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Definition of tobacco harm 
reduction (THR)

• An umbrella term which 
includes any action to 
lower the health risks 
associated with using 
tobacco 

• THR strategies can be 
targeted at the
o individual (tobacco 

dependence treatment)

o population (smoke-free 
polices) 

• “A product is harm 
reducing if it lowers 
total tobacco related 
mortality and morbidity 
even though use of that 
product may involve 
continued exposure to 
tobacco related 
toxicants [and/or 
nicotine]” 



The best thing to do if you are a smoker

is to stop using tobacco completely and 
as soon as possible  

However not every smoker wants to quit or 
if they do, not everyone succeeds 



Tried to stop smoking in past year 
(West & Brown, Smoking Toolkit Survey)
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4Graph shows prevalence estimate and upper and lower 95% confidence intervals

Base: Adults who smoked in the past year



Of 100 smokers, 
31 tried to stop last year (2016)

69 did not want /try to quit
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6Graph shows prevalence estimate and upper and lower 95% confidence intervals

Base: Smokers who tried to stop n the past year

Success rate for stopping in those who tried 
(West & Brown, Smoking Toolkit Survey)



Of the 31 who tried to stop last year, 
6 quit 

Where does this leave the remaining 94 smokers 
(more likely to include those with mental illness)?



• HARM REDUCTION TREATMENT APPROACHES 

• Stopping smoking [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)

• Smoking reduction

• Temporary abstinence

with or without using licensed nicotine products

Any investment in harm-reduction 
approaches should not detract from the 
provision of Stop Smoking Services

Recommendations in this guidance are 
intended to support, extend the reach and 
impact of existing services.



Any investment in harm-reduction 
approaches should not detract from the 
provision of Stop Smoking Services

Recommendations in this guidance are 
intended to support, extend the reach and 
impact of existing services.

Who is it aimed at?

People who 
1. may want to stop smoking, without necessarily giving up nicotine
2. may not be able (or do not want) to stop smoking in one step
3. may not be ready to stop smoking, but want to reduce the amount they 

smoke





“Smokers smoke for the nicotine, but  die from the tar” 
Professor Mike Russell, Maudsley Smokers Clinic, 1979

Separate the nicotine from the 
tobacco smoke

NICOTINE 



MOST HARMFUL 
NICOTINE DELIVERY SYSTEM 

LEAST HARMFUL 
NICOTINE DELIVERY SYSTEM 

For smokers who are unable to quit, or don’t want to 
quit, encourage switching to cleaner forms of nicotine, 

including e-cigarettes 

Combustible tobacco 
products  

Non Combustible 
tobacco products 

Non Combustible 
nicotine products 



Any investment in harm-reduction 
approaches should not detract from the 
provision of Stop Smoking Services

Recommendations in this guidance are 
intended to support, extend the reach and 
impact of existing services.

Who is it aimed at?

People who 
1. may want to stop smoking, without necessarily giving up nicotine
2. may not be able (or do not want) to stop smoking in one step
3. may not be ready to stop smoking, but want to reduce the amount they smoke



Conclusion: Reducing cigarettes smoked before quit day and quitting abruptly, with no 
prior reduction, produced comparable quit rates, therefore patients can be given the 
choice to quit in either of these ways

10 trials included 3760 participants

Approaches used: 

NRT

Face to face or telephone behavioural support

Self help, hand held computers 

(2012)



Any investment in harm-reduction 
approaches should not detract from the 
provision of Stop Smoking Services

Recommendations in this guidance are 
intended to support, extend the reach and 
impact of existing services.

Who is it aimed at?

People who 
1. may want to stop smoking, without necessarily giving up nicotine
2. may not be able (or do not want) to stop smoking in one step
3. may not be ready to stop smoking, but want to reduce the amount they smoke



Harm reduction

18
NRT: Nicotine replacement therapy
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Cutting down

Using NRT to
cut down

Using ecigs to
cut down



Approaches reviewed 24 trials included 

Reducing the number of cigarettes smoked either with or without pharmaceutical treatment, cutting 
down, substitution, temporary abstinence, etc

NRT 14 trials – varied designs

Bupropion, varenicline, e-cigs, snus 1 study each (4 studies total)

PREPs 4 studies

Behavioural support 2 studies

Conclusion: People who do not wish to quit can be helped to cut down the number of 
cigarettes they smoke and to quit smoking in the long term, using NRT, despite original 
intentions not to do so. Not enough evidence for other aids.

(2016)



Prevalence of e-cigarette use 
compared to tobacco smoking 

~10 million 
smokers in the UK

~2.9 million 
vapers 

in the UK



Concerns about e-cigarettes

• Uptake by never smokers /gateway/renormalisation

• Safety 

• “Dual use”



Current use of e-cigarettes by smoking status 
(ASH smokefree adult, 2017) 
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Cigarette smoking prevalence
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Base: All adults



Toxicants in Vapor



Nicotine carcinogen and toxin exposure in long term e-cigarette 
and NRT users. Shahab et al 2017

Nicotine equivalence Toxins and carcinogens 

181 participants had urine and saliva analyzed for biomarkers of nicotine -
Tobacco-specific N-nitrosamines and volatile organic compounds



Regulation Tobacco products Directive 2014/14/EU

• New minimum standards for the safety and quality of all nicotine 
containing e-cigarettes and e-liquids came into May 2016, with a transition 
period until 20th May 2017. 

Tank 
capacity 

2mls

Refill 
container 

10mls 

Maximum 
Nicotine 
strength 

of e-liquid 
20mgs/ml

Child
resistant 

and 
tamper 
proof 

packaging 

Warning 
labels 



www.smokinginengland.info/latest-statistics

Proportion of e-cigarette and NRT 

users who are smokers (‘dual users’)
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E-cigs

NRT

N=3601 e-cigarette users and N=1831 NRT users of adults

The majority of both e-cigarette and NRT users are ‘dual users’



How do the data at a population 
level compare to data at a 

treatment level?



Effectiveness of using an EC during a quit attempt 
with a stop smoking service (2014-2017)  
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Single/Comb NRT
[663,033]

NRT and/ or
Bupropion and/ or

Vareniciline
consecutively

[21,730]

Behavioural support
only [71, 009]

EC alone or in
combination with

licenced meds
[38,631]

Varenicline
[286,722]

Adapted from NHS Digital: These data should not be used to assess or compare the clinical effectiveness of the 
various pharmacotherapies as they reflect only the results obtained through the NHS stop smoking services, and are 
not based on clinical trials. 



Is there any evidence that EC help 
people with a mental illness stop or 

reduce smoking? 



SMOKING OUTCOMES:
1 year follow up
7/14 reduced cig intake by 50%
2/14 quit 

AEs: 
4/14 dry cough 
No change in psychiatric 
symptoms 

PARTICIPANTS: 14 smokers 
with schizophrenia, 6m, 8f. 
FROM  Catania, Italy
(not intending to quit)

INTERVENTION :supply of a 
rechargeable e-cigarette 
“Categoria” (nicotine content of 
each cartridge 7.25mg). Instructions 
on use. No behavioural support 



SMOKING OUTCOMES:
4 week follow up
17/19 reduced cig intake by 

at least 50% 
2/19 quit 

PARTICIPANTS:
19 smokers with schizophrenia or 
BPD, 6m, 13f. 
FROM New Hampshire,  USA
(previously failed to quit)

INTERVENTION: supply of a 
rechargeable e-cigarette 
“NJOY”  for 4 weeks.
Instructions on use. 
No behavioural support 

ACCEPTABILITY (from qualitative data) 

Participants perceived e cigs were less harmful , 
helped them feel more accepted by non smokers 



• No difference in biochemically verified 
continuous abstinence at six months 
o Mentally ill = 8%, Not mentally ill = 6%

• No difference between treatment efficacy  

86/657 
smokers 

16mg e-cig
21mg 
patch 

0mg e-cig

Acceptability

Would you recommend to a friend? Stopped because did not like it?

21mg nicotine patch 37% 41%

16mg nicotine e-cigarette 83% 29%

0mg nicotine e-cigarette 80% 22%



Historically, we have not offered a way out of tobacco addiction 
for smokers who experience a mental illness and/or substance use 
problems……..

Or offered treatment  in a way that is acceptable to this group of 
smokers

• E- cigarettes are acceptable to smokers with a mental illness
• Evidence they reduce cigarette consumption 



Conclusions 

• Harm reduction support should complement 
traditional cessation support

• Should include:
– encouraging use of relevant therapies until people feel 

confident of not relapsing (longer term substitution)
– cutting down to quit with medication & behavioral support 
– engaging with dual users (smokers using e-cigarettes or 

NRT) 
– engaging with smokers who want to use e-cigarettes to 

quit
– encouraging trial and error with the full range of therapies 

until people quit smoking
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