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BACKGROUND:

Most smoking cessation guidelines advise quitting abruptly. However, many quit attempts
involve gradual cessation. If gradual cessation is as successful, smokers can be advised to
quit either way.

OBJECTIVE:

To examine the success of quitting smoking by gradual compared with abrupt quitting.
DESIGN:

Randomized, controlled noninferiority trial. (International Standardized Randomized Controlled



Trial Number Register: ISRCTN22526020).

SETTING:

Primary care clinics in England.

PARTICIPANTS:

697 adult smokers with tobacco addiction.

INTERVENTION:

Participants quit smoking abruptly or reduced smoking gradually by 75% in the 2 weeks before
quitting. Both groups received behavioral support from nurses and used nicotine replacement
before and after quit day.

MEASUREMENTS:

The primary outcome measure was prolonged validated abstinence from smoking 4 weeks
after quit day. The secondary outcome was prolonged, validated, 6-month abstinence.
RESULTS:

At 4 weeks, 39.2% (95% ClI, 34.0% to 44.4%) of the participants in the gradual-cessation
group were abstinent compared with 49.0% (Cl, 43.8% to 54.2%) in the abrupt-cessation
group (relative risk, 0.80 [CI, 0.66 to 0.93]). At 6 months, 15.5% (CI, 12.0% to 19.7%) of the
participants in the gradual-cessation group were abstinent compared with 22.0% (ClI, 18.0% to
26.6%) in the abrupt-cessation group (relative risk, 0.71 [CI, 0.46 to 0.91]). Participants who
preferred gradual cessation were significantly less likely to be abstinent at 4 weeks than those
who preferred abrupt cessation (38.3% vs 52.2%; P = 0.007).

LIMITATIONS:

Blinding was impossible. Most participants were white.

CONCLUSION:

Quitting smoking abruptly is more likely to lead to lasting abstinence than cutting down first,
even for smokers who initially prefer to quit by gradual reduction.
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abrupt = 355; gradual = 342

Inclusion: Adult smokers addicted to tobacco (15 cigs per day or 12.5 g of loose-leaf tobacco
per day or end expiratory CO of 15 ppm or more). Willing to quit smoking 2 weeks after
enrollment. Exclusion: current participation in cessation treatment, contraindications to
nicotine replacment, current participation in a other medical trials, any circumstances
precluding ability to meet the demands of the trial.

Gradual smoking cessation over 2 weeks with NRT

Abrupt smoking cessation with NRT 2 weeks after study enrollment

4 weeks, 8 weeks, and 6 months

Primary : Russell standard 4 week abstinence (allows 2 week grace period from quit date for
slips and uses intention to treat approach that assumes those lost to f/u are smokers. Validated
by an exhaled CO concentration of less than 10 ppm.

Secondary: Russell standard abstinence at 8 week and 6 month, 7 day point prevalence
abstinence at 4 week, 8 week, and 6 months validated by exhaled CO concentration of less
than 10 ppm; urges to smoke and nicotine withdrawal symptoms at 1 and 4 weeks.

4 week Russell Standard abstinence Gradual cessation: 39.2 % (CI 34 to 44.4 %)
4 week Russell Standard abstinence Abrupt cessation: 49% (Cl 43.8 to 54.2 %)
Noninferiority not shown (unadjusted RR 0.80, 90 % CI 0.68 to 0.96)
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We believe this is a PURL due to the lack of advise regarding abrupt v. gradual
smoking cessation in reference databases and that for those clinicians that have
been promoting the abrupt method, gradual cessation does have merit that
could be discussed with the patient to reach a shared decision on strategy.



