
based on our fundamental belief in the dignity and
equality of every human being and that he join us in
seeking to combat the real causes of poverty and
disease.
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The effectiveness of two smoking cessation programmes for use in
general practice: a randomised clinical trial

Karen Slama, Selina Redman, Janice Perkins, Alexander L A Reid, RobertW Sanson-Fisher

Abstract
Objective-To evaluate a structured, behavioural

change, smoking cessation intervention designed for
use within general practice.
Design-Randomised controlled clinical trial.
Setting-General practices in Newcastle,

Australia.
Patients-311 Patients identified as smokers by a

screening question were entrolled in the study. Of
these, 101 were assigned to a structured behavioural
change programme, 104 to a simple advice pro-
gramme adapted from previous research, and 106 to
a control group. No significant differences were
found between groups for demographic and smoking
related variables before the study.

Interventions-Patients in the simple advice group
received a brief statement of advice from the general
practitioner as well as three pamphlets; those in the
structured intervention group were given strategies
which included attitude and behavioural change
programmes as well as techniques to aid compliance.
The amount ofsmoking in all groups was assessed by
self reports with validation by measurement of
salivary cotinine concentrations.
Main outcome measure-Significant increase in

cessation rates.
Conclusions-Significant differences between

controls and the structured behavioural change
group were found at the one month follow up, but
only for self reported abstinence. The simple advice
programme did not produce any significant differ-
ences over the control group. General practitioner
evaluation of the structured programme highlighted
difficulties in relation to the duration of the interven-
tion. Overall the structured programme in its present
form did not appear to be an effective programme for
use within general practice.

Introduction
General practice is seen as a potentially important

setting for a community approach to smoking cessation
because general practitioners have contact with a large
proportion of the population' and are a credible source
with a plausible message to convey through personal
contact.2 Initial randomised clinical trials of brief
interventions found that general practitioners' advice
produced higher cessation rates than no advice.3 More
recent trials, however, have not produced similar
results.4' As physicians apparently often fail routinely
to counsel their smoking patients67 more time and
skilled effort may be needed by general practitioners if
significant cessation rates are to be achieved. In line
with this, multiple session programmes have produced
better results than brief interventions, with up to 36%
of patients reporting cessation at three years.' Multi-
session programmes may not, however, be suitable for

routine use because of the high expenditure of time
required by the general practitioner. If smoking
cessation programmes are to be widely adopted the
costs in time and effort must be reduced as much as
possible.
We performed a randomised clinical trial to com-

pare a control group and a minimal intervention
group with a group who received a more intensive
smoking cessation programme oriented towards the
individual. We hoped that the structured behavioural
intervention would be more effective and also be
acceptable for routine use by general practitioners.

Subjects and methods
Twenty three general practitioners from New South

Wales who had expressed an interest in smoking
cessation research were invited to take part in the
study; 17 (74%) agreed. Patients were approached
while awaiting their consultation and were included if
they were self reported smokers, were aged 18-64
years, and could read and speak English. Previous
research had indicated that self reports about smoking
corresponded closely with saliva cotinine concentra-
tions.9

Eligible consenting patients were asked to complete
a questionnaire before the consultation. The question-
naire asked for demographic data and information on
smoking behaviour. In addition, the questionnaire
included questions concerning patients' health beliefs
and fears about the costs of smoking cessation. Each
participating doctor's patients were randomly assigned
to no treatment, simple advice, or a brief tailored
behavioural change programme. The general prac-
titioner asked the patients for permission to audiotape
the consultations.
The control group received no information or advice

about smoking. The simple advice group received a
statement of advice and three smoking cessation
brochures similar to those used in previous research.9
The structured behavioural change intervention con-
sisted of the components shown in table III. Nicotine
gum was not prescribed to any participant. All
patients were told that they might be contacted by the
university later.

MEASURES

Cessation- Self reported smoking behaviour was
measured in telephone or home based interviews
conducted at one, six, and 12 months. Interviewers
were unaware of the patient's group. Biochemical
validation of self reported abstinence was performed
using paired ion liquid chromatography analysis of
salivary cotinine concentrations. Abstinence was
considered to be validated if there was no detectable
cotinine present (<50 nmol/l). '

Acceptability -Audiorecordings of each consultation
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were timed by stopwatch to obtain information
concerning the duration of both the intervention and
the normal consultation. The recordings also allowed
the general practitioners' adherence to the smoking
cessation protocol to be assessed. General practitioners
were asked to predict the impact of the intervention on
each patient and to assess the behavioural programme.
All participating patients were asked to indicate their
expectations about being advised about smoking,
whether or not they had disliked receiving advice,
and their satisfaction with the specific information
provided.

GENERAL PRACTITIONER TRAINING

An hour long training session included a description
of the protocol for the trial, a detailed description and a
videotaped demonstration of the behavioural pro-
gramme, and open discussion. A dossier ofbackground
information was provided for further reference. Before
the trial each general practitioner recorded a practice
session of the behavioural programme, and a brief
individual meeting was held to discuss any difficulties
or omissions.

Results
Of the 1056 patients approached for inclusion in the

study a screening question identified 359 smokers from
the total number attending surgery (34% prevalence).
Nine of these were excluded by their doctors because of
serious medical conditions, and seven were excluded
because of incomplete pretest data. Thirty two patients
were not included in the analysis because they could
not be located for the first follow up. No patients
refused to be audiotaped. The final sample size

TABLE I-Numbers (and percentages) ofpatients abstaining (with 95% confidence intervals ofpercentages)
at one month, six months, and 12 months based on self reports and chemical validation

Control group Simple advice group Behavioural group

No in No (%) No in No ("/%) No in No (%) Significance of
group abstaining group abstaining group abstaining difference*

Self reported abstinence:
I month 106 10 (9) 104 15 (14) 101 19 (19) yjX=4 64,

(3to 14) (8to21) (11 to26) p=003

6months 106 12(11) 104 12(11) 101 18(18) yl1-87,
(5 to 1 7) (5 to- 1 7) ( 10 to 25) p=0- 17

12months 106 12(11) 104 11( 10) 101 17(17) yj,=142,
(5 to 17) (3 to 14) (10 to 24) p=0 23

V'alidated abstinence:
I month 104 2(2) 97 2 (2) 92 7(8) Controlvsimplep>0 1,

(-I to 5) (-1 to 5) (2 to 1 3) control v behavioural
p=0 07t

6 months 104 6 (6) 103 7 (7) 99 12 (12) j=2-70,
(1 to 10) (2 to 12) (6 to 19) p=O 10

12months 106 8(8) 104 5(5) 101 12(12) Z2L=127,
(3 to 13) 1 to9) (.6to 18) p =026

*Xijs test for linear trend.
tOne month validated results were tested using Fisher's exact test because of small expected frequencies.

TABLE: iI-ANumbers and (percentages) of patients who were consecutively abstinent based on self reports
and chemical validation (with 95% cotnfidence intervals ofpercentages)

Fisher's exact test*

Control group Simple advice Behavioural group Control zv Control v

(n = 106) group (n= 104) (n= 101) simple behavioural

Self reports:
Patients abstinent I (1) 3 (3) 7 (7) >0 1 >0-028

at land 6 months (-I to 3) (0 to 6) (2 to 12)
Patients abstinent 1 (1) 2 (2) 6 (6) >0-1 0-052

at 1,6, and 12 months (-I to 3) I to 5) (I to 11)
V'alidated:

Patients abstinent 1(1) 1(1) 6 (6) >0 1 0-052
at I and6months (- to3) (-I to3) (I to II)

Patientsabstinentat 1(1) 1 (1) 5 (5 >0 1 0-095
1, 6, and 12 months (I to 3) (-I to 3) (I to9)

*One tailed probability.

TABLE iII-Percentage of general practitioners who used various
components of the structured behavioural change intervention protocol

Protocol component O/o Who used component

Attitude change 91
Diseases and smoking 97
Risks of smoking 95
Risk appraisal 89
Benefits of cessation 80

Self efficacy 56
Reassurance about fears 80
Confidence boosting 46
Persistence stressed 42

Behavioural aids 82
Contracting 90
Avoiding cues to smoke 88
Cold turkey 86
Attention to immediate benefits of cessation 78
Encouraging social support 70

Communication aids 48
Written reinforcement (pamphlets) 99
Warmth and commitment 45
Naming areas to be discussed 35
Summarising information 13

consisted of 311 smokers: 106 controls, 104 in the
simple advice group, and 101 in the behavioural
change programme. No significant differences were
found between groups in demographic or smoking
related variables.
Motivation-No significant differences in health

beliefs were found in any group between the pretest
questionnaire and one month follow up, except on one
item: the perceived general risk of smoking changed
significantly in the behavioural group (repeated
measures analysis of variance F value 7 99, p<001).
Within the behavioural group 61% signed a contract to
stop smoking.

Abstinence at each follow up point-At one month
follow up 57% of the behavioural group reported they
had tried to stop smoking. A significant difference in
self reported cessation rates was found between the
three groups at the one month but not at subsequent
follow ups (table I). For biochemically validated
abstinence, a one tailed Fisher's exact test showed a
significant difference at one month between the control
and behavioural groups but not between the control
and simple advice groups. Linear trend x2 analysis
showed no significant differences between the groups
at six or 12 months.

Consecutive abstinence-Cessation rates for consecu-
tively abstinent smokers were calculated only from
those patients who could be biochemically validated as
non-smokers at the three follow up points. Patients
who could not be validated as abstinent at one month
because they provided too few samples, used nicotine
gum, or could not attend for measurement at the
appropriate times were regarded as abstinent only if
they were subsequently validated at six and 12 month
follow ups. Patients whose smoking status could not be
validated in this way were counted as smokers. Table II
shows the proportion of smokers who maintained
abstinence over one and six months and over one, six,
and 12 months. Differences between the control and
simple advice groups and between the control and
behavioural groups were assessed using the one tailed
Fisher's exact test. Differences between the control
and simple advice groups for both the self reported and
validated measures did not reach significance (p>0 1).
For both time periods, however, and for both the self
reported and validated measures the differences
between the control and behavioural groups ap-
proached significance.

General practitioners' adherence to protocol- Table III
indicates the use the doctors made of the components
in the behavioural programme. The health beliefs and
behavioural aids components were used in most inter-
ventions, but only half included self efficacy enhance-
ments, and, except for handing out brochures, only a

BMJ VOLUME 300 30 JUNE 19901708



third of the presentations contained any other com-
munication aids.

Duration-The general practitioners took an average
of 8-8 minutes (SD 3-3 minutes) to present the
structured behavioural intervention. The total time
spent with smokers, however, was only 8-7 minutes
longer than the average consultation time in the control
group (9 0 minutes (5 6)). The simple advice interven-
tion took 1-4 minutes (0 7), and total time averaged
0O12 minute longer than the average control consul-
tation.

General practitioner satisfaction-At the completion
of the study general practitioners felt they were
successful with 45% of the behavioural programme
group and 29% of the simple advice group but rated
43% of the behavioural interventions and 13% of the
simple interventions as too long. After the trial half the
doctors said they would use a smoking cessation
programme with their smokers routinely.

Patient satisfaction - About halfof the total sample of
patients thought that their doctors should give them
advice about their smoking. About 80% did not
disapprove of their doctor's suggesting they stop
smoking. The behavioural group indicated significantly
greater satisfaction about the information given about
the diversity of smoking related diseases (analysis of
variance F value 4-63, p<005) and greater approval at
receiving suggestions on how to stop smoking (x2=
6 93, p<0 01). No other significant differences
between groups were found.

Discussion
The results of this study indicated that neither

simple advice nor a structured behavioural change
intervention resulted in a statistically significant
increase in the number of patients stopping smoking
long term relative to the control group. Validated
cessation rates indicated that only 5% of patients in the
structured group remained abstinent for 12 months.
The effort needed by the general practitioner to learn
the behavioural intervention programme and the costs
of eight minutes per patient do not seem to justify
recommending use of the programme over simple
advice.
There was, however, some evidence that the struc-

tured behaviour change programme was more effective
in motivating patients to stop smoking in the short
term. In the month after the consultation 57% of the
smokers in the behavioural group reported that they

tried to stop smoking compared with 35% in the simple
advice and 26% in the control group. Given that
nicotine causes a true physiological dependence"
general practitioners may need to provide follow up
sessions for their patients ifcessation is to be maintained
long term.

Overall half the general practitioners said that they
were prepared to use the behaviour change intervention
routinely. This finding is encouraging as it suggests
that at least half of the respondents found the pro-
gramme acceptable. Perhaps the most disappointing
finding, however, was that 43% said that the pro-
gramme was too long to implement routinely. Many
smoking cessation programmes which have resulted in
significant reductions in smoking rates have invariably
been multisession programmes taking much longer
periods. These findings suggest that if general prac-
titioners are to realise their potential in helping patients
to stop smoking either very brief but effective inter-
ventions will need to be developed or general prac-
titioners will need to revise their priorities in care to
allow more time for preventive interventions. Such
revisions may necessitate the restructuring of time
within general practice to accommodate these changes.
An antismoking intervention such as this takes no
longer, however, than other preventive procedures
such as smears for cervical cancer. Once the backlog of
patients generated by this change has been dealt with
the continuing load would be moderate.
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MEDICINE AND THE MEDIA

BBC 1 Life on One

Here's one I
investigated earlier

Picture, if you will, Sarah Greene, late of
Blue Peter, standing outside a Birmingham
public house with a jar of exhaled cigarette
smoke in her hand. Before you can say, "And
here is one I made earlier," there she is inside
the pub discussing parts of carbon monoxide
per million with former Radio 1 disc jockey
Simon Mayo and a man he calls Mr Smoke-
too-much. This is BBC 1's new popular
science programme, Life on One.

Popular I think it will be. Taking Thurs-
day's 8pm slot while Tomorrow's World is
on holiday, it aims at presenting current
scientific, medical, and environmental issues
"without wall to wall seriousness." From
passive smoking to baldness, from bottle
nosed dolphins to refrigerators and CFCs, it
offers information and opinion well sprinkled
with humour. But for all its "pop" presenta-
tion, up beat music, and punchy subtitles the
programme has a hard campaigning edge.

Sarah and Simon lead a team of investi-
gative reporters, attractive and female to a
man, who seek out the stories, chase the
guilty, and expose the absurdities of govern-
ment and company policies. Strange it is that
after quite appalling scenes showing dumping
ofwaste in the North Sea by British Coal I felt
almost optimistic. Call me naive, but Nikki
Spencer's youthful energy and spirited inter-

rogation of the man from the National Rivers
Authority made me feel that something would
actually be done about it.
Back in the pub Simon is on first name

terms with Dr Martin Jarvis from the
Imperial Cancer Research Fund and is asking
what is being done about passive smoking;
Sarah is out on the streets canvassing the
views of the good burghers of Birmingham;
and a telephone poll concludes that most
viewers (who expressed a preference) think
that smoking in public places should be
banned.

Executive producer David Patterson plans
to report back on stories if changes in policy
occur. Armchair activists will like this
series very much. -FIONA GODLEE, editorial
registrar, BMJ7
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