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Objectives. Because US smoking rates have not declined during the past dec-
ade, there is a renewed need to identify factors associated with smoking cessa-
tion. Using a nested case–control design, we explored the association between
ability to sustain cessation over an extended period and demographic, smoking,
medical, and behavioral variables.

Methods. We selected a sample of 1379 sustained quitters (abstinent from smok-
ing for at least 40 months) and 1388 relapsers (abstinent for more than 8 months
before relapse) from participants in the Alpha-Tocopherol Beta-Carotene Cancer
Prevention Study, a nutritional intervention study involving Finnish men aged 50
to 69 years at baseline. Contingency table and multiple regression analyses were
used to evaluate potential differences between the 2 groups on baseline variables.

Results. Compared with sustained quitters, relapsers were more likely to report
symptoms of emotional distress and higher levels of nicotine dependence, to
drink more alcohol, and to report more medical conditions.

Conclusions. Factors associated with both tobacco use and comorbid conditions
impact an individual’s ability to maintain long-term smoking cessation. Understanding
the underlying mechanisms of action and potential common pathways among these
factors may help to improve smoking cessation therapies. (Am J Public Health. 2008;
98:549–555. doi:10.2105/AJPH.2005.084137)
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precisely attributed to the differences in the
behavior of interest.

To illustrate this point, consider that to com-
pare participants’ responses to a stimulus first
requires participant exposure to the stimulus.
Likewise, to compare smokers’ progression
from 1 stage of the smoking trajectory to the
next, the smokers must be “exposed” to the
previous stage on the continuum. For exam-
ple, to assess liability to dependence, research-
ers are now effectively arguing that compari-
son groups must be exposed to nicotine,8 or,
in other words, individuals must progress
through the cigarette-experimentation stage of
the trajectory before liability to dependence
can be assessed.

In the case of smoking cessation, there are
2 relevant behaviors. The first is initiating a
quit attempt and the second is sustaining that
quit attempt. If the behavior of interest is sus-
tained cessation, then a proper study design

requires that all participants have made a
quit attempt. In other words, smokers must
progress to making a quit attempt before fac-
tors associated with quit length can be as-
sessed. Individuals who have not made a quit
attempt are not informative regarding their
liability to relapse, and their inclusion in a
study of sustained cessation presents a po-
tential problem of misclassification bias. As
an example, it has been suggested that a his-
tory of major depression may influence initia-
tion of cessation but not maintenance of ces-
sation.9–10 To directly assess the impact of
depression on the ability to sustain cessation
(behavior of interest), individuals with and
without a history of major depression who
have all made a quit attempt (necessary expo-
sure) should be compared.

Previous literature has identified a number
of factors that are likely to impact smoking
cessation. Few studies, however, have clearly

Despite significant progress in smoking preva-
lence reduction within the United States since
the mid-1990s, in the past 15 years, rates of
smoking have remained virtually unchanged.1–3

Smoking continues to be a significant public
health issue with asubstantial associated can-
cer4 and health care burden.5 In the United
States, current smoking rates are reported to
be 21.6% of the adult population, with
440000 deaths per year attributable to
smoking.3 These unchanged smoking rates
have occurred within a context of widely
marketed cessation medications and consis-
tent reports of strong motivation by smokers
to quit smoking, which speaks to the difficulty
of successfully achieving cessation for many
smokers. Approximately 40% of current
smokers attempt to quit in any given year,
but only 5% sustain abstinence for more than
a few weeks, and most relapse within a
week.6 To effectively reduce the burden of to-
bacco use, there needs to be a better under-
standing of the factors associated with suc-
cessful cessation.

Smoking is a complex behavior that en-
compasses social, economic, environmental,
behavioral, and physiological factors.7 A com-
prehensive model of smoking should account
for as many of these dimensions or factors as
possible. Like other substance abuse and de-
pendence behaviors, smoking occurs along a
trajectory from experimentation and initiation
to cessation attempts (and relapse). Therefore,
to understand factors associated with smoking
behavior along that trajectory, researchers
must compare 2 groups who have similar
histories—that is, groups in which both have
reached a prerequisite “stage” before diverg-
ing on the behavior of interest. This allows
any differences in the 2 groups to be more
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differentiated initiating versus sustaining cessa-
tion,11 so the impact of those factors on quit at-
tempts versus sustained cessation is unknown.
Demographic variables that have been re-
ported to positively influence cessation include
male gender, older age, higher education, and
indicators of higher socioeconomic status.11–17

A number of smoking-related factors, including
those associated with nicotine dependence, are
related to increased difficulty with cessation.
These include higher numbers of cigarettes per
day, earlier age of smoking onset, few to no
previous quit attempts, and indicators of nico-
tine dependence, such as shorter time to first
cigarette in the morning.18–21 Comorbid condi-
tions have also been demonstrated to impact
cessation, including behavioral symptoms and
psychiatric disorders22–24 and medical condi-
tions.25–29 Despite this seemingly comprehen-
sive list, a limited body of research has consid-
ered the impact of these types of factors
longitudinally or has addressed the contribu-
tion of more than 1 domain of factors within a
single study. This is because, at least in part, of
the lack of available longitudinal data that en-
compass a wide range of potential factors.

To address this gap, we performed a
nested case–control study on a sample
drawn from a large, randomized longitudinal
clinical trial of male smokers that contained a
number of relevant variables including smok-
ing use and history, demographics, comorbid
medical conditions, and comorbid behavioral
symptoms. In a selected sample of individu-
als who had made at least 1 quit attempt, we
evaluated differences between those individ-
uals who were able to sustain abstinence
from smoking for at least 40 months (sus-
tained quitters) to individuals who relapsed
within 8 months (relapsers). These intervals
were chosen a priori in an effort to maximize
differences between our groups on the be-
havior of interest—sustained cessation.

METHODS

Data Source
The sample for this study was drawn from

the Alpha-Tocopherol Beta-Carotene (ATBC)
Cancer Prevention Study.30 Between 1985
and 1993, this longitudinal, population-based
chemoprevention trial enrolled 29133
Finnish, male, current smokers aged between

50 and 69 years into a randomized primary
prevention trial to assess whether alpha-
tocopherol or beta-carotene would reduce
cancer incidence. At baseline, all individuals
in the ATBC Cancer Prevention Study
smoked at least 5 cigarettes per day and
were generally in good health. Median age at
entry into the study was 57 years, and the
median number of cigarettes smoked per day
was 20 with a reported median years
smoked of 36 years. Exclusion criteria in-
cluded a history of cancer, significant cardiac
diagnoses, cirrhosis, chronic alcoholism, and
significant psychiatric diagnoses. By the end
of the trial, 20072 were still actively partici-
pating in the nutritional intervention. Of
those not participating by the end, 3570 had
died. For details please see ATBC Cancer
Prevention Study Group, 1994.30

The ATBC Cancer Prevention Study was
initially conducted from 1985 to 1993, al-
though outcome data continue to be collected
for vital status, cause-specific mortality, can-
cer incidence, and hospitalization-related
morbidities. Extensive data of medical history
based on participant self-report and medical
examination were collected at baseline and
participants were followed for 5 to 8 years
with 3 scheduled follow-up visits per year
(i.e., every 4 months). At each follow-up,
participants were queried about health and
smoking status since their previous visit. An-
nually, additional medical questions regarding
cardiovascular and respiratory symptoms
were asked and a basic medical examination
was performed.

Defining Cases and Controls
We utilized a nested case–control design.

Individuals who were diagnosed with lung
cancer during the trial were excluded from
our sample because of lung cancer’s impact
on smoking cessation25,31 and high mortality.
Eligibility criteria for this nested study re-
quired a reported cessation attempt during
the trial. In addition, we excluded men with
missed visits during the timeframe that was
used to define their quit status.

All individuals selected for our nested
case–control sample were exposed to the key
behavior of having made at least 1 quit at-
tempt during the trial. Approximately 30%
(n=8605) of the participants in the ATBC

Cancer Prevention Study made 1 quit attempt
during the trial; that is, they reported that
they either stopped smoking at some point
during at least 1 follow-up interval or did not
smoke at all during at least 1 follow-up inter-
val. Of these, 1379 men met the definition of
a sustained quitter and 1388 met the defini-
tion of a relapser and were therefore included
in our analysis.

Smoking status was determined by the 
following question (translated from Finnish),
which was asked at each follow-up visit:
“Have you smoked since your last visit?”
Three response options allowed participants
to indicate that during the previous 4 months
they had not smoked at all (i.e., 4 full months
of not smoking), had smoked but had stopped
at some time during the interval (i.e., <4
months of not smoking), or had smoked
continuously (i.e., 4 full months of smoking).
Sustained quitters were defined as men who
reported not smoking at all for at least 10
consecutive follow-up visits, equal to 40
months or more of abstinence. Relapsers
were men who reported that they either
stopped smoking or did not smoke at all dur-
ing a follow-up interval but sustained no
more than 1 consecutive “not smoked at all”
interval and had a confirmed relapse—that is,
a visit where they reported smoking continu-
ously. The maximum quit length of the major-
ity of our relapsers was less than 4 months;
most relapsers (n=1104; 79.5%) were un-
able to stop for even 1 full interval.

Independent Variables
We examined the relationship of baseline

variables to sustained cessation. The variables
we included in this analysis were those associ-
ated with chronic medical conditions, behav-
ioral or psychological symptoms, alcohol use,
demographic variables, and smoking history.
Participants reported their lifetime history of
chronic medical conditions at baseline from a
list of physician-diagnosed conditions. We in-
cluded the following diagnoses in our analy-
sis: cirrhosis of the liver, degenerative joint
disease, rheumatoid arthritis, other arthritis,
chronic bronchitis, myocardial infarction, cor-
onary heart disease, heart failure, and dia-
betes mellitus.

In addition, participants indicated at base-
line whether they had experienced a variety
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TABLE 1—Baseline Demographics and
Smoking Variables of Male Sustained
Quitters and Relapsers of Smoking:
Alpha-Tocopherol Beta-Carotene
Cancer Prevention Study, Finland,
1985–1993

Sustained 
Quitters Relapsers

(n = 1379) (n = 1388) Pa

Demographics

Age, mean, yb 57.3 56.6 < .001

Marital status, % < .001

Married 88.0 82.6

Never married 4.3 5.1

Divorced 5.1 9.4

Widowed 2.6 2.9

Education,c % 17.5 19.3 .37

Smoking characteristics

Always inhale, % yes 44.2 50.2 .001

Total no. cigarettes < .001

per day, %d

1–9 17.7 10.8

10–19 35.8 31.0

≥ 20 46.5 58.2

Age started, y, mean 20.3 20.0 .13

Years smoked, mean 33.4 33.9 .21

Pack years,e mean 29.2 33.0 < .001

Note. Sustained quitters were defined as men who
reported not smoking at all for at least 10 consecutive
follow-up visits, equal to 40 months or more of
abstinence. Relapsers were men who reported that
they either stopped smoking or did not smoke at all
during a follow-up interval (4 months) but sustained no
more than 1 consecutive “not smoked at all” interval
and had a confirmed relapse—that is, a visit where
they reported smoking continuously.
aP values are based on χ2 analyses for categorical
variables and analysis of variance for continuous variables.
bAge at enrollment in the Alpha-Tocopherol Beta-Carotene
Cancer Prevention Study trial.
cPercentage with 2 years or more of advanced training
beyond basic education.
dCigarettes per day including manufactured and handmade.
ePack years was defined as years smoked multiplied
by cigarettes smoked per day.

of medical or behavioral symptoms within
the previous 4 months. We included the fol-
lowing symptoms for analysis: back pain re-
sulting in at least 1 day of bed rest, walking
pain in the knees, joint ache, muscle ache,
walking pain in the hips, leg cramps, and
headache. Psychological symptoms were self-
reported “symptoms or troubles with” anxi-
ety, depression, poor memory, difficulty con-
centrating, fatigue, poor appetite, or insomnia
during the previous 4 months. Alcohol use
(mean g/day) during the past 12 months was
coded as a categorical variable (0 g/day,
0.1–15 g/day, 15.1–30 g/day, >30 g/day).
Caffeine intake during the past 12 months
was coded as a continuous variable (mean g/
day). Demographics included in the analyses
were age at enrollment, marital status, educa-
tion, employment status, and physical activity.
Smoking history included self-report of inhal-
ing when smoking, total cigarettes per day at
baseline, age of smoking onset, years smoked,
and pack years. Pack years were defined as
years smoked multiplied by cigarettes
smoked per day.

Statistics
Analyses were performed with SAS version

8.2 (SAS Institute Inc, Cary, NC). We initially
compared sustained quitters to relapsers with
standard contingency table analysis and uni-
variate analyses. Reported P values were
based on the Pearson χ2 test for categorical
variables or the Student t test for continuous
variables. A multivariate analysis was per-
formed with logistic regression to assess pre-
dictors of relapse versus sustained cessation.
Variables that were significant in the unad-
justed analyses were included for considera-
tion in the multiple regression model. Age of
smoking onset and number of years smoked,
despite not reaching significance in the uni-
variate analysis, were included because of
their potential theoretical importance.32 In ad-
dition, to control for potential differences be-
tween the groups in the number of completed
follow-up assessments, we controlled for num-
ber of follow-up intervals as a measure of
time in trial. Variables that were not signifi-
cant in the full model were dropped from the
analysis with the exception of marital status,
anxiety, depression, and age of smoking
onset. Although not significant, these variables

were retained in the model because of poten-
tial theoretical importance. Variables in-
cluded in the final model were report of al-
ways inhaling, cigarettes per day, years
smoked, insomnia, alcohol use, marital status,
age of smoking onset, age enrolled in the
study, time in trial, and self-report of anxiety
and depression.

RESULTS

Characteristics of sustained quitters and re-
lapsers at baseline are shown in Table 1. Re-
lapsers were younger at entry into the trial
(P<.001) and were less likely to be married
(P<.001). No differences were noted for edu-
cation level or employment status.

The results for the smoking variables are
presented in Table 1. No differences between
sustained quitters and relapsers were noted
for age of smoking onset or years smoked.
However, relapsers reported smoking more
cigarettes per day (P<.001), were more likely
to always inhale when smoking (P=.001),
and had greater pack years of smoking
(P<.001).

A number of differences between the sus-
tained quitters and relapsers were found for
medical conditions (Table 2). Relapsers were
also more likely to report a history of myocar-
dial infarction (P=.02) and reported higher
rates of back (P<.01) and joint pain (P=.02).
No differences were noted for other pain
symptoms, diabetes, or chronic bronchitis. In
addition, no differences were found for other
chronic heart, liver, lung, or kidney functions
(data not shown).

Relapsers were more likely than sustained
quitters to report baseline symptoms of anxi-
ety (23.7% vs 19.9%; P=.014) and depres-
sion (15.0% vs 11.2%; P=.003), although no
significant differences were noted for cognitive
complaints or fatigue (Table 3). Relapsers also
reported higher levels of insomnia (19.7% vs
13.6%; P<.001). Mean grams per day of alco-
hol differed significantly between the groups,
with relapsers being more likely to report
drinking amounts larger than 15 grams per
day (P<.001), with no significant difference
found for mean daily caffeine intake.

Crude and adjusted odds ratios are pre-
sented in Table 4. After we controlled for age
at enrollment, age of onset for smoking, and

time in the trial, several key variables re-
mained significant. Relapsers were more
likely to demonstrate potential markers for
nicotine dependence, because they were
more likely to always inhale when smoking
(odds ratio [OR]=1.14; 95% confidence in-
terval [CI]=1.00, 1.35) and to smoke more
cigarettes per day (10 to 19 [OR=1.36; 95%
CI=1.05, 1.77] and 20 or more [OR=1.78;
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TABLE 2—Baseline Medical Comorbid
Variables of Male Sustained Quitters
Versus Relapsers of Smoking: Alpha-
Tocopherol Beta-Carotene Cancer
Prevention Study, Finland, 1985–1993

Sustained 
Comorbid Medical Quitters Relapsers 

Variable, % Yes (n=1379) (n=1388) Pa

Degenerative joint 30.2 32.7 .13

diseaseb

Chronic bronchitisb 5.5 6.9 .13

Myocardial infarctionb 5.4 7.6 .02

Diabetesb 4.3 4.9 .43

Severe back painc 14.7 18.5 < .007

Knee painc 2.3 1.8 .22

Joint painc 27.0 31.2 .02

Headachesc 19.5 19.4 .94

Note. Sustained quitters were defined as men who
reported not smoking at all for at least 10 consecutive
follow-up visits, equal to 40 months or more of abstinence.
Relapsers were men who reported that they either stopped
smoking or did not smoke at all during a follow-up interval
(4 months) but sustained no more than 1 consecutive “not
smoked at all” interval and had a confirmed relapse—that
is, a visit where they reported smoking continuously.
aP values are based on χ2 analyses.
bLifetime history.
cProblem occurring within at least the past 4 months.

TABLE 3—Baseline Behavioral Comorbid
Variables of Male Sustained Quitters
Versus Relapsers of Smoking: Alpha-
Tocopherol Beta-Carotene Cancer
Prevention Study, Finland, 1985–1993

Sustained 
Quitters Relapsers

(n = 1379) (n = 1388) Pa

Behavioral symptoms, % yes

Anxietyb 19.9 23.7 .014

Depressionb 11.2 15.0 .003

Insomniab 13.6 19.7 < .001

Poor memoryb 25.5 27.7 .18

Poor concentrationb 9.3 11.4 .07

Fatigueb 21.5 23.9 .12

Alcohol and caffeine intake

Alcohol consumption 

per day,c %

None 12.7 10.2 < .001

0.1 g to 15 g 57.9 49.0

15.1 g to 30 g 18.3 23.7

> 30 g 11.2 17.2

Caffeine, mean g/dayc 604.1 597.4 .61

Note. Sustained quitters were defined as men who
reported not smoking at all for at least 10 consecutive
follow-up visits, equal to 40 months or more of
abstinence. Relapsers were men who reported that
they either stopped smoking or did not smoke at all
during a follow-up interval (4 months) but sustained
no more than 1 consecutive “not smoked at all”
interval and had a confirmed relapse—that is, a visit
where they reported smoking continuously.
aP values are based on χ2 analyses for categorical
variables and analysis of variance for continuous variables.
bProblem occurring within at least the past 4 months.
cDuring the past 12 months.

95% CI=1.38, 2.30]). Relapsers also more
frequently reported insomnia (OR=1.32;
95% CI=1.05, 1.68). In addition, relapsers
were more likely to drink between 15 grams
and 30 grams per day of alcohol (OR=1.58;
95% CI=1.17, 2.13) and more than 30
grams per day of alcohol (OR=1.79; 95%
CI=1.29, 2.48).

DISCUSSION

In this nested case–control study, we com-
pared smokers who sustained smoking cessa-
tion for 40 or more months to smokers who
made a quit attempt but relapsed in less than
8 months on a variety of baseline variables.
Consistent with the findings in previous litera-
ture,11,19–21,33 we found that prior smoking his-
tory and potential indicators of nicotine de-
pendence were associated with ability to
sustain cessation. At baseline, relapsers
smoked more cigarettes per day and were
more likely to always inhale. Age at smoking
initiation and number of years smoked were

not significantly different between the groups
in the adjusted analyses. The number of ciga-
rettes smoked per day was significant in the
multivariate model, with marginal significance
found for self-report of always inhaling when
smoking. Although the number of cigarettes
smoked per day and inhalation are not opti-
mal measures of dependence, this pattern
suggests that behaviors associated with higher
levels of nicotine dependence at baseline are
important in predicting ability to sustain ces-
sation attempts.

Previous research has shown that medical
conditions often provide the impetus for initi-
ating and maintaining cessation attempts.25–29

Contrary to previous results that individuals

with more health problems were more likely
to quit, we found the opposite: relapsers had
more medical conditions at baseline than sus-
tained quitters. Although no significant differ-
ence at baseline was found for self-report of
severe, chronic conditions, the results indi-
cated that a baseline history of myocardial in-
farction as well as self-reported difficulties
with back and joint pain were associated with
relapse during the subsequent ATBC Cancer
Prevention Study. These differences suggest
that relapsers may have been in poorer
health overall.

Previous literature indicates that for many
smokers poorer health often serves as a “wake-
up call” to make lifestyle changes. Our findings
indicate that experiencing generally poorer
health may also negatively impact a smoker’s
ability to rally needed resources to sustain a
quit attempt or may discourage smokers from
even attempting to make such changes. The
difference in findings may also be associated
with a potentially important difference be-
tween our study and others in that most of this
literature has been based on clinical samples
diagnosed with severe medical conditions. Our
nested case–control study drew on data from
generally healthy men with no history of se-
vere medical conditions. It may be that the im-
pact of a medical event is at least partially re-
lated to its severity. However, the results with
regard to the impact of the medical conditions
should be considered tentative because none
of the medical conditions were significant in
the multivariate model.

We found a number of behavioral symp-
toms were associated with sustained cessa-
tion. Self-reported anxiety, depressed mood,
insomnia, and alcohol use at baseline pre-
dicted later ability to sustain a quit attempt.
A solid literature base supports the negative
impact of alcohol use on the duration of
smoking cessation.6,34–36 It is interesting to
note that the level of alcohol use in our sam-
ple was relatively low and yet alcohol use
still differentiated sustained quitters from re-
lapsers, even after adjusting for other factors
in the multivariate model.

Previous literature has also strongly associ-
ated psychological conditions such as anxiety
and depression with smoking, but the role of
these types of comorbid conditions in sustaining
cessation is unclear, with most studies failing to
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TABLE 4—Unadjusted and Adjusted Odds Ratios for Male Sustained Quitters Versus Relapsers
of Smoking: Alpha-Tocopherol Beta-Carotene Cancer Prevention Study, Finland, 1985–1993

Crude Odds Odds Ratio 
Ratio (95% CI) (95% CI)

Always inhale 1.28 (1.10, 1.49) 1.14 (1.00, 1.35)

Total no. cigarettes per dayb

1–9 1.0 1.0

10–19 1.38 (1.08, 1.77) 1.36 (1.05, 1.77)

≥ 20 1.95 (1.54, 2.46) 1.78 (1.38, 2.30)

Years smoked 1.00 (1.00, 1.01) 1.01 (1.00, 1.02)

Insomniac 1.52 (1.23, 1.88) 1.32 (1.05, 1.68)

Alcohol (g/day)d

None 1.0 1.0

0.1 g to 15 g 1.05 (0.82, 1.35) 1.27 (0.86, 1.47)

15.1 g to 30 g 1.61 (1.21, 2.13) 1.58 (1.17, 2.13)

> 30 g 1.90 (1.40, 2.59) 1.79 (1.29, 2.48)

Note. CI = confidence interval. Sustained quitters were defined as men who reported not smoking at all for at least 10
consecutive follow-up visits, equal to 40 months or more of abstinence. Relapsers were men who reported that they either
stopped smoking or did not smoke at all during a follow-up interval (4 months) but sustained no more than 1 consecutive
“not smoked at all” interval and had a confirmed relapse—that is, a visit where they reported smoking continuously.
aCigarettes per day including manufactured and handmade.
bProblem occurring within at least the past 4 months.
cDuring the past 12 months.

find evidence to support an association be-
tween comorbid psychological disorders and
the ability to maintain a quit attempt.22–24,37–39

The results of our study suggest that reported
anxiety and depression, even at baseline, may
impact subsequent cessation, although neither
of these was significant in the adjusted model.
Insomnia did remain significant in the multi-
variate model. Note that this was insomnia
reported at baseline, so it was distinct from
potential sleep disturbances commonly associ-
ated with nicotine withdrawal during cessa-
tion attempts.40 This may represent an impor-
tant finding because previous studies have
typically not assessed insomnia as a key be-
havior of interest, despite its clear association
with many behavioral disorders.41

Strengths and Limitations
Although our findings are promising, there

were several limitations that should be noted
when considering these results. First, although
the outcome is defined as cessation sustained
across a substantial interval, the predictors
were based on baseline data. How these fac-
tors may vary across the trial was not assessed
in this analysis. Future analysis of the predic-
tors across the follow-up intervals is planned.
Second, the questions about smoking history

and smoking patterns were not detailed
enough to provide information for a fine-
grained analysis of variation in smoking pat-
terns. For example, fluctuations in number of
cigarettes per day were not assessed nor was
any information available as to whether any
formal treatment for smoking cessation was
sought by, or provided to, ATBC Cancer Pre-
vention Study participants. Next, because the
parent study excluded individuals with signifi-
cant comorbid medical or psychiatric condi-
tions, the impact of these factors could not be
assessed. This is a problem that occurs in most
studies of smoking behavior and is an area in
much need of further research. Last, the abil-
ity to generalize our findings from a sample of
male, Finnish smokers aged older than 50
years obtained between 1985 and 1993 to
other samples is limited. Therefore we were
unable to assess important potential gender
and age differences as well the possible impact
of social and cultural factors.

This study was unique in a number of
ways. First, we made a distinction between
initiation and maintenance of cessation. By
only including individuals who had made a
quit attempt during the ATBC Cancer Pre-
vention Study, we ensured that all of the
individuals in our sample had been exposed

to the prerequisite behavior of having made
a quit attempt so that we could then focus
analyses on the relevant outcome—sustained
cessation. Next, this study was based on a
sample drawn from a trial in which a large
number of smokers were followed at 4-month
intervals for a median follow-up of more than
6 years. This allowed us to assess factors as-
sociated with the ability to maintain cessation
over a much longer term than is usual in
most clinical trials. In addition, extensive
medical and psychological and behavioral
data were collected, allowing for the consid-
eration of the potential impact of a wide
range of variables. An additional strength of
this study was that the parent ATBC Cancer
Prevention Study was a population-based
cancer prevention trial, not a smoking cessa-
tion treatment trial, and it was not based on
a clinical population. Thus, results of this
study are more likely to be generalizable to
male smokers in the population.

Another important strength of this study is
that compliance rates were extremely high for
the parent cohort study as well as within our
sample, avoiding possible bias related to miss-
ing data. The high rate of compliance may
have been attributable to the extensive
screening used in selecting the parent cohort
for the ATBC Cancer Prevention Study but
also to the substantial efforts to retain study
participants made by the ATBC Cancer Pre-
vention Study research team. The high com-
pliance rate also suggests that the individuals
in our sample may have been more compliant
with respect to medical advice than is typical
in longitudinal studies. It is interesting to note
that even in this sample of highly compliant
individuals (approximately 98% compliance
with the nutritional intervention in our sam-
ple; data not shown), less than 5% of the
whole ATBC Cancer Prevention Study sample
was able to successfully sustain smoking ces-
sation, and we were able to identify a number
of significant differences between sustained
quitters and relapsers.

Conclusions
Our results suggest that a cluster of factors

associated both directly (nicotine depen-
dence) and indirectly (medical and behav-
ioral comorbid conditions) with smoking
behavior are involved in the maintenance of
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smoking cessation. Exploration of the nature
and possible explanatory mechanisms that
link these features may represent the next
steps toward the improvement of smoking
cessation interventions.
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