRT and 
varenicline over single NRT and bupropion, not favour one type of medication over another 
unless there are contraindications or cautions

	 • � discuss the options with the client or patient in order to make a choice of pharmacotherapy 
and in which order, taking account of a number of key issues.
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Specifically, they should: 

	 • � issue the initial prescription for NRT, varenicline or bupropion to last only until two 
weeks after the target quit date

	 • � only provide subsequent prescriptions on an ‘abstinent-contingent’ basis, i.e. to people 
who have demonstrated, on reassessment, that their quit attempt is continuing.

When prescribing or providing, or considering prescribing or providing, NRT to young 
people aged 12 to 17, pregnant or breastfeeding women, or people who have unstable 
cardiovascular disorders: 

	 •  explain the risks and benefits of NRT use in detail within these particular groups

	 • � strongly encourage these groups to use specialised behavioural support in their  
quit attempt to maximise the benefits of NRT.

If a smoker’s attempt to quit is unsuccessful using NRT, varenicline or bupropion, 
prescribers/specialist smoking cessation advisers should: 

	 • � not offer a repeat prescription within six months (unless identified, specific 
circumstances have hampered the person’s initial attempt to stop smoking, in which 
case it may be reasonable to try again sooner. See also Good practice: repeat 
prescribing box for further information on suitable items for discussion with a smoker 
to help them reach a suitable decision on when to try again.
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4 � Key target groups and other priority 
population groups 

4.1  Target groups and other priority groups
The general principles and underlying assumptions are that healthcare (and social care) 
professionals should advise and encourage all smokers to quit, offer them help to do so 
and refer them to the most effective support available. However, there have historically 
been national target groups and additionally are other priority groups within tobacco 
control and for whom specific recommendations and guidance in smoking cessation are 
detailed in this section, where available from the key source material and additional NICE 
guidance (e.g. www.nice.org.uk/PH48 and www.nice.org.uk/PH39).

The Tobacco White Paper Smoking Kills, the UK’s first tobacco policy document, identified 
three target groups for smoking cessation and reducing smoking prevalence, reiterated in 
subsequent strategies/policies/action plans and reflected in prevalence targets set. These 
have been: 

	 •  socio-economically deprived groups

	 •  young people

	 •  pregnant women.

These remain priority groups although, of these, prevalence and performance targets 
have only been set for those within deprived groups more recently – a focus on reducing 
inequities in prevalence (in the most recent tobacco control strategy) and on a specific 
proportion of successful smoking cessation quits to be from the most deprived areas (in 
recent HEAT health improvement targets and subsequently the Local Delivery Plan standard).

Additionally, there are other priority groups for smoking cessation for whom smoking 
prevalence is high, and/or with particular smoking-attributed or smoking-exacerbated 
medical conditions. 

Collectively, addressing tobacco use in these longstanding and additional priority groups 
should help to contribute to performance targets for smoking cessation with their deprivation 
focus, national targets to achieve a tobacco-free generation and narrowed inequities/
inequalities in smoking prevalence by 2034, and thus ultimately reduce inequities in smoking-
attributable morbidity and mortality.

This section of the document will first describe the three longstanding target groups (4.2), and 
then proceed to describe a (non-exhaustive) list of priority groups (4.3) for which the key source 
materials and additional NICE guidance have specific recommendations and guidance and 
which services may wish to consider. 
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The following subsections should be read in conjunction with the section on general 
principles of smoking cessation support and with the section on pharmacotherapy.

4.2  Recommendations for working with longstanding 
target groups
Tailored advice and support should be offered. This may include tailoring to needs, 
circumstances and preferences, at locations and schedules to suit, within reason and/
or where feasible. 

4.2.1  Socio-economically disadvantaged individuals and communities
This term ‘socio-economically disadvantaged’ has been used interchangeably in the 
smoking cessation field in Scotland with ‘deprived groups’ and ‘low income smokers’. 
However, the definition can vary e.g. depending on the survey used to measure it. The 
current measurement − the Scottish Index of Multiple Deprivation (SIMD) − is a measure 
of relative deprivation based on a large number of individual area indicators such as 
income, education, and crime. All measures of deprivation by area have advantages and 
disadvantages as not all deprived people live in ‘deprived areas’ and not all people living 
in a ‘deprived area’ are deprived. However, these measures can still provide a base point 
for planning services that act to reduce health inequality.

Smoking is still the biggest cause of premature death in Scotland, especially in disadvantaged 
communities4,7,8,9, and in 2014, 21% of deaths in the most deprived quintile of Scotland 
were attributed to smoking, compared with 15% in the least deprived quintile10*. A large 
scale study of a Scottish cohort showed that ‘never smokers’ had much better survival 
rates than smokers in all social positions − smoking had a greater influence on mortality 
than social position11. Hence, the scope for reducing health inequalities is limited unless 
smoking rates can be effectively addressed in disadvantaged communities37-42. Social 
inequalities in tobacco use make a significant contribution to inequalities in health. 
Interventions that are effective in reducing social inequalities in tobacco use are therefore 
central to the government’s public health strategy and to the broader goal of promoting 
health equity.

Smoking cessation interventions tailored for people from disadvantaged groups may be 
slightly more effective than generic interventions aimed at this group2, 37, 38, 40, 41, 42. 

Recommendations for working with socio-economically disadvantaged groups

a. � Services should provide tailored advice and support, particularly to clients from 
disadvantaged groups.

b. � Services should be easily accessible to this target group and they should be 
encouraged to use them.

* The analysis is an extension of the smoking attributable deaths report published by ScotPHO (2016), which: uses 
methodology employed by Public Health England rather than the former Peto method; analysed a 5-year period; and used a 
different version of SIMD (2016) to that in former calculations. Therefore, comparisons with previous data cannot be made.
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Supplementary information

Good practice: Working with socio-economically disadvantaged groups

In widely scattered rural communities, where deprivation may be dispersed, this may 
have implications for service delivery and design e.g. it can be more appropriate to target 
deprived groups and individuals through other routes and characteristics besides that of 
geographical area.

NHS smoking cessation services in Scotland provide targeted support for socio-
economically disadvantaged communities through a variety of means – e.g. locating 
smoking cessation group sessions in community venues in areas of socio-economic 
disadvantage. In addition, there has been targeted support for socio-economically 
disadvantaged communities through Keep Well anticipatory care pilot projects, (www.
healthscotland.com/keep-well/evaluation.aspx) local tobacco alliances, and national pilot 
smoking cessation projects funded by ASH Scotland.These projects have been well-
documented, and more information can be obtained by contacting the relevant 
organisations, including www.ashscotland.org.uk/inequalities

Scottish smoking cessation services have been successful in targeting and reaching 
deprived communities – the more deprived the community (in terms of decile or quintile), 
the larger the numbers and percentages of quit attempts made43, 44. In terms of outcomes 
of quit attempts, the lowest quit rates at both the one-month and three-month follow-up 
stage are in the most deprived areas. However, the most deprived areas still account for 
the largest numbers of quitters43, 44.

4.2.2  Young people showing strong commitment to quit
In order to realise a tobacco-free generation, a range of tobacco control interventions 
(legislation, prevention, cessation) is necessary, reducing the accessibility and 
attractiveness of tobacco and denormalising its use45,46. In terms of cessation, the focus 
of this Guide, the greatest health gains are achieved by young people stopping smoking 
before the onset of smoking-related conditions47. 
 
Targets and a specific action plan for reducing prevalence among young people have 
been highlighted previously (1.2.6). While there have been no prevalence targets for young 
people since those set in the Smoking Prevention Action Plan (2008), they remain a priority 
group in terms of tobacco control activity, particularly those in the 16–24 year age-group 
among whom smoking prevalence remains relatively high.

Young people are not a homogenous population; some subgroups of young people have 
particularly high smoking prevalence. The 16-24 year-old age-group has high smoking 
prevalence, the age-group prior to and leading into that with the highest smoking 
prevalence (25–34 year-olds)16. Smoking prevalence among looked-after children in 
Scotland48 aged 11−17 was 44%. Specifically for those 11−17 year-olds living in residential 
care, the prevalence was 56%. This definition, however, is based on a looser definition of 
smoking to that used in the SALSUS (Scottish Schools Adolescent Lifestyle and Substance 
Use Survey).



42

A comprehensively evaluated national pilot programme49 did not reach a clear conclusion 
on whether a specialised youth smoking cessation service should be in place, or what 
constituted ‘best practice’ for this target group. However, it did identify learning points such 
as the importance of the programme being both flexible and structured; based on 1:1 or 
group support; addressing broader aspects of mental health and wellbeing; and delivered 
by a service provider young people could trust rather than a stranger.

In a review of programmes50 to help young people to quit, complex programmes 
(including those tailored to the young person’s preparation for quitting) and behavioural 
therapy programmes showed some promise but there was insufficient evidence from the  
number of trials and participants to recommend widespread implementation of any one 
model or to judge the efficacy of pharmacotherapies. 

As the evidence of what is effective with young people and in reducing health inequalities 
is still emerging51,52,53, a combination of structured, intensive support plus pharmacotherapy 
may not necessarily be the most effective smoking cessation approach. However, young 
people can show signs of nicotine dependence and may have tried to quit unsuccessfully 
in the past4. Given this, and the fact that NRT is now licensed for this group on the basis 
that it is as well tolerated by young people as by adults, is safer than smoking and there is 
no evidence to suggest that it would be misused5, findings from pilot projects support the 
following recommendations.

Recommendations for working with young people

a. � Discuss with the young person, and use professional judgement, to decide whether or 
not to offer NRT to young people aged 12−17 who request it or who show clear evidence 
of nicotine dependence. If NRT is prescribed, offer it as part of a supervised regime.

b. � Neither varenicline nor bupropion is licensed for, and therefore should not be used by, 
people under the age of 18 years. 

c. � Advisers and coordinators should be aware of, and actively consider the importance 
of, a range of school-based prevention alongside the cessation approaches for 
this age group, linking in with relevant organisations where appropriate; detailed 
recommendations are provided in the Scottish Perspective on NICE Public Health 
Intervention Guidance 23 – School-based interventions to prevent smoking, and for other 
tobacco control interventions in the Health Scotland Commentary on NICE Public Health 
Intervention Guidance 14 – Preventing the uptake of smoking by children and young 
people, available at www.healthscotland.com/scotlands-health/evidence/NICE.aspx
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4.2.3	� Pregnant smokers, smokers planning a pregnancy, and partners  
or other family or household members 

See Section 4.3.1 for ’Breastfeeding women, parents of young children, and other family  
or household members’.

Smoking during pregnancy is the largest single preventable cause of disease and death to 
the fetus and infants, accounting for a third of perinatal deaths9. It is a cause of a number of 
women’s health issues as well as fetal and neonatal problems54. In the mother, these include 
complications in pregnancy and labour (e.g. ectopic pregnancy, bleeding due to detachment 
of the placenta, placenta damage, premature rupture of membranes), an increased risk of 
miscarriage, and pre-term delivery2,54,55,56. In the baby, these include fetal growth restriction 
and low birthweight, stillbirth, reduced lung function in and beyond infancy, sudden infant 
death syndrome (SIDS, now increasingly referred to as ‘sudden unexplained death in infancy’  
– SUDI), and an increased risk of neonatal death and orofacial clefts2,54,55,56. Maternal 
exposure to second-hand smoke (passive smoking) during pregnancy is a cause of reduced 
fetal growth and low birthweight (a small reduction in this)54 and is associated with persistent 
adverse effects on lung function throughout childhood47. 

Smoking cessation programmes for pregnant women reduce the proportion of women 
who continue to smoke, and reduce the risk of low birthweight and pre-term birth57 − in 
fact, women who stop smoking before pregnancy or during the first three−four months of 
pregnancy reduce the risk of a low birthweight baby to that of a never-smoker58. Even in the 
later stages of pregnancy, it is still of benefit to quit in order to have an impact on this risk57,58, 
and the increased birthweight and reduced risk of premature birth may make a difference to 
neonatal health outcomes56.

In addition to the type of support available from NHS smoking cessation services 
(described in Section 3), cognitive behaviour therapy, motivational interviewing and 
structured self-help support have also been found to be effective for pregnant women to 
quit smoking3,57. 

There is mixed evidence on the effectiveness of NRT in helping women to stop during 
pregnancy and currently insufficient data to form a judgement about all aspects of its 
safety3,59,60, although the substantial risks to the fetus of the mother’s continued smoking 
would generally be considered to outweigh any potential adverse effects from NRT (which 
has lower doses of nicotine and none of the other chemicals such as tar and carbon 
monoxide to which smokers are exposed). 

Incentives, in the form of vouchers for goods or groceries, and especially those increased 
in value contingent on duration of quit, have also been found to be effective for improving 
quit outcomes, both at end-of-pregnancy and beyond61.

There is a lack of evidence available on whether smoking cessation interventions 
specifically for those planning a pregnancy or who have recently given birth, as opposed 
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to pregnant women per se, are effective or cost-effective3. However, the recommendations 
that follow should benefit women who smoke and who are planning a pregnancy, are 
already pregnant, or who have an infant aged under 12 months.

Interventions which are generally effective will not necessarily work with the partners of pregnant 
women at the time of their partner’s pregnancy (e.g. simply providing self-help material or 
media education campaigns is not effective with this group around the time of pregnancy)3.

Key service implications of the recommendations below include an automatic system of 
referral to specialist services for self-reported pregnant smokers (or those who have, upon 
CO validation, a reading that indicates they are likely to be a smoker* or those who have 
quit within the last two weeks) by midwives at first booking. This automatic referral system 
is recommended to ensure that pregnant women who smoke are provided with the best 
possible information and accessible support to stop smoking, should they wish to do so. 

Pregnant women referred to specialist services automatically by their midwives through this 
system should receive a follow-up telephone call from the specialist service accepting the 
referral to discuss the issues of smoking and pregnancy, and the particular needs of the 
woman concerned. The purpose of this call is to provide an opportunity for the service to 
explain more about what specialist cessation services offer (which may be specialist/intensive 
support provided by a specialist pregnancy cessation adviser specifically for pregnant 
women and their significant others rather than generic specialist/intensive support), clarify 
any misconceptions about the referral process, and to help the woman better understand 
the options available to her. Having discussed the benefits of quitting, specialist service 
information and their flexibility, the woman may decline the offer (‘opt out’) of the service  
at this point, or the date of attendance at the service/home visit may be set, as appropriate.

It is important that all the recommendations that follow are carried out with a non-judgemental, 
client-centred approach maintained at all times. The intention should be to make clear 
to pregnant women that this is an opportunity for those referred to specialist services to 
access information and specialist service support, not an obligation to attend services if, 
after information is provided, they do not wish to do so.

*On the basis of experience, all smoking cessation services in Scotland opted to use a lower cut-off point for automatic 
referral of 4ppm in lieu of NICE’s recommendation of 7ppm, and this was subsequently incorporated within the Maternity 
and Children’s Quality Improvement Collaborative (MCQIC).
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Further information: Validating smoking status during pregnancy

When using CO monitors, the exact cut off point which indicates whether a woman is a smoker 
or non-smoker is not clear cut, and those who smoke infrequently or inhale very little may be 
difficult to distinguish from those who are exposed to second-hand smoke (or other 
environmental or biological factors)3. The purpose of the initial CO test is to act as an aid to 
discussion around smoking status to potentially circumvent problems of under- and mis-
reporting, as well as identifying other problems which may be contributing to high CO levels.

Regular biochemical validation via CO monitoring may encourage a pregnant woman to 
quit as well as provide positive feedback once a quit attempt has been made3. Although 
no measure is 100% accurate, urine or saliva cotinine tests are more accurate than 
CO monitoring as they can detect exposure over the past few days rather than hours 
(although the adviser should remain mindful that cotinine levels may be raised among 
those using nicotine replacement therapy)3. All forms of biochemical validation reduce the 
likelihood that a smoker may miss out on the opportunity to get help to stop.

The recommendations contained within this section are based on NICE Public Health 
Guidance 26 – How to stop smoking in pregnancy and following childbirth, and contain 
guidance that enhances existing practice and which has implications for service design. 
It is recognised that, given the nature of the changes to practice that follow, these 
recommendations may take time to become embedded in service delivery, and that there 
are a number of key stakeholder groups involved in making this happen, e.g. service 
planners and commissioners, smoking cessation managers and staff, midwives and other 
health professionals. Given the serious consequences of smoking throughout and beyond 
pregnancy, however, all those who have a responsibility and opportunity to encourage and 
support pregnant smokers to stop should move towards meeting these recommendations.
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Recommendations for working with pregnant smokers

a. � Pregnant women, women smokers who are planning a pregnancy and those with 
infants under 12 months, should be offered personalised support once they have been 
fast-tracked to conveniently located and timed specialist cessation service support 
(with home visits or other flexible options considered if it is difficult for them to attend 
a service). In order to meet the needs of disadvantaged women in particular, these 
services should: be delivered in an impartial, client-centred manner; be sensitive to 
the difficult circumstances many women who smoke find themselves in; take into 
account other socio-demographic factors (e.g. age, ethnicity, cultural relevance of 
service provision, and making clear the availability of interpreting services for non-
English speakers); involve these women in the planning and development of services; 
be flexible, co-ordinated, easily accessible and tailored (e.g. through partnership work 
with outreach schemes and agencies offering support to this target group).

b.  On automatic referral by a midwife at booking:

	 - � All those who have been referred automatically by a midwife at booking, should be 
telephoned by a specialist adviser to discuss smoking and pregnancy, and the issues 
they face, in an impartial and client-centred approach, and invited to the service. If 
necessary (and resources permitting), they should be phoned twice and followed up 
with a letter, and the outcome fed back to the maternity booking midwife. An attempt 
should be made to contact those who cannot be contacted by telephone e.g. during 
a routine antenatal care visit or when attending for a scan.

	 - � Those who have been automatically referred by a midwife at booking, but who 
decide (on discussion with the specialist smoking cessation adviser) that they wish 
to ‘opt out’, should have this answer accepted non-judgementally, and have the 
factors which prevent them from using the services (e.g. lack of confidence about 
their ability to quit, fear of failure or stigmatisation, lack of knowledge about the 
services on offer, difficulty accessing them or lack of suitable childcare) addressed. 
If women are reluctant to attend the service, consider providing structured self-help 
materials, support via telephone or signposting to Smokeline 0800 84 84 84, or 
consider offering to visit them at home or at another venue if it is difficult for them to 
attend such a service. Those who decline the offer of support (‘opt out’) during the 
initial telephone call, should be sent information about smoking in pregnancy and on 
how to obtain support at a later date if they wish (and which is easily accessible and 
available in a variety of formats). 

c. � Initial and ongoing support for all women (irrespective of referral route i.e. automatic 
referral by midwife, from other health and support services for those who want to stop  
or self-referral):

	 - � During the first face-to-face meeting, discuss how many cigarettes the woman 
smokes and how frequently; ask if anyone else in the household smokes (including 
her partner, if she has one).

	 - � Advise of the dangers of smoking and the hazards of second-hand smoke exposure 
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to their unborn babies and themselves, at the earliest opportunity, and provide 
information on these risks and of the benefits of stopping for both mother and baby.

	 - � Address any concerns she (and her partner or family – for further details, see f below) 
may have about stopping smoking.

	 - � If partners or other family members are present at the first face-to-face meeting, 
encourage those who smoke to quit; if they aren’t present at the meeting, ask the 
pregnant woman to suggest that they contact the NHS smoking cessation services 
and provide her with contact details (e.g. telephone and address card, or Smokeline 
card from which details of local services will be available).

	 - � Encouragement, personalised information, advice, and intensive and ongoing support 
(brief interventions alone are unlikely to be sufficient) on how to stop smoking should 
be offered throughout the pregnancy and beyond, including the monitoring of smoking 
status regularly using biochemical validation (CO tests, or preferably the more accurate 
urine or saliva cotinine measurement) at the quit date and one month follow-up. 

	 - � If, when using CO monitoring, the reading is higher than 10ppm but the woman says 
that she has stopped smoking, advise her about the possibility of CO poisoning and 
advise contacting the free Health and Safety Executive gas safety advice line on  
0800 300 363; given that it’s more likely that she is still smoking, any further 
questions should be phrased sensitively in order to encourage a frank discussion.

	 - � Record the method used to quit smoking, including whether or not the woman 
received help and support, and follow up 12 months after the quit date. 

d. � Continued intensive support and smoking status monitoring (including CO monitoring 
to encourage quitting and provide positive feedback on the quit attempt made) should 
also be given to women who successfully quit smoking prior to contact with services 
(in particular, if the pregnant woman stopped smoking in the two weeks prior to her 
maternity booking appointment), with support continuing to be provided in line with the 
recommendations above and local service practice protocols, to encourage and help 
them to stay stopped throughout and beyond the pregnancy.

e.  Pharmacotherapy:

	 - �The risks and benefits of NRT should be discussed with pregnant women who smoke, 
particularly those who do not wish to accept other help from NHS smoking cessation 
services, and NRT should only be used if smoking cessation without NRT fails. 

	 - �If a pregnant woman expresses a clear wish to receive NRT, and if smoking cessation 
without NRT fails or has failed, professional judgement should be used to decide 
whether to prescribe or provide it. While it cannot guarantee complete safety, the risk to 
the fetus of the mother’s continued smoking generally outweighs any potential adverse 
effects from NRT. Intermittent forms of NRT are preferable to continuous forms although 
a patch may be more appropriate if the woman suffers from nausea/vomiting. 

	 - �If prescribed, prescribe only for use once they have stopped smoking (passed their quit 
date) and prescribe in line with Section 3.3.2 (e.g. two weeks’ supply of NRT from their 
quit date, and subsequent prescriptions only through demonstration on re-assessment 
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that they are still not smoking). Advise pregnant women using nicotine patches to 
remove them before going to bed to avoid the administration of nicotine overnight.

	 - �Neither bupropion nor varenicline is licensed for, and therefore should not be for use 
by, women who are pregnant, seeking to become pregnant, or breastfeeding.

f.  � It is also important to ensure that partners of women who are pregnant or planning  
a pregnancy, and other family or household members who smoke, are:

	 - � encouraged to quit (either directly, if they are present at the first face-to-face meeting, 
or this encouragement to quit conveyed via the pregnant woman if they aren’t 
present at this meeting – as in c above)

	 - � made aware of the risk to the pregnant woman and to the baby (before and after the 
birth) posed by second-hand smoke

	 - � recommended (if they aren’t able to quit smoking) that they do not smoke around the 
pregnant woman, mother or baby; this includes not smoking in the house or car 

	 - � given smoking cessation advice and have any concerns about smoking cessation 
addressed

	 - � offered timely smoking cessation support, including timely access to an intensive 
smoking cessation service; the support may involve a multi-component intervention 
comprising several elements and multiple contacts; discuss the options, taking into 
account the considerations outlined in 3.3.2j in respect of pharmacotherapy use and 
the support in general.

Supplementary information

Further information: Pregnant women

NICE guidance on acute, maternity and mental health services (available at www.nice.org.
uk/PH48) provides further evidence and recommendations for this client group.

Good practice: Pregnant women

A mapping exercise of the extent and nature of smoking cessation support in pregnancy in 
Scotland62 highlights examples of good practice and reinforces recommendations relating 
to pregnancy throughout this guide. It found that facilitating engagement with the service 
before support is given is a necessary pre-requisite, and highlighted how CO monitoring at 
booking visits can help identify smokers and circumvent under-reporting problems as well 
as encourage clients to consider smoking cessation, and noted the importance of a service 
responsive to women’s needs and which offers flexibility such as telephone support once 
engaged with a service. 

See also the following for useful information: Evidence into Practice project on smoking 
cessation in pregnancy which includes examples of how these recommendations 
have been implemented www.healthscotland.com/uploads/documents/19968-
EIPPregnancyProjectReport.pdf; and pregnancy and smoking cessation effectiveness 
evidence briefing www.healthscotland.com/documents/6103.aspx

http://www.healthscotland.com/documents/6103.aspx
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4.3 � Recommendations for working with other priority groups
4.3.1 � Breastfeeding women, parents of young children, and other  

family or household members
See Section 4.2.3 for pregnant smokers, smokers planning a pregnancy, and their partners 
or other family or household members. 

Many women relapse to smoking following the birth of the child56. There can be a common 
misperception among partners and other family members that smoking away from (i.e. not 
in the proximity of, or else blowing smoke in the other direction from) the baby or once a baby 
has grown into a toddler is relatively safe. Health of children and the home environment 
are inextricably linked. Exposure to second-hand smoke (passive smoking) is a cause of 
lower respiratory illnesses, respiratory tract infections including bronchitis and pneumonia 
and a range of respiratory symptoms, and reduces lung function55,56,63,64. It is also a cause 
of SUDI (SIDS or cot death) and middle ear disease64, and increases the risk of severity of 
asthma (frequency of episodes, severity of attacks) and is a risk factor for new cases of 
asthma47,55,56,63.

Recommendations for working with parents of young children, and other family  
or household members

a. � It is important to ensure that parents of young children, and other family or household 
members who smoke, are:

		  - � made aware of the risk to young children posed by second-hand smoke and any link 
with presenting medical conditions, where relevant

		  - � encouraged to quit, have any concerns about smoking cessation addressed, and 
given practical and personalised smoking cessation advice 

		  - � offered timely smoking cessation support, including timely access to an intensive 
smoking cessation service; the support may involve a multi-component intervention 
comprising several elements and multiple sessions; discuss the options, taking into 
account the considerations outlined in 3.3.2j in respect of pharmacotherapy use and 
the support in general

		  - � recommended, if they aren’t able to quit smoking or until such a time that they are, that 
they do not smoke around the young child; this includes not smoking in the house or car.

b. � For breastfeeding mothers, NRT may be recommended to assist a quit attempt. 
Professional judgement should be used to decide whether to prescribe or provide it 
(after undertaking a risk-benefit assessment, in which the risks and benefits of NRT 
are discussed with breastfeeding women who have been unable to stop smoking 
unaided and who express a clear wish to receive it). However, the risk to the baby of 
the mother’s continued smoking, and of any second-hand smoke exposure, is likely 
to outweigh any potential adverse effects from the comparatively small amount of 
nicotine in the breast milk from NRT. If prescribed, do so in line with 3.3.2 (e.g. two 
weeks’ supply of NRT from their quit date, and subsequent prescriptions only through 
demonstration on re-assessment that they are still not smoking). 
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		�  Intermittent forms of NRT may be more appropriate as their use can be adjusted to 
maximise the gap in time between dosage and feeding the baby, thus minimising the 
quantity of nicotine in the milk. 

		�  If breastfeeding women do use nicotine patches, advise them to remove them before 
going to bed to avoid the administration of nicotine overnight. 

c.  Neither bupropion nor varenicline should be used by women who are breastfeeding.

4.3.2	 Hospital patients (including patients preparing for hospital admission)
There is a well-established link between smoking and post-operative complications  
(e.g. increased mortality, pulmonary/respiratory complications, wound complications, 
delayed recovery). Even short-term cessation prior to surgery or hospitalisation may 
reduce risk of post-operative complications in comparison with continuing smoking – the 
longer the smoker is stopped, the greater the health benefits65,66. Those who have an 
unplanned admission, and therefore who are effectively undergoing enforced cessation 
given that all NHSScotland hospital buildings and grounds are smoke-free, should receive 
high quality support and advice from practitioners/advisers to help them cope with 
unplanned cessation, which has the potential to become sustained abstinence. High 
intensity behavioural interventions which take place during a hospital stay, that include at 
least one month of contact and support after discharge, are effective and help promote 
smoking cessation among patients in secondary care67, although studies suggest that at 
least two months post-discharge telephone follow-up is likely to be required in order to be 
more successful2.

Recommendations for working with hospital patients

a. � Patients should be reminded at every suitable opportunity of the short-term and long-term 
health benefits of stopping.

b. � Patients should be encouraged to stop smoking, for their own health benefits as well as 
due to NHS smoke-free premises (buildings and grounds), and:

	 - �offered timely access to an intensive/specialist support service and provided with 
intensive support (see also bullet ‘d’ below)

	 - �reminded of the smoke-free status of hospital buildings and grounds and be advised 
of the types of support and pharmacotherapy available to help smoking cessation 
or temporary abstinence, in order that they and their visitors/carers can prepare for 
this accordingly, for their own health and to avoid exposing others to second-hand 
smoke.

c. � Patients referred for elective surgery, or waiting to be admitted to hospital, should be 
encouraged to stop smoking before the operation or pre-admission. Those who want 
to stop smoking should be offered timely access to an intensive/specialist service  
(for example, an NHS smoking cessation service) plus pharmacotherapy.
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d. � Hospital inpatients who use tobacco in any form should be provided with intensive smoking 
cessation services and pharmacotherapy while in hospital, from an on-site service and 
within 24 hours of admission, following the offer of advice and NRT from a suitably trained 
health professional to help them to quit and/or to manage nicotine withdrawal symptoms 
through an enforced quit while in NHS smoke-free premises (hospital buildings and 
grounds) and the offer of a referral to / appointment with an intensive service. (Due to the 
rural and remote nature of some services in Scotland, an on-site intensive service may only 
be available in mainland hospitals; however, intensive support should be provided within or 
as close to 24 hours of admission such as within two working days.)

e. � Patients waiting to be discharged from hospital, particularly those who have tried to 
quit smoking in hospital, should be offered, and fast-tracked for, (continued) intensive 
cessation support, with an appointment booked prior to their discharge.

f. � Relatives/visitors/carers, as well as patients, should be reminded if/as appropriate 
that NHSScotland premises (including hospital buildings and grounds) are smoke-free, 
in order that they can prepare for appointments, visits and hospital stays accordingly. 
Additionally:

	 - �carers and household members should be reminded of the risks of second-hand 
smoke and not to smoke around the patient (including in the house and car). 

	 - �all should be: advised of the use of pharmacotherapies for smoking cessation  
or temporary abstinence, for their own health and to avoid exposing others to 
second-hand smoke; advised of the benefits of stopping smoking; offered a referral 
to smoking cessation services; and, where appropriate/applicable, directed to  
point-of-sale of licensed nicotine-containing products for temporary abstinence  
for those who wish to use them.

Supplementary information

Further information: Smoking cessation service for people having elective surgery

NICE guidance on acute, maternity and mental health services (available at www.nice.
org.uk/PH48) provides further evidence and recommendations for staff involved in such 
service delivery, focusing on smoke-free environments, managing withdrawal symptoms 
through temporary abstinence and licensed nicotine-containing products.

Further information: Hospital patients

Note the considerations described in the Pharmacotherapy section with respect to use 
of pharmacotherapies by patients with certain conditions or being prescribed other 
medication, and in the Information sources for pharmacotherapy section with respect to 
adjustment of other drug dosages when quitting smoking.



52

Good practice: Hospital patients

CEL and CMO letters, available at www.knowledge.scot.nhs.uk/home/portals-and-
topics/health-improvement/hphs.aspx, the mapping exercise/audit relating to smoking 
cessation support in secondary care (www.healthscotland.com/documents/2664.aspx), the 
Evidence into Practice project on smoking cessation which includes examples of how these 
recommendations have been implemented www.healthscotland.com/documents/5979.
aspx, the HPHS smoking cessation evidence briefing and secondary care evidence 
briefing www.healthscotland.com/documents/27133.aspx and www.healthscotland.com/
documents/6039.aspx, and the NHSScotland smoke-free implementation guidance www.
healthscotland.scot/publications/smoke-free-nhsscotland-implementation-guidance and 
www.healthscotland.com/documents/24828.aspx, provide some recommendations and 
examples of action/implementation for this client group.

Case studies: Hospital patients

NHS Greater Glasgow and Clyde’s service for hospital inpatients includes NRT and 
smoking cessation service information in the hospital prescribing formulary. 

NHS Grampian, as part of the development of pre-operative smoking cessation in partnership 
with GPs and outpatient consultants, has smoking cessation included on the standard 
proforma in pre-assessment clinics.

NHS Lanarkshire encourages all staff working with secondary care to consider every 
appropriate healthcare contact a health improvement opportunity regarding tobacco, 
in line with the essence of this guide’s recommendations. Therefore, all smokers, on 
admission to hospital, are supported to manage their smoking and offered NRT, and 
encouraged to quit. The commitment to this approach is recognised through being 
explicit in and implemented via an Integrated Care Pathway for Nicotine Addiction and No 
Smoking Policies.

http://www.healthscotland.com/documents/2664.aspx
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4.3.3  People with heart disease or respiratory disease
Smoking cessation by those with heart or respiratory disease can slow the progression 
of the disease and reduce the risk of it recurring. For coronary heart disease (CHD) 
sufferers, within two−four years of having quit, there is a 35% risk reduction in terms of 
re-infarction or death in comparison with continuing smokers68. CHD risk is cut by half 
one year after quitting and becomes similar to that of a never-smoker 10−15 years post-
quitting58,68. Respiratory symptoms and chronic bronchitis symptoms begin to improve 
within weeks and months of quitting respectively, lung function among mild/moderate 
chronic obstructive pulmonary disease (COPD) sufferers improves within a year of quitting, 
and age-related lung function decline slows among others to be similar to that of never-
smokers within five years of quitting68.

Recommendations for working with people with heart disease or respiratory disease

a.  It is important to: 

		  • � ensure that people who have heart or respiratory disease, and those who live with 
them, are aware of the risks of smoking and second-hand smoke exposure (active 
and passive smoking) to people with such diseases

		  • � ensure that they are aware of the rapid and longer term benefits to them of not 
being smokers and not being exposed to second-hand smoke even after being 
diagnosed with heart disease

		  •  give them smoking cessation advice 

		  • � offer them fast-tracked (where clinically advisable) and timely access to smoking 
cessation support.

b. � Evidence suggests that for smokers with stable heart disease, the benefits of using NRT 
to quit smoking outweigh any risks there may be with NRT. If prescription or provision of 
NRT is being considered with people who have unstable cardiovascular disorders, the 
risks and benefits should be explained. For those in hospital with severe heart disease, 
NRT can be used if recommended and supervised by the doctor treating the patient.

c. � Varenicline or bupropion may be offered to people with unstable (and, by implication, 
stable) cardiovascular disorders, subject to clinical judgement.

Supplementary information

Further information: Patients with heart or respiratory disease

Allowing for the expanded range of available pharmacotherapies, recommendations are 
compatible with references to smoking cessation in Scottish national clinical guidelines for 
chest (coronary, cardiac) and respiratory conditions at www.sign.ac.uk/assets/qrg_chd.pdf 

http://www.sign.ac.uk/assets/qrg_chd.pdf
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Good practice: People with heart disease or respiratory disease

The Keep Well anticipatory care pilot programme (www.healthscotland.com/keep-well/
evaluation.aspx) may provide useful learning here, generally and irrespective of whether 
such programmes continue to operate, in relation to providing smoking cessation support 
for socio-economically disadvantaged communities at increased risk of cardiovascular or 
respiratory disease.

4.3.4	 People with diabetes
Smokers who have diabetes have a considerably increased risk of developing cardiovascular 
disease and complications of it69, and there is some evidence suggesting that smoking is 
an independent risk factor for diabetes70.

Recommendations for working with people with diabetes

a. � Due to the increased risk of developing cardiovascular disease and associated 
complications, it is very important that smokers who have diabetes quit smoking.  
They should be encouraged to attend for behavioural and pharmacotherapy support. 

b. � Blood sugar should be monitored more closely when someone with diabetes is trying to 
stop smoking, since both stopping smoking and the use of NRT affect insulin metabolism.

Supplementary information

Additional information: Patients with diabetes

Allowing for the full range of available pharmacotherapies, recommendations in the 
‘Pharmacotherapy’ section of this document are compatible with references to smoking 
cessation in Scottish national clinical guidelines for diabetes at www.sign.ac.uk/assets/
sign116.pdf

Good practice: Diabetes patients

As both nicotine and the constituents of tobacco have numerous effects on blood sugar 
metabolism, and quitting smoking (with or without the aid of pharmacotherapy) can 
alter the body’s insulin resistance, with the processes which take place being complex, 
diabetics should be encouraged to consult with and discuss any attempt to quit with their 
diabetic team when thinking about quitting, as adjustment of their ongoing diabetes 
treatment may be necessary.

Diabetics should also consult with their doctor before using bupropion (as per guidance 
from eMC and MHRA).

Case study: Diabetes patients

NHS Western Isles has a smoking cessation adviser who is a diabetes specialist nurse. 
This adviser promotes awareness of the link between smoking and diabetes and 
additionally provides training to support other staff working in diabetes.

http://www.sign.ac.uk/assets/sign116.pdf
http://www.sign.ac.uk/assets/sign116.pdf
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4.3.5	 People with psychiatric and other mental health problems
Psychiatric patients have very high rates of smoking, particularly those living in either 
hospital or community-based psychiatric services, where there have traditionally been 
higher levels of smoking71. Smokers with mental health problems show higher levels of 
dependence71,72 with rates of cardiovascular, stroke and respiratory diseases being higher 
among some mental health groups (such as people with a diagnosis of schizophrenia) 
than the general population71,73.

The Scottish Government is committed to improving the physical health of those with mental 
health problems through addressing issues such as tobacco use. It recognises that all such 
smokers can benefit from smoking cessation, irrespective of condition or severity on the 
mental health spectrum.

Recommendations for working with people with mental health problems

a. � For patients with mental health problems, provide tailored smoking cessation advice 
including discussion of current and past smoking behaviour and development of a 
personal smoking cessation plan as part of a review of their health and wellbeing, and 
offer them timely access to an intensive smoking cessation service, with fast tracking 
where possible. Further details are available from NICE guidance on acute, maternity 
and mental health services (available at www.nice.org.uk/PH48), including on harm 
reduction options (e.g. use of NRT for temporary abstinence) to enable and maintain 
abstinence while a patient or inpatient.

Supplementary information

Good practice: Patients with psychiatric and other mental health problems

Useful learning may be provided through Moving Towards Smoke-free in Mental Health 
Services in Scotland (www.healthscotland.com/documents/2387.aspx), from smoke-free 
implementation guidance (www.healthscotland.com/documents/5041.aspx), and from 
evaluations of ASH Scotland projects involving people with mental health problems (www.
ashscotland.org.uk/what-we-do/tobacco-and-mental-health/). Consult relevant sources 
of information outlined in Section 3.3.3 for any pharmacotherapy contraindications.

Patients with schizophrenia, bipolar affective disorder and other psychoses should be 
offered routine health promotion and prevention advice appropriate for their age, gender 
and health status. This should be reviewed annually. For smokers, this must include 
smoking cessation advice and an opportunity to refer patients to smoking cessation 
services. (General Medical Services GP Contract/Quality and Outcomes Framework,  
www.isdscotland.org/isd/3365.html).
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The considerations described in recommendation 3.3.2j with respect to use of pharmacotherapies 
by patients with certain conditions or being prescribed other medication, and in the 
Information sources for pharmacotherapy section with respect to adjustment of other 
drug dosages when quitting smoking, apply to people with mental health problems. 
Care should be taken when prescribing smoking cessation pharmacotherapy to check for 
possible interactions with ongoing courses of medication.

Case studies: People with mental health problems

NHS Fife’s Kirkcaldy and Levenmouth locality has provided tailored smoking cessation 
support to adults with mental health problems in partnership with local mental health 
groups. In the initial stages, a resource pack was produced, staff trained, awareness of 
smoking cessation issues was raised, and smoking cessation support delivered to those 
with mental health problems. This work fed into the framework for smoke-free mental 
health services in NHS Fife and a training programme. 

In 2004, the State Hospital, one of four high-security hospitals in the UK which has 
provided a forensic service for patients with mental illness and learning difficulties, 
established a three-year within-service smoking cessation programme. Its aim was 
to provide a tailored service for State Hospital patients to reduce smoking prevalence 
(78% when the project began in 2004), provide training for staff to deliver this tailored 
service, and to pilot and establish a service delivery model that worked in this high 
security setting. The project evaluation was positive, with fears that levels of stress or 
violence would increase, or that patients would not wish to give up, proving unfounded. 
Through the work of staff trained to become smoking cessation advisers, by the end of 
the project’s funding period in 2007 the smoking prevalence had dropped from 78% at 
baseline to 69%. During this time a total of 82 patients attempted to stop smoking with 
the service, with the project evaluation concluding that the development of smoking 
cessation services in circumstances where clients have complex mental and physical 
needs is both possible and desirable. More information on this project can be obtained 
from enquiries@ashscotland.org.uk

4.3.6  Prison populations
There is both a high prevalence of smoking within the prison population74 in comparison 
with the general population16, and also a high level of mental illness75. Over half of 
smokers in prison wish to quit smoking74. The health care of prisoners falls within the remit 
of the NHS Board within which the prison is located. 

There is evidence for the potential of smoking cessation interventions (behavioural support 
and/or NRT) in prison settings for interrupting smoking behaviour and increasing support 
post-release76.
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Recommendations for working with prison populations

a.	� Offer people in prison information about the risks of smoking and support available to 
quit smoking as part of smoking cessation services, as per NICE Guideline on physical 
health of people in prison www.nice.org.uk/guidance/NG57

b.	� For additional recommendations for those working with prison populations, see 
recommendations ‘f’ to ‘i’ and ‘k’ in Section 8.1.

c.	� Although the key source materials do not have additional specific recommendations 
for the prisons population group, the recommendations for those from socio-
economically disadvantaged groups could apply equally to individuals from this or 
indeed each priority group.

Supplementary information

Good practice: Prison population

ASH Scotland pilot projects such as the tobacco and inequalities work in Kilmarnock, have 
focused on this population. Details of projects focusing on inequalities groups are available at 
www.ashscotland.org.uk/inequalities

Those working with prescription supplies should be aware of prescribing issues in this 
setting. For example, inmates cannot obtain NRT gum.

The national prison smoking cessation service specification (available at  
www.healthscotland.com/documents/25618.aspx) provides further information for this 
client group.

Developments towards implementation of indoor smoke-free prison facilities are 
underway, details of which are available under the Healthcare section at  
www.sps.gov.uk/Corporate/Publications/Publications.aspx

Case study: Prisons

NHS Lanarkshire’s smoking cessation services provide support to prisoners within and on 
liberation from HMP Shotts. The smoking cessation service provided in Shotts prison continues 
to support Shotts Prison Health Improvement Strategy. On liberation from prison, all prisoners 
from both HMP Shotts and HMP Addiewell receive information regarding the range of 
smoking cessation services provided by NHS Lanarkshire and which they can access.
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4.3.7	 Black and minority ethnic groups
The Scottish Surveys Core Questions 2014 noted that prevalence among White Other British 
(14.7%) and Asian (12.5%) groups were lower than the national average (21.2% from this 
source), while White Polish (32.6%) had highest prevalence (followed by White Scottish 
22.4%)77.

Smoking prevalence and habits can vary significantly among black and minority ethnic 
groups – they are not homogenous. For example, Pakistani men have smoking rates higher 
than the male population average but, conversely, Pakistani women have rates much lower 
than the female average78. There are a wide range of different tobacco products in addition 
to manufactured cigarettes with some types being more common in certain black or minority 
ethnic groups. For some minority ethnic groups, particularly from South Asia79, the use of 
certain types of non-smoked and chewing tobacco may be more widespread than in the 
general population. Such products include paan masala, gutkha and mishri.

Smoking cessation interventions tailored for people from minority ethnic groups may be 
slightly more effective than generic interventions aimed at this group2.

Recommendations for working with minority ethnic groups

a. � Ask patients or clients from minority ethnic groups about all forms of tobacco use, not 
just that which is smoked.

b. � Provide tailored advice and support, particularly to clients from minority ethnic groups. 
Services should be easily accessible to this target group and they should be encouraged 
to use them. Provide services in the language chosen by clients, wherever possible. If 
local services cannot be provided in a client’s chosen language, he or she should be 
signposted to Smokeline through which the LanguageLine facility is available.

c. � For further information on smokeless tobacco products and on quitting, see NICE 
guidance on this topic at www.nice.org.uk/PH39

Supplementary information

Good practice: Black and minority ethnic groups

There has been targeted support for minority ethnic communities through local tobacco 
alliances and national pilot smoking cessation projects funded by ASH Scotland. More 
information on these projects can be obtained from the relevant organisations.

A useful resource for use with those in minority ethnic groups is a DVD discussing the 
use of various tobacco products other than manufactured cigarettes, produced by NHS 
Lothian, the Minority Ethnic Health Inclusion Project (MEHIP) and ASH Scotland, and 
available directly from MEHIP (0131 537 7565).
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4.3.8	 People with disabilities
Although the key source materials do not have specific recommendations for this group, 
the recommendations for those from socio-economically disadvantaged groups could 
apply equally to some individuals with disabilities.

The Scottish Household Survey estimates that the prevalence of smoking is slightly higher in 
adults with a disability and/or long-term illness compared to those with no disability and/or 
long-term illness, and that this is consistent over time. The Scottish Surveys Core Questions 
2014 noted that prevalence among those with no limiting condition was 19.2% (around a 
fifth) while prevalence among those with a limiting condition was 27.7% (over a quarter)77.

Recommendations for working with people with disabilities

a.  Services should provide tailored advice and support. 

b. � Services should be easily accessible to this target group and they should be 
encouraged to use them. 

Supplementary information

Case study: People with disabilities

NHS Lothian has developed a DVD of its smoking cessation service leaflet which also includes 
translation into British Sign Language with subtitles and voiceover. This can be used for 
those who have a hearing impairment, visual impairment or literacy problems. The self-help 
booklet is also being translated and all smoking cessation service staff are undertaking ‘deaf 
awareness’ training.

4.3.9	 Older people
There can be a popular misconception by both older smokers and health professionals that 
older adults are less interested in quitting (because they perceive it as too late in life to reap 
any health benefits from doing so, or because they may already be experiencing smoking-
related illness, or even the perception that they are less vulnerable to harm), and that they 
are less likely to quit. However, older adults can enjoy a range of health benefits through 
cessation80, and are actually more likely to quit successfully than younger people22, 43.

Recommendations for working with older people

a. � Older smokers should be encouraged to stop as they may already be experiencing 
smoking-related diseases, but giving up smoking still has benefits by reducing the risk of 
smoking-related diseases and decreasing the time needed to recover from many illnesses.
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Supplementary information

Good practice: Older people

The ASH Scotland projects with older people provided useful learning. Details of projects 
focusing on inequalities groups are available at www.ashscotland.org.uk/inequalities

4.3.10	 People in the workplace
In a review of workplace interventions81, individual and group interventions plus 
pharmacotherapy were shown to increase the likelihood of quitting. These interventions show 
similar effects whether offered in the workplace or elsewhere, whereas self-help interventions 
and social support are less effective in the workplace (and elsewhere) than individual and 
group interventions. Although these interventions show good individual efficacy, because 
there are relatively few of these interventions, the absolute numbers who quit through this 
route are low. This suggests that workplace services should be made more widely available.

Recommendations for working with people in workplaces

a. � Smoking cessation services should offer support to employers who want to help their 
employees to stop smoking and provide support on employers’ premises where feasible, 
focusing in order of priority on small and medium-sized enterprises (SMEs), with a high 
proportion of employees on low pay, a high proportion of those from disadvantaged 
backgrounds and heavy smokers. This should be in line with the NHS Health Scotland 
Commentary on NICE Public Health Intervention Guidance 5: Workplace health promotion 
– how to help employees to stop smoking (NHS Health Scotland, 2007).
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Supplementary information

Good practice: People in the workplace

The document Smoke-free Scotland: Guidance on Smoking Policies for the NHS, Local 
Authorities and Care Service Providers (Scottish Executive and others, 2005) −  
www.scotland.gov.uk/Resource/Doc/47121/0020880.pdf − provides helpful guidance  
of relevance.

The Scottish Centre for Healthy Working Lives can assist in implementation of smokefree 
workplace policies including the provision of smoking cessation support. It provides expert, free 
and confidential advice and support for employers, to help improve health and wellbeing in 
the workplace, including on tobacco issues such as smokefree workplace policy development. 
Further information can be obtained at www.healthyworkinglives.com or by calling 0800 019 2211.

Workplace interventions should follow the principles in the NHS Health Scotland Commentary 
on NICE Public Health Intervention Guidance 5: Workplace health promotion – how to help 
employees to stop smoking (NHS Health Scotland, 2007) − and should be free for employees.

A mapping exercise82 which described and mapped the nature and extent of smoking 
cessation support available through the workplace or via smoking cessation services, 
highlights examples of good practice − www.healthscotland.com/documents/2958.aspx, and 
reinforces recommendation 4.3.10a.

Good practice: users of NHS premises and relatives/visitors/carers/household 
members of patients

The recommendations for hospital patients, earlier in this section, are also applicable 
beyond hospital settings with respect to other patient groups and relatives/carers/
household members of such patients, as follows:

	 • � Patients and their relatives/carers should be reminded of the smoke-free status 
of all NHSScotland buildings and grounds, in order that they can prepare for such 
appointments or visits accordingly.

	 • � Relatives, carers and household members should be reminded not to smoke 
around the patient (including in the house and car). Smoking cessation is the gold 
standard, and a smoke-free environment is best achieved through quitting and thus 
smokers should be advised to quit. For those unable/unwilling to quit, a smoke-free 
environment is the next-best option, achievable through the use of licensed nicotine-
containing products for harm reduction such as temporary abstinence and advice 
to avoid smoking in particular around pregnant mothers and unborn babies, young 
children, and those with heart or respiratory disease, especially in confined spaces 
such as the home and car – see Tobacco harm reduction, and NICE guidance on 
harm reduction available at www.nice.org.uk/PH45, for further detail.  
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	 • � Patients and their relatives/carers/household members (if/as applicable) should 
be advised of the use of pharmacotherapies for smoking cessation or temporary 
abstinence for their own health and the health of those around them, the benefits of 
stopping smoking, and offered a referral to smoking cessation services.

4.3.11 Longstanding target and other priority groups – additional 
information
Further information: Priority groups

Although the key source materials do not have specific recommendations for all priority 
groups, the recommendations for those from socio-economically disadvantaged groups 
could apply equally to individuals from each priority group.

A smoking cessation services review, available at www.healthscotland.com/
documents/23527.aspx, focused on variation in quit outcomes, and developed an action 
plan for national and local use to reduce this variation and improve consistency between 
Boards. It specified that ‘consideration will need to be given to ensure that services 
understand the specific needs of their target audience and that the intervention offered is 
tailored to engage potential users’, recognising that service design, innovative evidence-
based approaches and pro-active engagement with clients may be required. 

Some sub-populations require services and adjunctive support (such as the internet) to be 
not only accessible to the specific population but also population-specific. Details of projects 
focusing on inequalities groups are available at www.ashscotland.org.uk/inequalities

http://www.ashscotland.org.uk/inequalities
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4.4	 Summary: Target groups and priority groups

	 • � Offer tailored advice and support, particularly to those from minority ethnic and 
disadvantaged (especially socio-economically disadvantaged) groups and other specific 
population groups e.g. pregnant women, hospital inpatients, those with mental health 
problems; this may include tailoring to needs, circumstances and preferences, at 
locations and schedules to suit, within reason and/or where feasible.

	 • � Offer easily accessible services to those from minority ethnic and disadvantaged groups, 
and encourage these clients to use them.

	 • � With groups for whom NRT has more recently been licensed (pregnant women, 
breastfeeding women, young people, those with unstable cardiovascular disease):

		  - � especially encourage them to attend services to maximise the benefits of NRT (if 
provided/prescribed)

		  - � undertake a risk-benefit assessment prior to prescribing/providing NRT (but bear in 
mind that it will almost certainly be safer to take NRT than to continue smoking).

	 • � Fast-track pregnant women, those being discharged from hospital and those who have 
tried to quit in hospital, into services.

	 • � Provide timely access to services for those waiting to be admitted to hospital, for hospital 
patients, for cardiac/respiratory patients, and for breastfeeding women.

	 • � Remind patients/clients of the dangers of smoking (including the benefits of stopping, 
and linking in with medical conditions) and the hazards of second-hand smoke, 
especially for pregnant women, breastfeeding women or young families, hospital 
patients, and heart/respiratory disease patients.
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5  Monitoring and use of data

5.1  A national minimum dataset for monitoring NHS smoking cessation services in 
Scotland was introduced in April 2005, with the first full calendar year of national recording 
being 2006. The dataset* was developed by PATH in consultation with services, NHS 
Information Services Division (ISD) Scotland and others. The development of the dataset 
and accompanying electronic database has increased the validity and consistency of 
smoking cessation data gathered for both local and national purposes.

ISD Scotland established and manages the above-mentioned electronic, web-based system 
for gathering data – the National Smoking Cessation Database for monitoring NHS smoking 
cessation services. This system allows NHS smoking cessation services to capture the core 
minimum dataset information, a wide range of locally collected data items, and provides a 
range of statistical reporting and other features.

Access to the database is arranged by registering through the local smoking cessation 
services and/or the NHS Board smoking cessation coordinator.

Recommendations: Monitoring and use of data

a. � Audit performance data routinely including quit attempts and dates, a range of  
socio-economic data, and outcome data at one, three and 12 months using the 
national smoking cessation database.

5.2  The output from ISD Scotland’s National Smoking Cessation Database** is the only 
data recognised by, and used by, the Scottish Government for performance management 
purposes and in particular for performance targets. 

Its focus is on clients’ quit attempts and dates, key demographic characteristics of these 
clients, and outcomes at one, three and 12 months post quit-date, rather than on the 
services themselves. It is a tool designed to provide consistent information on clients who 
access, and set a quit date with, an NHS specialist smoking cessation service as per the 
definition in Section 2.3.

  *�Details of the dataset, guidance, and other downloads are available from:  
www.isdscotland.org/Health-Topics/Public-Health/Smoking-Cessation.asp

**�www.scotpho.org.uk/publications/reports-and-papers

http://www.isdscotland.org/Health-Topics/Public-Health/Smoking-Cessation.asp
http://www.scotpho.org.uk/publications/reports-and-papers
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For these reasons, it is recognised that this system measures only one aspect of smoking 
cessation service work − it does not measure all the smoking cessation activity undertaken 
by a service (such as brief intervention support, one-off sessions, support in which the 
client does not set a quit date, relapse support, support for clients who have already 
quit). It also does not gather data on those who quit smoking without support from NHS 
smoking cessation services.

5.3  CO (carbon monoxide) verification is not specified as a requirement within  
the smoking cessation services performance targets; however, the national smoking 
cessation database’s accompanying guidance currently include CO verification as the 
recommended standard at the face-to-face follow-up stages. 

5.4  National performance data on NHS smoking cessation services (uptake and quit 
outcomes) are produced annually by ISD Scotland from the National Smoking Cessation 
Database. Reports containing calendar year and financial year data are available from 
www.scotpho.org.uk/publications/reports-and-papers  

In addition, short supplementary reports have been produced as well as annual reports, to 
support performance target monitoring.

5.5  The national database provides an array of reporting and analysis features that 
NHS Boards may proactively make use of to produce regular (e.g. monthly or quarterly) 
local interim reports. Local reporting can inform practice by identifying gaps in service 
coverage, monitoring progress towards targets, and measuring the efficacy of services in 
reaching particular groups. ISD Scotland offers database training on the use of the report 
and extract facilities to any database users upon request. 

The local tobacco profiles (www.scotpho.org.uk/comparative-health/profiles/online-
profiles-tool) also contain a section on smoking cessation service outcomes, and 
interactive features enable comparisons and trend data to be explored.
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5.6	 Supplementary information

Case studies: 	Monitoring and use of data

NHS Grampian has been working on a number of measures to increase the efficiency  
of its service. These include: 

	 • � A thorough data entry policy, reflecting the contribution that all staff have to make to 
data gathering and entry; as well as the minimum dataset, it includes completion of 
data from referral and registration through to the 12-month follow-up.

	 • � A ‘clinical and waiting list administrator’ who uses patient administration system (PAS) 
clinic booking software to manage the client journey through the service, allocates 
sessions and sends appointment letters and information − this frees up the smoking 
cessation advisers from setting up sessions and booking in clients and enables them 
to focus on service delivery contact with clients.

	 • � A partnership with the Smokeline operators (Essentia at the time), in which the Smokeline 
operators conducted telephone follow-up calls; the successful contact rate since its 
inception was 70%. (This was superseded by the subsequent development of the new 
Smokeline service and its advisers conducting follow-ups at the 12-month stage on behalf 
of 13 NHS Boards, with a key aim of improving data quality and reporting at this stage.)

NHS Western Isles has enabled training for all staff on the national smoking cessation 
database, and this has significantly improved compliance with, and standard of, data entry.

NHS Fife’s Dumfermline and West Fife locality has also undertaken a variety of measures to 
increase data entry standards which include: 

	 • � The development and use of a paper-based version of the national smoking cessation 
database that matches the flow of the database and assists administrators with data input.

	 • � Smoking cessation specialist advisers complete paper copy forms at the first visit 
and pass these on to administrators to enter onto the national smoking cessation 
database within one week of the client’s first visit; the adviser is then able to update 
the database at or following subsequent appointments.

	 • � Other practitioners (e.g. health visitors, pharmacists) complete forms up to and including 
the one-month follow-up; these are sent to, and input by, the administrators.

	 • � Administrators undertake regular searches to check for missing data and follow up 
with advisers and practitioners as necessary.

	 • � Administrators write to clients who have missed their appointment around the one-
month follow-up in order to ascertain smoking status at this timeframe; this enables 
the input of data for such clients, many of whom have quit smoking, and who would 
otherwise have been recorded as ‘lost to follow-up’. 

	 • � Follow-up letters are sent out within two weeks of the ‘due date’ for the three-month 
and 12-month follow-ups.
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NHS Fife’s Kirkcaldy and Levenmouth locality: 

	 • � Smoking cessation specialist advisers attempt a telephone follow-up for those who 
have missed their appointment around the one-month post quit-date follow-up in 
order to ascertain smoking status; if unsuccessful, administration staff will attempt 
both a daytime and an evening telephone call in the first instance, an email and then 
a letter enclosing a stamped addressed envelope.

5.7  Summary

	 •  When coordinating monitoring:

		  - � Ensure that audit performance data, including quit attempts and dates, a range 
of socio-economic data and outcome data, is routinely audited using the national 
smoking cessation database in accordance with its accompanying guidance and 
the interactive features of the local tobacco profiles availed of.

	 • � A smoking cessation specialist/adviser or other provider of intensive support should ensure:

		  - � that they familiarise themselves with the national minimum dataset for  
cessation services (MDS) and accompanying guidelines for use, see  
www.isdscotland.org/Health-Topics/Public-Health/Smoking-Cessation.asp

		  - � that performance data, including quit attempts and dates, a range of socio-economic 
data and outcome data, is routinely audited using the national smoking cessation 
database in accordance with its accompanying guidance.

http://www.isdscotland.org/Health-Topics/Public-Health/Smoking-Cessation.asp
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6  Training
Recommendations for training and training standards

a. � Training should be available for, and taken up by, all staff (whether from the NHS, local 
authority, or community and voluntary sector) who could potentially provide smoking 
cessation support, whether at brief intervention or at more intensive level, and/or who 
could advise on or prescribe pharmacotherapies. This is in line with CEL and CMO letters, 
available at www.knowledge.scot.nhs.uk/home/portals-and-topics/health-improvement/
hphs.aspx, and NICE guidance on acute, maternity and mental health services (available 
at www.nice.org.uk/PH48).

b. � Training undertaken should be commensurate with the level/type of support offered  
or intended to be offered. 

c.	 � Tobacco education and smoking cessation should form part of the core curriculum of basic 
training for all healthcare professionals. Students in the health and caring professions at 
schools of medicine, nursing and midwifery, pharmacy and dentistry should be trained 
and updated via CPD in tobacco education and in how to help people stop smoking. 

d. � Training provided and undertaken should be of national standards and thus the national 
model which has been standardised, ensures consistency across Scotland and will be 
available from 2017. 

e. � Staff providing specialist/intensive/behavioural support should have received appropriate 
training and be expected to undertake relevant and appropriate ongoing CPD to update 
their knowledge and skills. 

f. �  �Where telephone support is offered, staff providing such support should be trained  
to at least ‘individual behavioural support’ level. 

g. � Additional, specialised training should be available for those working with specific groups, 
e.g. people with mental health problems, those who are hospitalised and pregnant 
women who smoke, in line with particular specialism or sub-specialism. This is in line with 
CEL and CMO letters and NICE guidance on acute, maternity and mental health services.

h. � All training in relation to smoking and pregnancy should address the barriers that some 
professionals may feel when they try to raise the issue of smoking during pregnancy (e.g. 
damaging the relationship between client and professional) and the important role that 
partners and ‘significant others’ can play in helping pregnant smokers (or women who 
have recently given birth) to quit.

i.   �All training for specialist advisers and midwives who work with pregnant women should 
cover: how to ask questions in such a way that encourages the client to be open about 
their smoking and that of anyone else in their household; the use of CO monitors both 
practically and as a motivational tool; and the recommendation to quit completely rather 
than cut down. 

j.   �All midwives who deliver specialist/intensive smoking cessation support should be: 
trained to the same standard as specialist smoking cessation advisers; provided with 
additional, specialised training; and offered ongoing support and updates.
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6.1  National training for smoking cessation specialists is in development and will be 
available from 2017. This national training aims to ensure consistency in training through 
a national model for local implementation. It builds on and supersedes the former quality 
standards for smoking cessation training in Scotland, which covered both brief intervention 
and intensive/behavioural support and were developed to ensure that training provision 
was evidence-informed, consistent and to the same standards across Scotland. 

6.2  Details of locally available training are available from NHS Board smoking 
cessation coordinators or from local NHS smoking cessation services.

6.3  NHS Health Scotland hosts brief intervention e-learning in smoking cessation as 
part of its Health Behaviour Change training suite of online training materials – see  
www.healthscotland.scot/tools-and-resources/learning-and-development and elearning.
healthscotland.com Training in very brief advice and in other aspects of smoking cessation 
will also be available in Scotland from 2017. 

6.4  Supplementary information

Good practice: Telephone support staff

Telephone quitline staff who offer support within Boards’ services or nationally should, in 
addition to the training recommended above, undertake specific telephone skills training 
as a precursor to support provision.

Case studies:	Training and training standards

NHS Greater Glasgow and Clyde promote training via a number of means including:

	 •  flyers in a variety of locations

	 •  staff briefings at ward level within hospitals 

	 • � good relationships built with the ward staff, due to being based on site, enabling the 
advisers to discuss informally the benefits of attending the training − in turn the staff 
promote the training to other staff within the ward

	 • � working closely with departments such as cardiac rehab and their allied health 
professionals, mental health and maternity, who raise the issue of smoking

	 •  running courses on site

	 • � linking with teaching hospitals’ sub deans who run programmes for medical students 
on placement, and with postgraduate centres’ teaching programmes for Foundation 
Year 1 and Foundation Year 2 doctors, at least to raise awareness within the acute 
setting of smoking cessation services available within the NHS Board area if they are 
not attending full brief intervention training courses

https://elearning.healthscotland.com
https://elearning.healthscotland.com
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	 • � linking with hospitals’ postgraduate centres and their lunchtime lecture programmes 
to present for 30−60 minutes to address the major issues, whet their appetites, and 
promote the services and further training, which often results in a team manager 
requesting more training for a whole team

	 •  board-wide intranet and email networks.

NHS Borders provide annual updates in training which cover new information on 
pharmacotherapy, an update on the provision of support to clients, updates on new 
developments within the smoking cessation service, an opportunity to discuss any difficulties 
that have been encountered in providing smoking cessation over the year with other practitioners 
/advisers and up-to-date smoking cessation practitioner/adviser lists to ensure cross-referral. 
These updates are mandatory for all staff who provide smoking cessation as part of their work.

NHS Lanarkshire piloted the ‘Raising the Issue of Smoking During Pregnancy’ training in 
March 2009 and subsequently rolled out this training with a view to training every midwife. 
As part of their specialist support programme for pregnant women, NHS Lanarkshire have 
been reviewing training requirements for all health and social care professionals and 
those working within third sector organisations who have capacity to support pregnant 
women to stop smoking.
 

6.6  Summary

	 •  When commissioning training or coordinating training or services, ensure that:

		  - � it is available for, and taken up by, all staff who could potentially provide support 
(brief or intensive) and pharmacotherapies

		  -  the training provided is commensurate with the level/type of support provided

		  - � students in the health and caring professions are trained, and links are made  
with health professional schools to ensure that smoking cessation is part of the  
core curriculum

		  - � training provided and undertaken is of national standards - standardised to ensure 
consistency across Scotland

		  - � additional, specialised training is available/accessible for those working with  
specific groups.

	 • � A provider of intensive/specialist smoking cessation support, including providers of 
telephone support, should:

		  - � attend smoking cessation training, which complies with the national standards,  
and which is commensurate with the type of support provided

		  -  undertake relevant CPD

		  -  take up additional, specialised training if working with specific groups.
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Part 2: �Service planning - commissioning 
and planning specialist/intensive 
smoking cessation services

This section focuses on the planning, provision, structure, set-up, models and operationalisation 
of specialist services. As outlined in Section 1.1.2, this section builds upon the strong quality 
assured evidence and recommendations of Part 1: Providing and delivering, by providing 
additional ‘good practice’ examples for cessation services which may not necessarily be 
backed up by as strong or quality assured evidence as the recommendations given in Part 1 
(where the recommendations are in line with NICE guidance).

Recommendations and examples in this section of the resource, with the exception of 
those in Section 7.2.1 and Section 8.1 which feature NICE guidance, are primarily from 
the commissioning/planning sections within the Department of Health’s / Public Health 
England’s and National Centre for Smoking Cessation Training’s service and monitoring/
delivery guidance for smoking cessation services6. These provide guidance and principles 
for the planning and delivery of services to improve the quality and consistency of support 
provided. These recommendations and ‘good practice’ examples are derived from 
service evaluations, observation and previous guidance, and are supplemented with 
case study examples from around Scotland. While the case studies in Section 1 illustrate 
how the evidence and recommendations for different aspects of service provision and 
delivery have been implemented in practice, the case studies in Section 2 are examples 
of how service planning has been undertaken and has operated – see Preface for further 
information.

7 � Background, local structures, governance 
and funding

7.1 � Tobacco and smoking cessation policy and 
developments in Scotland

7.1.1 � Tobacco control developments which have taken place have included:
	 •  investment in, and development of, smoking cessation services in Scotland

	 • � the upgrade of an existing national tobacco control strategy group to a Ministerial 
Working Group on Tobacco and various sub-groups
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	 • � the publication of a series of tobacco control strategies, action plans and policy 
documents (as outlined in Section 1.2.3)

	 •  the development of PATH (as outlined in Section 1.2.3)

	 • � a national programme of eight pilot smoking cessation interventions aimed at young 
people (evaluation available at www.healthscotland.com/documents/1381.aspx)

	 •  investment in smoking prevention

	 • � multi-media communications campaigns and a range of health education resources 
have been developed and regularly revised and updated

	 • � development of ‘evidence into practice’ projects and the commissioning of a smoking 
cessation services review (as outlined in Section 1.2.3)

	 • � development of tobacco logic models and effectiveness evidence briefings (as outlined 
in Section 1.2.3)

	 • � legislative action on a range of aspects of tobacco which have come into place - smoke-
free public places in 2006, increase in age of sales in 2007, development of a retailers’ 
register in 2011, ban on vending machine sales in 2013, display ban in retail outlets from 
2013, and, more recently, standardised packaging and a ban on smoking in vehicles 
carrying children.

7.1.2	 Smoking cessation developments 
The Scottish Government has continued a commitment to funding smoking cessation 
services in their allocation to NHS Boards. Funding for specialist services has increased 
considerably since they were set up across Scotland following the publication of the 
UK-wide Tobacco White Paper Smoking Kills (December 1998) – the first comprehensive 
strategy to address tobacco issues.

Since Smoking Kills, a wide variety of advancements have collectively enabled the 
development of smoking cessation services throughout Scotland, including: 

	 • � the publication of Smoking Cessation Guidelines for Scotland (2000, 2004 update and 
its 2007 supplement, 2010 including its light-edit refresh in 2016)

	 • � availability of pharmacotherapies such as NRT, bupropion and varenicline on prescription

	 •  investment in pilot projects researching cessation with specific groups

	 •  a programme of investment in smoking cessation services

	 • � the Evidence into Practice projects on smoking cessation and smoking cessation 
in pregnancy which include examples of how these recommendations have been 
implemented: www.healthscotland.com/documents/5979.aspx

	 • � the commissioning of a review of smoking cessation services and the ensuing 
development of an advisory group report to inform the development of services: 
www.healthscotland.com/documents/23527.aspx

http://www.healthscotland.com/documents/5979.aspx
http://www.healthscotland.com/documents/23527.aspx
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Funding 
Funding for NHSScotland smoking cessation services is provided to NHS Boards by Scottish 
Government and is included within their Outcomes Framework Bundle. This does not include 
funding for the Pharmacy Smoking Cessation Service or the Smokeline service which are 
funded separately.

Monitoring and outcomes 
The performance of Scottish smoking cessation services is monitored nationally through 
ISD Scotland’s electronic national smoking cessation database. National data is reported 
on annually with 2006 being the first year of recording. Figures 8a, 8c and 8d in Section 
7.3.1 give an indication of the volume of quit attempts made, and one-month and three-
month outcome success over recent years of recording.

7.2  Planning high quality smoking cessation services
7.2.1  Core elements of smoking cessation services
Specialist cessation services across Scotland all share a common definition, national targets, 
and are subject to the same policy drivers and associated funding allocations from the 
Scottish Government to reduce smoking prevalence among deprived communities. While 
there is commonality between services based on these shared features, and based 
on implementation of the evidence on good practice in smoking cessation, the specific 
approach taken by each service varies throughout the country. Services are set up to deliver 
the same goals, but as they operate in different contexts, there is no easily identifiable ‘one 
size fits all’ approach. 

Service features such as the type of interventions offered (the balance of 1:1 versus group 
support), the type of venue in which they are offered (extent of support provided within or 
outwith NHS premises), and degree of integration with various parts of the NHS (whether 
closely integrated with primary and/or secondary care or not), can vary depending upon 
factors such as geography, population density, resources available, knowledge and 
experience of the staff, service developments, and outcomes of monitoring and evaluation. 
 
Although there is some natural divergence in models of service provision due to these 
factors, the core elements of smoking cessation services rest around a series of general 
principles and recommendations in terms of organisation and implementation. Although 
these general recommendations should be followed, services may show variety and 
innovation in how these are met, depending on their own local contexts, in order to best 
reach and help their local population of smokers to quit smoking. 
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Key principles of specialist smoking cessation services in Scotland

	 •  Funding of services should be permanent and a core part of NHSScotland provision.

	 • � NHS Boards should determine funding priorities at local level and should provide a Board-
wide smoking cessation service which is open to all smokers motivated to quit.

	 • � NHS Boards should have a Board-wide smoking cessation service strategy and/or  
a tobacco control strategy in which effective specialist smoking cessation services  
are included.

	 • � Depending on the geography, size and density of the population, the service(s) may 
be organised within that NHS Board’s overall Board-wide smoking cessation service 
strategy at health board level, locality level (e.g. health and social care partnership) 
or with one locality integrating and managing the smoking cessation services on 
behalf of others, but with overall coordination at NHS Board level (with an advisory/
coordinating committee to enable this) in order to produce cost-effective and 
significant health improvement.

	 • � The NHS Board smoking cessation coordinators generally have overall responsibility 
for the management, running, coordination and evaluation of all aspects of the 
service, as well as updating local health professionals about services available in 
the area; other staff within services should include smoking cessation specialists/
advisers (who provide behavioural and pharmacotherapy support to smokers) and 
administrative support.

	 •  The support should be carried out by specially trained staff.

Recommendations for smoking cessation services – support provision

a. � Ensure NHS Boards’ smoking cessation services maintain a good service, of sufficient 
scale and organisation to meet the needs of the population and geography, by 
maintaining adequate staffing levels, including a full-time NHS Board smoking 
cessation coordinator. 

b. � NHS Boards’ smoking cessation services should ensure both quality and timely referral 
to meet demand and needs of the population (in particular, in terms of potential clients 
for whom urgency and fast-tracking is or may be paramount) in order to optimise 
successful quitting as early as possible. 

c.	 � Smoking cessation services should target hard-to-reach and deprived communities 
including minority ethnic groups, and pay particular attention to their needs. See 
Section 8 for further details of support with these particular population groups.

d. � Smoking cessation support should be available in NHS (e.g. primary and secondary 
care) and non-NHS (e.g. community halls, libraries) settings and be available to all 
smokers who are motivated to quit.

e. � Establish links between various services e.g. NHS Boards’ smoking cessation services 
should ensure that they have good links with their local hospital care services (and can 
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provide timely cessation support for patients in, or awaiting admission or discharge 
from, hospital), and should ensure good links with and between maternity services 
(to obtain referrals and to ensure that health professionals make use of the multiple 
opportunities to offer advice), with fast-track referral systems in place, particularly 
for those patients who are pregnant or who have tried to quit smoking in hospital. In 
addition, intensive smoking cessation services should be provided for patients while in 
hospital, and conveniently located and timed services for pregnant women should be 
available. See Section 8 for further details of support with these particular population 
groups.

f.   �Smoking cessation services should offer a combination of treatments that have proven 
to be effective, i.e. structured face-to-face behavioural support (both groups and 1:1 
support where feasible), and pharmacotherapies (NRT, bupropion and varenicline) –  
see Section 3 for further information on these − that have evidence of effectiveness.

g. � Behavioural support should be provided from a trained adviser, i.e. with training 
having been undertaken that is commensurate with the level of support provided and 
that complies with national training standards (see Section 6.1 for further details). This 
support should be provided by specially trained advisers either employed for, or with 
dedicated time set aside for, that purpose and not by health professionals as part of 
their routine care.

h. � Regular CO monitoring should be a key part of smoking cessation services.

i.  � Where telephone support is offered as part of the service, it should provide a rapid, 
positive and authoritative response. Callers whose first language is not English should 
have access to information and support in their chosen language such as that provided 
by LanguageLine for Smokeline callers.

j.   �Other types of public health interventions, such as communications campaigns and 
publicity, health education resources, and other third sector organisations or other 
statutory organisations with a role or potential role in promoting smoking cessation, 
should be linked in with or integrated where appropriate to support the NHS smoking 
cessation effort and direct smokers towards NHS smoking cessation services. 
Coordinate locally (i.e. at NHS Board level), in partnership with other organisations  
(e.g. local government, third sector), communication strategies around promoting 
services and to support those at national level. 
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Recommendations for wider issues pertaining to smoking cessation services −  
service planning

a. � For service planning, maintain an awareness of the prevalence of smoking and 
characteristics of the local population of people who smoke or use other forms of 
tobacco – a range of information on these is available from the sources cited in  
Section 1.2.5. 

b. � Audit performance data routinely including quit attempts and dates, a range of socio-
economic data, and outcome data at one, three and 12 months using the national 
smoking cessation database. 

c.	 � Training should be available for, and taken up by, all staff (whether from the NHS, local 
authority, or community and voluntary sector) who could potentially provide smoking 
cessation support, whether at brief intervention or at more intensive level, and/or who 
could advise on or prescribe pharmacotherapies. Training provided and undertaken 
should be of national standards and thus the national model, which has been 
standardised, ensures consistency across Scotland and will be available from 2017. 
Additionally, training should be commensurate with the level of support offered.

d. � Training at brief intervention level should ensure that it covers how to ask about all 
forms of tobacco use, advise on the dangers of second-hand smoke, and how to 
make referrals. Training for staff involved with provision of telephone support should 
be to at least ‘individual behavioural support’ level (and to ‘brief intervention’ level for 
administrative staff within telephone smoking cessation services who do not provide 
support). Training and CPD/updates for staff involved in the provision of specialist 
smoking cessation support should be commensurate with that level of support. 

e. � Link with health professional schools of medicine, nursing and midwifery, pharmacy 
and dentistry, to ensure that tobacco education and smoking cessation form part of the 
core curriculum of basic training (and updates via CPD). 

f.   �Locally developed and locally provided training should comply with the national  
training standards. 

g. � Additional, specialised training should be available for those working with specific 
groups, e.g. people with mental health problems, those who are hospitalised and 
pregnant women who smoke, in line with particular specialism or sub-specialism.

h. � Training in relation to smoking and pregnancy should address the barriers some 
professionals may feel when they try to raise the issue of smoking during pregnancy 
(e.g. damaging the relationship between client and professional) and the important 
role that partners and ‘significant others’ can play in helping pregnant smokers (or 
women who have recently given birth) to quit.
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i.   �All midwives who are not specialist smoking cessation advisers should be trained: to 
assess and record people’s smoking status and readiness to quit; to know how to ask 
questions in such a way that encourages clients to be open about their smoking and 
that of anyone else in their household; to know about the health risks of smoking, the 
benefits of quitting and why it can be difficult to stop; to recommend quitting rather 
than cutting down; how to use CO monitors both practically and as a motivational tool; 
and in what services offer, and in how to refer to local services (Note: midwives who are 
not specialist smoking cessation advisers are not recommended to provide smoking 
cessation support with pregnant women, but instead to use these skills to initiate a 
referral to specialist smoking cessation services). All healthcare and other professionals 
who work with women who smoke and are pregnant, planning a pregnancy or 
have an infant under 12 months (e.g. GPs, medical and dental staff, sonographers, 
practice nurses, health visitors, family nurses, those who work in youth and teenage 
pregnancy services, children’s centres, social services, and voluntary and community 
organisations), should be trained to the same standard as midwives who are not 
specialist smoking cessation advisers.

j.  � All training for specialist advisers who work with pregnant women should cover: how to 
ask questions in such a way that encourages the client to be open about their smoking; 
the use of CO monitors; and the recommendation to quit completely rather than cut down.

k. � All midwives who deliver specialist/intensive smoking cessation support should be: 
trained to the same standard as specialist smoking cessation advisers; provided with 
additional, specialised training; and offered ongoing support and updates.
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7.2.2	� Supplementary information: Good practice elements − planning, 
coordinating and managing services issues

Evidence-based support to stop smoking is highly cost-effective and clinically effective and 
should always be offered to people who express an interest in stopping (more detailed 
discussions on efficacy are available in Section 3). In addition to intervention efficacy, there 
are other features of importance in the commissioning/planning and operationalisation/
delivery of services.
 
In terms of broader context, smoking cessation services should always be considered as 
one part of a larger tobacco control strategy or programme, and in this way should form 
part of comprehensive action to reduce tobacco-related harm.

The Department of Health (subsequently Public Health England / National Centre for 
Smoking Cessation Training) guidance refers to a number of other key issues which 
NHS Board smoking cessation services should consider in service development and 
operationalisation. These will be focused on in further detail later in this section.

The box below outlines general issues to consider within the commissioning/planning 
role for specialist smoking cessation services. Sections that follow deal with specific topics 
including service provision, referral systems, and service marketing.

Good practice: Commissioning / planning aspects (based on Department of Health 
Guidance6)

	 • � Obtain local prevalence and current activity data on smoking populations, including 
those in high-risk groups if feasible.

	 • � Ensure that local intelligence, community engagement and customer evaluation 
inform the development of smoking cessation services.

	 • � Service development can be informed by the national smoking cessation database 
monitoring system − the national smoking cessation database has an array of 
reporting and analysis features which should be built into service planning to help 
provide information around targets and operational activity, and which could be  
used proactively to design services more accurately.

	 • � Ascertain if services offer optimum balance of high-efficacy treatment, reach  
and accessibility.

	 • � Ensure that services offer a wide range of interventions (to enable choice and 
taking into account individual characteristics and other factors − outlined above 
in Key Principles of Specialist Smoking Cessation Services) that are consistent with 
the evidence-base (see Section 3 for recommendations and evidence) to optimise 
success. Due to the individual characteristics of the client (personal preferences 
or circumstances; suitability of the various pharmacotherapies) and other factors 
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(different interventions may work with different smokers, or the same intervention may 
fail to prevent a smoker relapsing on one occasion but succeed on another), it is vital 
that services offer the widest possible range of evidence-informed interventions.

	 • � In order to achieve the maximum chances of quit success (through intensive 
behavioural support combined with pharmacotherapy), specialist smoking cessation 
services should have pharmacotherapy available and accessible through them, in line 
with their local dispensing practices.

	 • � NHS Boards should design and be able to deliver the right type of service for their 
area, taking into account priority individuals and groups, and smoking cessation in 
certain sectors, e.g. secondary care, primary care, workplace, mental health, etc.

	 • � The need for services to be evidence-based should not preclude new research and pilot 
projects around improving both uptake and effectiveness of services, provided that a 
robust evaluation component including adherence to national monitoring standards 
is incorporated within this. The smoking cessation field, although well-researched, is 
still relatively new, and ongoing work is required in order to evaluate initiatives and 
programmes which contribute to the evidence (e.g. the Tayside incentive schemes, the 
Keep Well and Equally Well initiatives).

	 • � Ensure set-up of clinical governance and quality assurance systems to monitor service 
and service provider quality, and facilitate independent audits.

	 • � Ensure that the smoking cessation message gets across through integrating national  
and local marketing (to reinforce motivation to quit and to access the smoking 
cessation services).

	 • � Ensure that services are fully integrated through working with other local providers of 
smoking cessation support and/or part of other treatment programmes and services 
and/or with other service providers (e.g. pharmacies, dentistry colleagues, primary 
care, substance misuse services, mental health), and developing integrated care 
pathways where appropriate.

	 • � Ensure formal referral systems from primary and secondary care, as well as from 
other population settings e.g. mental health.

	 • � Smoking cessation services may avail from learning from related services, such 
as addiction and dependency, and which also involve high relapse rates and the 
requirement for ongoing/long-term support.

	 •  Budget considerations (see later in Section 7.2.2 for further details).

	 •  Administration considerations (see later in Section 7.2.2 for further details).

	 • � Telephone quitline staff should, in addition to ‘individual behavioural support’ 
training for those offering support (or ‘brief intervention’ training for those providing 
administrative support to the telephone quitline service), undertake specific telephone 
skills training.

	 • � Healthcare students should be trained in generic and lifestyle topic-based brief interventions.

	 •  Ensure that smoking cessation staff have access to CPD.
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Case studies from around Scotland: Planning aspects (service models)

In line with the formation of Health and Social Care Partnerships, Lanarkshire’s smoking 
cessation services are a partnership between NHS, third and independent sector 
organisations, local authorities, the communities of Lanarkshire and community pharmacies. 
The wide range of services within each of its localities include a nurse-led specialist service, 
community pharmacies, and with health improvement practitioners and healthcare 
practitioners both in primary and secondary care also involved in core services, linked in with 
NHS 24’s national Smokeline service for referrals and additional support between sessions. 

The smoking cessation support provided in Lanarkshire, in line with the evidence base in 
this Guide, is delivered at times and locations reflecting users’ needs, and in ways likely 
to reduce barriers to access (e.g. accessible by public transport; convenient appointment 
times; service information in accessible formats and different languages). Staff working 
within services seek the views of clients to continually develop and improve the service, 
ensuring it is needs-led and person-centred.

As for developments, the valuable role and support of communities is also recognised and 
new approaches are being explored and evaluated such as the potential and specific role 
provided by the third sector. Lanarkshire’s smoking cessation services also link with other 
services (e.g. income maximisation welfare advice for low income families) and provide 
specialist outreach and tailored services for target groups (e.g. pregnant women). 

To support and extend the reach and impact of existing services, harm reduction 
approaches involving nicotine replacement therapy are being explored and evaluated, 
including its use long-term to prevent relapse, in ‘cut down to quit’, and in temporary 
abstinence, with a view to making these approaches more widely available when 
appropriate.

Service provision
Planners and providers should work together to achieve outcomes using evidence-
informed interventions. They should focus on increasing reach and access to services6. 
Services will need to maximise and sustain potential quits by ensuring that the most 
effective and well-evidenced approaches are used. Concerted service provision and 
tailoring of actions for target and priority groups is required in order to contribute to 
reducing social inequalities in tobacco use and health inequalities in general or at least 
minimise the risk of widening health inequalities. 

Taking into account that services provided will be evidence-informed, reach and efficacy 
of the services provided can be balanced by offering a combination of interventions that 
are appropriate to the needs and preferences of the local population, being mindful of 
the diversity of the local smoking population and reaching those who suffer health and 
social inequalities. In other words, the need for widely accessible services (e.g. pharmacy 
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services, or individual and telephone support) must be balanced against the need for 
high efficacy rates (standard, ‘closed’ group interventions). A menu of options should be 
provided to potential clients along with efficacy rates and accompanying information so 
that they may make an informed choice.

As highlighted in Section 7.2.1, services are expected to reach and help their local 
population of smokers to quit smoking as best they can, which may involve showing 
variety and innovation in how these general recommendations are met, depending 
on local context, in order to make services accessible and appropriate to the needs 
of the local population. The DH (subsequently Public Health England / National Centre 
for Smoking Cessation Training) guidance also highlights that services and types of 
intervention need to be configured according to local needs. Understanding those 
needs, and the impact of each type of service provision on prevalence, is important 
to align services with needs. One way this can be achieved is through data profiling – 
details of this, with tobacco profiles at local level, are available from www.scotpho.org.uk/
comparative-health/profiles/online-profiles-tool

Quality principles for smoking cessation interventions: Service provision (derived from 
Department of Health guidance6)
	 • � Services and interventions provided should be evidence-informed, in line with 

NICE and the well-established evidence-base. (Helping smokers to stop and Part 
1: Providing and delivering focus on effective and cost-effective smoking cessation 
support and components of these).

	 • � Only methods recommended by NICE, and therefore within this guide, should be 
funded by NHS Boards. 

	 • � Although services will vary in the types of intervention they choose to provide and in 
their approaches to delivery, the quality of services should remain consistent and be 
maintained by a set of clear principles (these are outlined in Section 7.2.1).

	 • � To optimise success, all recommended treatments and pharmacotherapies should  
be offered as first-line interventions.

	 • � The first input at specialist smoking cessation services should be maximal, offering 
both behavioural support and pharmacotherapy, in order to maximise outcomes.

	 • � Service provision should be marketed effectively to as many smokers as possible, 
including welcoming those who have previously engaged with services but dropped 
out or whose quit attempt was unsuccessful and who might like to try one of a range 
of different approaches.

	 • � Service provision should include interventions that are appropriate to the local 
population’s needs, preferences and diversity, while reaching those with health and 
social inequalities such as the target and other priority groups outlined in Section 4.

	 • � New, non-evidence-based delivery models (such as rolling groups or drop-ins) may  
be piloted on a small scale and should be carefully evaluated before being adopted 
as a significant part of the service. 

http://www.scotpho.org.uk/comparative-health/profiles/online-profiles-tool
http://www.scotpho.org.uk/comparative-health/profiles/online-profiles-tool
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	 • � Staff delivering rolling groups or drop-ins should be trained to national standards, 
and such interventions should be delivered or supervised by experienced specialists 
with sufficient expertise to support quitters at different stages of the quitting process 
simultaneously. 

	 • � Interventions should be efficiently managed with sufficient administrative support for 
general organisation, client contact processes and data handling; there should be 
sufficient administrative support to ensure that clients are contacted within a week 
of being made known to the NHS smoking cessation services (further details on 
administration are provided on page 75).

Good practice: Service provision/improvement issues

Configuration of services/service improvement
Issues to consider when designing an equitable service include: 

	 •  being able to respond to new developments (such as in pharmacotherapies) 

	 • � basing service development on feedback or reports from the national smoking 
cessation database (e.g. using database analysis features to determine direction/
changes to service delivery).

Prescribing/pharmacotherapies
Issues to consider include: 

	 • � ensuring appropriate pharmacotherapies are listed on local formularies, in line with 
the evidence

	 •  local protocols for prescribing, dual therapy protocols, local guidance

	 •  local monitoring of prescribing.

Quality assurance
Planners and service managers should develop and implement high-quality standards, 
indicators, and monitoring procedures. Quality assurance in smoking cessation services is 
of considerable importance. As smoking cessation is a (potentially) life-saving treatment, 
it is important that interventions provided are evidence-informed as current investment in 
quality should reduce future ill-health costs.

Marketing of services
This includes marketing of services to other staff, raising the profile of the service in order 
to increase accessibility to target and priority groups, and marketing the service to clients.

Promotion of services should be based on local intelligence, and integration with national 
campaigns should enhance their effectiveness. Nationally branded materials provided  
for local promotion can help smokers identify with local support services and promote  
self-referrals to ensure that the impact of national campaigns is capitalised upon6.
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Good practice: Local promotion of services

Methods used to promote services locally vary ranging from clients’ word-of-mouth, to health 
professionals promoting services during consultations, to posters in primary care such as 
health centres and GP surgeries, to proactive leaflet distribution throughout a health board 
area in community venues, NHS or workplaces, to promotion of services around the annual 
No Smoking Day or World No Tobacco Day, to concerted advertising or media campaigns 
promoting services. Additionally, roadshows have been held around Scotland to attract new 
clients at which information is provided, brief advice given and appointments arranged. 

Case study: Local promotion of services
NHS Dumfries and Galloway, given its rural demographic characteristics, spends a 
substantial proportion of its budget on advertising the service, in order to encourage 
greater uptake. It links national and local campaigns together, has a distinct identity and 
branding, and brings together local planning/marketing groups − involving key partners 
such as TV, radio, NHS and local authorities’ communications departments – to ensure 
that campaigns are integrated with a plan over a specified length of time (e.g. one year) 
and that promotions of services are timed for traditionally quieter times of year in terms  
of service demand in order to spread demand for services throughout the year. (This is a 
historical example, given that the budget is no longer available in order to do the same 
degree of marketing and promotion as previously.)

Referral systems
In order to increase accessibility of services, referral opportunities need to be maximised. 
Referral protocols and pathways are needed within the NHS and the wider professional 
community as well as self-referral protocols and procedures. 

The level of provision of brief advice and brief interventions in any health board area is 
crucial in increasing the number of referrals to specialist services. As outlined in Section 8, 
target groups and other priority groups, plus key NHS and other staff, are prime sources 
for and of referrals respectively. Increased referral rates, as well as brief intervention 
provision triggering a quit attempt, will increase quit attempts and actual quits, contributing 
significantly towards meeting challenging performance targets as well as prevalence 
targets. A well-established system for brief intervention referrals may also help offset the 
fluctuation in demand for services at particular times of the year.

Formal referral systems to NHS smoking cessation services are necessary to increase the 
number of quit attempts that benefit from the most optimal form of support. However, 
Smokeline (0800 848484 or www.nhsinform.scot/smoking) currently provides details of 
local services for those who may wish to self-refer.

When working with other services to ensure a referral and care pathway, services should 
ensure that associated staff are aware of the local NHS smoking cessation services, and 
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coordinate and offer training (brief intervention training is available in Scotland as  
an accessible e-learning package – see Section 6), as well as seeking top level approval 
and support for the referral systems being developed. CEL and CMO letters, available at 
www.knowledge.scot.nhs.uk/home/portals-and-topics/health-improvement/hphs.aspx, 
and NICE guidance on acute, maternity and mental health services, may be useful as 
leverage for commissioners/planners of services, or as a reminder of obligations. 

Good practice: Increasing referrals

Referrals can be increased through:

	 •  promoting brief intervention referrals within primary and secondary care, and more widely

	 • � pilot projects or availing of specific programmes such as Keep Well and Equally Well 
projects

	 • � Smokeline or advertising Smokeline’s number and website details for access to 
support and services within an NHS Board area.

Case studies: Increasing referrals

NHS Grampian works to ensure a MAPLE (Multiple Access Points and Levels of Entry) 
system of entry to the service, with dedicated arms of the service, each with a distinct 
referral pathway to ensure smooth referrals and attracting smokers into services:

	 •  community

	 •  pharmacy

	 •  workplace

	 •  secondary care

	 •  support for pregnant women

	 •  support for young people

	 •  support for adult mental health (via a smoking cessation specialist adviser).

Also, GPs are sent a smoking cessation reference tool, featuring a brief advice flowchart 
detailing local service information and detailing how each product should be used and 
associated contraindications.

NHS Lanarkshire has a referral pathway between the acute and community smoking 
cessation service. Clients who have been supported to stop smoking in hospital are 
contacted by the community team upon discharge and invited to attend a group or receive 
a home visit if required. These patients also receive a one-week supply of NRT upon 
discharge, reflecting the smooth and timely transition to community-based services, and  
which allows them to continue with their quit attempt until they receive support from the 
community team.

http://www.knowledge.scot.nhs.uk/home/portals-and-topics/health-improvement/hphs.aspx
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Managing waiting times
Smoking cessation can be fraught with high demand at some times of year (typically 
January to March) and lower at others. Formal systems to support referrals, thereby 
increasing referral rates at off-peak periods during the year, may help to offset the peaks 
in demand at traditionally busy times.

Good practice: Managing waiting times

Possible peak times: 

	 •  New Year

	 •  No Smoking Day

	 •  post summer holidays.

Some issues to consider in the event of long waiting lists: 

	 •  provision of more groups and less 1:1

	 •  more phone support

	 •  devising procedures for clients who cancel repeatedly or do not turn up

	 •  adhering to access agreements, e.g. six appointments over a three month period

	 •  reducing staff annual leave in peak periods

	 •  protocols for other staff (e.g. nurse bank trained staff) to fill in

	 •  building in additional capacity to service planning

	 •  marketing in quieter periods to promote smoking cessation at other times of year

	 •  online booking systems in primary care

	 •  electronic referral systems

	 •  work with primary care to get central support initially on referrals to services

	 •  reviewing job descriptions to enable maximum flexibility.
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Staffing

Good practice issues: Managing staffing 

	 • � When considering the number of appointments feasible per specialist smoking 
cessation adviser, factor in administration time and travel time to appointments.

	 •  An administrator should be factored into the service staffing.

	 • � Bear in mind fixed term contracts or funding arrangements along with general funding 
and contractual issues.

Examples of useful policies and issues to be aware of when managing a smoking 
cessation service and its staff 

	 • � recruitment and selection; training of staff; letters to GPs; electronic referral pathways; 
lone worker policies; risk assessments; complaints procedure; SCI (Scottish Care 
Information) gateway referral processes.

Case studies: Staffing

NHS Forth Valley uses sessional staff within their specialist smoking cessation services. 
These staff work as health visitors, district nurses and practice nurses during the daytime, 
but have undertaken additional smoking cessation training in order to be able to focus on 
providing this sessional support in the evening, with dedicated time for this purpose. This 
professional background, plus their working knowledge of the area, helps to achieve high 
quit rates at one month follow-up. 

NHS Western Isles’ geographic location and dispersed population are major barriers 
in terms of service access. It has increased staffing levels to overcome this situation. In 
addition to the full-time coordinator post for the NHS Board area, one isle (Uist) has a part-
time worker of three days per week, and another two (Lewis and Harris) share a part-time 
worker of three days per week, while another (Barra) has a part-time worker of 10 hours 
per week; this is in contrast to the initial stages of service development which only had a 
part-time coordinator post of three days per week covering the entire NHS Board area. As 
a result of this increased staffing, the increase in referrals quadrupled from the first quarter 
in one year to the first quarter the following year. They have also found that increased 
staffing has enabled them to reach young people and patients with health problems that 
may be caused or exacerbated by smoking such as diabetes. 

Other resource issues
The following highlights good practice issues identified through case studies in Scotland 
for other specific resource aspects of commissioning/planning including financial issues 
and administration.
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Good practice: Resource aspects of commissioning/planning

Financial aspects
Issues for financial consideration include:

	 •  planning services and budget allocation

	 •  recruitment and selection costs (and fixed term contracts/long-term contractual issues)

	 •  training costs

	 •  administration costs

	 • � adequate provision for resources (including venues for smoking cessation support 
provision; CO monitors, tubes and calibration kits; laptops for staff; smoking cessation 
literature and promotional resources/incentives)

	 •  funding arrangements and nature of funding.

Administration
Issues to consider when planning how the service will be administered include:

	 • � who has overall responsibility within the NHS Board for this aspect of the service 
(whether it be the smoking cessation coordinator or someone else)

	 •  the ISD Scotland national smoking cessation database

	 • � the procedure for how records from the national pharmacy scheme will be 
incorporated into the ISD Scotland national smoking cessation database

	 •  archiving/storage of client records

	 • � availability of a central phone number for taking referrals and allocating places in a 
smoking cessation intervention

	 • � administration issues when the smoker is within the service which will include: referral, 
prescribing, inputting data, discharge, whether/how audit records are updated, letter 
generation, templates for first appointments and cancellations, discharge and follow-
up at one, three and 12 months.
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Further information: Planning services
A smoking cessation services review, available at www.healthscotland.com/
documents/23527.aspx, focused on variation in quit outcomes, and developed an action 
plan for national and local use to reduce this variation and improve consistency between 
Boards. It recognised the importance of:
	 • � a strong, unifying identity for smoking cessation services in Scotland for maximum 

impact, access and usability, and interlinked with the national helpline and online 
support, ideally through national branding

	 • � the development of national prescribing protocols (particularly for combination NRT 
and varenicline, to improve access to the most effective pharmacotherapies, and to 
expedite and streamline the process of access) and of care pathways (particularly in 
acute settings)

	 • � Boards analysing prescribing data to inform local planning and smoking cessation 
service improvement

	 • � improving links between pharmacy- and non-pharmacy specialist smoking cessation 
services and enabling cross-referrals

	 • � obtaining and building on client feedback.

The Evidence into Practice project on smoking cessation at www.healthscotland.com/
documents/5979.aspx also includes examples of how Boards have implemented the 
Guide’s recommendations and addressed some of these issues.

http://www.healthscotland.com/documents/23527.aspx
http://www.healthscotland.com/documents/23527.aspx
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7.3  Scotland’s smoking cessation services: Evidence

7.3.1 � Quit attempts and one- and three-month (twelve-week) quit rates 
made through Scottish smoking cessation services

Figure 8a: �Number of quit attempts made and %age quit at 1- and 
3-month follow-ups 2009/10 – 2015/1643

Financial 
year

Total no. quit 
attempts made

%age quit at 1-mth 
follow-up (self-reported)

%age quit at 3-mth 
follow-up (self-reported)

2009/10 75,646 38.9% 17.1%
2010/11 90,373 39.3% 16.6%
2011/12 121,341 37.2% 15.7%
2012/13 116,534 38.6% 15.0%
2013/14 94,017 36.8% 14.1%
2014/15 67,935 35.9% 19.1%
2015/16 64,736 37.1% 21.6%

More detailed data can be accessed in each year’s annual report produced by ISD, available 
on the Scottish Public Health Observatory website www.scotpho.org.uk As far as volume of 
quit attempts and actual quits by Scottish Index of Multiple Deprivation quintiles are concerned, 
the number of quit attempts, one month quits and three month quits each demonstrate 
consistently that there is a gradient across deprivation categories, with the highest number 
of quit attempts and actual quits in the most deprived categories and conversely the lowest 
number of quit attempts and actual quits in the least deprived categories. However, the fall in 
service uptake over time is strongest in the most deprived quintile, and the quit rates are lowest 
in the most deprived group – see Figures 8c and 8d for detail43.

Figure 8b: �Number of quit attempts by SIMD quintiles, 2009/10 – 2015/1643 

2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16
Scotland 75 646 90 373 121 341 116 534 94 017 67 935 64 736
SIMD 1 (Most 
Deprived)

27 420 33 543 45 506 43 166 34 306 24 811 23 379

SIMD 2 18 642 21 919 30 111 29 316 23 983 17 064 16 496
SIMD 3 13 128 15 811 21 191 20 717 16 824 12 408 11 780
SIMD 4 9 326 11 016 15 023 14 407 11 712 8 491 8 196
SIMD 5 (Least 
Deprived)

5 910 6 813 8 877 8 519 6 950 4 847 4 611

Unknown 1 220 1 271 633 409 242 314 274
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Figure 8c: One-month quit rates by SIMD quintiles, 2009/10 – 2015/1643

2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16
Scotland 38.9% 39.3% 37.2% 38.6% 36.8% 35.9% 37.1%
SIMD 1 (Most 
Deprived)

34.2% 34.3% 33.5% 35.1% 33.8% 32.9% 34.9%

SIMD 2 39.3% 39.9% 37.6% 38.8% 36.7% 35.5% 37.3%
SIMD 3 41.8% 411.9% 39.5% 40.5% 38.5% 38.6% 38.8%
SIMD 4 43.7% 44.% 40.8% 41.7% 39.8% 38.4% 38.8%
SIMD 5 (Least 
Deprived)

45.4% 47.4% 43.1% 46.0% 42.5% 41.6% 39.9%

Unknown 37.2% 38.1% 37.0% 36.4% 34.3% 31.5% 31.8%

Figure 8d: Three-month quit rates by SIMD quintiles, 2009/10 – 2015/1643

2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16
Scotland 17.1% 16.6% 15.7% 15.0% 14.1% 19.1% 21.6%
SIMD 1 (Most 
Deprived)

14.5% 14.2% 13.5% 12.2% 11.0% 15.6% 19.4%

SIMD 2 17.0% 16.1% 15.2% 14.8% 14.3% 19.6% 21.9%
SIMD 3 19.0% 18.5% 17.5% 17.0% 15.9% 21.9% 22.9%
SIMD 4 20.2% 20.1% 18.6% 17.7% 17.0% 21.7% 23.4%
SIMD 5 (Least 
Deprived)

21.6% 21.0% 20.1% 20.3% 19.3% 24.1% 25.4%

Unknown 12.9% 13.0% 11.7% 11.7% 7.0% 11.1% 17.9%

Given the continued decline in service uptake since 2011/12, and particularly in the most 
deprived quintile which has the highest prevalence of smoking as well as the lowest 
quit rates, Boards may need to focus on and lend more emphasis to other approaches 
in addition to the gold standard approach if the goals of a tobacco-free generation and 
narrowed inequities in prevalence by 2034 are to be achieved, and thus ultimately a 
reduction in inequities in smoking-attributable morbidity and mortality. Such approaches 
might include a greater emphasis on evidence-based harm reduction approaches (e.g. ‘cut 
down to quit’, nicotine replacement therapy for short- and long-term temporary abstinence 
and for former smokers to remain quit) or on innovative and tailored approaches with 
each of the longstanding and additional priority groups. Details of the ‘cut down to quit’ 
approach and other harm reduction approaches, are contained in the Tobacco harm 
reduction component and in the national smoking cessation services review.
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7.3.2  Analyses of effectiveness of Scottish smoking cessation services
Analyses of the effectiveness of Scottish smoking cessation services note the following: 

	 • � Services include formal and informal (e.g. open/rolling/drop-in) group or individual 
sessions, pharmacy services, or remote services whose service delivery methods 
include a greater proportion of post, email, text and phone contact with less face-
to-face contact; each of these services include the setting of a quit date and CO 
monitoring in addition to contact83,84.

	 • � The percentages of successful quits are lower in deprived groups than in more affluent 
groups. However, the larger volume of quit attempts made by clients from deprived 
groups means greater absolute numbers of successful quits, so smoking cessation 
services in Scotland have been successful in reaching deprived communities43.

	 • � Being deprived, living in urban areas and being female reduces the odds of quitting 
(despite higher uptake by females), but being older (up to the 65–74 age category) 
increases chances43.

	 • � Pharmacy services generally have higher reach but poorer success rates than non-
pharmacy specialist smoking cessation services43,83,85,86.

	 • � There has been a drop-off in service attendance in recent years since a peak in 2011-
12, with the reasons unclear but potentially at least partially accounted for by a rise in 
the use of e-cigarettes43. 

Another study86 in Scotland found: 

	 •  Both pharmacy and group support were effective and cost-effective.

	 • � Older smokers, more affluent smokers and those very determined to quit were less 
likely to relapse, but relapse rates vary by model of treatment (higher in pharmacy 
services) and by smoker characteristics (age, affluence and determination to quit).

	 • � Services are likely to be more successful if the clients were older and/or in poorer health.

	 • � The group service was more effective than the pharmacy service (controlling for client 
characteristics), but costs more and is less cost-effective than the pharmacy service 
which is more accessible and has higher throughput.

Analyses of the effectiveness of aspects of Scottish smoking cessation services22,86,87,88 
recognise the role of high-reach services in addition to those with a robust, high evidence 
base and which produce significantly higher odds of cessation success (standard, ‘closed’ 
groups). Therefore, while services with a robust and strong evidence base should form the 
core part of services and should have a large influence on cessation success, in order to 
maximise both reach and cessation success, a twin-track approach is advocated. 

High intensity and high cessation success interventions should be complemented with 
high reach services such as pharmacy-based support and more innovative approaches 
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such as open/rolling/drop-in groups albeit which may have poorer success rates but 
provide flexibility, greater accessibility and are generally more cost-effective. Reviews of 
different aspects of the services provide suggestions for improving success rates in the 
respective types of services which require development in different ways83,84,85. 

The co-existence of both forms of support is required to provide comprehensive smoking 
cessation services, meet varying needs, and to maximise quit attempts and successful 
quitting, hence the relative strengths and weaknesses of both forms of support should 
be considered by service planners in designing the service mix most appropriate to 
their population82. Other studies also emphasise the importance of flexibility and choice 
in addition to the evidence-based core part of services in order to meet the needs and 
preferences of different client groups22,87,88 – for example, 1:1 interventions often produce 
lower success rates in observational studies, but many clients express a preference 
for them22 and thus variety is key87; providing flexibility and choice and assessing the 
individual need of the smoker are key factors for implementing successful interventions, 
‘although local conditions will to some extent determine the most appropriate models of 
service delivery’22.

Section 3 referred to a systematic review’s analyses of smoking cessation participants in 
healthcare settings and which did not find differences in outcomes between subgroups 
dependent on motivation to quit, uptake of support, number or duration of support 
sessions undertaken, or type of treatment provider26. However, an observational, 
prospective cohort study and analysis of routine data from services in England19 , exploring 
the factors which determine long-term smoking cessation following smoking cessation 
service participation in England, found that client and service characteristics can affect 
outcomes:

	 • � intensive/specialist behavioural support clients were more than twice and more than 
three times as likely to be long-term quitters following 1:1 and group (closed or ‘rolling’) 
support respectively than those who received support from GPs or pharmacies 
(less intensive), particularly accounted for by the combination of adherence with 
behavioural support and pharmacotherapy.

	 • � seasonal variations occurred with higher numbers of quit attempts and successful quit 
outcomes in January quitters, while other demographics of successful quitters were 
similar to those in Scotland’s services as outlined above.

	 • � concurrent with systematic review level evidence, varenicline and combination NRT 
were more successful than single NRT.

	 • � 1:1 support was significantly less successful than open rolling groups, although 1:1 
provision may not be of the same level of intensity as that provided in Scotland. 

	 • � clients whose support was from specialists had higher quit rates than those whose 
support was from other types of practitioners. 

	 • � although limitations in these aspects of the study, the following were also found:
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		   � the importance of practitioner/client rapport, a smooth process for obtaining 
pharmacotherapy, and flexibility such as evening appointment times, a choice of 
group or 1:1 support, and a longer period of behavioural support [user feedback]

		   � higher wellbeing at baseline was found to be a predictor of smoking cessation 
at long-term, 1-year follow-up, as was having a lower dependence on tobacco, 
support from a partner and a non-smoking social network. 

	 • � conclusions included: the need for further exploration of the role of practitioner 
knowledge, skills and use of effective behaviour change techniques in supporting 
service clients in smoking cessation; and more detailed focus on comparisons of 
rolling groups .v. other forms of behavioural support19.

Summary of the effectiveness of Scottish smoking cessation services

	 • � Analyses of Scotland’s services show that both group sessions and pharmacy schemes 
are effective, but for different reasons (cessation success and ‘reach’ respectively).

	 • � Intensive group interventions have low throughput, but a high success rate; pharmacy 
schemes have a lower success rate but higher throughput and higher cost-effectiveness; 
both have a role to play in an overall cessation strategy.

	 • � Group interventions may produce higher quit rates than 1:1 interventions; however,  
1:1 interventions should still be offered as they are still effective and may appeal to  
an individual’s personal preferences.

	 • � In addition to intervention type offered (service type, intervention and pharmacotherapy), 
cessation success is predicted by a number of other variables including: client age, 
socio-economic status and status of employment, living in an urban or rural area,  
self-reported nicotine dependence, motivation to quit, existing health conditions – all 
factors which planners should be aware of.

	 • � Offering a range of interventions is important to meet varying needs, and provide 
flexibility and choice, and to increase quit attempts and successful quitting.
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8 � Planning services in varied settings,  
for specific groups, and involving a 
range of staff

This section describes commissioning and service planning-oriented recommendations, 
good practice examples and case studies around providing smoking cessation services 
for specific population groups, in a variety of settings and involving a range of NHS and 
other staff. It should be read in conjunction with the Helping smokers to stop resource and 
Sections 1–6 of this resource which detail the standard and specific nature of the support 
expected to be provided. This does not include all the key groups and settings – only those 
with planning/commissioning-specific recommendations. 

8.1 � Particular population groups, particular settings  
and key NHS staff

Different professional groups can play distinct but equally important roles to support 
service delivery to particular population groups. In general, their role involves the provision 
of brief advice and referral on to specialist cessation services. This section focuses on 
several different types of health professional, and includes examples of case studies that 
highlight the roles that key workers can play.

Recommendations for commissioning/planning with key groups and within key settings

a. � Ensure that smoking cessation services (SCSs) target, reach and effectively support 
minority ethnic and socio-economically disadvantaged communities, at least in 
proportion to their representation in the local population of tobacco users. 

b. � Tailored advice and support should be provided, in particular for those from specific 
population groups (especially for those from minority ethnic and disadvantaged groups, 
pregnant women and hospital inpatients), in the language chosen by clients where 
possible, and in locations and schedules to suit them where circumstances would 
specify or where feasible. For example, these could include: arranging for home visits 
for pregnant women, offering support to those with complex social and emotional 
needs through substance misuse services, mental health services, youth and teenage 
pregnancy support, or offering workplace interventions. 

c. � NHS SCSs should ensure that they can provide cessation support to hospitals including 
timely cessation support for patients waiting to be admitted to hospital or who are in 
hospital. Licensed nicotine-containing products (NRT) should be provided to hospital 
inpatients to help them to quit or to manage nicotine withdrawal symptoms through 
an enforced quit due to NHS smoke-free premises (hospital buildings and grounds). 
Intensive SCSs and pharmacotherapy should be provided for patients while in hospital, 
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ideally from an on-site service and within 24 hours of admission – see also 4.3.2. In 
addition, a fast-track referral system after discharge for patients who have tried to quit 
smoking in hospital and for patients to have (continued) intensive cessation support, with 
an appointment booked pre-discharge, should be in place.

d. � Develop and communicate smoke-free policies in line with NICE guidance and NHSScotland 
smoke-free implementation guidance, and conveying this as appropriate, set up referral 
systems and care pathways with electronic recording, ensure formularies include a range 
of pharmacotherapies, assign a clinical/medical director to lead on smoking cessation 
support, offer and refer to / arrange intensive support and on how to manage being 
smoke-free, have the sale of licensed nicotine-containing products available such as in 
hospital shops, and monitor and audit implementation and impact of these developments. 
Further details are available from NICE guidance on acute, maternity and mental health 
services (available at www.nice.org.uk/PH48). (Note that NHSScotland’s grounds became 
smoke-free in 2015.)

e. � NHS SCSs should ensure that they give pregnant women and women who are planning 
a pregnancy and women who are breastfeeding or who have an infant under 12 months, 
high priority in the planning, design and delivery of intensive SCSs, with fast-track access 
to conveniently located and timed services, and that they attempt to meet the needs 
of disadvantaged pregnant women who smoke by involving them in the planning and 
development of such services. Further details are available from NICE guidance on acute, 
maternity and mental health services (available at www.nice.org.uk/PH48).

f.  � NHS SCSs should promote their services and make links with, ascertain demand  
for and/or offer outreach support to, and where practicable in, specific non-NHS 
locations such as workplaces (including NHSScotland and Scottish local authorities) and 
prisons, subject to demand, and agencies that support those with complex and social 
and emotional needs (e.g. substance misuse services, youth and teenage pregnancy 
support, and mental health services). These should also ensure access  
to pharmacotherapies in line with local SCS protocols.

g. � SCSs should offer support to employers who want to help their employees to stop 
smoking and provide support on employers’ premises where feasible, focusing in order 
of priority on SMEs, enterprises with a high proportion of employees on low pay, a high 
proportion of those from disadvantaged backgrounds and heavy smokers. These 
should be in line with the NHS Health Scotland Commentary on NICE Public Health 
Intervention Guidance 5: Workplace health promotion – how to help employees to  
stop smoking (NHS Health Scotland, 2007).

h. � Work with managers of workplaces, prisons, mental health, military or care institution 
settings to develop a policy, using Smoke-free Scotland: Guidance on Smoking Policies for 
the NHS, Local Authorities and Care Service Providers, the national prison smoking cessation 
service specification (available at www.healthscotland.com/documents/25618.aspx), 
guidance from the Scottish Centre for Healthy Working Lives on workplace tobacco policy 
development, and NICE public health guidance 48 on acute, maternity and mental health 
services, to ensure that effective SCSs are provided and promoted. Developments towards 
implementation of indoor smoke-free prison facilities are available under the ‘Healthcare’ 
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section at www.sps.gov.uk/Corporate/Publications/Publications.aspx and towards 
implementation of smoke-free mental health settings available from www.healthscotland.
com/documents/5041.aspx

i. � Also in these settings (workplaces, including prisons, military and care institutions), 
work with managers to negotiate a smokefree workplace policy with employees or their 
representatives which should (where applicable): state whether or not smoking breaks 
may be taken during working hours and, if so, where, how often and for how long; 
direct people who wish to stop smoking to services that offer appropriate support, e.g. 
the NHS SCSs; implement the NHS Health Scotland Commentary on NICE Public Health 
Intervention Guidance 5: Workplace health promotion – how to help employees to stop 
smoking (NHS Health Scotland, 2007).

j.   �Planners should be aware of the detailed recommendations contained within the 
Scottish Perspective on NICE Public Health Intervention Guidance 23 on School-based 
interventions to prevent smoking (available at www.healthscotland.com/scotlands-health/
evidence/NICE.aspx), actively consider the importance of school-based prevention and 
cessation approaches for young people, and ensure that services link in appropriately 
with relevant organisations.

k. � In light of recommendations c–h above, NHS Boards’ smoking cessation coordinators 
should establish and maintain effective links between various services such as:

		  • � local hospital care services in order to ensure a clear referral plan is developed and 
established between different parts of the NHS (if applicable) and timely cessation 
support provided for patients waiting to be admitted to hospital, who are in hospital  
or waiting to be discharged from hospital.

		  • � primary and secondary care to ensure that effective monitoring and referral systems 
are set up for health professionals to have access to information (e.g. via the patient’s 
case notes, all records held in general practice and in hospitals) on current smoking 
status and most recent occasion on which advice was given to quit smoking, or 
encouragement to stay stopped given to an ex-smoker, the nature of that advice, 
and the patient’s response to that advice as well as referral details; these monitoring 
and referral systems should ensure smooth systems in place for documenting and 
maintaining smoking status records, prompting action and referral to smoking 
cessation services as required and enabling continuity of care between services.

		  • � maternity services, and within maternity services (e.g. contraceptive services, 
fertility clinics, ante- and post-natal services), and any other outreach schemes (e.g. 
family nurse partnership) or agencies (e.g. youth and teenage pregnancy support, 
substance misuse services, or mental health services, which offer support to women 
with complex needs), to: identify additional opportunities for providing intensive and 
ongoing support; and ensure that health professionals use the many opportunities 
available to them (at various stages of the woman’s life) to offer advice on smoking 
cessation and on protection from second-hand smoke (passive smoking), and 
referral to a specialist SCS where appropriate.

		  • � managers of local workplaces, prisons, military establishments and care institutions 
for the development of policies and smoking cessation support provision including 
pharmacotherapies onsite. 
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8.2	 Supplementary information
8.2.1	 Particular population groups
When planning services, planners should be mindful of the legal duties placed on  
NHS Boards to promote equality and to eliminate discrimination within their service provision. 
Guidance on meeting the equalities duties, and good practice in delivering culturally 
competent services, is available at www.healthscotland.com/Equalities/index.aspx 

Socio-economically disadvantaged individuals and communities
As specified in Section 4.2.1, when planning services, planners should be aware that 
depending on the characteristics of a region, deprivation may be at more of an individual 
than at a community level. 

Good practice: Working with socio-economically disadvantaged groups

In widely scattered rural communities, where deprivation may be dispersed, this may 
have implications for service delivery and design, e.g. it can be more appropriate to target 
deprived groups through other routes/characteristics besides that of postcode.

People with disabilities

Good practice: People with learning disabilities

Commissioners/planners and coordinators can work with learning disabilities teams 
locally to target this population group. Issues around accessibility and/or support provision 
via home visits are of particular importance with this client group.

Rural areas

Good practice: Working in rural areas

Issues to consider when working in rural areas include: 

	 •  telephone support provision

	 • � phoning client in advance to confirm attendance or availability for appointment, 
reducing unnecessary travel

	 •  policies for lone working

	 • � clustering appointments geographically to avoid extra travel time between appointments.
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Black and minority ethnic groups

Good practice: Black and minority ethnic groups

Given the varied tobacco use of different minority ethnic groups, in designing or delivering 
any intervention it is important to research, and become familiar with, the characteristics of 
the target population. This should include gaining an understanding of different forms of 
tobacco use (in addition to manufactured cigarettes) and the prevalence of their use in the 
local population.

Young people

Good practice: Young people
Given the fluctuating nature of smoking and smoking cessation in young people, and 
its link with other substance use, a more holistic approach to risk-taking should be 
considered, in line with the national smoking cessation service review available at www.
healthscotland.com/documents/23527.aspx

Pregnant women

Good practice: Pregnant women

A mapping exercise of the extent and nature of smoking cessation support in pregnancy 
in Scotland59 compared practice with existing guidance and recommendations, highlighted 
examples of promising practice, and provided learning points for the development 
and delivery of cessation support in pregnancy. The Evidence into Practice project on 
smoking cessation in pregnancy includes examples of how recommendations from the 
Guide have been implemented: www.healthscotland.com/uploads/documents/19968-
EIPPregnancyProjectReport.pdf 

See also the following for useful information: pregnancy and smoking cessation 
effectiveness evidence briefing www.healthscotland.com/documents/6103.aspx; evidence 
summary on smoking at www.mnic.nes.scot.nhs.uk/children,-young-people-families/
promoting-health-addressing-inequality/evidence-base.aspx 

Given the entrenched nature of smoking, particularly for pregnant smokers who have not 
managed to quit, training for all staff who come into contact with pregnant smokers is 
also necessary rather than relying purely on specialist staff to provide the support. Tailored 
training in this area has been available in the form of courses specifically for those working 
with pregnant women and may continue to be available locally. 

http://www.healthscotland.com/uploads/documents/19968-EIPPregnancyProjectReport.pdf
http://www.healthscotland.com/uploads/documents/19968-EIPPregnancyProjectReport.pdf
http://www.healthscotland.com/documents/6103.aspx
http://www.mnic.nes.scot.nhs.uk/children,-young-people-families/promoting-health-addressing-inequality/evidence-base.aspx
http://www.mnic.nes.scot.nhs.uk/children,-young-people-families/promoting-health-addressing-inequality/evidence-base.aspx
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8.2.2	 Specific settings
Hospitals/secondary care
A Cochrane review concluded that ‘there are potential benefits of smoking cessation advice 
and/or counselling given by nurses to patients’, especially when that advice is intensive 
and provided by nurses whose main role is smoking cessation/health promotion, and that 
‘advice and support from nursing staff could increase people’s success in quitting smoking, 
especially in a hospital setting’89.

In addition to in this resource, recommendations for staff within secondary care on how to 
carry out interventions with patients are detailed in the accompanying Helping smokers to 
stop resource.

Further information: Smoking cessation service for people having elective surgery

NICE guidance on acute, maternity and mental health services (available at  
www.nice.org.uk/PH48) may prove a useful resource for service planning and provision 
of an effective smoking cessation service for people having elective surgery, providing 
further evidence and recommendations for staff involved in such service delivery, focusing 
on smoke-free environments, managing withdrawal symptoms through temporary 
abstinence and licensed nicotine-containing products.

Good practice: Hospital-based support

A mapping exercise of the extent and nature of smoking cessation support in secondary 
care in Scotland86 compared practice with existing guidance and recommendations, 
highlighted gaps and examples of promising practice, and provided learning points 
for the development and delivery of cessation support in secondary care which ‘could 
form a basis for agreeing a set of quality standards’. The mapping exercise found that 
the support of a specialist smoking cessation adviser working from within or in close 
proximity to the hospital is a prerequisite for a successful service. Services relying only on 
frontline staff providing brief advice and referral to community-based smoking cessation 
services generate only a small number of referrals. The Evidence into Practice project on 
smoking cessation includes examples of how the Guide’s recommendations have been 
implemented: www.healthscotland.com/documents/5979.aspx

CEL and CMO letters, available at www.knowledge.scot.nhs.uk/home/portals-and-topics/
health-improvement/hphs.aspx, also provide some recommendations for smoking cessation 
services for this client group. Note that in connection with the HPHS CEL/CMO letters, for 
hospital inpatient settings, Boards are requested to specifically focus efforts on targeting 
respiratory, vascular, cardiac, diabetes, mental health, maternity and cancer settings.

See also the following for useful information: the HPHS smoking cessation 
evidence briefing and secondary care evidence briefing www.healthscotland.com/
documents/27133.aspx and www.healthscotland.com/documents/6039.aspx, and 

http://www.healthscotland.com/documents/5979.aspx
http://www.knowledge.scot.nhs.uk/home/portals-and-topics/health-improvement/hphs.aspx
http://www.knowledge.scot.nhs.uk/home/portals-and-topics/health-improvement/hphs.aspx
http://www.healthscotland.com/documents/27133.aspx
http://www.healthscotland.com/documents/27133.aspx
http://www.healthscotland.com/documents/6039.aspx
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the NHSScotland smoke-free implementation guidance www.healthscotland.scot/
publications/smoke-free-nhsscotland-implementation-guidance and www.healthscotland.
com/documents/24828.aspx, each of which provide some recommendations and 
examples of action/implementation for smoking cessation services for this client group.

NHS Health Scotland hosts brief intervention e-learning in smoking cessation as part of 
its Health Behaviour Change suite of online training materials – see www.healthscotland.
scot/tools-and-resources/learning-and-development and https://elearning.
healthscotland.com

Case studies: Planning aspects of hospital smoking cessation support

A variety of service models exist (e.g. in terms of access or referral pathways to services 
within and between primary and secondary care, and service locations in primary and 
secondary care – including some hospital-based smoking cessation services in Scotland). 

NHS Greater Glasgow and Clyde’s service for hospital inpatients includes NRT and 
smoking cessation service information in the hospital prescribing formulary. 

NHS Grampian, as part of the development of pre-operative smoking cessation in 
partnership with GPs and outpatient consultants, has smoking cessation included on the 
standard proforma in pre-assessment clinics.

NHS Greater Glasgow and Clyde’s service for hospital patients ensures that:

	 • � hospital inpatients making a quit attempt receive shared care consisting of 
behavioural support provided by hospital smoking cessation advisers and community 
advisers, pharmacotherapy of two weeks’ NRT on discharge, and up to 12 weeks’ NRT 
via community pharmacy

	 • � the smoking cessation team of staff can deliver the service in any of the seven acute 
hospital sites via a standardisation of systems, ensuring continuity in service provision

	 • � awareness of the smoking cessation service, and how to manage patients with acute 
nicotine withdrawal, is enabled by detailing the support provided in patient pathways, 
copies of which are inserted into the British National Formulary (BNF) when they are 
distributed to medical staff

	 • � data collection following national guidelines originates in the acute setting and is 
transferred to the community service for completion

	 • � activity regarding referrals and quit outcome is reported by directorate to the lead 
nurses concerned.

http://www.healthscotland.com/documents/24828.aspx
http://www.healthscotland.com/documents/24828.aspx
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Workplaces

Good practice: Workplace support

A mapping exercise of the extent and nature of smoking cessation support in workplaces 
in Scotland82 found that the factors which seemed critical to the effectiveness of services in 
the case studies presented were: a commitment to ongoing provision of support; services 
which were tailored to the needs of staff; services which were linked to other health 
improvement topics; a range of methods of raising awareness of support available;  
and No Smoking Day activity.

Smoking cessation services are offered in workplaces in a variety of formats such as local 
smoking cessation services being actively promoted within workplaces including onsite work, 
links between smoking cessation services and Healthy Working Lives to increase awareness 
and encourage uptake among workplaces, and training for employees to provide smoking 
cessation support to their colleagues.

8.2.3	 Specific professional groups
Different professional groups can play distinct but equally important roles to support 
service delivery to particular population groups. In general, their role involves the provision 
of brief advice and referral on to specialist cessation services. This section focuses on 
several different types of health professional, and includes examples of case studies that 
highlight the roles that key workers can play.

Primary care
Brief advice on smoking cessation from doctors increases the likelihood that the smoker 
will quit and remain quit 12 months later25. This has been found in a systematic review 
of randomised trials, in which abstinence was determined at least six months post-
intervention, concluding that this is the case for both hospital doctors and GPs, although 
the particular circumstances in which advice is delivered is clearly different for each. 

Such advice (brief opportunistic advice for smokers attending a consultation for another 
condition) can increase quit rates by a further 1−3% over and above the unassisted  
or baseline ‘background’ quit rate of 2−3%17, 25. More intensive advice from a doctor  
and/or providing follow-up support may result in higher quit rates25. In addition, those  
who are medically referred to smoking cessation services are more likely to be successful 
than self-referrals91.

In addition to in this resource, recommendations for staff within primary care on how to 
carry out interventions with patients are detailed in the accompanying Helping smokers  
to stop component of this guide.
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Good practice: Primary care

Primary care is a key source of referrals to smoking cessation services. GPs should be 
aware of all referral options to smoking cessation services as well as how to provide 
brief interventions. Helping smokers to quit is a key part of the primary care remit, and 
payments are currently made to practices for this under the Quality and Outcomes 
Framework (QOF). 

Maternity services
Smoking during pregnancy is an established cause of a large number of conditions harmful 
to both the mother and unborn child (described in Section 4.2.3). Due to their role and skills 
in dealing with mothers-to-be, midwives are uniquely positioned to offer interventions and 
to support pregnant women in quitting. Tailored training in this area has been available in 
the form of courses specifically for those working with pregnant women and may continue 
to be available locally.

Mental health staff
As described in Section 4.3.5, psychiatric patients and settings have a higher level 
of smoking than in the general population and individuals with mental health and 
psychiatric problems can also demonstrate greater nicotine dependency. Hence, within 
mental health settings − particularly residential settings − all staff have the opportunity to 
contribute towards the reduction of health inequality experienced by this group. 

The unique needs of mental health service users mean that often the staff best placed to 
offer an intervention are those who routinely work with them. In recent years, research 
and pilot projects have been carried out which have led to the development of smoking 
cessation training specifically for those working with mental health service users which 
may continue to be available locally.

Dentistry
Dentistry is well-placed to provide smoking cessation support given the large proportion of 
the population who visit a dentist for regular check-ups including teenagers and pregnant 
women who are entitled to free dental care.

Tobacco use is associated with an increased risk for oral disease, including oral cancer 
and periodontal disease92. Dental professionals can provide smoking/tobacco cessation 
support to tobacco users who present for dental care. A review92 demonstrated that this 
provision of support increased the likelihood of 12-month follow-up cessation in comparison 
with standard or no support. Although the major evidence for effectiveness in dental 
settings to date comes from smokeless tobacco users rather than for cigarette smokers, it is 
reasonable to assume the effects will be similar for both types of tobacco use. 
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Case study: Dentistry

Links with community dental services

NHS Borders smoking cessation staff have developed strong links with their oral health 
promotion team. They have focussed on supporting dental staff to raise awareness of the 
impact of smoking on oral health, and have developed training on smoking cessation brief 
advice in a dental setting. The training: 

	 • � increases knowledge and awareness of tobacco use and the impact of smoking  
on oral health

	 •  introduces the concept of brief advice and the rationale for it

	 •  increases confidence about raising the issue of tobacco use with dental clients

	 •  explains how to refer dental clients on to the smoking cessation service. 

The training incorporates input from a Consultant in Maxillofacial Surgery from the Edinburgh 
Dental Institute on the physical impact of smoking, focussing on oral cancer and the 
prevalence of such diseases. This is followed by brief advice training from the NHS Borders 
smoking cessation coordinator on raising the issue of smoking within a dental setting. The 
half-day training session, delivered in dental locality meetings, ensures the involvement of 
the whole dental team from receptionists to dentists. The training, which has evaluated well, 
resulted in a steady number of referrals from community dental teams to smoking cessation 
services. In addition, the issue of smoking is being raised in a non-medical context and 
also to patients who may otherwise be physically well and not in contact with other clinical 
services. The training was planned to be followed up on an annual basis and rolled out to 
private dental practices as evening sessions.

Pharmacy-based smoking cessation services
Pharmacy-based smoking cessation services have undergone development over recent 
years. Due to their locations in communities and hours of opening, they offer an accessible 
and flexible option to potential quitters.

National pharmacy scheme
A national community pharmacy scheme has been in place since 2008, offering intensive 
support in which up to 12 weeks of structured behavioural support (ordinarily 1:1) and NRT 
or, more recently, varenicline is offered in accordance with national service specifications 
revised in 2014. It is acknowledged that the level of support is not currently of the same level 
or intensity as that provided by group support an NHS Board specialist services85,86, due at 
least in part to the nature of the environment in community pharmacy. However, as specified 
in Section 2.3, the service offered is expected to aspire to be delivered to the same standards 
as those of the specialist NHS smoking cessation services.
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The aim of the scheme is to help smokers stop successfully by providing extended 
access to smoking cessation support and pharmacotherapy through the NHS. Pharmacy 
services are required to provide the smoking cessation service in accordance with service 
specifications provided by Scottish Ministers to NHS Boards, and disseminated by NHS 
Boards to public health service providers.

Further information: Specific information on pharmacy scheme

Details of this national community pharmacy scheme are available in the Scottish 
Government’s NHS Circular PCA(P)(2008)17 Additional Pharmaceutical Services Minor 
Ailment Service and Public Health Service Directions, Service Specifications and Payment 
Arrangements – available at www.sehd.scot.nhs.uk/pca/PCA2008(P)17.pdf – which 
specified revised Directions for Additional Pharmaceutical Services for 2008−2009. 

Updates to this are made available on the Scottish Government website and additionally 
sent to Chief Executives of NHS Boards, and the Chief Executive and Director of 
Practitioner Services of NHS National Services Scotland. Further details, including the 
current service specification, are available from Community Pharmacy Scotland (www.
communitypharmacyscotland.org.uk), from www.psd.scot.nhs.uk or from the local NHS 
Board Consultant in Pharmaceutical Public Health.

Pharmacists and their support staff are encouraged to proactively seek out clients such as 
those with cardiac or respiratory disease, clients from disadvantaged neighbourhoods, 
pregnant women or young people. 

Service standards, training and record-keeping details are included in the Directions. 
Pharmacists are expected to operate within the national service specification and in 
accordance with any local prescribing guidance, formularies and protocols. The national 
services specification includes the setting of a quit date, assessment for NRT or varenicline, 
attendance for further supplies of pharmacotherapy and ongoing support over 12 weeks 
(normally on a weekly basis) provided by the pharmacists or support staff, recording of 
smoking status, and follow-up. Record-keeping is in line with the national minimum dataset 
for national monitoring purposes and included within the data for the relevant NHS Board 
within which the service falls. Clients may be referred to other NHS Board smoking cessation 
services according to needs and local patient pathways. Further details are available from 
Community Pharmacy Scotland or from the local NHS Board Consultant in Pharmaceutical 
Public Health.

Other pharmacy support
Other pharmacists/pharmacies, those not part of the national pharmacy scheme, may 
also provide support which is akin to that of brief intervention support.

http://www.sehd.scot.nhs.uk/pca/PCA2008(P)17.pdf
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Case study: Pharmacy

Links with pharmacy services

NHS Borders has strong links between the smoking cessation service (SCS) and the 
pharmacy service. The SCS supports cross referral between pharmacy, practice nurses 
and the SCS itself to ensure that a client is offered the service which best suits their 
needs. A local agreement is in place between pharmacy services and the local SCS/
health promotion department in which all pharmacy staff (pharmacists and technicians) 
are required to attend the local intensive/specialist training offered by the SCS/health 
promotion department to enable them to deliver smoking cessation in the Borders and 
thereafter the annual updates.

8.2.4 Particular population groups, specific settings, specific professional 
groups

Further information: Particular population groups, Specific settings, Specific professional 
groups

A smoking cessation services review, available at www.healthscotland.com/
documents/23527.aspx, focused on variation in quit outcomes, and developed an action 
plan for national and local use to reduce this variation and improve consistency between 
Boards. 

http://www.healthscotland.com/documents/23527.aspx
http://www.healthscotland.com/documents/23527.aspx
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Appendix: Key source material

Source 1: NHS Health Scotland Commentary on NICE Public Health Implementation 
Guidance no.1 – (NICEPHIG1 Brief interventions and referral for smoking cessation in 
primary care and other settings) (NHS Health Scotland, 2007)

As part of its role in promoting and supporting evidence-informed action for health 
improvement in Scotland, NHS Health Scotland produced Commentaries on NICE Public 
Health Guidance (now known as Scottish Perspectives on NICE Public Health Guidance). 
The process involves consideration of the evidence and recommendations presented in 
the NICE Guidance, in the context of policy and practice in Scotland. 

This commentary presents recommendations on brief interventions and referral for 
smoking cessation in primary care and other settings. The commentary only considers 
whether brief smoking cessation interventions, rather than more intensive interventions, 
are effective at encouraging individuals to quit smoking; it presents recommendations on 
brief interventions and referral for smoking cessation in primary care and other settings.

Source 2: NICE Public Health Guidance 10 – Smoking cessation services in primary 
care, pharmacies, local authorities and workplaces, particularly for manual working 
groups, pregnant women and hard to reach communities (2008)

The guidance is for NHS and other professionals who have a direct or indirect role in – 
and responsibility for – smoking cessation services. This includes those working in local 
authorities and the community, voluntary and private sectors. This guidance superseded 
Guidance on the use of nicotine replacement therapy (NRT) and bupropion for smoking 
cessation (NICE technology appraisal guidance 39). 

Source 3: NICE Public Health Guidance 26 – ‘How to stop smoking in pregnancy and 
following childbirth’ (2010)

This Guidance is for NHS and other commissioners, managers and practitioners who 
have a direct or indirect role in, and responsibility for, helping women to stop smoking 
in pregnancy and following childbirth. It complements, but does not replace, other NICE 
guidance cited above.

Source 4: Smoking Cessation Guidelines for Scotland 2004 Update (NHS Health 
Scotland and ASH Scotland, 2005) 

This document was commissioned by NHS Health Scotland and ASH Scotland to take 
account of the experience of the first few years of delivering these services, and the 
evidence base in smoking cessation. It replaced Smoking Cessation Guidelines for 
Scotland published in 2000. This updated document made recommendations for the 
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organisation and implementation of clinical interventions to promote smoking cessation 
in Scotland. It was intended for the use of health professionals and health planners at all 
levels. It provided a blueprint for the development of systems for ensuring that all health 
professionals were able to play an effective role.

Source 5: Smoking Cessation Update 2007: Supplement to the 2004 Smoking 
Cessation Guidelines for Scotland (NHS Health Scotland and ASH Scotland, 2007) 

This paper updated the guidance and developments presented in the Smoking Cessation 
Guidelines for Scotland: 2004 Update (NHS Health Scotland and ASH Scotland, 2005) above. 

The pieces of NICE guidance have been reviewed at regular intervals, usually every 2–3 
years, and updated if/as required. NICE guidance on smoking cessation interventions and 
services is scheduled for completion in November 2017.

Current and historical policy documents of relevance to those involved in planning or 
providing specialist smoking cessation services in Scotland include: 

	 • � Department of Health (1998). Smoking Kills: a white paper on tobacco [TSO: London] 
www.gov.uk/government/publications/a-white-paper-on-tobacco

	 • � Scottish Executive (2004). A Breath of Fresh Air for Scotland: the tobacco control action 
plan [Edinburgh: Scottish Executive] www.gov.scot/Publications/2004/01/18736/31541

	 • � Scottish Government (2008). Scotland’s Future Is Smoke-Free: A smoking prevention 
action plan. [Edinburgh: Scottish Government]  
www.gov.scot/Publications/2008/05/19144342/0 

	 • � Scottish Government (2013). Creating a Tobacco-Free Generation: a tobacco control 
strategy for Scotland [Edinburgh: Scottish Government]  
www.gov.scot/Publications/2013/03/3766

Scottish smoking cessation and tobacco control policy documents should be 
considered in the context of the following Scottish Government publications:  

	 • � Scottish Government (2008). Equally Well: Report of the Ministerial Task Force  
on Health Inequalities [Edinburgh: Scottish Government]  
www.scotland.gov.uk/Publications/2008/06/25104032/0 (Part 1)  
www.scotland.gov.uk/Publications/2008/06/09160103/0 (Part 2) 
Equally Well: Report of the ministerial task force on inequalities (Scottish Government, 
2008) – this Task Force was set up to tackle the inequalities in health that would otherwise 
prevent Scotland from achieving the Government’s overall purpose of sustainable 
economic growth, supported by increased healthy life expectancy, and it identified 
several priority areas for action to reduce inequalities such as focusing on a child’s early 
years and addressing the inter-generational factors that risk perpetuating Scotland’s 
health inequalities from parent to child. Recommendation 51 in Equally Well was that it 
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‘should be a key priority within the Government’s smoking strategy that NHS Boards 
and their local partners act to prevent young people in deprived communities from 
smoking, and to provide more effective support to smokers in those communities to 
quit’. 

	 • � CEL and CMO letters, available at www.knowledge.scot.nhs.uk/home/portals-
and-topics/health-improvement/hphs.aspx

	 • � Scotland’s developing Early Years Framework, referred to in Early Years and Early 
Intervention: A Joint Scottish Government and COSLA Policy Statement (2008) 
www.scotland.gov.uk/Resource/Doc/215889/0057733.pdf 

Other relevant documents for smoking cessation context and service 
implementation:  

Planning tools

	 • � Reports containing calendar year and financial year data are available from  
www.scotpho.org.uk/publications/reports-and-papers

	 • � Local tobacco control profiles (ScotPHO (ISD) and NHS Health Scotland):  
www.scotpho.org.uk/comparative-health/profiles/online-profiles-tool 

	 • � Tobacco control logic models/outcome frameworks and evidence for tobacco 
control: 

	 o  www.healthscotland.com/OFHI/tobacco/content/evidence.html

	 o  www.healthscotland.com/ofhi/tobacco/content/tools.html

Effectiveness evidence, research, national evaluations

	 • � Effectiveness evidence briefings www.healthscotland.com/scotlands-health/
evidence/effectivenessevidencebriefings.aspx

	 • � HPHS smoking cessation evidence briefing www.healthscotland.com/
documents/27133.aspx     

	 • � Evidence into practice projects focusing on the implementation of smoking 
cessation guidance www.healthscotland.com/documents/5979.aspx

	 • � The national smoking cessation services review www.healthscotland.com/
documents/23527.aspx 

	 • � National pharmacy review www.gov.scot/Publications/2011/11/25084749/0 

	 • � An evaluation of the Smokeline (www.gov.scot/Publications/2011/11/25084749/0)  
service from the user’s perspective (2010) www.healthscotland.com/
documents/4084.aspx 

	 • � Research exploring motivators and barriers to engaging with smoking cessation 
services (2009) www.healthscotland.com/documents/3614.aspx 

http://www.knowledge.scot.nhs.uk/home/portals-and-topics/health-improvement/hphs.aspx
http://www.knowledge.scot.nhs.uk/home/portals-and-topics/health-improvement/hphs.aspx
http://www.scotpho.org.uk/publications/reports-and-papers
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http://www.healthscotland.com/scotlands-health/evidence/effectivenessevidencebriefings.aspx
http://www.healthscotland.com/scotlands-health/evidence/effectivenessevidencebriefings.aspx
http:// www.healthscotland.com/documents/27133.aspx
http://www.healthscotland.com/documents/27133.aspx
http://www.healthscotland.com/documents/27133.aspx
http://www.healthscotland.com/documents/5979.aspx
http://www.healthscotland.com/documents/23527.aspx
http://www.healthscotland.com/documents/23527.aspx
http://www.healthscotland.com/documents/4084.aspx
http://www.healthscotland.com/documents/4084.aspx
http://www.healthscotland.com/documents/3614.aspx
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Other specifications, service and smoke-free settings implementation

	 • � NHSScotland smoke-free implementation guidance www.healthscotland.com/
documents/24827.aspx and www.healthscotland.com/documents/24828.aspx

	 • � Smoke-free mental health services implementation guidance (2011)  
www.healthscotland.com/documents/5041.aspx

	 • � National prison smoking cessation service specification www.healthscotland.com/
documents/25618.aspx

Other project evaluations including those with specific populations

	 • � Equally Well evaluation www.healthscotland.com/scotlands-health/evaluation/
programme/EquallyWellEvaluation.aspx

	 • � Keep Well project evaluations www.healthscotland.com/keep-well/evaluation.aspx

	 • � Social marketing project in an area of deprivation in West Dunbartonshire (2011)  
www.healthscotland.com/documents/5230.aspx   

	 • � Tayside incentive schemes:

	 o  �Give It Up For Baby scheme publication http://bmcpublichealth.biomedcentral.
com/articles/10.1186/1471-2458-13-343

	 o  Quit 4 U scheme evaluation www.healthscotland.com/documents/5827.aspx

	 • � Comparing Models of Smoking Treatment in Glasgow: Final Report (March 2009) 
www.healthscotland.com/documents/3266.aspx

	 • � the NHS Health Scotland-commissioned mapping exercises on pregnancy, secondary 
care and workplaces (2008) www.healthscotland.com/documents/2665.aspx and 
www.healthscotland.com/documents/2664.aspx and www.healthscotland.com/
documents/2958.aspx respectively

	 • � external evaluation of the NHS Health Scotland/ASH Scotland Young People and 
Smoking Cessation Pilot Programme (NHS Health Scotland, 2006)   
www.healthscotland.com/documents/1381.aspx

NICE guidance, besides NICE smoking cessation interventions and services, which 
includes smoking cessation advice:

	 • � www.nice.org.uk/guidance/ph55 (oral health: local authorities and partners)

	 • � www.nice.org.uk/guidance/ng48 (oral health: adults in care homes)

	 • � www.nice.org.uk/guidance/ng30 (oral health promotion: general dental practice)

	 • � www.nice.org.uk/guidance/indevelopment/gid-ng10008 (community pharmacy: 
promoting health and wellbeing)

	 • � www.nice.org.uk/guidance/NG57 (physical health of people in prison)

http://www.healthscotland.com/documents/24827.aspx
http://www.healthscotland.com/documents/24827.aspx
http://www.healthscotland.com/documents/24828.aspx
http://www.healthscotland.com/documents/5041.aspx
http://www.healthscotland.com/documents/25618.aspx
http://www.healthscotland.com/documents/25618.aspx
http://www.healthscotland.com/scotlands-health/evaluation/programme/EquallyWellEvaluation.aspx
http://www.healthscotland.com/scotlands-health/evaluation/programme/EquallyWellEvaluation.aspx
http://www.healthscotland.com/keep-well/evaluation.aspx
http://www.healthscotland.com/documents/5230.aspx
http://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-13-343
http://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-13-343
http://www.healthscotland.com/documents/3266.aspx
http://www.healthscotland.com/documents/2665.aspx
http://www.healthscotland.com/documents/2664.aspx
http://www.healthscotland.com/documents/2958.aspx respectively
http://www.healthscotland.com/documents/2958.aspx respectively
http://www.healthscotland.com/documents/1381.aspx
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