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Introduction

This briefing paper presents a structured overview of potential quality improvement
areas for smoking – harm reduction. It provides the Committee with a basis for
discussing and prioritising quality improvement areas for development into draft
quality statements and measures for public consultation.

1.1

Structure

This briefing paper includes a brief description of the topic, a summary of each of the
suggested quality improvement areas and supporting information.
If relevant, recommendations selected from the key development source below are
included to help the Committee in considering potential statements and measures.

1.2

Development source

The key development source(s) referenced in this briefing paper is:
 Tobacco: harm-reduction approaches to smoking. NICE public health guidance 45
(2013). No review schedule presented.
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Overview

2.1

Focus of quality standard

This quality standard will cover ways of reducing harm from smoking, particularly for
people who are highly dependent on nicotine and who:


may not be able (or do not want) to stop smoking in one step



may want to stop smoking, without necessarily giving up nicotine



may not be ready to stop smoking, but want to reduce the amount they
smoke.



may want to temporarily abstain from smoking.

This may include awareness-raising, advising on, providing and selling licensed
nicotine-containing products; self-help materials and behavioural support.
This quality standard will not cover products containing tobacco that may be used as
a means of 'harm reduction' (such as 'reduced exposure cigarettes' or 'smokeless
tobacco'). This quality standard will not cover pregnant women or maternity services.
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The quality standard will also not cover the delivery of smoking cessation services,
which is already covered by Smoking cessation: supporting people to stop smoking.
NICE quality standard 43 (2013).

2.2

Definition

Nicotine inhaled from smoking tobacco is highly addictive. But it is primarily the
toxins and carcinogens in tobacco smoke – not the nicotine – that cause illness and
death. The best way to reduce these illnesses and deaths is to stop smoking. In
general, stopping in one step (sometimes called 'abrupt quitting') offers the best
chance of lasting success (see NICE guidance on smoking cessation). However,
there are other ways of reducing the harm from smoking, even though this may
involve continued use of nicotine. Harm reduction approaches include:


Stopping smoking and using one or more licensed nicotine-containing
products as long as need to prevent relapse.



Cutting down prior to stopping smoking - either with or without the help of
licensed nicotine-containing products (which may be used as long as needed
to prevent relapse).



Smoking reduction - either with or without the help of licensed nicotinecontaining products (which may be used as long as needed to prevent
relapse).



Temporary abstinence from smoking - either with or without the help of
licensed nicotine-containing products (which may be used as long as needed
to prevent relapse).

2.3

Incidence and prevalence

Tobacco smoking remains the single greatest cause of preventable illness and early
death in England, accounting for 79,100 deaths among adults aged 35 and over in
20111. Smoking causes the majority of lung cancer cases in the UK (and is linked to
many other cancers) as well as accounting for deaths from chronic obstructive
pulmonary disease (COPD) and cardiovascular disease2. Smoking has implications
not just for the smoker but also those around them through second-hand smoke.
Treating smoking-related illnesses cost the NHS in England an estimated £2.7 billion
in 2006/073. The overall financial burden to society has been estimated at £13.74
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Tobacco: harm-reduction approaches to smoking. NICE guidelines PH45
Electronic cigarettes. Public Health England (2014)
3
Callum C, Boyle S, Sandford A (2010) Estimating the cost of smoking to the NHS in England and
the impact of declining prevalence in health economics, policy and law
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billion a year. This includes NHS costs (based on the figure above) and loss of
productivity due to illness and early death4.
Although smoking prevalence has fallen sharply in the past 30 years, there is some
evidence that this decline is levelling off. In 2010, 1 in 5 adults in England (20%)
smoked cigarettes (approximately ten million people), with prevalence highest
among those aged 20–24 and 25–34 (28% and 26% respectively)5.
Smoking prevalence is higher among certain groups
Smoking prevalence is particularly high among some groups. These include: lesbian,
gay, bisexual and transgendered people, those with mental health problems, people
in prison and those who are homeless. For example, a survey of smoking prevalence
among gay and bisexual men found that just over 35% smoked cigarettes, including
48% of those who were HIV positive6. Small surveys in the West Midlands indicate
that 42% to 55% of lesbian women smoke – twice as many as the West Midlands
average for women7.
A third (33%) of people with mental health problems8 and more than two thirds (70%)
of patients in psychiatric units smoke tobacco9. Recent studies show that people with
mental health problems are just as likely to want to stop smoking as the general
population – and are able to stop when offered evidence-based support. However,
support is not always available10.
People from routine and manual occupational backgrounds are almost twice as likely
to smoke as those from managerial or professional backgrounds (27% versus
13%11). Unemployed people are twice as likely to smoke when compared to
employed people12. In addition, smokers from disadvantaged groups typically smoke
more cigarettes a day and take in more nicotine from each cigarette
Children and young people
Children are particularly vulnerable to second-hand smoke; a UK report has
estimated that passive smoking caused 22,600 new cases of wheeze and asthma,
4

Nash R, Featherstone H (2010) Cough up: balancing tobacco income and costs in society.
London: Policy Exchange
5
Tobacco: harm-reduction approaches to smoking. NICE guidelines PH45
6
Hickson F, Weatherburn P, Reid D et al. (2007) Consuming passions: findings from the United
Kingdom gay men’s health survey 2005.
7
Meads C, Buckley E, Sanderson P (2007) Ten years of lesbian health survey research in the UK
West Midlands. BMC Public Health 7: 251
8
McManus S, Meltzer H, Campion J (2010) Cigarette smoking and mental health in England
9
Jochelson K, Majrowski B (2006) Clearing the air: debating smoke-free policies in psychiatric units
10
Siru R, Hulse GK, Tait RJ (2009) Assessing motivation to quit smoking in people with mental
illness: a review. Addiction 104: 719–33; Jochelson K, Majrowski B (2006) Clearing the air: debating
smoke-free policies in psychiatric units
11
Tobacco: harm-reduction approaches to smoking. NICE guidelines PH45
12
Opinions and Lifestyle Survey, Smoking Habits Amongst Adults, 2012. Office for National Statistics.

4

121,400 new cases of middle ear infection and 40 sudden infant deaths (Royal
College of Physicians 2010). Babies born into lower income houses are
disproportionately affected by second-hand smoke – and furthermore, as they are
more likely to grow up in a smoking environment, are more likely to start smoking in
adolescence.
Reducing smoking
About two-thirds (67%) of people who smoke say they would like to stop and threequarters (75%) of them say they have tried to do so in the past. In 2008, about a
quarter (26%) of all smokers had tried in the past year13. Most people attempt to stop
without help, but only around 4% of those who stop without using behavioural or
pharmacological therapy are successful for a year or longer14. This compares with
about 15% at 1 year of those who stop with support from NHS stop smoking
services15.
People who relapse when attempting to stop smoking cite several main reasons,
including nicotine dependence, craving and lack of support16.
In 2009, 57% of smokers in England reported that they would find it difficult to go
without smoking for a day. People in routine and manual occupational groups were
more likely to say they would find this difficult compared to those in managerial and
professional occupations (61% and 50% respectively).
People from routine and manual groups are more likely to cut down first, rather than
stop 'abruptly'17. They inhale more nicotine from cigarettes and are more dependent
than more affluent people. To take in more nicotine they inhale more deeply and
smoke more of the cigarette, which increases their exposure to the other toxins in
tobacco smoke and, thus, increases their risk of smoking-related disease. As a
result, they are likely to find it harder to stop smoking and so may need additional
support18.
Nicotine containing products
Nicotine is the main addictive chemical which makes stopping smoking difficult;
however, the harm associated with cigarette smoking is almost entirely caused by
13

Lader D (2009) Smoking-related behaviour and attitudes, 2008/09. Opinions survey report 40
Hughes J, Keely J, Maud S (2004) Shape of the relapse curve and long-term abstinence among
untreated smokers. Addiction. 99: 29–38
15
Ferguson J, Bauld L, Chesterman J et al. (2005) The English smoking treatment services – one
year outcomes. Addiction 100 (supplement 2): 59–69
16
Zhou X, Nonnemaker J, Sherrill B et al. (2009) Attempts to quit smoking and relapse: Factors
associated with success or failure from the ATTEMPT cohort study. Addictive Behaviors 34: 365-73
17
Siahpush M, Yong H-H, Borland R et al. (2010) Socioeconomic position and abrupt versus gradual
method of quitting smoking: findings from the International Tobacco Control Four- Country Survey.
Nicotine and Tobacco Research 12 (supplement 1): S58–63
18
Jarvis M (2010) Smoking and health inequalities. In: Inquiry into the effectiveness and cost
effectiveness of tobacco control. London: All Party Group on Smoking and Health
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the toxins and carcinogens found in tobacco smoke, rather than nicotine (Royal
College of Physicians 2007). Products containing nicotine, but not tobacco, can be
used to help people stop, cut down or temporarily abstain from cigarette smoking.
They can also help to prevent compensatory smoking behaviour, such as smoking
fewer cigarettes but inhaling smoke more deeply to compensate. Nicotine
replacement therapy (NRT) products – which include transdermal patches, gum,
inhalation cartridges, sublingual tablets and nasal spray – are an example of nicotine
containing products.

2.4

Management

Harm reduction strategies for smoking are a relatively new approach, with past
policies tending to focus on promoting cessation of tobacco and nicotine use19.
NHS Stop Smoking Services (SSSs) provide support to people trying to quit
smoking; including intensive support through group therapy and potentially one-toone support. The support is designed to be widely accessible within the local
community and is provided by trained personnel such as specialist stop smoking
advisors and trained nurses and pharmacists.
Since April 2013, Public Health England has been responsible for NHS Stop
Smoking Services and Local Authorities are responsible for commissioning these
services.
Licensed nicotine-containing products
Nicotine-containing products are ‘licensed’ when they have marketing authorisation
for use as a smoking cessation aid and for tobacco harm-reduction from the
Medicines and Healthcare products Regulatory Agency (MHRA). Any nicotinecontaining products that are presented for cutting down, quitting and reducing the
harms of smoking are considered to be medicinal products by the MHRA – and
consequently need a marketing authorisation to be sold in the UK. Requirements for
safety, quality and efficacy must be met for a product to be licensed.
Some nicotine-containing products are available that have not been licensed, for
example electronic cigarettes have been regulated as general consumer products.
In 2016, the revised EU Tobacco products Directive (TPD) will come into effect. At
this time, electronic cigarettes that contain over 20 mg/ml of nicotine (or that make
therapeutic claims) will require marketing authorisation as medicines from the MHRA
to remain on the market. In addition, nicotine-containing products that are not
licensed as medicines will become subject to more controls under this Directive.

19

Electronic cigarettes. Public Health England
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These include upper limits on nicotine content, restrictions on advertising and
requirements to carry health warnings2021.
The MHRA is encouraging companies to submit medicines licence applications for
all nicotine-containing products, including electronic cigarettes. Reports predict the
granting of a medical licence for electronic cigarettes potentially by the end of
201422.

2.5

National Outcome Frameworks

Tables 1–2 show the outcomes, overarching indicators and improvement areas from
the frameworks that the quality standard could contribute to achieving.
Table 1 NHS Outcomes Framework 2014–15
Domain
1 Preventing people from
dying prematurely

Overarching indicators and improvement areas
Overarching indicator
1B Life expectancy at 75
i Males ii Females
Improvement areas
Reducing premature mortality from the major causes of
death
1.1 Under 75 mortality rate from cardiovascular disease*
1.2 Under 75 mortality rate from respiratory disease*
1.4 Under 75 mortality rate from cancer*
i One- and ii Five-year survival from all cancers
iii One- and iv Five-year survival from breast, lung and
colorectal cancer
Reducing premature death in people with serious
mental illness
1.5 Excess under 75 mortality rate in adults with serious
mental illness*
Reducing deaths in babies and young children
1.6 i Infant mortality*

Alignment across the health and social care system
* Indicator shared with Public Health Outcomes Framework (PHOF)

20

Electronic cigarettes. ASH briefing
Electronic cigarettes. Public Health England
22
E-cigarette uptake and marketing. Public Health England.
21
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Table 2 Public health outcomes framework for England, 2013–2016
Domain
1 Improving the wider
determinants of health

Objectives and indicators
Objective
Improvements against wider factors that affect health and
wellbeing and health inequalities
Indicators
1.9 Sickness absence rate
2 Health improvement
Objective
People are helped to live healthy lifestyles, make healthy
choices and reduce health inequalities
Indicators
2.9 Smoking prevalence – 15 year olds (Placeholder)
2.14 Smoking prevalence – adults (over 18s)
2.19 Cancer diagnosed at stage 1 and 2
4 Healthcare public health and Objective
preventing premature mortality Reduced numbers of people living with preventable ill
health and people dying prematurely, while reducing the
gap between communities
Indicators
4.1 Infant mortality* (NHSOF 1.6i)
4.3 Mortality rate from causes considered preventable **
(NHSOF 1a)
4.4 Under 75 mortality rate from all cardiovascular diseases
(including heart disease and stroke)* (NHSOF 1.1)
4.5 Under 75 mortality rate from cancer* (NHSOF 1.4i)
4.7 Under 75 mortality rate from respiratory diseases*
(NHSOF 1.2)
4.9 Excess under 75 mortality rate in adults with serious
mental illness* (NHSOF 1.5)
4.12 Preventable sight loss
* Indicator shared with the NHS Outcomes Framework.
** Complementary to indicators in the NHS Outcomes Framework
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Summary of suggestions

3.1

Responses

In total 10 stakeholders responded to the 2-week engagement exercise [30/09/14 to
14/10/14]. Three stakeholders responded that they had no comments to make at this
stage of the development of the quality standard.
Stakeholders were asked to suggest up to 5 areas for quality improvement.
Specialist committee members were also invited to provide suggestions. The
responses have been merged and summarised in table 3 for further consideration by
the Committee.
Full details of all the suggestions provided are given in appendix 3 for information.
Table 3 Summary of suggested quality improvement areas
Suggested area for improvement

Stakeholders

4.1 Providing smoking harm reduction services
 Offering harm reduction approaches
 Commissioning harm reduction services
 Specialist LGBT focused service provision
4.2 Raising awareness
 Raising awareness of licenced nicotine-containing
products (NCPs)
 Increasing awareness of the effect of smoking on Age
related Macular Degeneration (AMD) and cataracts
4.3 Choosing and accessing harm reduction strategies
 Choosing a harm reduction approach
 Access to harm-reduction strategies
4.4. Education and training for practitioners

JJ, P, PNC, SCM

4.5 Additional suggestions - out of scope, do not meet
technical criteria for statement development
 Requests for further guidance
 Inclusion of unlicensed nicotine-containing products
 Agreement with the scope of the QS to not include
tobacco products
 Suggestions for further policy documents to be
include in the QS
 Electronic cigarette specific suggestions

ITL, PMI, RCPE, SCM

JJ, PNC, TCO, SCM

JJ, P, PMI, PNC, SCM

P, PNC, SCM
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Suggested area for improvement

Stakeholders

ITL, Imperial Tobacco Limited
JJ, Johnson & Johnson
P, Pfizer Ltd
PMI, Philip Morris International
PNC, Public Nottinghamshire County
RCPE, Royal College of Physicians of Edinburgh
SCM, Specialist Committee Members
TCO, The College of Optometrists, The Local Optical Committee Support Unit
(LOCSU) & The Optical Confederation
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Suggested improvement areas

4.1

Providing smoking harm reduction services

4.1.1

Summary of suggestions

Offering harm reduction approaches
A stakeholder commented on the need to engage with people who smoke and who
are either not ready or are unable to stop smoking.
Stakeholders emphasized that smoking cessation should be the primary and
preferred option for people who smoke and who are willing to make a cessation
attempt, and that harm reduction approaches should only be targeted at people who
smoke and who are unwilling/unable to quit.
Commissioning harm reduction services
A stakeholder suggested the need for improvement in the commissioning of service
specifications to include harm reduction approaches to smoking, noting a need for
specific indicators to monitor commissioned smoking harm reduction services. A
further stakeholder commented on the need to measure the impact of harm
reduction services to measure their success and to promote success by sharing
best-practices.
Specialist LGBT focused service provision
A stakeholder suggested the need for specialist lesbian, gay, bisexual and
transgender (LGBT) focused service provision; noting that LGBT communities start
smoking earlier, smoke more and for longer than the general population of people
who smoke. The stakeholder also commented that there have only been two
providers of specialist services in the UK with services aimed mainly at gay men.

4.1.2

Selected recommendations from development source

Table 4 below highlights recommendations that have been provisionally selected
from the development source that may support potential statement development.
These are presented in full after table 4 to help inform the Committee’s discussion.
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Table 4 Specific areas for quality improvement
Suggested quality improvement
Suggested source guidance
area
recommendations
Offering harm reduction approaches

PH45 – Recommendation 3: Choosing a
harm-reduction approach

Commissioning harm reduction
services

PH45 – Recommendation 11:
Commissioning stop smoking services

LGBT specific services provision.

No recommendations available in source
guidance.

Offering harm reduction approaches
PH45 – Recommendation 3 Choosing a harm-reduction approach


Identify people who smoke and advise them to stop smoking in one step as
the best approach. See NICE guidance on smoking cessation services and
brief interventions and referral for smoking cessation and the Department of
Health's Stop smoking service delivery and monitoring guidance 2011/12.



If someone does not want, is not ready or is unable to stop smoking in one
step, ask if they would like to consider a harm-reduction approach. If they
agree, help them to identify why they smoke, their smoking triggers and their
smoking behaviour. Use this information to work through the harm-reduction
approaches outlined in box 1 [Appendix 1].



Use professional judgement to suggest which approach(es) might be most
suitable, based on the person's smoking behaviour, experience of previous
quit attempts and their health and social circumstances. Briefly discuss the
merits of each approach to help them choose.



Ensure people know that licensed nicotine-containing products (such as
nicotine patches, gum, or spray) make it is easier to cut down prior to
stopping, or to reduce the amount they smoke. Explain that using these
products also helps avoid compensatory smoking and increases the chances
of stopping in the longer term.



Recommend one or more licensed nicotine-containing products. If possible,
supply or prescribe these products. Otherwise, encourage people to ask their
GP or pharmacist for them, or tell them where they can buy the products
themselves (see recommendation 6).
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Advise people that they can continue to use licensed nicotine-containing
products in the long term, rather than risk relapsing after they have stopped,
or reduced their smoking.



If more intensive support is required, offer a referral to stop smoking services.
These services provide pharmacotherapies and more comprehensive support
and advice about harm reduction and stopping smoking in the longer term
(see recommendations 4–7).

Commissioning harm reduction services
PH45 – Recommendation 11: Commissioning stop smoking services


Ensure investment in harm-reduction approaches does not detract from, but
supports and extends the reach and impact of, existing stop smoking
services. (The latter provide highly cost-effective interventions to help people
stop smoking in one step.)



Develop smoking cessation referral and treatment pathways to ensure a
range of approaches and interventions are available to support people who
opt for a harm-reduction approach (see box 1 [Appendix 1]).



Ensure the providers of stop smoking and other behaviour-change services
offer people who smoke the harm-reduction approaches outlined in box 1
[Appendix 1]. Ensure services are available in the community, as part of
primary and secondary healthcare and on offer from local authorities.



Develop activity and outcome measures to assess the performance of service
providers involved in supporting people who are using harm-reduction
approaches. Measures of activity could include:
o numbers attending the services (to allow comparison with the numbers
attending before harm-reductions options were offered)
o classifying the harm-reduction approaches used (see box 1 [Appendix
1])
o client characteristics (such as demographic data, cigarette usage, level
of dependency and previous quit attempts)
o type and amount of licensed nicotine-containing products supplied or
prescribed, and over-the-counter sales of these products
o number of people setting a quit date.
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Ensure service specifications include a requirement that providers of stop
smoking services offer licensed nicotine-containing products on a long-term
basis to help prevent a relapse among people who have stopped smoking.
Long-term use should also be available to help people maintain a lower level
of consumption.



Ensure service specifications include a requirement that staff working in stop
smoking services are trained to the National Centre for Smoking Cessation
and Training stage 2 assessment level (or the equivalent).

4.1.3

Current UK practice

Offering harm reduction approaches
No data on the extent to which harm reduction approaches are currently offered to
people who smoke or the extent to which harm reduction is only offered to people
who are unable/unwilling to quit smoking were identified.
Commissioning harm reduction services
No data on the extent that requirements for harm reduction approaches to smoking
are incorporated in service provisions were identified.
No data on the use of measures to determine the outcome or occurrence of services
carrying out smoking harm reduction strategies were identified.
Specialist LGBT focused service provision
No data on the provision of specialist services for people who are lesbian, gay,
bisexual or transgender (beyond the stakeholder’s comments) were identified.
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4.2

Raising awareness

4.2.1

Summary of suggestions

Raising awareness of nicotine-containing products (NCPs)
Stakeholders highlighted a need to identify and engage with people who smoke that
are unable or unwilling to abruptly stop smoking. Stakeholders noted that current
harm reduction strategies are focused on people who access stop smoking services
(SSS); however, around 90% of people who smoke do not access these services.
Raising awareness of harm reduction approaches widely amongst people who
smoke is important to improve uptake.
Stakeholders suggested the importance of raising public awareness about licensed
nicotine-containing products as an approach to reducing harm for people who are
not ready or able to stop smoking. This area of quality involvement was noted as
important in engaging audiences that haven’t previously been attracted to stop
smoking services. A stakeholder noted that a common misconception about the role
of nicotine, rather than tobacco, in causing harm associated with smoking is a barrier
to people utilizing licensed nicotine-containing products.
Increasing awareness of the effect of smoking on Age related Macular
Degeneration (AMD) and cataracts
A stakeholder noted the role that Optometrists can have in advising smokers of the
risk of smoking. The stakeholder also suggested the need to raise awareness of the
effects of smoking on Age related Macular Degeneration (AMD), noting that smoking
increases the likelihood of AMD and cataracts. The stakeholder further commented
that the public have little awareness that smoking increases the risk of sight loss and
this is an effective deterrent, particularly to groups such as teenagers.

4.2.2

Selected recommendations from development source

Table 5 below highlights recommendations that have been provisionally selected
from the development source that may support potential statement development.
These are presented in full after table 5 to help inform the Committee’s discussion.
Table 5 Specific areas for quality improvement
Suggested quality improvement
Suggested source guidance
area
recommendations
Raising awareness of nicotinecontaining products (NCPs)

PH45 - Recommendation 1: Raising
awareness of licensed nicotine-containing
products
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Increasing awareness of the effect of
smoking on Age related Macular
Degeneration (AMD) and cataracts

No recommendations available in source
guidance.

Raising awareness of nicotine-containing products (NCPs)
PH45 - Recommendation 1 Raising awareness of licensed nicotine-containing
products


Raise public awareness of the harm caused by smoking and second-hand
smoke. Provide information on how people who smoke can reduce the risk of
illness and death (to themselves and others) by using one or more licensed
nicotine-containing products. Explain that they could be used as a partial or
complete substitute for tobacco, either temporarily or in the long-term.



Provide this information in a range of formats and languages for different
target groups.



Ensure it includes the following information:
o smoking causes a range of diseases and conditions including cancer,
chronic obstructive pulmonary disease (COPD) and cardiovascular
disease (CVD)
o most health problems are caused by other components in tobacco
smoke, not by the nicotine
o smoking is highly addictive largely because it delivers nicotine very
quickly to the brain and this makes stopping smoking difficult
o nicotine levels in licensed nicotine-containing products are much lower
than in tobacco, and the way these products deliver nicotine makes
them less addictive than smoking tobacco
o licensed nicotine-containing products are an effective way of reducing
the harm from tobacco for both the person smoking and those around
them
o it is safer to use licensed nicotine-containing products than to smoke
o nicotine replacement therapy (NRT) products have been demonstrated
in trials to be safe to use for at least 5 years
o there is reason to believe that lifetime use of licensed nicotinecontaining products will be considerably less harmful than smoking
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o little direct evidence is available on the effectiveness, quality and safety
of nicotine-containing products that are not regulated by the MHRA.
However, they are expected to be less harmful than tobacco.


Provide information on how to obtain and use licensed nicotine-containing
products including:
o what forms they take
o how to use them effectively when trying to stop or reduce smoking
(either as a partial or complete substitute for smoking)
o long-term use to reduce the risk of relapsing
o where to obtain them (including from GPs)
o the cost compared with smoking.

4.2.3

Current UK practice

Raising awareness of nicotine-containing products (NCPs)
No data measuring the awareness of the public to harm reduction approaches in
general was identified.
Details of a tobacco harm reduction project developed and delivered by the
Leicestershire Partnership NHS Trust Stop Smoking Service is described in NICE’s
shared learning database.
Use of stop smoking resources
The following data were identified relating to how people access advice/support to
reduce their level of smoking.
Over 586,000 people utilized NHS Stop Smoking Services in England to set a quit
date between April 2013 and March 201423. A National Centre for Smoking
Cessation and Training (NCSCT) report published in 2012 stated that only 9%
smokers are supported by stop smoking services and that more than half of all quit
attempts occur without any support at all24.
A 2010 study reported that 33.6% of smokers asked did not want to quit smoking
(either ‘don’t want to quit’ or ‘should quit but don’t really want to’)25.

23

Statistics on NHS Stop Smoking Services, England – April 0213 to March 2014. Health and Social
Care Information Centre.
24
Routes to Quit Pilots Report (March 2012). NCSCT.
25
Smoking and Smoking Cessation in England 2010: Findings from the Smoking Toolkit Study.
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In 2008/2009, 43% of smokers reported that they had sought some kind of help or
advice to stop smoking in the previous year26. This included reading books/leaflets
on how to stop (33%), asking a doctor/health professional for help (15%), being
referred or self-referring to a stop smoking group (8%), or by using a help-line (4%).
23% had used Nicotine Replacement Therapy (NRT) or a prescribed drug to help
them stop smoking.
A 2012 survey reported that 75% of pupils who had smoked regularly for more than
a year had tried to give up smoking, in addition to 51% of pupils who had been
smoking for a year or less27. The same survey reported that sources of help for
giving up smoking such as NHS services had been used by ‘relatively few pupils’,
and that more than a quarter of current pupils who smoked had used nicotine
patches.
Awareness of the effects of nicotine and tobacco
A 2006 study looked at the knowledge of UK smokers about the health risks of
tobacco smoking28. In particular, the study looked at variations in knowledge
between smokers of different socioeconomic status (classifying people surveyed as
low, medium or high socioeconomic status). When asked if the nicotine in cigarettes
is the chemical that caused most cancers, 56% of low socioeconomic, 45% of
medium socioeconomic and 25% of high socioeconomic respondents agreed with
this statement.
A study reported that, in 2008, more than 60% of UK smokers surveyed knew that
NRT was a lot less harmful than cigarettes29.
Awareness of second-hand smoking
To determine the awareness of the effects of second-hand smoking, a survey asked
people if living with a smoker increased a child’s risk of developing a range of
medical conditions (all of which were known or thought to be caused or exacerbated
by second-hand smoke). Awareness of the risk of second-hand smoke varied across
the conditions, from high levels for chest infections (92%) and asthma (86%) to lower
awareness of the risks for cot death (58%), ear infections (35%) and diabetes
(22%)30.
67% of school pupils asked in a 2012 survey reported that they had been exposed to
second-hand smoke in at least one of: their own home, the homes of others, in a
family car or in someone else’s car.
26

Statistics on Smoking, England – 2014. Health and Social Care Information Centre.
Smoking, Drinking and Drug Use Among Young People in England – 2012. Health and Social Care
Information Centre.
28
Siahpush et al. (2006) Tob. Control
29
Borland et al. (2011) Harm Reduction Journal.
30
Statistics on Smoking, England – 2014. Health and Social Care Information Centre.
27
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Awareness of nicotine-containing products
The Smoking Toolkit Study reported that, in 2014, over 50% of cigarette smokers
were cutting down on the amount they smoked, however only approximately 10% of
smokers were using NRT to cut down31.
No data concerning the public’s awareness of individual licensed nicotine-containing
products were found. However, a 2014 survey reported that 95% of adult smokers
were aware of electronic cigarettes32. In addition, more than half of current smokers
were reported to have tried electronic cigarettes, and almost 18% were reported to
be currently using electronic cigarettes.
Awareness of electronic cigarettes in 11-18 year olds and 16-18 years olds in March
2014 was reported at 84% and 90% respectively. Of the children who were aware of
electronic cigarettes, 66% believed they were less harmful than cigarettes to the user
and 73% thought that they were less harmful to people around the user33.
Increasing awareness of the effect of smoking on Age related Macular
Degeneration (AMD) and cataracts
No data concerning the awareness of the effects of smoking on Age related Macular
Degeneration and cataracts were identified.

31

Smoking in England
Use of electronic cigarettes in Great Britain. Ash.
33
Use of electronic cigarettes in Great Britain. Ash.
32
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4.3

Choosing and accessing harm reduction strategies

4.3.1

Summary of suggestions

Choosing a harm reduction approach
A stakeholder suggested endorsing the use of licensed nicotine-containing products
as a key area to support harm reduction approaches. A stakeholder also noted that a
large number of products are available to help with reducing smoking – and that the
general public are confused about which treatments are safe and cost-effective. The
provision of support to make people aware of their choices and to help them make
choices based on available evidence was noted as important by this stakeholder.
A stakeholder commented that healthcare professionals should explain to their
patients the risks and benefits of licensed interventions and also uncertainties
surrounding the use of unlicensed therapies. A further stakeholder also noted the
importance of resolving any confusion between licensed and unlicensed nicotinecontaining products.
Access to harm-reduction strategies
A stakeholder commented on the need for improved access to reduced harm
alternatives to smoking.

4.3.2

Selected recommendations from development source

Table 6 below highlights recommendations that have been provisionally selected
from the development source that may support potential statement development.
These are presented in full after table 6 to help inform the Committee’s discussion.
Table 6 Specific areas for quality improvement
Suggested quality improvement
Selected source guidance
area
recommendations
Choosing a harm reduction approach

PH45 - Recommendation 3: Choosing a
harm-reduction approach
PH45 - Recommendation 5: Advising on
licensed nicotine-containing products

Access to harm reduction strategies

PH45 - Recommendation 6: Supplying
licensed nicotine-containing products

20

Advising on harm-reduction approaches
PH45 - Recommendation 3: Choosing a harm-reduction approach


Identify people who smoke and advise them to stop smoking in one step as
the best approach. See NICE guidance on smoking cessation services and
brief interventions and referral for smoking cessation and the Department of
Health's Stop smoking service delivery and monitoring guidance 2011/12.



If someone does not want, is not ready or is unable to stop smoking in one
step, ask if they would like to consider a harm-reduction approach. If they
agree, help them to identify why they smoke, their smoking triggers and their
smoking behaviour. Use this information to work through the harm-reduction
approaches outlined in box 1.



Use professional judgement to suggest which approach(es) might be most
suitable, based on the person's smoking behaviour, experience of previous
quit attempts and their health and social circumstances. Briefly discuss the
merits of each approach to help them choose.



Ensure people know that licensed nicotine-containing products (such as
nicotine patches, gum, or spray) make it is easier to cut down prior to
stopping, or to reduce the amount they smoke. Explain that using these
products also helps avoid compensatory smoking and increases the chances
of stopping in the longer term.



Recommend one or more licensed nicotine-containing products. If possible,
supply or prescribe these products. Otherwise, encourage people to ask their
GP or pharmacist for them, or tell them where they can buy the products
themselves (see recommendation 6).



Advise people that they can continue to use licensed nicotine-containing
products in the long term, rather than risk relapsing after they have stopped,
or reduced their smoking.



If more intensive support is required, offer a referral to stop smoking services.
These services provide pharmacotherapies and more comprehensive support
and advice about harm reduction and stopping smoking in the longer term
(see recommendations 4–7).

PH45 - Recommendation 5: Advising on licensed nicotine-containing products


Reassure people who smoke that licensed nicotine-containing products are a
safe and effective way of reducing the amount they smoke. Advise that they
can be used as a complete or partial substitute for tobacco, either in the short
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or long term. Reassure them that it is better to use these products and reduce
the amount they smoke than to continue smoking at their current level.


Explain how to use licensed nicotine-containing products correctly. This
includes ensuring people know how to achieve a sufficiently high dose to
control cravings, prevent compensatory smoking and achieve their goals on
stopping or reducing the amount they smoke.



Explain that people can use one product on its own or a combination of
different ones. Advise them that using more than one product is more likely to
be successful, particularly for more dependent smokers. (Some products are
fast acting and deal better with immediate cravings, whereas others are long
acting and provide a steadier supply of nicotine.)



Advise people to replace each cigarette with a licensed nicotine-containing
product, for example, a lozenge or piece of gum. Ideally they should use this
before the usual time they would have had the cigarette, to allow for the
slower nicotine release from these products.



Advise people that licensed nicotine-containing products can be used for as
long as they help reduce the desire to smoke – and for the long term, if
necessary, to prevent relapse.



Tell people that some nicotine-containing products are not regulated by the
MHRA and, therefore, their effectiveness, safety and quality cannot be
assured. Also advise them that these products are likely to be less harmful
than cigarettes.

Access to harm reduction strategies
PH45 - Recommendation 6: Supplying licensed nicotine-containing products


Offer all types of licensed nicotine-containing products to people who smoke,
as part of a harm-reduction strategy (either singly or in combination). Take
into account their preference and level of dependence. As an example,
patches could be offered with gum or lozenges.



Offer licensed nicotine-containing products, as necessary, to help prevent a
relapse among people who have stopped smoking or reduced the amount
they smoke. (This includes people who have stopped smoking in one step or
by cutting down prior to stopping.)
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4.3.3

Current UK practice

Choosing a harm reduction approach
A MHRA paper34 reported that 9% of smokers used some form of licensed NRT.
However, the same report also noted that, in 2012, electronic cigarettes (an
unlicensed nicotine-containing product) became the single most utilized form of
nicotine-containing product. In addition, between 2011 and 2012 the percentage of
smokers only using licensed nicotine-containing products fell (from approximately
12% to under 10%) while in the same timeframe the percentage of smokers only
using electronic cigarettes increased (from around 2% to around 5%). Numbers of
people using both licensed products and electronic cigarettes remained low for both
years (less than 1%). The MHRA paper reported that electronic cigarettes appeared
to have substituted for licensed nicotine-containing products rather than growing the
market35. As noted above, a recent survey has reported increasing usage of
electronic cigarettes amongst adult smokers in Britain; rising from around 7% in 2012
to 18% in 201436.
Access to harm-reduction strategies
No data on the level of access of the public to harm reduction strategies was
identified.

34

Current use of electronic cigarettes. MHRA
Current use of electronic cigarettes. MHRA
36
ASH Briefing on electronic cigarettes.
35
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4.4

Education and training for practitioners

4.4.1

Summary of suggestions

Stakeholders noted the importance of ensuring that staff receive necessary training
to deliver confident and accurate information about harm reduction approaches,
creating a consistency of message around harm reduction. Stakeholders also
commented that training will ensure that messages around smoking harm reduction
and smoking cessation are clearly relayed to the general public, helping to prevent
harm reduction approaches from potentially undermining smoking cessation
services.
Stakeholders also noted the importance of training regarding the safety and efficacy
of nicotine containing products and also that healthcare professionals should be
aware of all the options (including behavioural support and nicotine-containing
products) that people can utilise in a harm reduction strategy.

4.4.2

Selected recommendations from development source

Table 7 below highlights recommendations that have been provisionally selected
from the development source that may support potential statement development.
These are presented in full after table 7 to help inform the Committee’s discussion.
Table 7 Specific areas for quality improvement
Suggested quality improvement
Suggested source guidance
area
recommendations
Education and training for practitioners

PH45 – Recommendation 12: Education
and training for practitioners

Education and training for practitioners
PH 45 - Recommendation 12 Education and training for practitioners


Include the principles and practice of tobacco harm reduction, as outlined in
this guidance, within all relevant curricula.



Ensure service specifications and service-level agreements state that staff are
trained to National Centre for Smoking Cessation and Training stage 2
assessment level (or the equivalent). Staff should also undertake continuing
professional development on a regular basis.
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4.4.3

Current UK practice

A 2011 study assessed the beliefs of stop smoking practitioners and managers
working in 152 English stop smoking services regarding the use of NRT for smoking
reduction37. 16% of those surveyed thought that the continued use of NRT for a year
or more would be harmful to health – reasons given included that this could cause
addiction, mouth/oral cancer or high blood pressure. Around 30% (in the same
survey) also reported that they thought the concurrent use of NRT and cigarettes
was harmful to health and 17% reported that they believed that the use of NRT in
smoking reduction would hinder smoking cessation.
No data on the awareness of staff about the range of harm-reduction strategies
available were identified.

37

Beard et al. (2011) Nicotine & Tobacco Research.

25

4.5

Additional areas

Other areas for quality improvement suggested by stakeholders are either out of
scope or do not meet technical criteria for statement development:
Requests for further guidance
A stakeholder suggested the need for additional guidance to determine if local
smoking cessation clinics are as effective and cost effective as regional centres.
Inclusion of unlicensed nicotine-containing products
A stakeholder commented on the need to develop indicators in the quality standard
that take into account the effect of all E-vapour products (not just those licensed by
the MHRA).
Agreement with the scope of the QS to not include tobacco products
A stakeholder commented in agreement with the scope of the quality standard to
exclude any tobacco containing products.
Suggestions for further policy documents to be include in the QS
A stakeholder suggested further policy documents that should be considered in the
quality standard. These documents will be reviewed and included if relevant.
Electronic cigarette specific suggestions
A stakeholder suggested specifying electronic cigarettes when choosing a harm
reduction approach. A further stakeholder also suggested the need for additional
guidance on the regulation and use of electronic cigarettes.
A stakeholder suggested the need for nicotine dosing information to be supplied with
electronic cigarettes – particularly in relation to potential exacerbation of
cardiorespiratory disease.
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Appendix 1: Additional information
Box 1 Harm reduction approaches covered by the guidance


Stopping smoking, but using one or more licensed nicotine-containing
products as long as needed to prevent relapse



Cutting down prior to stopping smoking (cutting down to quit)
o with the help of one or more licensed nicotine-containing products (the
products may be used as long as needed to prevent relapse)
o without using licensed nicotine-containing products.



Smoking reduction
o with the help of one or more licensed nicotine-containing products (the
products may be used as long as needed to prevent relapse)
o without using licensed nicotine-containing products.



Temporary abstinence from smoking
o with the help of one or more licensed nicotine-containing products
o without using licensed nicotine-containing products

[From Tobacco: harm-reduction approaches to smoking. NICE guidelines PH45]
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Appendix 2: Glossary
Compensatory smoking: Inhaling more deeply or smoking more of each cigarette
to compensate for smoking fewer cigarettes.
Cutting down prior to stopping (cut down to quit): Someone gradually reduces
the amount of tobacco they smoke with a view to stopping smoking within the next
few months.
Licensed nicotine-containing products: Nicotine-containing products that are
licensed have been given marketing authorisation by the Medicines and Healthcare
products Regulatory Agency (MHRA).
Nicotine-containing products: Products that contain nicotine but do not contain
tobacco and so deliver nicotine without the harmful toxins found in tobacco. Some,
such as nicotine replacement therapy (NRT), are regulated by the MHRA (see
licensed nicotine-containing products).
Nicotine replacement therapy (NRT) products: Nicotine replacement therapy
products are licensed for use as a smoking cessation aid and for harm reduction, as
outlined in the British National Formulary. They include: transdermal patches, gum,
inhalation cartridges, sublingual tablets and a nasal spray.
Smoking reduction: Smoking reduction generally involves the person smoking
fewer cigarettes than they normally would without stopping, but it can involve
smoking less of each cigarette. See also compensatory smoking.
Stopping in one step (abrupt quit): Stopping in one step is the standard approach
to smoking cessation currently adopted by the vast majority of NHS-commissioned
stop smoking services. The person makes a commitment to stop smoking on or
before a particular date (the quit date). This may, or may not, involve the use of
nicotine replacement therapy (NRT) products or medication (varenicline or
bupropion) in the lead up to the quit date and for a limited period afterwards.
Stop smoking services: Stop smoking services provide a combination of
behavioural support and pharmacotherapy to aid smoking cessation. The
behavioural support is free but pharmacotherapy may incur a standard prescription
charge. The evidence-based treatment is based on the National Centre for Smoking
Cessation and Training (NCSCT) standard programme and involves practitioners
trained to its standards or the equivalent.
Temporary abstinence: Abstaining from smoking. This could be for a particular
event or series of events, in a particular location, for specific time periods (for
example, while at work, during long-haul flights or during a hospital stay), or even for
the foreseeable future. (The latter might include, for example, abstinence while
serving a prison sentence or while detained in a secure mental health unit.)
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Appendix 3: Suggestions from stakeholder engagement exercise
ID

Stakeholder

Suggested key
Why is this important?
area for quality
improvement
4.1 Providing smoking harm reduction services

Why is this a key area for quality
improvement?

Supporting
information

Offering harm reduction approaches
001

Johnson &
Johnson

Communication of the
appropriate role and
positioning of tobacco
harm reduction through the
NHS.

To ensure tobacco harm reduction is
available to smokers unwilling or unable
to quit without diverting those who are
willing or able to quit away from
cessation activity.

Smoking cessation should always be the primary
and preferred option for all smokers who are willing
and able to make a cessation attempt. Tobacco
harm reduction should only be a secondary public
health strategy in the NHS behind cessation should
and only be targeted to those smokers who would
otherwise not be possible to engage, either because
they are unwilling, unable or do not believe they will
ever be able to quit tobacco. This requires
appropriate communication and positioning to NHS
staff and by NHS staff to smokers.

No additional information
provided by stakeholder.

002

Pfizer Ltd

Emphasis to patients
should be placed on
quitting smoking
completely being a more
favourable option than only
reducing smoking levels,
and when harm reduction
advice is given it should
intend to lead to quitting for
good.
Advice on only cutting
down smoking with no
intent to quit for good
should only be given in
extenuating circumstances.

 Placing an emphasis on quitting rather than
reducing smoking will seek to maximise the
patient’s health.
 The economic evaluation conducted as part of
PH45 (Tobacco: harm-reduction approaches to
smoking) presented a lifetime health benefit
improvement for low-level smokers than highlevel smokers. However, the analysis presented
greater health benefits from stopping smoking
completely than reducing to low-levels. Smokingrelated morbidity treatment costs fall in line with
these health improvements.
A 25 year old ‘quitter’ gains 3.79 additional life years
and saves the NHS £1,592, in comparison with a
‘reducer’ who gains 2.00 additional life years and
saves the NHS £882.

 Please see the economic
evaluation of reducing and
quitting smoking by YHEC:
http://www.nice.org.uk/guid
ance/ph45/documents/toba
cco-harm-reductioneconomic-analyses2
Figures 2.4 – 2.8: the risk
across a patient’s lifetime of
lung cancer myocardial
infarction, coronary heart
disease, COPD and stroke are
all lower in former smokers
than low-level smokers.

003

Public
Nottinghamshire
County

Identifying and engaging
with smokers who are
either not ready or who are

 Evidence suggests there is a greater
reduction in the risk of smokingrelated morbidities from quitting
smoking completely as opposed to
only reducing to lower-levels of
smoking.
 Quitting smoking is also shown to be
a more cost-effective option in the
long run than reducing smoking
through the reduced cost of
smoking-related morbidity treatment
to the NHS.
A harm reduction pathway should have
the intent to lead to quitting for good, in
order to maximise patient health whilst
choosing the most cost-effective option
for the NHS. Not doing this should only
really apply in extenuating
circumstances.

We know that 70% of smokers
want to stop smoking

Stop smoking services target

Despite having NICE harm reduction guidance the
degree to which the recommendations are adopted
varies. NICE asked a set of questions to

http://www.smokefreeaction.or
g.uk/files/docs/Implementation
SeminarSlides.pdf
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unable to stop smoking







around 10% of their smoking
population
There are still 10 million smokers,
half will die as a result of smoking
so we need to try and reduce this
harm to this 5million.
This can assist with;
Residents and workforces within
closed institutions e.g. prisons,
mental health units
Smokefree homes and smoking in
front of children
Issues around normalisation and
denormalisation of smoking
Secondary care and those with
long term conditions

stakeholders about what was being done already
and the responses varied somewhat.

Commissioning harm reduction services
004

Pfizer Ltd

The impact of harm
reduction services should
be measured in order to
evaluate their success and
continue to offer the
services in future. Prior to a
formal evaluation of their
impact, HCPs should
primarily advise patients on
a quit for good pathway, as
the effect of this pathway is
proven.

The impact of ‘quit completely’ smoking
cessation services can be measured
through the percentage of smokers who
have quit smoking completely. There
are proven health improvements from
quitting smoking, thus there are benefits
to successful ‘quit completely’ cessation
services.
However, it is important to also
measure the success of harm-reduction
services in order to assess whether
smokers succeed in cutting down, by
how much, for how long, the reduction
in nicotine intake or substitution with
NCP, and the cost related to these
factors.

This is a key area for quality improvements the
collection of such data via HCPs will allow the
evaluation of the success of harm-reduction
pathways, and also ensure future success via bestpractice sharing.
The success of the quit for good pathway can be
demonstrated through statistics from the Health and
Social Care Information Centre (HSCIC), which
state that 66% of those who set a quit date reported
successfully still not smoking 4 weeks post this date.
In order to continue to offer harm reduction as a
pathway, it is imperative to know if smokers actually
reach their goals using this method. Only once the
success of harm-reduction services is proven should
they continue to remain an option offered by HCPs.

 The HSCIC statistics on
stopping smoking can be
downloaded here:
http://www.hscic.gov.uk/search
catalogue?productid=15530&r
eturnid=1685

005

SCM

Commissioning Service
Specifications regarding
THR

There needs to be more specific
indicators by which THR is embedded
within the culture of provider services
enabling commissioners to understand
exactly what they are commissioning
with regards to the whole THR strategy.

CQUIN and QOF measures need to include some
measure of THR indicators relating to timescale

An outreach model in Leicester
NHS SSS has been
highlighted as good practice:
www.NICE.org.uk/localpractice
/collection
DOH Local Stop Smoking
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Services guide 2011/2012 also
sets out specific monitoring
and delivery information
relating to all aspects of
commissioning /provider
services
Specialist LGBT focused service provision
006

SCM

Specialist Lesbian, Gay,
Bisexual and Transgender
focussed service provision.

LGBT communities start smoking
earlier, smoke more and smoke for
longer than the general population of
smokers.
Smoking links to mental health issues
and alcohol and recreational drug use
all of which are key issues facing LGBT
communities.
Co-morbidities include: HIV, breast and
cervical cancers in lesbian women (who
go untested as less likely to bear
children) and breast cancers in male to
female transgender people on hormone
treatment.

There have only been two providers of specialist
services in the UK with services aimed mainly at gay
men.
This issue and the lack of provision is only now
being acknowledged at national level by PHE and
NCSCT.
Harm reduction approaches are key in HIV
prevention, alcohol and drug services and mental
health services and therefore a harm reduction
approach to smoking cessation with these
communities will compliment traditional smoking
cessation services.

A prospective study of the
cardiovascular risk (CVR) in a
HIV cohort (CREATE) –
Aboud, M et al. 2007 / HIV and
the brain in the HAART era:
Jeanne Bell, Neuropathology
Unit, University of Edinburgh /
Is smoking tobacco an
independent risk factor for HIV
infection and progression to
AIDS? Furber, A.S et al. 2007 /
Increased susceptibility to
pulmonary emphysema among
HIV seropositive smokers.
Diaz T et al
Consuming Passions – the UK
National Gay Men’s Sex
Survey. Hickson. F et al:
Sigma Research. 2005
National Male Gay/Bisexual
Smoking Research: Survey
Shop. 2006
Gay and Bisexual Men’s
Health Study. Guasp. L et al:
Stonewall. 2011
Prescription for Change:
Lesbian and Bisexual
Women’s Health Check. Hunt.
R & Fish. J: Stonewall. 2008
Statistics on NHS Stop
Smoking Services. NHS
Health and Social Care
Information Centre. Various
Smoking and Patients with
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Mental Health Problems.
Health Development Agency.
2004
Targeting Smoking Cessation
to High Prevalence
Communities: outcomes from
a pilot intervention for gay
men. Harding. R et al. 2004
Evaluation of Smoking
Cessation Classes for the
Lesbian, Gay, Bisexual and
Transgender Community.
Walls. N & Wisneski. H. 2011
Smoking Cessation
Interventions: A literature
review. Ellard. J. 2010
The effectiveness of NHS
Smoking Cessation Services:
a systematic review. Bauld. L
et al. 2009
Beyond Smoking Kills. ASH
2008
The impact of the United
Kingdom’s National Smoking
Cessation strategy on quit
attempts and use of cessation
services: Findings from the
International Tobacco Control
Four Country Survey. Gibson.
J et al. 2010
Smoking Prevalence and
Smoking Cessation services
for pregnant women in
Scotland. Tappin. D et a.l 2010
Improving access to smoking
cessation services for
disadvantaged groups: a
systematic review. Murray. R
et al. 2009
What makes for an effective
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Stop Smoking Service? Brose.
L et al. 2011
Promotion of smoking
cessation in developing
countries: a framework for
urgent public health
interventions. Abdullah. A &
Husten. C. 2004
"There are methodological
challenges to estimating the
gay and bisexual population
and those with heightened risk
of smoking associated with a
gay or bisexual identity. An
estimate derived from the IHS
2011/2 provides a likely
minimum of 1,100 smoking
attributable deaths among gay
and bisexual identified men in
England every year rising to
3,600 if other official estimates
of the gay population are used.
Data for lesbian and bisexual
identified women are still more
challenging and as estimate of
smoking attributable deaths in
the LGB community would be
in the range of 1,800 to 7,200
every year. These data do not
include men who have sex
with men but do not identify as
gay or bisexual" ASH 2014

4.2

Raising awareness

Raising awareness of licenced nicotine-containing products (NCPs)
007

Johnson &
Johnson

Communication of the
appropriate role and
positioning of tobacco
harm reduction through the
NHS.

To ensure tobacco harm reduction is
available to smokers unwilling or unable
to quit without diverting those who are
willing or able to quit away from
cessation activity.

Smoking cessation should always be the primary
and preferred option for all smokers who are willing
and able to make a cessation attempt. Tobacco
harm reduction should only be a secondary public
health strategy in the NHS behind cessation should
and only be targeted to those smokers who would
otherwise not be possible to engage, either because

No additional information
provided by stakeholder.
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they are unwilling, unable or do not believe they will
ever be able to quit tobacco. This requires
appropriate communication and positioning to NHS
staff and by NHS staff to smokers.
008

009

Johnson &
Johnson

Public
Nottinghamshire
County

Communicate effectively
the role of nicotine and
tobacco in terms of
tobacco addiction, smoking
cessation and harm
reduction.

Identifying and engaging
with smokers who are
either not ready or who are
unable to stop smoking

Common misperceptions about the
roles of nicotine and tobacco are a
barrier to the effective delivery of
smoking cessation and tobacco harm
reduction strategies in the NHS.

•
We know that 70% of smokers
want to stop smoking
•
Stop smoking services target
around 10% of their smoking population
•
There are still 10 million
smokers, half will die as a result of
smoking so we need to try and reduce
this harm to this 5million.
This can assist with;
•
Residents and workforces
within closed institutions e.g. prisons,
mental health units
•
Smokefree homes and
smoking in front of children
•
Issues around normalisation
and denormalisation of smoking

Common misperceptions about the role of nicotine,
rather than tobacco, in causing the harms
associated with tobacco use are a barrier to
smokers using licensed nicotine containing products
to support effective smoking cessation or tobacco
harm reduction strategies inside and outside of the
NHS.
NHS tobacco harm reduction strategies will be more
effective and will have improved outcomes if the
NHS and its staff are able to effectively
communicate with smokers the appropriate role of
licensed nicotine products in supporting tobacco
harm reduction.
At a national level, through organizations like Public
Health England, it is also critical that there is
credible public messaging to explain and support
appropriate tobacco harm reduction and about the
licensed products available to support such
strategies.
Despite having NICE harm reduction guidance the
degree to which the recommendations are adopted
varies. NICE asked a set of questions to
stakeholders about what was being done already
and the responses varied somewhat.

No additional information
provided by stakeholder.

http://www.smokefreeaction.or
g.uk/files/docs/Implementation
SeminarSlides.pdf
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•
Secondary care and those with
long term conditions
010

Public
Nottinghamshire
County

Raise awareness of
licensed nicotine
containing products



An approach to tackling tobacco
harm for those who are not yet
ready or able to stop smoking

Prevent confusion about licensed
nicotine containing products
Can support people independently
through harm reduction strategies

Despite having NICE harm reduction guidance the
degree to which the recommendations are adopted
varies. NICE asked a set of questions to
stakeholders about what was being done already
and the responses varied somewhat.

http://www.smokefreeaction.or
g.uk/files/docs/Implementation
SeminarSlides.pdf

There is a lot of confusion relating to e-cigarettes
and misconceptions about licensed and unlicensed
nicotine containing products.
Engagement with audiences that haven’t been
attracted before.

011

SCM

Population reach of harm
reduction strategies

Harm reduction through nicotine
substitution, whether or not this leads to
complete cessation of nicotine use, has
vast potential to prevent harm to the
health and wider wellbeing of smokers
and those around them

The existing guidance leads primarily on the
adoption of harm reduction strategies by smokers
who access stop smoking services (SSS), or other
NHS healthcare. This is a small proportion of all
smokers. It is important to extend the reach of harm
reduction to the approximately 90% of smokers who
do not access SSS, through measures that improve
awareness of and access to reduced harm
alternatives.

See RCP report Harm
reduction in nicotine addiction
http://www.rcplondon.ac.uk/sit
es/default/files/documents/har
m-reduction-nicotineaddiction.pdf

Increasing awareness of the effect of smoking on Age related Macular Degeneration (AMD) and cataracts
012

The College of
Optometrists
The Local Optical
Committee Support
Unit (LOCSU)
The Optical
Confederation

Increasing awareness
of the effect of smoking on
Age related Macular
Degeneration (AMD)
and cataracts

The complex links between eye health
and the broader public health agenda
are strong and often overlooked.
There is good evidence of the important
causal relationship between smoking,
sight loss and blindness. Smoking
accelerates the likelihood of Agerelated Macular Degeneration (AMD)
and cataracts.
Optometrists have a major and
influential role (sight being the sense
people of all ages fear losing most).
Many eye health consultations already
include advising and counselling of
smokers on their increased risk, the
benefits of stopping and, where

Smokers have triple the incidence of Age-related
Macular Degeneration1 compared with nonsmokers
and smoking is strongly associated with cataracts2.
Eye disease is a significant morbidity burden in the
UK expected to grow as society ages but which
could be significantly mitigated through better
prevention, earlier identification and early
intervention. AMD is the biggest cause of sight loss
in the UK and thought to be responsible for 32
disability-adjusted life years per 100,000, up
from 21 in 19903. Smoking cessation can reduce
morbidity4.
Research elsewhere suggest the public have little
awareness that smoking increases the risk of sight
loss and that such campaigns can be effective5;
especially among vulnerable group like teenagers

Please see:
1. Cong, R, et al (2008).
Smoking and the risk of agerelated macular degeneration:
a meta-analysis. Ann
Epidemiol; 18:647-656.
2. Kelly, SP, et al (2004).
Smoking and blindness: strong
evidence for the link, but public
awareness lags. BMJ;
328:537-8.
3. Murray, et al (2013). UK
health performance: findings of
the Global Burden of Disease
Study 2010, Lancet; 381: 997-
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appropriate, referral to a local stop
smoking service.

4.3

who are more scared of losing sight than of lung or
heart disease6.
Because people are concerned about sight loss,
there is considerable potential for using eye health
messages to reinforce broader health promotion
campaign. A warning that smoking causes blindness
will be included on cigarette packets across the EU7
and already exists in
Australia8.
Australia is also leading the way on plain
packaging which we would very much like the UK
to follow.

1020.
4.
http://www.collegeoptometrists.
org/filemanager/root/site_assets/g
uidance/amd_guidance_25_11_13
.pdf
5. Carroll, T, Rock, B. (2003).
Generating Quitline calls
during Australia’s National
Tobacco Campaign: effects of
television advertisement
execution and programme
placement. Tobacco Control;
12(Suppl II): ii40-ii44.
6. Moradi, P, et al (2007)
Teenagers’ perceptions of
blindness related to smoking: a
novel message to a vulnerable
group. Br J Ophthalmol;
91:605-607.
7.
http://ec.europa.eu/health/tobacco
/products/healthwarnings/index_en.htm
http://www.quitnow.gov.au/intern
et/quitnow/publishing.nsf/content/
warningsb-eye.

The most appropriate way to protect consumers and
advance public health when delivering tobacco harm
reduction strategies in the NHS is to use licensed
NRT products which have demonstrated appropriate
levels of safety, quality and efficacy. The NHS and
its staff should not be engaged in initiating or
endorsing the use of unlicensed products when
there are licensed ones widely available in the UK.
It would also ensure that any commercial
communication and activity that the smoker is
exposed to which is associated to the product they
are using will have been delivered in a way that

No additional information
provided by stakeholder.

Choosing and accessing harm reduction strategies

Choosing a harm reduction approach
013

Johnson &
Johnson

The endorsement and use
of licensed nicotine
containing products to
support tobacco harm
reduction in the NHS

The best way to support tobacco harm
reduction strategies within the NHS is
using a combination of behavioural
support and a licensed nicotine
containing product in the form of
Nicotine Replacement Therapy (NRT).
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advances public health and supports them in their
efforts towards a life free from tobacco.
014

Pfizer Ltd

The benefits and risks of
unlicensed interventions
and any uncertainties
surrounding the benefits
and risks of these
interventions should be
made aware to patients.
Furthermore, it is important
that the benefits and risks
of all licensed interventions
continue to be made aware
to patients.

Smoking cessation advisors and HCPs
should be aware of where unknowns
lie, in the short and the long term, with
regards to the potential risks as well as
the benefits of the interventions
available.
Some public bodies have voiced
concerns over the unknowns
surrounding unlicensed NCP
interventions, so a particular focus
should be made making patients aware
of these.
Once complete information on these
uncertainties is presented to smokers, a
decision on which quitting/harm
reduction solution is optimal can be
made alongside their HCP.

In the UK, the MHRA protect public health through
regulation, with acceptable benefit-risk profiles for
medicines and devices.
HCPs should explain to their patients the risks
(safety) and benefits (efficacy) that have been
highlighted by the MHRA (or EMA) for licensed
interventions.
This area is key for quality improvement as HCPs
should be aware (and should make their patients
aware) of the existence of uncertainties around all
interventions, but specifically unlicensed
interventions that have not been assessed by the
MHRA. Although some bodies have backed the use
of unlicensed therapies such as e-cigarettes, the
WHO has voiced concern over the risks from
nicotine exposure from these devices, as “nicotine
seems involved in fundamental aspects of the
biology of malignant diseases, as well as
neurodegeneration”. The European Respiratory
Society have also added to the WHO’s concerns,
being opposed to the unregulated use of ecigarettes and advising a precautionary approach as
the long-term effects are not known.
Additionally, a recent systematic review by Grana et
al. (2014) voices caution over the potential health
effects of e-cigarettes.
The MHRA state that a cautious approach to a
decision is needed where there is scientific
uncertainty.

 Please see the WHO
Report that stating concerns
over the health risks of
NCPs:
http://apps.who.int/gb/fctc/P
DF/cop6/FCTC_COP6_10en.pdf?ua=1
 For the European
Respiratory Society’s
standpoint on e-cigarettes.
please see:
Schraufnagel et al.
Electronic Cigarettes. A
Position Statement of the
Forum of International
Respiratory Societies. Am
Journal of Respiratory and
Critical Care Medicine,
2014; 190(6) 611-618
For a recent review into the
health effects of ecigarettes, please see:
Grana et al. E-Cigarettes: A
Scientific Review. Circulation.
2014; 129: 1972-1986

015

Philip Morris
International (PMI)

Choosing a harm reduction
approach

To better understand the role and
effectiveness of ecigarettes as a harm
reduction approach.

Relevant scientific literature is not covered in the
listed key development sources for the qs topic
overview.

http://www.ncbi.nlm.nih.gov/pu
bmed/24846453 - Brown et al
2014 Real world effectiveness
of e-cigarettes when used to
aid smoking cessation: a cross
sectional population study
http://www.ncbi.nlm.nih.gov/pu
bmed/24679611 - Brown et al
2014 Prevalence and
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characteristics of e-cigarette
users in Great Britain: Findings
from a general population
survey of smokers
http://onlinelibrary.wiley.com/d
oi/10.1111/add.12659/pdf Hajek et al (2014) Electronic
cigarettes: review of use,
content, safety, effects on
smokers and potential for harm
and benefit
http://www.ncbi.nlm.nih.gov/pu
bmed/251225033 Hajek et al
(2014) Nicotine intake from
electronic cigarettes on initial
use and after four weeks of
regular use
http://apps.who.int/gb/fctc/PDF
/cop6/FCTC_COP6_10en.pdf?ua=1 WHO (2014)
Electronic nicotine delivery
systems
http://onlinelibrary.wiley.com/d
oi/10.1111/add.12730/pdff
McNeill (2014) A critique of a
WHO-commissioned report
and associated article on
electronic cigarettes
016

Public
Nottinghamshire
County

Raise awareness of
licensed nicotine
containing products

An approach to tackling tobacco harm
for those who are not yet ready or able
to stop smoking
Prevent confusion about licensed
nicotine containing products
Can support people independently

Despite having NICE harm reduction guidance the
degree to which the recommendations are adopted
varies. NICE asked a set of questions to
stakeholders about what was being done already
and the responses varied somewhat.

http://www.smokefreeaction.or
g.uk/files/docs/Implementation
SeminarSlides.pdf

38

through harm reduction strategies

There is a lot of confusion relating to e-cigarettes
and misconceptions about licensed and unlicensed
nicotine containing products.
Engagement with audiences that haven’t been
attracted before.

017

SCM

Developing public
messages

With so many products available to
support smoking cessation including
licensed and non licensed electronic
cigs there appears to be a lot of
confusion amongst the general public
as to what treatments are safe as well
as cost effective as part of their THR
strategy.

There needs to be clear evidence supporting or not
supporting the use of the various treatments
available so that smokers are aware of the choices
and can make decisions based on safety (as far as
the evidence can say) and cost effectiveness.

http://www.nice.org.uk/guidanc
e/ph45/resources/tobaccoharmreduction-approaches-tosmoking-costing-report2

Harm reduction through nicotine
substitution, whether or not this leads to
complete cessation of nicotine use, has
vast potential to prevent harm to the
health and wider wellbeing of smokers
and those around them

The existing guidance leads primarily on the
adoption of harm reduction strategies by smokers
who access stop smoking services (SSS), or other
NHS healthcare. This is a small proportion of all
smokers. It is important to extend the reach of harm
reduction to the approximately 90% of smokers who
do not access SSS, through measures that improve
awareness of and access to reduced harm
alternatives.

See RCP report Harm
reduction in nicotine addiction
http://www.rcplondon.ac.uk/sit
es/default/files/documents/har
m-reduction-nicotineaddiction.pdf

QS43 Quality Statement 1 explains how it is
important for HCPs to proactively ask people if they
smoke with the view to offering advice on stopping
smoking to those who do. This is because those
who smoke have shown to be receptive to cessation
advice.
To build on this statement, it is important for HCPs
to be fully aware of all the available therapy options,
including prescription only methods that they may
not be aware of through direct to consumer
advertising. By doing so, it is more likely an option is
selected by the patient, compared with a reduced
list of options.
A survey of pharmacists in Scotland highlighted that
GP services were often not aware of the full range

 Please see here for the
survey of Scottish
pharmacists, with
awareness of cessation
services noted in sections
5.27 and 5.56:
http://www.scotland.gov.uk/
Resource/Doc/363654/0123
440.pdf

(regarding cost effectiveness
of NRT as in Rec. 6 THR)

Access to harm-reduction strategies
018

SCM

Population reach of harm
reduction strategies

4.4 Education and training for practitioners
019

Pfizer Ltd

HCPs need to be aware of
all the available options to
cut down or quit smoking.
With full knowledge of all
the range of options, HCPs
can then help the patient
best decide whether harmreduction or quitting for
good is the best approach
by making the patient
equally aware of all
potential therapies and
services for both routes at
the initial point of contact.

Smokers and their health should be at
the centre of the consultation, and the
best approach for the smoker given
their current health status can be
reached through full information.
HCPs should thus ensure they are fully
aware of all available therapies
including behavioural support, NRT,
NCP and prescription only
pharmacotherapies, and that a
conversation has occurred about the
benefits of quitting completely before
initiating a harm-reduction pathway.
By providing smokers with complete
information on the range of services
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Public
Nottinghamshire
County

Training and education for
Stop Smoking Service
staff, appropriate frontline
local authority staff, health
professionals and the
public.

and prescription only pharmacotherapy,
smokers are best informed to choose
the pathway that is right for them.

of cessation services pharmacies can offer. The
ability for pharmacists to prescribe NRT under a
Patient Group Directive was used as an example of
a service that some healthcare professionals were
not aware of.

Consistency of messages around harm
reduction.
Relationship with existing stop smoking
in one step message (e.g.risk of
undermining it and the opportunity to
extend it)
Reducing tobacco related harm is
everyone’s business
Safety and efficacy of nicotine
containing products
Part of the role of VBA?

Despite having NICE harm reduction guidance the
degree to which the recommendations are adopted
varies. NICE asked a set of questions to
stakeholders about what was being done already
and the responses varied somewhat.

http://www.smokefreeaction.or
g.uk/files/docs/Implementation
SeminarSlides.pdf

There is a lot of confusion relating to e-cigarettes
and misconceptions about licensed and unlicensed
nicotine containing products.
Engagement with audiences that haven’t been
attracted before.
Consistency of messages

021

SCM

Professional education and
Training

The importance of appropriate
information and support cannot be over
emphasised when discussing smoking
cessation with clients, therefore the
training requirements of all practitioners
needs to reflect not only the most up to
date information but also relevant
behaviour change strategies enabling
those delivering the information to be
confident and accurate in their
messages.

Ensure that MECC strategy is implemented within
every facility where smoking cessation is delivered
to ensure a standardised methodology to support
behaviour change training.
(This could be to include NCST courses as
mandatory according to the need of the facility i.e.
specialist service or secondary care)

See: www.MECC.co.uk- case
study re: Wakefield
competency framework

An estimated 2 million smokers in
Britain have tried electronic cigarettes,
and 700,000 are reported to be using
them as a complete substitute for
smoking. This indicates the power of
effective products that can fuel a
consumer-led move away from tobacco
cigarettes

Electronic cigarettes are being used widely as a
harm reduction strategy, yet NICE guidance does
not deal with them

https://www.gov.uk/governmen
t/uploads/system/uploads/attac
hment_data/file/311887/Ecigar
ettes_report.pdf

Also:
http://www.ncsct.co.uk/publicat
ion_very-brief-advice.phpwhich
supports behaviour change
evidence

4.5 Additional areas
022

SCM

Inclusion of guidance on
regulation and use of
electronic cigarettes
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023

Imperial Tobacco
Limited

Indicators: smoking-related
outcomes within the ‘health
improvement’ domain:
Smoking prevalence

We endorse the view taken in the
overview document that smoking
prevalence should be regarded as a
key indicator of policy effectiveness. A
number of factors should be borne in
mind:
Smoking prevalence rates in the UK fell
sharply in the 70's and 80's as the risks
of smoking became better understood.
However the rate of decline bottomed
out after 2005 despite the introduction
of public place smoking bans in
Scotland and the rest of the UK in 2006
and 2007, and the re-imposition of the
tobacco duty escalator in 2010. [1]
This flattering out of smoking
prevalence rates even in the face of
more restrictive regulation has been a
global trend; this is one of the key
conclusions of a paper by Ng et al [2].
It is now evident that the growth in
popularity in E-vapour products appears
to have had an impact on driving
smoking prevalence down for the past
two years in several countries in
Europe, including in the UK [3].

024

Imperial Tobacco
Limited

Scope: Population and
topic to be covered

We welcome that this quality standard
will not cover products containing
tobacco that may be used as a means
of 'harm reduction' (such as 'reduced
exposure cigarettes' or 'smokeless
tobacco'). We agree with NICE that the
scope of its guidance should be
focused on nicotine products and not
tobacco products.

The indicators within the quality standard should
take into account the recent resurgence downward
trend in smoking prevalence in the UK since 2011/2.
It will not be enough to conclude that
implementation of the NICE Guidance was followed
by a decline in adult and youth smoking rates, but
rather that any subsequent decline should be
assessed relative to the 2011-2014 trend.

References:
1. S. J. Stotesbury; T.
Verron; H. S. Hunter,
Denormalisation, smoking
rates and the way ahead
for tobacco product
regulation, CORESTA
Presentation – October
2013
http://www.imperialtobacc
Of course the total impact of the E-vapour sector on
oscience.com/files/pdf/sm
smoking prevalence will not just depend on those
okeanalysis/denormalisati
devices licensed by MHRA in line with the NICE
on_smoking_rates_and_th
Guidance. Understanding the impact of policy needs
e_way_ahead_for_tobacc
to take a holistic approach, i.e. by giving due
o_product_regulation.pdf
consideration of the potential benefits of non2. Marie Ng et al; Journal of
licensed E-vapour products regulated under the
the American Medical
Tobacco Products Directive, or indeed any other
Association January 8,
policy or regulatory measure.
2014 Volume 311,
Number 2
3. Jacques Le Houezec, Ecigarettes in Europe; a
consumer led revolution,
Global Forum on Nicotine,
Warsaw – 27 June 2014
http://gfn.net.co/download
s/2014/plenary1/le%20ho
uezec.pdf

Although the latest generation of low emission
innovative tobacco products show sometimes
impressive reductions of individual tobacco smoke
emissions of up to 90%, the output is qualitatively
similar to tobacco smoke – producing a similar
range of toxicants as found in tobacco smoke. [1]
The emissions produced from nicotine based evapour products are substantially different from
those produced by tobacco products. They do not
contain many of the same substances found in

References:
1. Phillip Morris International,
Investor Day –ReducedRisk Products Lausanne,
June 26, 2014: Slide 28
https://www.mediaserver.com/m/instances/8
hjnb6wm/items/29n825fv/
assets/75ngrwuk/0/file.pdf
2. Goniewicz ML, Knysak J,
Gawron M, et al. Tob
Control Published Online
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smoke. Instead the mixture of chemicals found in
the vapour is much simpler and ‘... in many cases
comparable with the trace amounts present in
pharmaceutical preparation…’ such as the
Nicorette® Inhalator.[2]

025

Imperial Tobacco
Limited

Key policy documents used
to inform the development
of the quality standard: Ecigarette advertising and
marketing

Linda Bauld's review is objective but
overly cautious [1]. This may reflect that
it was published in the first half of 2014
before the follow-up report by ASH was
available. The latest ASH Survey
conducted in 2014 concluded that
“…electronic cigarette use amongst
never smokers remains negligible. Less
than 1 per cent of never smokers have
ever tried electronic cigarettes and
virtually none continue to use them.” [2]

Now that they have been published, CAP’s new UK
advertising rules for e-cigarettes should be added to
the list of key policy documents informing the
development of the quality standard. [3]
Responsible e-Vapour product manufacturers, such
as Fontem Ventures, welcome the introduction of
these new rules which will raise standards for the
advertising of all e-vapour products marketed in the
UK.

Linda Bauld’s review is also concerned
about the role of international tobacco
manufacturers in the E-vapour sector
[1]. The reality is that these international
companies are acutely aware of the
need to act responsibly, and are much
less likely do anything to risk damage to
their business or the sector's reputation.

First: Levels of selected
carcinogens and toxicants
in vapour from electronic
cigarettes
http://weprovideit.com/vap
ing/Goniewicztobaccocontrol-2013.pdf
References:
1. E-cigarette uptake
and marketing,
Professor L. Bauld, K.
Angus and Dr M. de
Andrade; A report
commissioned by
Public Health
England, May 2014
https://www.gov.uk/go
vernment/uploads/sys
tem/uploads/attachm
ent_data/file/311491/
Ecigarette_uptake_an
d_marketing.pdf
2. Use of E-Cigarettes in
Britain, ASH
http://www.ash.org.uk
/files/documents/ASH
_891.pdf
New rules for the marketing of
e-cigarettes, CAP/BCAP
October 2014
http://cap.org.uk/Newsreports/MediaCentre/2014/~/media/Files/CA
P/Consultations/ecig%20consu
ltation/Regulatory%20Stateme
nt.ashx

026

Royal College of
Physicians of
Edinburgh

Nicotine dosing in
electronic cigarettes and
interactions with other
diseases

The interaction of Nicotine dose with
cardiac and respiratory disease could
lead to a worsening of the
cardiorespiratory disease.

Patches have a dosage and recommendation on
dosing schedules. Electronic cigarettes have no
such schedule and can lead to deterioration in
condition.

No additional information
provided by stakeholder.

027

Royal College of
Physicians of

Regional vs Local centres
for smoking cessation

There is no guidance as to whether
local smoking cessation clinics are as

With the move to more local treatment of patients in
the community setting, is this leading to a reduction

No additional information
provided by stakeholder.
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Edinburgh
028

Philip Morris
International (PMI)

Choosing a harm reduction
approach

effective and cost effective as regional
centres.

in quit levels?

To better understand the role and
effectiveness of ecigarettes as a harm
reduction approach.

Relevant scientific literature is not covered in the
listed key development sources for the qs topic
overview.

http://www.ncbi.nlm.nih.gov/pu
bmed/24846453 - Brown et al
2014 Real world effectiveness
of e-cigarettes when used to
aid smoking cessation: a cross
sectional population study
http://www.ncbi.nlm.nih.gov/pu
bmed/24679611 - Brown et al
2014 Prevalence and
characteristics of e-cigarette
users in Great Britain: Findings
from a general population
survey of smokers
http://onlinelibrary.wiley.com/d
oi/10.1111/add.12659/pdf Hajek et al (2014) Electronic
cigarettes: review of use,
content, safety, effects on
smokers and potential for harm
and benefit
http://www.ncbi.nlm.nih.gov/pu
bmed/25122503 Hajek et al
(2014) Nicotine intake from
electronic cigarettes on initial
use and after four weeks of
regular use
http://apps.who.int/gb/fctc/PDF
/cop6/FCTC_COP6_10en.pdf?ua=1 WHO (2014)
Electronic nicotine delivery
systems
http://onlinelibrary.wiley.com/d
oi/10.1111/add.12730/pdf
McNeill (2014) A critique of a
WHO-commissioned report
and associated article on
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electronic cigarettes

029

British Thoracic
Society

The British Thoracic Society support the development of quality standard on Smoking: Harm reduction

030

NHS England

Thank you for the opportunity to comment on this Quality Standard. I wish to confirm that NHS England has no substantive comments to make regarding this
consultation.

031

Royal College of
Nursing

This is just to let you know that there are no comments to submit on behalf of the Royal College of Nursing in relation to the stakeholder engagement exercise
for the smoking – harm reduction quality standard
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