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ABSTRACT

Background and Aims Advice from a general practitioner (GP) can encourage smokers to quit. This study aimed to es-
timate the prevalence and correlates of receipt of GP advice on smoking, what type of advice and support was offered and
characteristics and quitting activity associated with different types of advice. Design/setting Data were collected be-
tween 2016 and 2019 in a series of monthly cross-sectional surveys of representative samples of the adult population
in England. Participants A total of 11588 past-year smokers. Measurements Participants reported whether they
had received advice or offer of support for smoking cessation from their GP in the last year. Socio-demographic and behav-
ioural characteristics and past-year quit attempts and cessation were also recorded. Findings One in two [47.2%, 95%
confidence interval (CI) = 46.1–48.3%] past-year smokers who reported visiting their GP in the last year recalled receiving
advice on smoking, and one in three (30.1%, 95% CI = 29.1–31.1%) reported being offered cessation support. The most
common form of support offered was stop smoking services (16.5%, 95% CI = 15.7–17.3%) followed by prescription med-
ication (8.1%, 95% CI = 7.5–8.7%); 3.7% (95% CI = 3.3–4.1%) reported having been recommended to use e-cigarettes.
Smokers who were older, non-white, more addicted, and smoked five or more cigarettes/day had consistently higher odds
of receiving advice or support. There were some differences by region, housing tenure, presence of children in the home
and high-risk drinking in the types of advice/support received. There were no significant differences by sex, occupational
social grade, disability, type of cigarettes smoked, or survey year. Advice with any offer of support was associated with
higher odds of attempting to quit than advice alone [adjusted odds ratio (ORadj) = 1.52, 95% CI = 1.30–1.76]. Advice
alone was associated with higher odds of quit attempts than no advice in smokers with higher (ORadj = 1.34, 95%
CI = 1.10–1.64) but not lower occupational social grade (ORadj = 0.90, 95% CI = 0.75–1.08). Conclusions In England,
a minority of smokers receive support from their GP to stop smoking. Those who do are more likely to be older, non-white
and more addicted to cigarettes. Advice plus offer of support appears to be associated with increased odds of making a quit
attempt, while advice without offer of support appears only to be associated with increased odds of making a quit attempt
in higher occupational social grade smokers.
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INTRODUCTION

Tobacco smoking remains one of the leading causes of
disease and premature death world-wide [1]. In England,
substantial progress has been made in reducing smoking
prevalence over recent decades, but one in seven adults
continue to smoke [2]. Brief advice from a general prac-
titioner (GP) can encourage smokers to quit [3,4], but
such advice is not routinely given to all patients [5].
Understanding the extent to which patients are

receiving it, what type of advice (and support) is being
offered and how far provision of advice (including the
type of advice) differs according to patient characteris-
tics, and the possible implications this has for quitting
activity is important for the development of effective
guidelines and training for health professionals who
interact with smokers in primary care.

According to clinical guidelines, GPs in England should
assess all patients for smoking annually and advise and
encourage every smoking patient to stop smoking [6,7].
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This approach supports the emphasis on prevention in the
NHS Long Term Plan [8], which includes increasing the
support available to help people to manage and improve
their ownhealth andwellbeing, and ensuring the availabil-
ity of suitable behavioural interventions for all patients.

Evidence from randomized controlled trials suggests
that brief advice on smoking in primary care increases
rates of smoking cessation relative to minimal or no inter-
vention [4,9,10]. The type of advice provided appears to
be important. A meta-analysis of brief opportunistic
smoking cessation interventions found that while
providing advice to quit on medical grounds increased
the rate of quit attempts, offering assistance (either in the
form of behavioural or pharmacological support) was
significantly more effective in encouraging smokers to
attempt to quit [3]. Traditionally, health professionals could
offer smokers two effective categories of cessation support:
prescription medication (e.g. varenicline) and referral to
the stop smoking services, which can provide a combina-
tion of behavioural support and prescription medication.
Since the National Health Service gave up control of stop
smoking services in 2013 budget cuts have seen stop
smoking services decommissioned, with only 56% of local
authorities now able to offer a universal specialist service
in England [11]. In the last decade, the rapid rise in popu-
larity of e-cigarettes has led many smokers to seek advice
on these devices from a health professional [12,13]. A
growing body of research demonstrates the effectiveness
of e-cigarettes as an aid to cessation [14–16]. In a recent
trial conducted in UK stop smoking services, 1-year absti-
nence rates were almost twice as high among smokers ran-
domized to use an e-cigarette than those randomized to use
nicotine replacement therapy (18.0 versus 9.9%) [15].
Real-world evidence shows success rates among smokers
who attempt to quit using an e-cigarette are comparable
to the most effective licensed medication (varenicline)
and higher than those associated with other commonly
used cessation aids (e.g. NRT bought over-the-counter)
[14]. However, whether health professionals should be
recommending e-cigarettes to smokers remains an issue
of some debate in the medical community [17,18], with
clinicians unaware or unconvinced by the evidence on
efficacy and concerned by possible long-term health effects
[19,20]. Several organizations in the United Kingdom,
including Public Health England, the Royal College of
Physicians and the Royal College of General Practitioners,
now recommend that clinicians give advice on
e-cigarettes as one option to help their patients quit
smoking [20]. International surveys conducted between
2013 and 2016 have indicated that discussions between
smokers and health professionals about nicotine vaping
products are infrequent among countries with different
regulatory environments (England, Canada, United
States, Australia) and only a low percentage of health

professionals recommend vaping products [12,21,22].
The extent to which smokers are receiving advice on
e-cigarettes in primary care has not been investigated in a
representative sample in England.

Despite the strong evidence base on the effectiveness of
brief advice on smoking and the requirement for health
professionals to encourage healthy behaviour change, not
all smoking patients receive brief opportunistic advice
in primary care [23]. The majority of primary care
physicians acknowledge that providing cessation advice
to smoking patients is part of their job, but they are
often unenthusiastic about the task [24–26]. Commonly
cited barriers to delivering brief advice on smoking
include a lack of time and concern about alienating their
patients [27, 28]. Health professionals generally believe
that advice to quit is most effective and least irritating if
given when a patient presents with a smoking-related
illness [27,29]. As an example of inconsistent provision of
advice, a population-representative survey of adults in
England conducted between 2014 and 2016 found that
just under half (48.3%) of smokers who had visited their
GP in the last year recalled receiving advice on smoking
[23]. Moreover, the odds of receiving advice differed
substantially according to various socio-demographic and
behavioural characteristics, with smokers more likely to
report receiving advice being older, from the North of
England, classified as risky drinkers, more motivated to
quit, disabled and from lower occupational social grades
[23]. However, the type of advice was not examined, so
whether and to what extent those who received advice
were offered support as opposed to simple advice to stop
smoking, and how this varied according to smokers’ char-
acteristics, is not known.

Identifying characteristics of smokers who are less likely
to receive an offer of support is important in drawing
health professionals’ attention to any biases (conscious or
unconscious) that may influence their decisions on
whether to provide advice—and if so, what form that
advice takes. In particular, if disadvantaged groups, who
tend to be more likely to smoke [2], are less likely to receive
effective types of advice and support, redressing this
balance is a critical step towards tackling inequalities in
health. Establishing whether socio-economic position
affects the likelihood that they try to quit in response to
advice or an offer of support could help health professionals
to tailor the advice they give to the type most likely to
encourage smokers to make a quit attempt.

The present study aimed to address the following
research questions:
1. What proportion of smokers report receiving any GP

advice on smoking in the last 12 months, and what
type of advice/support is received most often?

2. Towhat extent has the proportion of smokers reporting
receiving any GP advice on smoking changed between
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2016 and 2019, and how has this differed by type of
advice/support?

3. To what extent is the receipt of GP advice on smoking
associated with smokers’ socio-demographic and
behavioural characteristics (sex, age, ethnicity, occupa-
tional social grade, housing tenure, disability, number
of children in the household, level of cigarette addiction,
daily cigarette consumption, use of roll-your-own
tobacco and level of alcohol consumption)?

4. Towhat extent is having received GPadvice on smoking
associated with quit attempts and cessation, after
adjustment for socio-demographic and behavioural
characteristics?

5. Do anyassociations between different types of GPadvice
on smoking and quit attempts or cessation differ
according to smokers’ occupational social grade?

METHOD

Design and population

Data were drawn from the ongoing Smoking Toolkit Study
(STS), a monthly cross-sectional survey of representative
samples of adults (aged ≥ 16 years) in England designed
to provide insights into population-wide influences on
smoking [30]. The study uses a form of random location
sampling to select a new sample of approximately 1700
adults aged ≥ 16 years each month. The survey typically
covers 200–300 census output areas each wave,
which are sampled at random (after stratification by
geodemographic analysis of the population) from more
than 170000 adults. Interviewers travel to the selected
areas and perform computer-assisted interviews with one
participant aged more than 16 years per household until
quotas based upon factors influencing the probability of
being at home (working status, age and gender) are
fulfilled. Random location sampling is considered superior
to conventional quota sampling because the choice of
properties approached is reduced by the random allocation
of small output areas. However, interviewers can still
choose which houses within these areas are most likely
to fulfil their quotas, rather than being sent to specific
households in advance. Response rates are therefore not
appropriate to record, unlike random probability sampling,
where interviewers have no choice as to the properties
sampled and so response at each address can be recorded.
Comparisons suggest that STS estimates for consumption
and national sales are closely aligned [31], and national
survey data and recorded sales indicate that other key
STS variables such as socio-demographics and smoking
prevalence are nationally representative [30,31].

For the present study, we used aggregated data from
respondents to the survey in the period from September
2016 (the first wave to ask smokers who had visited their
GP about receipt of advice on e-cigarettes) to October

2019 (the most recent wave of data available at the time
of analysis).

We used data from respondents who reported smoking
daily or occasionally in the last 12 months (‘past-year
smokers’) and, for the majority of analyses, having visited
their GP practice in the last 12 months.

Ethics approval and consent to participate

Ethical approval for the STS was granted originally by the
UCL Ethics Committee (ID 0498/001). The data are not
collected by UCL and are anonymized when received by
UCL.

MEASURES

Smoking status

All participants were asked: ‘Which of the following best
applies to you? (1) I smoke cigarettes (including hand-
rolled) every day; (2) I smoke cigarettes (including hand-
rolled), but not every day; (3) I do not smoke cigarettes at
all, but I do smoke tobacco of some kind (e.g. pipe, cigar
or shisha); (4) I have stopped smoking completely in the
last year; (5) I stopped smoking completely more than a
year ago; (6) I have never been a smoker (i.e. smoked for
a year or more).’ Those who reported smoking in the last
year (responses 1–4) were considered past-year smokers.

Receipt of GP advice on smoking

Past-year smokers were asked: ‘Has your GP spoken to you
about smoking in the past year (i.e. last 12 months)? (1)
Yes, he/she suggested that I go to a specialist stop smoking
adviser or group; (2) yes, he/she suggested that I see a
nurse in the practice; (3) yes, he/she offered me a prescrip-
tion for Champix, Zyban, a nicotine patch, nicotine gum or
another nicotine product; (4) yes, he/she suggested that I
use an e-cigarette; (5) yes, he/she advised me to stop but
did not offer anything; (6) yes, he/she asked me about my
smoking but did not advise me to stop smoking; (7) no, I
have seenmy GP in the last year but he/she has not spoken
to me about smoking; (8) no, I have not seen my GP in the
last year.’ Those who responded ‘yes’ were able to select
multiple responses between 1 and 6 to indicate all types
of advice they received. Those who responded ‘no’ were
able to select only one response option (7 or 8).

For analysis, receipt of advice was coded 1 for those
who selected response options 1–5 and 0 for those who
selected response options 6 or 7. Receipt of offer of support
was coded 1 for those who selected response options 1–4
and 0 for those who selected response options 5–7. Receipt
of specific types of advice or offer of support (e.g. suggested
e-cigarette, offered prescription medication, suggested stop
smoking services) were coded 1 for those who selected that
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form of advice and 0 for those who selected all other
response options between 5 and 7. Those who responded
that they had not seen their GP in the last year (response
8) were excluded from the majority of analyses (see
Statistical analysis section for details).

Socio-demographic characteristics

Socio-demographic variables included sex, age, ethnicity,
occupational social grade, region, housing tenure,
disability and the presence of children in the household.
Age was categorized as 16–24, 25–34, 35–44, 45–54,
55–64 and ≥ 65 years. Ethnicity was categorized as white
versus non-white. Occupational social grade was
categorized as ABC1 (which includes managerial,
professional and intermediate occupations) versus C2DE
(which includes small employers and own-account
workers, lower supervisory and technical occupations
and semi-routine and routine occupations, never workers
and long-term unemployed). This measure of social grade
is a valid index of socio-economic position that is widely
used in research in UK populations. It has been identified
as particularly relevant in the context of tobacco use and
quitting [32] and other addictive behaviours [33]. These
occupational social grades are frequently amalgamated
into two groupings; ABC1 and C2DE. Here, researchers fre-
quently interpret ABC1 to represent people from more and
C2DE less advantaged social grades. Housing tenure was
categorized as home owner (home owned outright or on
a mortgage) versus other (home rented privately, rented
from council or housing association or other). We included
housing tenure in addition to occupational social grade
because it has been identified as a particularly strong
predictor of smoking status and health inequalities
[34,35]. Region was categorized as northern, central and
southern England according to Government Office Region.
Disability status was identified from the question: ‘Do you
consider yourself to have a disability within the meaning
of the Disability Discrimination Act 1995 (yes/no)?’. The
number of children in the household was self-reported
and dichotomized to 0 versus ≥ 1.

Behavioural characteristics

Behavioural characteristics included level of cigarette
addiction, daily cigarette consumption, use of roll-your-
own tobacco and (because it is strongly associated with
smoking) level of alcohol consumption.

Level of cigarette addiction was assessed by
self-reported ratings of the strength of urges to smoke over
the last 24 hours [not at all (coded 0), slight (1), moderate
(2), strong (3), very strong (4), extremely strong (5)]. This
item was also coded 0 for smokers who responded ‘not at
all’ to the (separate) question: ‘Howmuch of the time have

you spent with the urge to smoke?’ [36]. This measure has
been validated and performs at least as well as the
Fagerström Test of Cigarette Dependence and the
Heaviness of Smoking Index in predicting quitting activity
[37], while not being subject to bias due to
population-level changes in cigarette consumption during
the study time-period [31].

Participants were asked to report the number of ciga-
rettes they smoked on an average day (currently for
current smokers or when they were smoking for recent
ex-smokers) and how many were roll-your-own. We
categorized participants into light smokers (smoking on
average fewer than five cigarettes per day) and moderate-
to-heavy smokers (five of more cigarettes per day). Use of
roll-your-own tobacco was analyzed as predominant use
(≥ 50% of total cigarette consumption; a definition used
by other studies examining roll-your-own cigarette usage
[38,39]).

Alcohol consumption was assessed with the Alcohol
Use Disorders Identification Test (AUDIT). High-risk
drinking was defined as a score of 8 or higher [40].

Quit attempts

Quit attempts made by past-year smokers was assessed
with the question: ‘How many serious attempts to stop
smoking have you made in the last 12 months? By serious
attempt I mean you decided that you would try to make
sure you never smoked again. Please include any attempt
that you are currently making, and please include any
successful attempt within the last 12 months.’ Those
who reported at least one quit attempt were coded 1 and
those who reported no quit attempts in the last 12 months
were coded 0. Quit attempts referred to attempts to stop
smoking combustible tobacco and did not include e-
cigarettes.

Cessation

Cessation among past-year smokers was coded 1 for those
who answered: ‘I have stopped smoking completely in the
last year’ in response to the question assessing current
smoking status (response option 4; see full details above
under ‘Smoking status’ subheading) and 0 for those who
answered that they smoke cigarettes or other tobacco daily
or occasionally (response options 1–3). Cessation referred
to stopping smoking combustible tobacco and did not
include e-cigarettes.

STATISTICAL ANALYSIS

The analysis plan was pre-registered on Open Science
Framework (https://osf.io/9qnj2/). We made two changes
to the analysis following peer review. The first involved
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changing the coding of the GP advice/offer of support
variables to provide a consistent referent category across
analyses of associations with quit attempts and cessation.
Results using our original (yes/no) coding are available
on Open Science Framework for transparency. The second
involved analyzing associations of GP advice and offer of
support with cessation (in addition to quit attempts, as
planned). Analyses were conducted in SPSS version 25
on complete cases. It was not considered appropriate to
allow for design clustering, because there was a low ratio
of clusters to individuals and complete coverage of England.

We used one-way independent t-tests and Pearson’s χ2

tests to test differences in descriptive characteristics
between past-year smokers who did versus did not report
having visited their GP in the last 12 months.

Prevalence estimates

We examined the proportion who reported receiving GP
advice on smoking during the last 12 months among (i)
all past-year smokers and (ii) past-year smokers who
reported having visited their GP in the last 12 months.
We report the prevalence [and 95% confidence interval
(CI)] of receipt of any GP advice, offer of support, each type
of support offered and suggestion to use an e-cigarette,
aggregated across the entire study and by quarter. For
prevalence estimates, data were weighted to match the
English population profile on age, occupational social
grade, region, tenure, ethnicity and working status within
sex. The dimensions are derived monthly from a combina-
tion of the English 2011 census, Office for National
Statistics mid-year estimates and an annual random
probability survey conducted for the National Readership
Survey. The unequal weighting effect was 1.16, indicating
no substantial influence of the sampling weights [41].

Associations of GP advice and offer of support with
socio-demographic and behavioural characteristics

For the group of respondents who indicated having seen
their GP in the last 12 months, we used multivariable
logistic regression (on unweighted data) to examine the
extent to which receipt of GP advice on smoking was
associated with sex, age, ethnicity, occupational social
grade, housing tenure, region, disability, children in the
household, level of cigarette addiction, daily cigarette
consumption, use of roll-your-own tobacco and alcohol
consumption. Survey year was included as a covariate.
There was no substantial multicollinearity.

We constructed five models, with the following
variables as binary (yes/no) outcomes: (i) provided any
advice on smoking, (ii) offered any support with smoking,
(iii) suggested e-cigarettes, (iv) offered prescription medica-
tion and (v) suggested stop smoking services. Results are

presented as adjusted odds ratios (ORs) with 95% CIs. To
adjust for multiple comparisons, we applied a false
discovery rate correction [42] to all P-values using an
online calculator (https://www.sdmproject.com/utilities/?
show=FDR).

Associations of GP advice and offer of support with quit
attempts and cessation

Associations of receipt of GP advice on smoking (overall
and by type of advice) with quit attempts and cessation
were analyzed using multivariable logistic regression (on
unweighted data), adjusting for the above-mentioned
socio-demographic and behavioural characteristics and
survey year. Among past-year smokers who reported
visiting their GP during the last 12 months, we compared
the odds of quit attempts and cessation among those who
received any advice (including offer of support), and specif-
ically those who were advised to quit but were not offered
any support versus those who did not receive any advice
(reference group). Among those who received any advice,
we compared the odds of quit attempts and cessation
among those who received any offer of support and specific
types of support (suggested e-cigarette, offered prescription
medication, suggested stop smoking services, suggested
seeing nurse in the practice) versus those who did not
receive a specific offer of support.

In order to test whether associations with quit attempts
were moderated by social disadvantage, we repeated the
models adding the two-way interactions between receipt
of GP advice/support on smoking and occupational social
grade. Where there was evidence of moderation, we
re-ran the model in stratified analyses to provide more
information as to the nature of the differences between
groups.

We calculated Bayes factors [43,44] to evaluate the
strength of evidence for associations with quit attempts
and cessation in the magnitude observed in a
meta-analysis of brief opportunistic advice on smoking
[3]. The alternative hypothesis was represented by a
half-normal distribution and the expected effect size set to
OR= 1.69. Bayes factors ≥ 3 can be interpreted as evidence
for the alternative hypothesis (and against the null), ≤ 1/3
as evidence for the null hypothesis and values between 1/3
and 3 suggest that the data are insensitive to distinguish
the alternative hypothesis from the null [43,45].

RESULTS

Sample characteristics

A total of 65123 adults aged ≥ 16 years responded to
the Smoking Toolkit Survey between September 2016
and October 2019, 11588 (17.8%, 95% CI = 17.5–
18.1%) of whom were past-year smokers. Sample
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characteristics are summarized in Supporting information,
Table S1. The majority of past-year smokers (n = 7430;
64.1%, 95% CI = 63.2–65.0%) reported having visited
their GP in the last 12 months. Rates of reporting visiting
their GP in the last 12 months were significantly higher
among smokers who were female, older, from more disad-
vantaged occupational social grades (C2DE), living in the
North of England and disabled (Supporting information,
Table S1). They were also higher among moderate/heavy
smokers and those who reported stronger urges to smoke,
indicating a higher level of cigarette addiction among
GP-visiting smokers (Supporting information, Table S1).

Prevalence of receipt of GP advice and support on smoking

Figure 1 shows the weighted prevalence of receipt of GP
advice and support on smoking aggregated across the
entire study period. Of past-year smokers who reported
having visited their GP in the last 12 months, 47.2%
[95%CI 46.1-48.3%] (29.5% [28.7-30.3%] of all
past-year smokers in England) reported receiving any
advice on smoking and 30.1% [29.1-31.1%] (18.5%
[18.1-19.5%] of all past-year smokers in England) reported
being offered cessation support. The most common form of
support offered was stop smoking services (16.5% [15.7-
17.3%]), followed by prescription medication (8.1% [7.5-
8.7%]) and consultation with a nurse in the practice
(7.6% [7.0-8.2%]). Just 3.7% [3.3-4.1%] reported having
been recommended to use an e-cigarette; 43.6% [42.5-
44.7%] of those who had visited their GP reported not
having spoken about smoking at all and a further 9.0%
[8.4-9.6%] said they had been asked about smoking but re-
ceived no advice to stop. Examination of data aggregated
by quarter (Fig. 2) indicated little change in receipt of
different types of advice during the study period (this was

confirmed in the multivariable logistic regression models
which showed no significant association between receipt
of GP advice or offer of support and survey year; Table 1).
All prevalence estimates (overall and by quarter) are avail-
able in tabular form in Supporting information, Table S2.

Associations of GP advice and support with
socio-demographic and behavioural characteristics

Table 1 summarizes multivariable associations between
socio-demographic and behavioural characteristics and
receipt of GP advice or support on smoking.

There were no significant sex differences in receipt of
advice or support. The odds of receiving any advice, any
offer of support and, specifically, offer of prescription
medication or suggestion to use stop smoking services were
significantly higher among older compared with younger
smokers (with the highest odds in those aged 55–64 years)
and lower among white compared with non-white
smokers. The odds of advice to use an e-cigarette, however,
did not differ significantly by age or ethnicity. Receipt of
advice or support did not differ significantly by
occupational social grade, but the odds of being offered
any advice were significantly lower among home-owners
than smokers in other housing tenures. There were some
regional differences in receipt of advice or support, with
significantly higher odds of being recommended an
e-cigarette in central versus northern England and higher
odds of being offered any support, and stop smoking
services specifically, in the South compared with the North.
Disability was not significantly associated with receipt of
advice or support, but smokers who had children in the
home had significantly higher odds of being offered any
support and, specifically, stop smoking services.

FIGURE 1 Prevalence of receipt of general practitioner (GP) advice and support on smoking by past-year smokers in England (2016–19).
CI = confidence interval; SSS = stop smoking services

6 Sarah E. Jackson et al.

© 2020 The Authors. Addiction published by John Wiley & Sons Ltd on behalf of Society for the Study of Addiction Addiction



Smokers who reported stronger urges to smoke and
moderate/heavy cigarette consumption (five or more
cigarettes per day) had significantly higher odds of
receiving any advice, any offer of support, offer of prescrip-
tion medication and suggestion to use stop smoking
services than those with weaker urges or who smoked less
heavily, although odds of receiving advice on e-cigarettes
did not differ significantly. The type of cigarettes smoked
was not significantly associated with receipt of advice or
support. High-risk drinkers had significantly lower odds of
being offered any support, although specific types of
support analyzed did not differ significantly by alcohol
consumption. There were no significant differences by
survey year.

Associations of GP advice and support with quit attempts
and cessation

A third (34.3%) of past-year smokers who reported visiting
their GP in the last 12 months reported having made at
least one serious quit attempt in the past year. Table 2 sum-
marizes associations between receipt of different forms of
GP advice or support on smoking and past-year quit
attempts. Overall, the data provided strong evidence that
smokers who were offered any advice or offer of support
were significantly more likely to report a quit attempt than
those who were not. Examination of specific response
options indicated that offer of support was important: those
whowere offered prescriptionmedication or recommended
stop smoking services, consultation with a nurse in the
practice or e-cigarettes were significantly more likely to
report having made an attempt to quit smoking than those
who were not. Associations with suggesting e-cigarettes
and offering prescription medication did not differ
significantly by occupational social grade (Supporting

information, Table S3). However, associations between
offer of any support, suggesting stop smoking services
and suggesting seeing a practice nurse and quit attempts
were moderated by occupational social grade (Supporting
information, Table S3). The data provided moderate
evidence that smokers from social grades ABC1 (the more
advantaged socio-economic groups) had significantly
higher odds of making a quit attempt if they were advised
to stop even in the absence of offer of support, but
there was strong evidence that advice to stop without
an offer of support was not associated higher odds of
making a quit attempt among smokers who were more
disadvantaged (Table 2).

One in 20 (5.4%) past-year smokers who reported
visiting heir GP in the last 12 months reported having quit
smoking completely during the last year and were
abstinent at the time of the survey. Table 3 summarizes
associations between receipt of different forms of GP advice
or support on smoking and cessation. Because of the low
cessation prevalence, the data were largely insensitive to
detect significant differences by type of advice/support
offered. Overall, only the offer of prescription medication
was significantly associated with increased odds of
cessation. However, there was evidence of moderation of
associations with offer of any support, suggesting e-
cigarettes, offering prescription medication and seeing a
practice nurse by occupational social grade (Supporting
information, Table S4), with these associated with
increased odds of smoking cessation only in more disad-
vantaged smokers (social grades C2DE) (Table 3). Similar
to the results on quit attempts, the data could not rule
out a positive association between advice to stop without
an offer of support and cessation among more advantaged
smokers (ABC1), but provided strong evidence that advice
to stop without an offer of support was not associated with

FIGURE 2 Quarterly prevalence of receipt of general practitioner (GP) advice and support on smoking. CI = confidence interval; SSS = stop
smoking services. *Includes suggestions that the patient use an e-cigarette, go to a specialist stop smoking adviser or group or see a nurse in the prac-
tice; offer of prescription medication; or advice to stop smoking without offer of support. **Includes suggestions that the patient use an e-cigarette, go
to a specialist stop smoking adviser or group or see a nurse in the practice; or offer of prescription medication
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higher odds of cessation among disadvantaged smokers
(Table 3).

DISCUSSION

In this large, representative survey of smokers in England,
one in two past-year smokers who reported having visited
their GP in the last 12 months recalled receiving any
advice on smoking and one in three reported being offered
cessation support. One in six smokers reported being
offered support from stop smoking services, one in 12
was offered prescriptionmedication and one in 27 smokers
recalled advice to use an e-cigarette. Smokers who were
older, non-white, more addicted and who smoked five or
more cigarettes per day had consistently higher odds of
reporting receiving advice or offer of support. There were
some differences by region, housing tenure, presence of
children in the home and high-risk drinking in the types
of advice/support received. There were no significant
differences by sex, occupational social grade, disability, type
of cigarettes smoked or survey year. Advice with any offer
of support was associated with higher odds of reporting
an attempt to quit independently of socio-economic
position, relative to advice alone. Advice alone was
associated with higher odds of quit attempts in smokers

from higher but not lower occupational social grades,
relative to no advice. Advice with offer of support was
associated with higher odds of cessation in smokers from
lower but not higher occupational social grades, relative
to advice alone. Advice alone was not associated with
higher odds of cessation in smokers from lower occupa-
tional social grades, relative to no advice, but data were
inconclusive for higher social grade smokers.

The prevalence of recall of receipt of advice on smoking
by smokers in England who visited their GP, at just under
50% between 2016 and 2019, is consistent with medical
records and patient surveys between 2000 and 2009
[46,47] and data collected as part of the Smoking Toolkit
Study between 2014 and 2016 [5,23]. The relatively lower
rate of offer of support (~30%) suggests that even GPs who
offer advice on smoking may be missing an opportunity to
boost quitting rates, given evidence that offering cessation
support is significantly more effective than advice alone in
encouraging smokers to make a quit attempt [3] (a finding
supported by the present results). Analysis of the type of
support offered provided interesting insights: most
common were stop smoking services and prescription
medication, both of which have been demonstrated to be
effective in helping smokers to quit [48–50]. However, in
line with previous research [12,21,22], very few GPs

TABLE 2 Associations between receipt of GP advice or support on smoking and quit attempts.

ORadj
a 95% CI P BF Interpretation of BF

Visited GP in last 12 months
No advice 1 (ref.) – – – –

Any advicea 1.95 1.75–2.17 < 0.001 > 100 Extremely strong evidence for H1
Advice to stop with no offer of support 1.08 0.95–1.24 0.239 0.44 Data are insensitive
Social grade ABC1 1.34 1.10–1.64 0.004 3.73 Moderate evidence for H1
Social grade C2DE 0.90 0.75–1.08 0.267 0.06 Strong evidence for H0
Received any advice
No offer of support 1 (ref.) – – – –

Offered any supportb 1.52 1.30–1.76 < 0.001 > 100 Extremely strong evidence for H1
Social grade ABC1 1.21 0.96–1.53 0.110 1.02 Data are insensitive
Social grade C2DE 1.81 1.48–2.21 < 0.001 48.25 Very strong evidence for H1
Suggested e-cigarette 1.80 1.35–2.41 < 0.001 5.88 Moderate evidence for H1
Offered prescription medication 2.52 2.04–3.12 < 0.001 62.77 Very strong evidence for H1
Suggested SSS 1.39 1.17–1.66 < 0.001 9.94 Moderate evidence for H1
Social grade ABC1 1.08 0.82–1.42 0.574 0.43 Data are insensitive
Social grade C2DE 1.68 1.33–2.13 < 0.001 13.52 Strong evidence for H1
Suggested see a nurse in the practice 1.44 1.16–1.80 0.001 5.82 Moderate evidence for H1
Social grade ABC1 1.07 0.76–1.51 0.708 0.46 Data are insensitive
Social grade C2DE 1.88 1.40–2.53 < 0.001 5.73 Moderate evidence for H1

Analyses were conducted on past-year smokers who reported having visited their general practitioner (GP) in the last 12months and who had complete data
on all covariates. Each form of advice or support wasmodelled separately. Statistically significant (P< 0.05) associations are shown in bold type. Occupational
social grades ABC1 represent more advantaged groups; C2DE more disadvantaged groups. BF = Bayes factor; CI = confidence interval; H0 = null hypothesis
(i.e. advice/support not associated with increased odds of quit attempt); H1 = experimental hypothesis (i.e. advice/support associated with increased odds of
quit attempt); OR = odds ratio; SSS = stop smoking services.

a
Includes suggestions that the patient use an e-cigarette, go to a specialist stop smoking adviser or

group or see a nurse in the practice; offer of prescription medication; or advice to stop smoking without offer of support.
b
Includes suggestions that the patient

use an e-cigarette, go to a specialist stop smoking adviser or group or see a nurse in the practice; or offer of prescription medication.
c
Adjusted for sex, age,

ethnicity, occupational social grade, region, housing tenure, disability, children in the household, level of cigarette addiction, daily cigarette consumption,
use of roll-your-own tobacco, alcohol consumption and survey year.
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appeared to have recommended the use of e-cigarettes
despite these being the most popular quitting aid used
by smokers in England [51] and growing evidence of their
effectiveness [14–16] and cost-effectiveness [52]. A recent
survey of UK GPs and practice nurses indicated that many
are reluctant to recommend e-cigarettes to their patients
because they lack knowledge on the products, and are
concerned about their long-term safety [20]. However,
e-cigarettes are frequently raised in conversations with
patients who smoke, and the majority of clinicians said
they would like more training on e-cigarettes [20].

The low prevalence of receipt of advice with an offer of
support did not change during the study period, suggesting
no recent progress in persuading more GPs to offer
assistance. During this period, there have been sustained
real cuts to health-care and public health, including
spending on tobacco control [11]. Despite efforts by
medical and public health organizations for GPs to provide
advice on e-cigarettes, there was a consistently low
prevalence of e-cigarettes being suggested throughout the
study period. In 2016, a landmark report by the Royal
College of Physicians recommended that: ‘in the interests
of public health it is important to promote the use of e-
cigarettes, NRT and other non-tobacco nicotine products

as widely as possible as a substitute for smoking in
the UK’ [53]. In 2017, the Royal College of General
Practitioners issued a position statement on e-cigarettes
which made several recommendations on advice
primary-care clinicians should offer to smokers, including
that they should: (i) advise smokers that behavioural
support and prescription medication from local stop
smoking services is the most effective quit method; (ii)
provide referral to stop smoking services where these
services exist, and the patient wishes to access this support;
and (iii) use their clinical judgement on an individual
patient basis and consider promoting e-cigarette use as a
means to stopping smoking combustible tobacco [54].

Smokers who were more addicted were more likely to
receive advice or an offer of support. It is possible that this
was because their smoking status was observable to their
GP; for example, because they had a documented
smoking-related disease. Also, smokers who are more
addicted are often more likely to seek support with
quitting, and this enthusiasm may have been detected by
GPs [55–57].

In contrast with previous studies that have docu-
mented differences in recall of GP advice on smoking
among smokers by occupational social grade and

TABLE 3 Associations between receipt of GP advice or support on smoking and cessation.

ORadj
a 95% CI P BF Interpretation of BF

Visited GP in last 12 months
No advice 1 (ref.) – – – –

Any advicea 1.10 0.87–1.37 0.432 0.49 Data are insensitive
Advice to stop with no offer of support 1.00 0.74–1.34 0.861 0.27 Moderate evidence for H0
Social grade ABC1 1.39 0.95–2.05 0.092 1.37 Data are insensitive
Social grade C2DE 0.67 0.41–1.07 0.095 0.09 Strong evidence for H0
Received any advice
No offer of support 1 (ref.) – – – –

Offered any supportb 1.05 0.75–1.48 0.775 0.42 Data are insensitive
Social grade ABC1 0.71 0.45–1.14 0.158 0.12 Moderate evidence for H0
Social grade C2DE 1.74 1.02–2.98 0.043 1.49 Data are insensitive
Suggested e-cigarette 0.79 0.39–1.63 0.526 0.33 Data are insensitive
Social grade ABC1 0.22 0.06–0.84 0.026 0.04 Strong evidence for H0
Social grade C2DE 2.34 0.90–6.07 0.080 1.13 Data are insensitive
Offered prescription medication 1.73 1.13–2.66 0.012 1.97 Data are insensitive
Social grade ABC1 1.06 0.56–2.06 0.842 0.65 Data are insensitive
Social grade C2DE 2.80 1.51–5.20 0.001 1.41 Data are insensitive
Suggested SSS 0.88 0.59–1.33 0.555 0.22 Moderate evidence for H0
Suggested see a nurse in the practice 1.01 0.61–1.69 0.964 0.48 Data are insensitive
Social grade ABC1 0.53 0.24–1.18 0.120 0.12 Moderate evidence for H0
Social grade C2DE 2.11 1.00–4.46 0.051 1.26 Data are insensitive

Analyses were conducted on past-year smokers who reported having visited their general practitioner (GP) in the last 12months and who had complete data
on all covariates. Each form of advice or support wasmodelled separately. Statistically significant (P< 0.05) associations are shown in bold type. Occupational
social grades ABC1 representmore advantaged groups; C2DEmore disadvantaged groups. BF = Bayes factor; CI = confidence interval; H0 = null hypothesis (i.
e. advice/support not associated with increased odds of quit attempt); H1= experimental hypothesis (i.e. advice/support associated with increased odds of quit
attempt); OR = odds ratio; SSS = stop smoking services.

a
Includes suggestions that the patient use an e-cigarette, go to a specialist stop smoking adviser or

group or see a nurse in the practice; offer of prescription medication; or advice to stop smoking without offer of support.
b
Includes suggestions that the patient

use an e-cigarette, go to a specialist stop smoking adviser or group or see a nurse in the practice; or offer of prescription medication.
c
Adjusted for sex, age,

ethnicity, occupational social grade, region, housing tenure, disability, children in the household, level of cigarette addiction, daily cigarette consumption,
use of roll-your-own tobacco, alcohol consumption and survey year.
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education [5,23], we did not observe significant
socio-economic inequalities in recall of advice or offer of
support. There were no significant differences by occupa-
tional social grade, but while offer of support (overall and
by type of support) did not differ by housing tenure,
smokers who did not own their own homes were slightly
more likely to recall receiving advice on smoking. Ensuring
that disadvantaged smokers are offered cessation support is
particularly important, given that they tend to be more
addicted and less likely to be successful in quitting despite
being at least as motivated to do so as more affluent
smokers [58,59]. Our finding that advice to stop smoking
without an offer of support was associated with increased
quitting activity in more advantaged but not less
advantaged smokers emphasizes this disparity and the
need to offer support to disadvantaged smokers.

A key strength of the study is the large, representative
sample. However, there were also limitations. First, the
data relied upon self-reports of receipt of GP advice on
smoking, introducing scope for recall bias that may affect
estimates of prevalence. In addition, if smokers with certain
socio-demographic or behavioural characteristics or those
who did not report a quit attempt were less likely to recall
advice they have received, this may have biased estimates
of associations with these variables. Secondly, data were
only collected on receipt of advice from a GP, so we were
not able to explore advice received from other health
professionals. All health professionals in England are
encouraged to ‘make every contact count’ and use routine
interactions with patients to engage in opportunistic
conversations about improving their health by addressing
risk factors such as smoking [60]. Finally, the
cross-sectional study design limited our ability to establish
a causal relationship between advice on smoking and quit
attempts. Receipt of advice on smoking and quit attempts
were reported retrospectively during the same time-period,
so we were not able to determine which came first: the
advice or the quit attempt. Prevalence estimates may
underestimate the provision of advice or offer of support if
a substantial proportion of participants quit smoking before
visiting their GP in the 12-month recall period. Unsuccess-
ful quit attempts may have led participants to ask their GP
for advice.

CONCLUSIONS

In England, a minority (30%) of smokers who visit their GP
report receiving an offer of support for smoking cessation.
Smokers’ characteristics are related to receiving advice or
offer of support: notably, those most likely to receive advice
or support are older, from ethnic minority groups, smoke
more heavily, without housing tenure and are more
addicted. While provision of simple advice to quit may be
sufficient to motivate more socio-economically advantaged

smokers to make a quit attempt, offering pharmacological
and/or behavioural support appears to be important in
encouraging less advantaged smokers to quit and thus
reducing smoking-related health inequalities.
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