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Chapter 3. Behavioural and 
advice-based support for 
smoking cessation

The benefits of quitting smoking are well established. Patients should be advised that 
unassisted quitting has a very low success rate (3–5%),1 and professional advice can 
greatly increase their chances of success of prolonged abstinence.1–4 Ideally, they 
should be offered the most effective method and use it as soon as possible. The 
most successful quit approach for those who are nicotine dependent is counselling 
and behavioural support combined with first-line pharmacotherapy and follow-up.1,5–8 
Health professionals should offer to assist their patients with a quit attempt, using 
pharmacotherapy and counselling, either within the health service or by referring them 
for intensive support to a telephone Quitline (13 78 48), a smoking clinic or a health 
professional with special expertise in smoking cessation.

The following smoking cessation interventions have been proven to be effective.

Brief advice from health professionals 
There is strong evidence that any advice from health professionals (ie doctors, 
nurses, nurse practitioners, Aboriginal health workers, medical assistants, dentists, 
hygienists, respiratory therapists, mental health counsellors, pharmacists) is effective 
in encouraging smoking cessation.9–15 Health professionals can encourage those 
who smoke to quit with minimal (<3 minutes) intervention; one in every 33 such 
conversations will lead to a patient successfully quitting smoking.12 Examples of how 
to start the conversation about quitting smoking with a patient is available at Start the 
Conversation (http://starttheconversation.org.au).

More intensive interventions can result in better outcomes, but may not be practical in 
many clinical contexts.2 Brief advice has a reduced impact on those who smoke, if they 
have tried and failed numerous times to quit.16 These patients will need help with advice 
that includes strong recommendations about the use of pharmacotherapy and active 
referral to Quitline or other cessation programs. Refer to Chapter 1, ‘The role of health 
professionals’.

Those who smoke should be offered at least a brief intervention for smoking cessation17 
that is consistent with the three-step brief intervention model (Chapter 1, Figure 1.3):

1. Ask and record smoking status

2. Advise all patients who smoke to quit and provide advice on the most effective methods

3. Help by offering to arrange referral, and encouraging use of behavioural support 
and evidence-based smoking cessation medications.

Options for behavioural support include the Quitline (13 78 48) or a tobacco 
treatment specialist. 

As noted in Chapter 1, Recommendation 3, offer brief cessation advice in routine consultations and appointments, 
whenever possible (strong recommendation, high certainty).

http://starttheconversation.org.au
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Counselling
There is clear evidence that both individual counselling (risk ratio [RR]: 1.57; 95% 
confidence interval [CI]: 1.40, 1.77)18 and group counselling (RR: 1.88; 95% CI: 1.52, 
2.33)19 significantly increase quit rates compared with minimal intervention such as brief 
advice, usual care or provision of self-help materials.

Depending on the time available, counselling strategies could include:

• information about smoking, quitting and withdrawal

• strategies for coping with smoking triggers

• addressing barriers to quitting

• lifestyle changes

• support from family and friends

• rewards

• setting a quit date.

Table 3.1 gives practical tips for patients attempting to quit.

Table 3.1. Practical tips to assist quitting and staying quit 

Challenge Strategy

Psychological cues for smoking (eg stress, anger) • Use muscle relaxation and breathing techniques

Social cues for smoking (eg peer pressure) • Avoid smoking friends and situations early in quit attempt
• Rehearse how to say no to a cigarette offer

Smoking triggers (eg alcohol, caffeine) • Avoid or minimise alcohol consumption early in quit attempt
• Avoid or reduce coffee and other caffeine-containing drinks

Risk of lapse in quit attempt • Apply ‘not a puff’ rule

Maintaining motivation • Implement reward system from money saved
• Enlist social support from family and friends 

Minimising weight gain • Have a healthy diet, avoid high-fat and high-sugar foods, substitute 
water or low-calorie drinks for snacking, exercise regularly

Individual counselling
Individual counselling interventions typically include the following components: 

• review a patient’s smoking history and motivation to quit

• help identify high‐risk situations

• generate problem‐solving strategies to deal with high‐risk situations.

Counsellors may also provide non‐specific support and encouragement, and patients may 
find additional components such as written materials, video and audiotapes beneficial.18  

More intensive support, usually combined with pharmacotherapy, may involve weekly 
face-to-face sessions between the patient who smokes and a counsellor trained in 
smoking cessation for a minimum of four weeks after the quit date. Smoking cessation 
counselling is in part based on the principles of cognitive behavioural therapy (CBT), an 
evidence-based treatment that also forms the basis of Quitline counselling.20,21 CBT is a 
psychological intervention that aims to:

• show patients how their thinking affects their mood

• help patients identify and challenge unhelpful thoughts

• learn practical self-help strategies. 
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Motivational interviewing and  
mindfulness-based interventions
Motivational interviewing is an approach widely used to help people quit smoking. 
It supports those attempting to quit by strengthening their own motivation and 
commitment to change their reactions to the urge to smoke.22

Motivational interviewing generally requires more time per session than approaches 
using brief interventions and individual counselling. It is an evidence-based counselling 
technique based on a therapeutic partnership that acknowledges and explores a patient’s 
ambivalence about their smoking behaviour. Motivational interviewing allows those who 
smoke to clarify what goals are important to them and organise their reasons in a way 
that supports action. Motivational interviewing values patient autonomy and mutual 
respect, and uses open-ended questions, affirmations, reflection and summarising.22–24

For motivational interviewing strategies, refer to Chapter 3, ‘Clinical interventions for 
tobacco use and dependence’ and Table B1, page 58 in Treating tobacco use and 
dependence: 2008 update (www.tobaccoprogram.org/clientuploads/documents/
Consumer%20Materials/Clinicians%20Systems%20Mat/2008-Guidelines.pdf).2

Mindfulness-based interventions may have an important role in helping those who smoke 
to deal with treatment and abstinence by moderating the relationship between craving 
and smoking, and promoting the development of coping strategies to deal with triggers 
to smoke. Mindfulness-based cognitive therapy and relapse prevention appear to reduce 
negative affect, craving and cigarette use among those who are trying to quit smoking.25,26

Group counselling 
Group behaviour therapy involves scheduled meetings (typically four to eight) where 
patients receive information, advice and encouragement and some form of behavioural 
intervention to support quitting smoking.17 Group counselling can provide the opportunity 
to learn behavioural techniques for smoking cessation and provide mutual social support.27

Group therapy is better for helping people to stop smoking than self-help and other less 
intensive interventions for quitting; however, there is not enough evidence to evaluate 
whether it is more effective or cost-effective than intensive individual counselling.12

In some states and territories, Quitline will have registers of local support programs led 
by approved providers.

Telephone counselling and Quitline 
Telephone counselling provides individual advice, encouragement and support 
by specialist counsellors to those who want to quit or have recently quit. Quitline 
is a clinical service that uses evidence-based guidelines set by the World Health 
Organization (WHO). Counsellors on Quitline use behaviour change techniques  
(eg CBT, motivational interviewing) over multiple calls to plan for, assist and sustain quit 
attempts. Usually, counsellors proactively call the client several times over the period 
leading up to, and the month following, a quit attempt. Alternatively, the client can call 
the service. Quitline telephone counselling is provided in each state and territory in 
Australia. A review of Cochrane systematic reviews of the cost-effectiveness of a variety 
of interventions found that proactive telephone support is highly cost-effective.28

Some of the advantages of Quitline include:

• accessible throughout Australia

• confidential

• no cost to patient
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• one-stop shop for resources

• easy intervention

• evidence-based program

• capacity for frequent follow-up and support.

Despite the demonstrated efficacy of Quitline,29–31 the rate of uptake in Australia is typically 
low. For example, an economic evaluation of the Victorian Quitline by Deakin University 
found that in 2015–16 referrals by health professionals to Quitline were an estimated 
0.26% of the Victorian smoking population over age 14.31 Further research is needed 
to understand barriers resulting in the low reach of Quitlines and to examine this in the 
context of current levels of government investment in anti-smoking public health education 
mass media campaigns.31–34

Quitline services in Australia 
Quitline (13 78 48) exists in all Australian states and territories. Quitline can provide a free 
quit pack and confidential, multi-session behavioural intervention over the phone. In some 
states and territories, Quitline can also assist in linking callers into community programs. 
Counsellors can help callers find a course and email the link to them.

• All Quitline services in Australia have agreed to national minimum standards of service delivery.

• In most states and territories, those who smoke are offered free proactive telephone 
counselling. Proactive or call-back counselling protocols usually allow up to two sessions 
pre-quit and four session post-quit over the first month, with two in the first week. 
However, this can vary among states and territories.

• Online referral is available (those who smoke can be referred by all health professionals 
to the Quitline for extended support using the online referral sheet). Services provide 
feedback to health professionals regarding patients referred to a Quitline.

• Processes for online referral to Quitline through patient management software  
(Best Practice, Medical Director) are available in some states and territories.

• Callers have direct access to an appropriately trained Quitline counsellor, course leader 
or coach.

• Adolescent protocols are available for young people.

• Aboriginal and Torres Strait Islander counsellors or liaison people are available.

• Self-help books are available.

Services for people from culturally and linguistically 
diverse backgrounds 
In some states and territories, bilingual educators conduct information sessions in a number 
of community languages (eg Quit Victoria). Community language-specific Quitline telephone 
numbers are also available:

• Arabic – 1300 7848 03

• Chinese (Cantonese and Mandarin) – 1300 7848 36

• Greek – 1300 7848 59

• Italian – 1300 7848 61

• Korean – 1300 7848 23

• Spanish – 1300 7848 25

• Vietnamese – 1300 7848 65
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Web-based material 
• Quitline referral form (www.quit.org.au/referral-form) 

• iCanQuit (www.icanquit.com.au)

• Quit Coach (www.quitcoach.org.au)

• More resources are available at www.quitnow.gov.au 

Recommendation 16 – Referral to telephone call-back counselling services should be offered to all people 
who smoke. Strong recommendation, high certainty

Self-help materials 
Self-help interventions for smoking cessation in the form of structured programs in written 
(eg books, brochures, manuals) or electronic (eg CDs, online, mobile phone apps) formats 
provide support and advice without the help of health professionals, counsellors or group 
support. There is moderate-certainty evidence that ‘written self-help materials help more 
people to stop smoking than no intervention’.35

The most recent Cochrane review notes that the tailoring of self-help materials, compared with 
untailored or generic materials delivered similarly, produced no evidence of additional benefit.35 

Current evidence supports a beneficial effect of mobile phone-based smoking cessation 
interventions on six-month cessation outcomes.36 Studies have found the effectiveness of 
text message mobile phone support programs in the short and long term.34,37 Combined 
internet and mobile telephone programs can be effective for up to 12 months for assisting 
people who smoke to quit.34,38

Mobile phone-based apps are listed on the Australian Government’s quit site  
(www.quitnow.gov.au).

Online smoking cessation interventions are low cost and have the potential to reach a large 
number of people who smoke.39,40 A major advantage of the internet over printed material 
is its interactivity and ability to tailor information to individual needs. However, relatively few 
sites make use of this possibility – QuitCoach (www.quitcoach.org.au) is an example of 
tailored information. Research shows the structured planning intervention, QuitCoach, can 
significantly reduce relapse to smoking.41 Web-based programs are a promising delivery 
system for assisting and motivating those who smoke to quit; however, further research is 
needed to identify their most effective use.

Unproven approaches to smoking cessation 
There are some approaches that have the potential to assist with maintaining long-term 
smoking cessation, but have not been adequately investigated for use.

Health professionals should be aware of extravagant claims of success for interventions that 
have not been subjected to rigorous testing and for which there is no clinical evidence.

Other nicotine-related agents 
Nicobrevin is a patented product containing quinine (claimed to reduce cravings), menthyl 
valerate (supposed sedative properties), and camphor and eucalyptus oil (decongestants).42 
NicoBloc and Nicobrevin are occasionally recommended by some healthcare professionals. 
These products are available in some pharmacies,43 despite a lack of any empirical evidence 
of effectiveness.44

http://www.quit.org.au/referral-form/
https://www.icanquit.com.au/
http://www.quitcoach.org.au/
http://www.quitnow.gov.au
http://www.quitnow.gov.au
http://www.quitcoach.org.au
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Aversive or rapid smoking 
Aversive therapy aims to extinguish the urge to smoke through pairing the act  
of smoking with an unpleasant stimulus. In the context of smoking cessation,  
this is usually the use of rapid smoking. There is no evidence to suggest that  
rapid (or aversive) smoking may be effective.45

Biomedical feedback 
Strategies used as a motivational tool for smoking cessation in primary care include 
spirometry, expired carbon monoxide levels, vascular ultrasounds and genetic 
susceptibility. There is little scientific evidence of an effect on quitting smoking for most 
biomedical tests.46

Demonstrating the effects of smoking on estimates of lung age has not been shown 
to increase quit rates,47 although it might increase levels of motivation in patients with 
chronic obstructive pulmonary disease (COPD) to quit smoking in the early stages of 
the disease.

Physical activity 
There are two major aspects to quitting tobacco use:

1. overcoming nicotine addiction

2. managing the cues for smoking.

It is known that increased physical activity has many benefits for a healthy life. Exercise 
has been investigated as a way of helping with symptoms of nicotine withdrawal and 
cravings during attempts to quit. Exercise may also help by increasing self-esteem, 
improving mental health and managing the weight gain that often follows quitting. 
However, there is currently no evidence to show higher abstinence rates in the long 
term with aerobic exercise, resistance exercise, physical activity, and combined aerobic 
and resistance exercise.48 A slight positive effect on smoking cessation at the end of 
treatment has been shown where yoga plus CBT was used.49

Increased physical activity should be encouraged as part of a support program as it 
brings other health advantages to people who are trying to quit smoking. Exercise 
should be advised for everyone quitting.

Allen Carr method 
Although the Allen Carr method has considerable popular support, there has been 
a lack of high-quality, empirical evidence that it is effective.50 A recent randomised 
controlled trial involving 300 adults who smoke in Ireland found that Allen Carr’s ‘easy 
way to stop smoking’ was superior to a standard online national smoking cessation 
program at 12 months follow-up (22% versus 11%).51 The intervention consisted of 
a one-off, five-hour group seminar with a maximum of 20 participants in a routine 
seminar session. Participants smoke during smoking breaks until there is a ritualistic 
final cigarette, followed by a 20-minute relaxation exercise. The mechanism of the effect 
found is not clear and further research is needed.

St John’s Wort 
St John’s Wort (Hypericum perforatum) is an antidepressant herb extract that has not 
been shown to aid in smoking cessation. As yet, there is no convincing evidence that 
St John’s Wort, alone or with individual motivational and behavioural support, is likely to 
be effective as an aid in smoking cessation.40,52,53 
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Ineffective approaches to smoking cessation 
There are several smoking cessation methods that are in widespread use, but have 
not been shown in well-designed trials to be effective for quitting other than as a 
placebo effect, or more than the effect of any counselling and support provided at 
the same time.

Hypnotherapy (without counselling) 
Hypnotherapy is widely promoted as an effective way to stop smoking. It is said to 
assist smoking cessation by weakening the desire to smoke or strengthening the will 
to stop. Despite being in use for some decades, there are only a few well-designed 
studies to evaluate its use. A Cochrane meta-analysis was unable to show that 
hypnotherapy was superior to no treatment, and there are insufficient data to compare 
hypnotherapy with alternate effective treatments.54

Acupuncture 
People sometimes have acupuncture to quit smoking, with the aim of reducing 
withdrawal symptoms. Related therapies include acupressure, laser therapy and 
electrical stimulation. At present, there is no consistent evidence that acupuncture, 
or any related therapy, is better than doing nothing. Well-designed trials of 
acupuncture, acupressure and laser stimulation are needed before these treatments 
can be recommended as effective in smoking cessation.55

Naltrexone 
Naltrexone is a long-acting opioid antagonist used in the treatment of alcohol 
dependence. A meta-analysis of both published and unpublished studies indicates 
no beneficial effect of naltrexone alone or as an adjunct to nicotine replacement 
therapy (NRT) on short-term or long-term smoking abstinence.56,57 Naltrexone may 
have a role in reducing post-cessation weight gain.58



Chapter 3 Supporting smoking cessation A guide for health professionals | 61

References

1. Hughes JR, Keely J, Naud S. Shape of the relapse curve 
and long-term abstinence among untreated smokers. 
Addiction 2004;99:29–38.

2. Tobacco Use and Dependence Guideline Panel. Treating 
tobacco use and dependence: 2008 update. Clinical 
Practice Guideline. Rockville, MD: Agency for Healthcare 
Research and Quality, 2018. Available at www.ncbi.nlm.
nih.gov/books/NBK63952 [Accessed 12 March 2018].

3. Baillie A, Mattick R, Hall W. Quitting smoking: Estimation 
by meta-analysis of the rate of unaided smoking 
cessation. Aust J Public Health 1995;19:129–31.

4. Borland R, Partos TR, Yong HH, Cummings KM,  
Hyland A. How much unsuccessful quitting activity 
is going on among adult smokers? Data from the 
International Tobacco Control Four Country cohort 
survey. Addiction 2012;107:673–82.

5. Tønnesen P. Smoking cessation: How compelling  
is the evidence? A review. Health Policy 2009;91;  
Suppl 1:S15–25.

6. Foulds J, Schmelzer AC, Steinberg MB. Treating tobacco 
dependence as a chronic illness and a key modifiable 
predictor of disease. Int J Clin Pract 2010;64:142–46.

7. Zwar N, Mendelsohn C, Richmond R. Supporting 
smoking cessation. BMJ 2014;348:f7535.

8. Kotz D, Brown J, West R. ‘Real-world’ effectiveness 
of smoking cessation treatments: A population study. 
Addiction 2014;109:491–99.

9. Rice VH, Heath L, Livingstone-Banks J, Hartmann-Boyce J.  
Nursing interventions for smoking cessation. Cochrane 
Database Syst Rev 2017;12:CD001188.

10. Brown TJ, Todd A, O’Malley C, et al. Community 
pharmacy-delivered interventions for public health 
priorities: A systematic review of interventions for alcohol 
reduction, smoking cessation and weight management, 
including meta-analysis for smoking cessation. BMJ 
Open 2016;6:e009828.

11. Zwar NA, Richmond RL, Halcomb EJ, et al. Quit in general 
practice: A cluster randomized trial of enhanced in-practice 
support for smoking cessation. Fam Pract 2015;32:173–80.

12. Stead LF, Buitrago D, Preciado N, Sanchez G, Hartmann-
Boyce J, Lancaster T. Physician advice for smoking 
cessation. Cochrane Database Syst Rev 2013;5:CD000165. 

13. Carr A, Ebbert J. Interventions for tobacco cessation 
in the dental setting. Cochrane Database Syst Rev 
2012;6:CD005084.

14. Litt J, Ling M-Y, McAvoy B. How to help your patients 
quit: Practice-based strategies for smoking cessation. 
Asia Pac Fam Med 2003;2:175–79.

15. Joyce AW, Sunderland VB, Burrows S, McManus A, Howat 
P, Maycock B. Community pharmacy’s role in promoting 
health behaviours. J Pharmacy Prac Res 2007;37:42–44.

16. Greenhalg EM, Stillman S, and Ford C. 7.7 Factors that 
predict success or failure in quit attempts. In Scollo MM, 
Winstanley MH, editors. Tobacco in Australia: Facts 

and issues. Melbourne: Cancer Council Victoria, 2016. 
Available at www.tobaccoinaustralia.org.au/chapter-7-
cessation/7-7-personal-factors-associated-with-quitting 
[Accessed 9 September 2019].

17. National Institute for Health and Clinical Excellence 
(NICE). Stop smoking interventions and services. NICE 
guideline NG 92. London: NICE, March 2018. Available 
at www.nice.org.uk/guidance/ng92 [Accessed  
31 October 2019 ].

18. Lancaster T, Stead LF. Individual behavioural counselling 
for smoking cessation. Cochrane Database Syst Rev 
2017;3:CD001292.

19. Stead LF, Carroll AJ, Lancaster T. Group behaviour 
therapy programmes for smoking cessation. Cochrane 
Database Syst Rev 2017;3:CD001007.

20. Hofmann SG, Asnaani A, Vonk IJ, Sawyer AT, Fang A.  
The efficacy of cognitive behavioral therapy: A review of  
meta-analyses. Cognit Ther Res 2012;36:427–40.

21. Greenhalgh EM, Stillman S, Ford C. 7.15 Individual 
and group-based cessation assistance. In: Scollo MM, 
Winstanley MH, editors. Tobacco in Australia: Facts 
and issues. Melbourne: Cancer Council Victoria, 2016. 
Available at www.tobaccoinaustralia.org.au/chapter-
7-cessation/7-7-personal-factors-associated-with-
quitting [Accessed 9 September 2019].

22. Lindson-Hawley N, Thompson TP, Begh R. Motivational 
interviewing for smoking cessation. Cochrane Database 
Syst Rev 2015;3:CD006936.

23. Miller WR, Rose GS. Toward a theory of motivational 
interviewing. Am Psychol 2009;64:527–37.

24. Miller WR, Rollnick S. Motivational interviewing: Helping 
people change. 3rd edn. New York: Guildford Press, 2012.

25. Brewer JA, Mallik S, Babuscio TA, et al. Mindfulness 
training for smoking cessation: Results from a randomized 
controlled trial. Drug Alcohol Depend 2011;119:72–80.

26. Oikonomou MT, Arvanitis M, Sokolove RL. Mindfulness 
training for smoking cessation: A meta-analysis 
of randomized-controlled trials. J Health Psychol 
2017;22:1841–50.

27. Richmond RL, Zwar NA. Treatment of tobacco 
dependence. In: Boyle P, Gray N, Henningfield J, Seffrin J,  
Zatonski W, editors. Tobacco: Science, policy and public 
health. 2nd edn. Oxford UK: Oxford University Press, 2010.

28. West R, Raw M, McNeill A, et al. Healthcare interventions 
to promote and assist tobacco cessation: A review of 
efficacy, effectiveness and affordability for use in national 
guideline development. Addiction 2015;110:1388–403.

29. Stead LF, Hartmann-Boyce J, Perera R, Lancaster T. 
Telephone counselling for smoking cessation. Cochrane 
Database Syst Rev 2013;8:CD002850.

30. Borland R, Balmford J, Bishop N, et al. In-practice 
management versus quitline referral for enhancing 
smoking cessation in general practice: A cluster 
randomised trial. Fam Pract 2008;25:382–89.

https://www.tobaccoinaustralia.org.au/chapter-7-cessation/7-7-personal-factors-associated-with-quitting
https://www.tobaccoinaustralia.org.au/chapter-7-cessation/7-7-personal-factors-associated-with-quitting
https://www.nice.org.uk/guidance/ng92
https://www.tobaccoinaustralia.org.au/chapter-7-cessation/7-7-personal-factors-associated-with-quitting
https://www.tobaccoinaustralia.org.au/chapter-7-cessation/7-7-personal-factors-associated-with-quitting
https://www.tobaccoinaustralia.org.au/chapter-7-cessation/7-7-personal-factors-associated-with-quitting


62 | Supporting smoking cessation A guide for health professionals Chapter 3

31. McCaffrey N, Carter R. Economic evaluation of the 
Victorian Quitline service. Melbourne: Deakin Health 
Economics, Deakin University, 2018. Available at 
www.quit.org.au/documents/economic_evaluation
_of_the_Victorian_Quitline_service(1).pdf 
[Accessed 10 September 2019].

32. Hung WT, Dunlop SM, Perez D, Cotter T. Use and 
perceived helpfulness of smoking cessation methods: 
Results from a population survey of recent quitters. BMC 
Public Health 2011;11:592.

33. Bayly M, Hayes L. Quitting strategies used by current 
smokers and recent quitters: Findings from the 2015 
Victorian smoking and health survey. Melbourne: Centre for 
Behavioural Research in Cancer, 2016.

34. Zwar N, Richmond RL, Halcomb EJ, Furler JS, et al. Quit 
in general practice: A cluster randomized trial of 
enhanced in-practice support for smoking cessation. 
Family Practice 2015:32(2):173–80.

35. Livingstone-Banks J, Ordonez-Mena HM,
Harmann-Boyce J. Print-based self-help interventions 
for smoking cessation. Cochrane Database Syst
Rev 2019;1:CD001118. doi: 10.1002/14651858. 
CD001118.pub4.

36. Whittaker R, McRobbie H, Bullen C, Rodgers A, Gu Y. 
Mobile phone-based interventions for smoking cessation. 
Cochrane Database Syst Rev 2016;4:CD006611.

37. Free C, Knight R, Robertson S, et al. Smoking cessation 
support delivered via mobile phone text messaging 
(txt2stop): A single-blind, randomised trial. Lancet 
2011;378:49–55.

38. Taylor GMJ, Dalilli MN, Semwall M, Civljak M, Sheikh A, 
Car J. Internet-based interventions for smoking cessation. 
Cochrane Database Syst Rev 2017;9:CD007078.

39. Walters ST, Wright JA, Shegog R. A review of computer 
and internet-based interventions for smoking behavior. 
Addict Behav 2006;31:264–77.

40. Lenert L, Munoz RF, Perez JE, Bansod A. Automated
e-mail messaging as a tool for improving quit rates in an 
internet smoking cessation intervention. J Am Med Inform 
Assoc 2004;11:235–40.

41. Borland R, Balmford J, Swift E. Effects of encouraging 
rapid implementation and/or structured planning of quit 
attempts on smoking cessation outcomes: A randomized 
controlled trial. Ann Behav Med 2015;49:732–42.

42. Gómez-Coronado N, Walker AJ, Berk M, Dodd S. 
Current and emerging pharmacotherapies for cessation 
of tobacco smoking. Pharmacotherapy 2018;38:235–58.

43. Chiang PP, Chapman S. Do pharmacy staff recommend 
evidenced-based smoking cessation products? A pseudo 
patron study. J Clin Pharm Ther 2006;31:205–9.

44. Stead LF, Lancaster T. Nicobrevin for smoking cessation.
Cochrane Database Syst Rev 2006;2:CD005990.

45. Hajek P, Stead LF. Aversive smoking for smoking cessation.
Cochrane Database Syst Rev 2004:3:CD000546.

46. Bize R, Burnand B, Mueller Y, Rege-Walther M,
Camain JY, Cornuz J. Biomedical risk assessment as an
aid for smoking cessation. Cochrane Database Syst Rev
2012;12:CD004705.

47. Parkes G, Greenhalgh T, Griffin M, Dent R. Effect on
smoking quit rate of telling patients their lung age:
The Step2quit randomised controlled trial. BMJ
2008;336:598–600.

48. Ussher MH, Taylor A, Faulkner G. Exercise interventions
for smoking cessation. Cochrane Database Syst Rev
2014;8:CD002295.

49. Klinsophon T, Thaveeratitham P, Sitthipornvorakul E,
Janwantanakul P. Effect of exercise type on smoking
cessation: A meta-analysis of randomized controlled
trials. BMC Res Notes 2017;10:442.

50. Dijkstra A, Zuidema R, Vos D, van Kalken M. The
effectiveness of the Allen Carr smoking cessation training
in companies tested in a quasi-experimental design.
BMC Public Health 2014;14:952.

51. Keogan S, Li S, Clancy L. Allen Carr’s Easyway to
Stop Smoking: A randomised clinical trial. Tob Control
2018;0ct 25 [Epub ahead of print].

52. Sood A, Ebbert JO, Prasad K, Croghan IT, Bauer B,
Schroeder DR. A randomized clinical trial of St. John’s
wort for smoking cessation. J Altern Complement Med
2010;16:761–67.

53. Hughes JR, Stead LF, Hartmann-Boyce J, Cahill K,
Lancaster T. Antidepressants for smoking cessation.
Cochrane Database Syst Rev 2014;1:CD000031.

54. Barnes J, Dong CY, McRobbie H, Walker N, Mehta
M, Stead LF. Hypnotherapy for smoking cessation.
Cochrane Database Syst Rev 2010;10:CD001008.

55. White AR, Rampes H, Liu JP, Stead LF, Campbell J.
Acupuncture and related interventions for smoking
cessation. Cochrane Database Syst Rev 2014;1:CD000009.

56. David SP, Chu IM, Lancaster T, Stead LF, Evins AE,
Prochaska JJ. Systematic review and meta-analysis of
opioid antagonists for smoking cessation. BMJ Open
2014;4:e004393.

57. David SP, Lancaster T, Stead LF, Evins AE, Prochaska
JJ. Opioid antagonists for smoking cessation. Cochrane
Database Syst Rev 2013;6:CD003086.

58. Rees R, Seyfoddin A. The effectiveness of naltrexone
combined with current smoking cessation medication
to attenuate post smoking cessation weight gain:
A literature review. J Pharm Policy Pract 2017;10:20.

Disclaimer

The information set out in this publication is current at the date of first publication and is intended for use as a guide of a general nature only and 
may or may not be relevant to particular patients or circumstances. Nor is this publication exhaustive of the subject matter. It is no substitute for 
individual inquiry. Compliance with any recommendations does not guarantee discharge of the duty of care owed to patients. The RACGP and its 
employees and agents have no liability (including for negligence) to any users of the information contained in this publication. 

© The Royal Australian College of General Practitioners 2019

This resource is provided under licence by the RACGP. Full terms are available at www.racgp.org.au/usage/licence 

We acknowledge the Traditional Custodians of the lands and seas on which we work and live, and pay our respects to Elders, past, present and future.

20422




