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Abstract
Background: Cigarette smoking cessation has been described as the world’s most important public health intervention. Electronic cigarettes are a relatively
new tool for assisting smoking cessation but there is a lack of data on their e�cacy. This article reports on a pharmacy supported e-cigarette smoking
cessation intervention undertaken in a metropolitan area in the north of England.

Methods: Longitudinal mixed-methods evaluation incorporating analysis of secondary data, interviews with service users, and interviews with service
providers at 3-month and 12-month follow-up, with an additional text message survey of service users at 12-month follow-up. 

Results: The four-week follow-up data suggest that for every twenty people given an e-cigarette, six quit smoking tobacco and three people cut their cigarette
intake by more than �ve cigarettes per day. Long-term follow-up results were positive but only a small number of participants were still engaged with the study
at 12 months. Service users and providers spoke positively about the combination of e-cigarettes and pharmacy support.

Conclusions: E-cigarette distribution combined with pharmacy support appears to be an agreeable and effective intervention for smoking cessation, but
further data are needed on long-term quit rates and health effects.

Background
Internationally, tobacco smoking is responsible for more than eight million deaths per year.1 Around seven million of these deaths are directly due to
individuals smoking, while around one million are due to second-hand smoke.1 In England, around 78,000 people die each year from smoking-related illnesses,
and around 490,000 are admitted to hospital due to smoking.2 Tobacco smoking not only contributes to death and mortality, but is a considerable �nancial
cost to smokers, leading to �nancial di�culties and stress.3 Smoking cessation has been described as potentially the most important public health
intervention globally, if effective.4 It can offer several health and �nancial bene�ts to smokers and their families,3, 5 including the reduction of second-hand
smoke exposure.5 However, despite many smokers reporting a desire to stop smoking,6 successful, long-term cessation is challenging. Barriers include: stress
and smoking as stress management; the social acceptability of smoking especially in low-income and marginalised communities; and a lack of effective
interventions, especially those involving contact with healthcare professionals7. Due in part to such barriers, rates of quitting smoking may be as low as 3%,
and rates of relapse may be as high as 80%.8

There may be a cyclical relationship between smoking and stress, whereby higher levels of stress in smokers becomes a barrier to quitting or a cause of
relapsing, and the expense of smoking cigarettes creates �nancial stress.3 This has been found to be particularly harmful in people from lower-income
backgrounds who have less disposable income and may be at risk of �nancial problems caused by continued spending on cigarettes.9 In the UK, likelihood of
being a smoker tends to correlate with socioeconomic status; around 9.3% of people in managerial and professional occupations were smokers in 2019, while
the proportion in intermediate occupations was 14.1% and in manual and routine occupations the �gure was 23.4%.10 Smokers from disadvantaged areas of
society including lower income groups could bene�t from short-term, individual-level interventions.7, 11

Individual-level interventions to promote smoking cessation include brief interventions, behavioural interventions, nicotine replacement therapy (NRT),
pharmaceutical therapies, and combinations of these such as a behavioural intervention combined with pharmaceutical treatment.4, 12, 13 Brief interventions
take the form of a short conversation between a healthcare practitioner and their patient or client, often lasting only a few seconds or minutes.12 There is
evidence of their effectiveness, albeit at fairly low levels, but this is seen as an e�cient use of time.14 Behavioral interventions typically consist of regular
support meetings with a healthcare professional, and will often be combined with another form of intervention such as NRT. They can be delivered to
individuals or groups over a number of weeks and may involve some form of recognised therapy such as cognitive behavioural therapy.12 Their e�cacy has
been di�cult to assess however, because they are typically delivered alongside other interventions. A recent systematic review found stronger evidence of
e�cacy for brief interventions compared to longer-term behavioural interventions.15 NRT and other pharmaceutical treatments can reduce the urge to smoke
by either delivering nicotine without the use of tobacco (in the case of NRT), by delivering a psychoactive compound which blocks the brain’s nicotine
receptors (Varenicline), or by using an antidepressant to suppress the negative emotions associated with nicotine withdrawal (Bupropion and similar drugs).12

A review of trials showed that Varenicline performs better than placebo and better than Bupropion as an aid to smoking cessation16. These and other methods
of aiding smoking cessation are generally seen as a useful range of tools from which practitioners and public health bodies can choose alongside broader
strategies such as bans on advertising and increased taxes on cigarettes.17 Aside from the tools used to aid smoking cessation, the use of local pharmacies in
smoking cessation efforts has been shown to increase the e�cacy of programmes.18 Pharmacies represent a cost-effective and e�cient system of delivering
evidence-based interventions alongside practitioner advice and support.18

Recently, another tool has emerged as a potentially useful and effective option to aid smoking cessation. Electronic cigarettes (e-cigarettes) are small, hand-
held, battery-operated devices that resemble cigarettes. They work by heating a solution containing nicotine which is then inhaled as an aerosol into the lungs
of the user (known as vaping).19 As well as representing an effective method of nicotine delivery, they may also be bene�cial as an aid to smoking cessation
due to their hand-to-mouth and inhalation actions, and the presence of a visible vapour released upon exhalation, resembling the experience of smoking.4 E-
cigarette users (known as vapers) in the UK have reported enjoying the experience of using their e- cigarettes, and were able to switch easily from conventional
cigarettes, especially due to their effective nicotine delivery and the action of vaping as similar to that of cigarette smoking.20 Studies into the e�cacy of e-
cigarettes as aids to smoking cessation have tended to use observational methods rather than trials, and have tended not to �nd that vaping leads to long-
term cessation.19 Some studies have found that, rather than being useful as an aid to cessation, vapers often switch between conventional cigarettes and e-
cigarettes and adopt e-cigarettes as part of their smoking routine20. However, one recent randomised trial found that e-cigarettes were more effective as an aid
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to smoking cessation than NRT, when each were provided alongside behavioural support.21 E-cigarettes are not without their risks however. As well as
containing nicotine, e-cigarette vapour contains other substances that are known to be harmful upon inhalation, some of which may be carcinogenic.22 There
is some debate around the safety of e-cigarettes and long-term data are still needed,23 but some studies have concluded that the risks associated with vaping
are minimal when compared to the well-known health risks associated with smoking conventional cigarettes, and that e-cigarettes are preferable.24–26 The UK
Royal College of Physicians has endorsed the use of e-cigarettes as an aid to smoking cessation, and Public Health England have reported that e-cigarettes
are around 95% less harmful than conventional cigarettes.23 Others have been more critical however,27 and some public health bodies have been less positive.
For example, the US Preventive Services Task Force has reported that there is not su�cient evidence to recommend e-cigarettes as an aid to smoking
cessation.23

To summarise: E-cigarettes have been shown to be a promising intervention for smoking cessation and are generally viewed as positive in the UK. Healthcare
professional-assisted interventions, especially those conducted via pharmacies, have been shown to increase intervention e�cacy at a relatively low cost.
Smoking cigarettes is harmful to the health and �nances of smokers, their families and the people around them, particularly for lower income groups such as
manual and routine workers. Smokers are often motivated to stop smoking but �nd it di�cult and interventions can increase the chance of successful
quitting.

In 2017, the Greater Manchester Health and Social Care Partnership (GMHSCP)28 published a strategy to reduce adult smoking in the region to 13%, or by
115,000 smokers. As part of that plan, two local authorities in Greater Manchester introduced e-cigarette interventions delivered by pharmacies. In 2018, the
�rst intervention29 recruited 1,022 smokers, 383 (37%) of whom had quit smoking tobacco after four weeks. Among those still smoking tobacco, the average
number of cigarettes smoked per day had dropped from 19.1 to 8.7. People in less deprived areas and working in higher-paid jobs were more likely to have quit
tobacco. The study concluded that such schemes appear to be effective, but more work was needed on targeting smokers from lower income backgrounds,
and interventions needed to be followed up over a longer period. Here we report on the second intervention, which used similar methods to the �rst
programme: a pharmacy-supported smoking cessation intervention using e-cigarettes, which targeted smokers in manual and routine occupations. This study
additionally included a 12 month follow up.

Methods

Intervention
Between January and June 2019, a pharmacy-supported smoking cessation intervention (funded by the local authority) was delivered in a metropolitan
borough in Greater Manchester by six pharmacies. The aim of the project was to offer smoking cessation support and free e-cigarettes to around 800
residents who were routine and manual workers, as well as social housing tenants. The aims of the intervention were to:

Support a sample of routine and manual workers to stop smoking

Explore the effectiveness of e-cigarettes as a smoking cessation aid, together with smoking cessation support delivered by pharmacies

Explore challenges and facilitators to pharmacies in successfully delivering smoking cessation services

Design
The evaluation consisted of a longitudinal mixed-methods evaluation of secondary data collected by the pharmacies, with phase one data collected from zero
to three months, followed by a 12-month follow-up at phase two. The evaluation was designed to:

Determine the extent to which the intervention was successful in terms of achieving smoking abstinence and/or smoking reduction across 12 months

Explore the impact and perceived value of the project on current smokers’ behaviour

Explore the experience of delivering the project from a pharmacy perspective, including facilitators and barriers to encouraging participants to stop
smoking using an e-cigarette

Understand the experience of engaging in the project, including facilitators and barriers to quitting smoking using an e-cigarette

Explore the impact of delivery methods and practices (intervention �delity) across the different pharmacies to understand any impact this may have had
on quit rates

Participants and procedure

Phase 1
Figure 1 shows a �ow chart of participants through both stages of data collection. Service users (n=871) were provided with e-cigarettes, a charger and �uids.
All equipment was provided by pharmacies, who also gave advice on smoking cessation and e-cigarette use. The intervention period was three months, and
routinely collected data were taken from service users at baseline, 2 weeks and 4 weeks (endpoint). Data were collected by pharmacies on service user
demographics (including age, gender, occupation and Index of Multiple Deprivation (IMD), previous use of e-cigarettes, smoking status, carbon monoxide (CO)
readings (to corroborate self-reported smoking status), and data related to e-cigarette �uid provision (e.g. �avour and strengths). After three months, a sample
of service users (n=26) were interviewed by the research team to discuss their participation in the project, especially in terms of the approach, the impact of the
intervention on their smoking behaviour, and any barriers or facilitators to quitting cigarettes. Recruitment to interviews was discontinued when thematic
saturation was reached. Interviews were conducted face-to-face or by telephone. Interviews were also held with one member of staff from �ve out of the six
service providers (n=5), to discuss their experience of delivering the intervention, approaches that were taken to recruitment and delivery, the effectiveness of
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those approaches, their perceived impact on smoking behaviour, and barriers and facilitators to encouraging smokers to quit smoking using an e-cigarette.
One service provider declined to take part in the interviews.

Phase 2
After 12 months, text messages were sent to all service users with a valid phone number on record and who had provided consent to be contacted. A total of
466 text messages were sent; 355 were successfully delivered and 77 service users returned surveys. As shown in �gure 2, service users were asked about
their current use of cigarettes and e-cigarettes, the strength of nicotine used in e-cigarettes, and about any support they were receiving. They were also asked
whether they would consent to an interview. Following this, interviews were conducted with all consenting service users (n=15), where they were asked about
their cigarette and e-cigarette use since the intervention, their experience of the intervention and the support they received from the service providers, and about
any other sources of support post-intervention. Interviews were also held with service providers (n=4), who were asked about their experience of the
intervention, any service users who had kept in touch, perceived barriers and facilitators to quitting or reducing cigarette smoking, and their thoughts on
potential future interventions. Two service providers declined to take part in the interviews.

Analysis
Quantitative data were analysed descriptively. Characteristics of quitters were compared to those who did not quit using chi square tests. Qualitative data were
analysed thematically, using the methods recommended by Braun and Clarke.30

Results

Phase 1 (3-month evaluation): secondary data
As shown in �gure 1, a total of 871 service users were provided with e-cigarettes and advice from one of the pharmacies involved in the intervention. Service
users were invited to present back to the pharmacy after four weeks, and those who did not attend were contacted by SMS (text message). At this stage, 401
service users were unresponsive and lost to phase one follow-up. Of the remaining 470 service users, 184 (21.1% of those originally enrolled) were con�rmed
as having quit smoking tobacco via self-report along with a negative carbon monoxide reading (less than �ve parts per million). A further 83 (9.5%) service
users reported that they had stopped smoking tobacco, but either did not present for a CO test or were CO positive when tested (greater than �ve parts per
million). A total of 203 (23.3%) service users reported that they had not stopped smoking tobacco at this stage.

Table 1 shows a comparison between those who were and were not smoking tobacco at four-week follow-up. Con�rmed and uncon�rmed quitters are grouped
together (quit), and those who were lost to follow-up were assumed to be still smoking tobacco and are grouped together with the self-reported smokers (not
quit). The overall quit rate was 267 (30.7%). There was no signi�cant difference in quit rate based on age or gender. Service users who identi�ed as white
(27.8%) were less likely to have quit than those who identi�ed as non-white or preferred not to state their ethnicity (44.6%). There was signi�cant quit variation
between occupational groups; those in the managerial and professional occupations were most likely to quit (40.0%), while those who were unemployed were
the least likely (20.5%). Similarly, quit rates were the lowest in the most deprived quintile (25%) and highest in the least deprived (40%). However, it should be
noted that, due to the targeting of the intervention in the areas of most need, the absolute numbers of quitters was higher in the most deprived quintile (73
individuals) than in the two most a�uent quintiles (24 individuals). Finally, there was also a signi�cant effect of baseline smoking category, where the lightest
smokers were most likely to quit (37%) and the heaviest smokers least likely (26%).
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Table 1
Comparison of baseline characteristics of those who quit tobacco at four-week follow-up with

those still using tobacco (or lost to follow-up*) at four-week follow-up (phase 1)

  Quit N (%) Not quit N (%) Total Chi df P

Gender            

Female 140 (28.6) 349 (71.4) 489 0.70 1 0.402

Male 116 (31.3) 255 (68.7) 371      

Age group            

18-24 17 (21.3) 63 (78.8) 80 4.76 5 0.446

25-34 51 (27.3) 136 (72.7) 187      

35-44 47 (31.5) 102 (68.5) 149      

45-54 70 (32.9) 143 (67.1) 213      

55-64 49 (30.1) 114 (69.9) 163      

65+ 22 (32.4) 46 (67.6) 68      

Ethnicity            

White 211 (27.8) 548 (72.2) 759 12.0 1 0.001

Non-white/prefer not to say 45 (44.6) 56 (55.4) 101      

Occupational status            

1 Unemployed 54 (20.5) 210 (79.5) 264 21.6 6 0.001

2 Home Carer 12 (24.5) 37 (75.5) 49      

3 Managerial and Professional 40 (40.0) 60 (60.0) 100      

4 Intermediate 34 (37.4) 57 (62.6) 91      

5 Routine and Manual 68 (34.2) 131 (65.8) 199      

6 Retired 29 (33.0) 59 (67.0) 88      

7 Sick or Disabled 19 (27.5) 50 (72.5) 69      

IMD Quintile            

Most deprived 73 (24.9) 220 (75.1) 293 11.3 4 0.023

2 53 (26.8) 145 (73.2) 198      

3 68 (36.6) 118 (63.4) 186      

4 34 (30.6) 77 (69.4) 111      

Least deprived 24 (40.0) 36 (60.0) 60      

Baseline category of smoking            

Lowest (1-10) 72 (36.5) 125 (63.5) 197 8.1 2 0.018

Medium (11-19) 78 (32.5) 162 (67.5) 240      

Highest (20+) 102 (25.8) 294 (74.2) 396      

Missing 4 23 27      

Total 256 (29.8) 604 (70.2) 860      

Importantly, even those who reported still smoking tobacco (‘non quits’) recorded having halved the number of cigarettes smoked (from 19.3 to 8.7 cigarettes
per day, n=178) and halved the level of CO recorded (15.4 to 8.6ppm, n=104). Sixty-one percent of the ‘non-quitters’ had reduced their cigarette consumption by
more than 5 cigarettes a day.

Phase 1 interviews with service users
The evaluation found six key themes in relation to service users’ experiences of taking part in the e-cigarette project. Supporting quotes are shown in Table 2.
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Table 2
Themes and supporting quotes for phase 1 service user interviews

Theme Example supporting quotes

Quality of
service
provided

“Well it was excellent, they rang me when I needed to go in for a check you know and to re�ll the liquid, because they gave them free of
charge and they did a CO2 reading, to check the smoke in the blood, in the lungs and what have you, and he was very, very nice the man
that was there to see me.” (Female; dual-use*).

Health and
�nancial
bene�ts of e-
cigarette use

“I think it’s a very good idea, I really do. Yeah, let’s put it like this, at the time, my chest and my breathing was really, really, really bad,
from smoking cigarettes, even though I didn’t smoke that many, and then I started on the e-cigarette, I still haven't cut them out 100%, I've
cut them out about 95%, but this e-cigarette it’s just like, it’s saved my life if you like.” (Male; dual-use).

“Yeah de�nitely and it’s not only saved me money, from not buying cigarettes, but it’s saved me money from initially getting into my
vaping. You know because it was a free service so.” (Male; dual use*).

Effectiveness
of e-cigarette

“Well it takes the craving away de�nitely. I believe really, it’s just because you’re using your hands and your kind of imitating smoking.”
(Male; quit).

Mental health “I started to use it but then, unfortunately my mum got poorly and has passed away so, I don’t think it’s been the right time for me to
completely… I probably wouldn’t be smoking, I would have carried on using it, but because of my circumstances, my mind frame wasn’t
in it.” (Female: smoker).

Beginning the
quit journey
using an e-
cigarette

“When I �rst started with it, I was choking a lot, where obviously I wasn’t used to it, but once you get used to it, it’s basically a simple
object to use. But it’s just trying to get used to it all.” (Female, dual-use*)

Concerns over
e-cigarette use

“It’s, technically you’re burning oil and inhaling the vapours off oil, so that surely, that’s got to have some sort of effect on your lungs, or
in the long term you know?” (Male; dual-use*).

* dual use = smoking tobacco and vaping

Quality of service provided
Service users reported a high level of satisfaction in the service they received from the providers. Many discussed receiving useful, detailed advice about the e-
cigarettes and how to use them. This seems to have been a key facilitator in helping to maintain the effective use of e-cigarettes. They also reported high
levels of satisfaction with the quality of the devices, which were seen as superior to devices that some service users had tried in the past. Higher quality of e-
cigarettes was also seen as conducive to maintaining e-cigarette use and staying off tobacco. For many participants, the devices used in this study were seen
as otherwise di�cult to afford, so the intervention was an opportunity to step up to that higher level of quality. Participants also noted that the scheme was
well advertised; they had heard about it from multiple sources including word of mouth, from a GP or nurse, an advertisement on social media or in a local
newspaper, or at their local pharmacy.

Health and �nancial bene�ts of e-cigarette use
Participants described health and �nancial bene�ts of switching from tobacco to e-cigarettes. Use of the devices along with cutting down on tobacco was
seen as having a noticeable improvement on health, especially in terms of respiratory problems. This was seen as leading to improvements in everyday life. In
terms of the �nancial bene�ts, participants reported economic savings from buying less tobacco, and in terms of the devices being free as part of the scheme,
which was gratefully accepted. A combination of health and �nancial bene�ts was seen as being a major incentive to use e-cigarettes instead of tobacco.

Effectiveness of e-cigarettes
Participants largely reported that the e-cigarettes were an effective tool for helping to reduce, and in some cases stop, tobacco use. Some noted that the hand-
to-mouth action that resembles cigarette smoking was a useful mechanism. Criticisms were minor, but some participants noted that the resemblance was not
perfect – they contrasted the ‘hit’ from smoking tobacco with the less noticeable effect of vaping.

Mental health
Mental health and tobacco smoking were seen as closely related. When participants were experiencing times of stress, they found it more di�cult to stop
smoking tobacco, even when vaping was an option. Stress or anxiety were described as triggers that led to increased tobacco smoking or decreased interest in
stopping. This was sometimes seen as temporary - for example, when experiencing a bereavement, one participant described how she felt it was not the right
time to stop smoking.

Beginning the quit journey using an e-cigarette
Participants described an ‘adjustment phase’, where some time was needed to get used to the feel of using the e-cigarettes. This was partly to do with �nding
a pleasing �avour and strength of liquid. There was a certain amount of trial and error involved, and it sometimes took a few different combinations until the
participant were happy with the outcome. There was also an adjustment to the feel of the e-cigarette, which was different from smoking tobacco. Some
participants reported side-effects such as coughing or that the sensation of inhaling vapour was unpleasant at �rst. However, these issues were described as
temporary. Two participants also reported technical problems with their devices which rendered them unusable.

Concerns over e-cigarette use
Many participants expressed concerns over potential health impacts of vaping. The inhalation of vapour into the lungs was seen as harmful. The lack of
certainty around any long-term impacts was concerning to some. Although they recognised the well-established risks of smoking tobacco, the unknown risks
associated with vaping were worrying.
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Phase 1 interviews with service providers
Service providers described their experience of delivering the project; its impact on participants’ smoking behaviour; programme facilitators and barriers for
participants stopping smoking using the e-cigarette; and personal facilitators and barriers for quitting smoking. Supporting quotes are shown in Table 3.

Pharmacists’ experience of delivering the intervention
Most of the pharmacists reported that the intervention was positive and effective. It was seen as successful in terms of helping people to stop smoking
tobacco, and in some cases people who pharmacists felt would likely struggle, managed to quit. The success of the intervention was motivating for the
pharmacists, who were keen for the scheme to continue. The use of an e-cigarette intervention speci�cally was seen as more effective than schemes using
other tools, such as nicotine patches or gum. The key to this was the fact that vaping resembles tobacco smoking to a large extent.

Pharmacist perceptions of the impact of the e-cigarette intervention
Pharmacists described apparent age-related differences in the characteristics of participants. There was a feeling that younger participants were less likely to
quit tobacco; even though they were using the e-cigarettes, the pharmacists reported that younger people were still smoking as well. Middle-aged and older
service users were seen as more likely to quit tobacco. More broadly, pharmacists noted that the intervention was having positive effects on quitting, with even
heavy and long-term smokers managing to cut down or quit. They estimated that around 50-70% of participants were managing to completely come off
tobacco. Pharmacists described hearing about participants’ improved health, especially related to breathing and energy levels, and about the money reportedly
saved. One group of participants were apparently planning to go on holiday using the money they had saved.

 
Table 3

Themes and supporting quotes for phase 1 service provider interviews
Theme Example supporting quotes

Experience of delivering the
project

“People are more excited about this one and we’ve seen a lot of people who’ve been smoking for years who’ve actually
given up, which makes us feel like we’re helping” (Pharmacy 5)

Pharmacist perceptions of
the impact of the e-cigarette
intervention

“…we’ve got quite a lot of people that have given up and they’ve still given up, you know even though it might be two or
three months later down the line…so for those people obviously a huge impact because you had people smoking you know
40 cigarettes a day” (Pharmacy 3).

Programme facilitators to
delivering the e-cig
intervention

“There was advertising. They were advertising in the local paper, we have advertising in store and on our windows and also
in the local surgery…and I believe it went in the Manchester Evening News website as well” (Pharmacy 1).

Programme barriers to
delivering the intervention

I think there’s been a spectrum of impact, I think there’s been quite a few people who have just got the e-cig because it’s free
and not really you know tried it to some extent, that…weren’t really invested and they’ve not done typically well” (Pharmacy
3).

Personal facilitators and
barriers for quitting smoking

“I think sometimes it’s helpful if they’ve got demonstrable health problems that are linked to their smoking” (Pharmacy 3).

“I think also the stress that they go through…life stress…we do have a lot of low-income people, I think…and it boils up, you
know…they still want to have a cigarette when they’re going through the stress, instead of having another puff on the e-cig”
(Pharmacist 1).

Programme facilitators to delivering the e-cig intervention
Pharmacists felt that the success of the scheme, in terms of reaching high numbers of people, was largely down to effective and widespread advertising. The
formal scheme advertising conducted through newspapers and in pharmacies apparently continued to spread substantially by word of mouth. The fact that
free e-cigarettes were being offered was popular with the public, so the nature of the scheme may have been the mechanism for continuing word-of-mouth
spread. Another facilitator of success was that the intervention was conducted in a relaxed high-street setting rather than a more clinical doctors’ o�ce or
hospital. The pharmacy consultations were seen as highly productive; this was seen as an opportunity to give tailored advice to service users and support and
encourage them during the quitting process. For example, some service users talked about still smoking the occasional cigarette and this was seen as a
failure, but pharmacists were able to re-frame this as merely a lapse or a bump along the road towards quitting. The e-cigarettes themselves were seen as
helpful toward quitting, especially since they were seen as a new and advanced technology. This was especially true of the bigger Arc Slim variety, which had
longer lasting batteries and adjustable strength. The use of a carbon monoxide monitor at the pharmacies was described as a useful way of motivating
service users to quit. It was capable of both negative and positive reinforcement depending on the result. Finally, pharmacists reported being well-supported by
the Local Authority in terms of responding to questions and replacing stock.

Programme barriers to delivering the intervention
Pharmacists highlighted a number of potential barriers to the success of the project, which were at least relevant to some participants. Barriers tended to fall
into one of four categories: a lack of commitment from some service users; the short timeframe of the study; di�culties related to products and ordering; and
a lack of referrals from primary healthcare providers.

Some service users seemed to lose interest after they were supplied with their equipment. Many service users were not able to be contacted after this point,
with phone numbers that were out of service. This was especially common in people who were not previously known to the pharmacist. Whilst advertising of
the scheme was successful at least in terms of numbers, pharmacists felt that some service users did not understand the nature of the intervention – people
seemed to be aware of the e-cigarette giveaway but not the consultations and carbon monoxide testing. The four-week timeframe of the intervention was
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described as too short on two counts: one because it meant high demand by a large number or people over a short space of time, putting pressure on the staff;
and two because four weeks was not seen as su�cient time for smokers to switch from tobacco to e-cigarettes. Finally, there were some di�culties with the
availability and delivery of additional liquids to the pharmacies.

Personal facilitators and barriers for quitting smoking
Pharmacists were able to identify a number of personal (to the service users) facilitators and barriers to quitting tobacco. Service users were seen as more
likely to cut down or quit if they used their e-cigarette regularly as a means of overcoming the urge to smoke. People who had existing health problems were
seen as being more highly motivated to quit in order to improve their health. People who had other people around them who were involved in the programme
and traying to quit were seen as more likely to succeed, with one pharmacist noting that some groups of men formed competitions with one another, and so
had a competitive motivator to quitting. Service users with higher levels of stress in their lives were seen as less likely to quit smoking, as were those with other
drug or alcohol dependence and mental health issues. Having access to cigarettes was also noted as a factor – if people were in an environment (at work or
at home) with cigarettes available, they were seen as more likely to smoke.

Phase 2 (12-month follow-up): text message survey
Text messages were sent to service users at 12-month follow-up (see �gure 2 for questions). A total of 335 messages were successfully delivered (phone
numbers were available and in service). Of those successfully delivered, 77 participants returned a full survey. Over half of the retained participants reported
that they had quit smoking tobacco (n=42, 55% of those retained). Figure 3 shows the outcomes all 77 participants. Those who had quit tobacco are shown in
three categories: 17% of the sample (of 77) were not smoking and not using an e-cigarette (i.e. given up nicotine entirely); 4% were using e-cigarettes without
nicotine; 34% were still using an e-cigarette with nicotine. Those who were still smoking tobacco were either using both tobacco and e-cigarettes (18%) or
using tobacco only (27%).

Table 4 shows the 77 participants who were still engaged at 12-month follow-up, their status from phase one, and their status at phase two. There was
signi�cant variation between categories: the most likely group to have quit at 12 months were those who were con�rmed (negative for carbon monoxide) to
have quit at four weeks (23 quit, 3 not quit); those who were uncon�rmed but self-reported as quit at 4 weeks were less likely to have quit, followed by those
who were lost to follow-up at 4 weeks, and �nally those who were still smoking at 4 weeks (χ2 = 23.18,p<.001). Service users who used e-cigarettes as well as
normal cigarettes reported smoking statistically signi�cantly fewer cigarettes (8.7) than those who just smoked cigarettes (14.4) (F=5.79, df=1,33, p=0.022).

 
Table 4

Twelve month outcome compared to outcomes at four weeks
Four week outcome Outcome at 12 months Total

Not quit Self-reported quit  

n % n %  

Lost to follow-up 10 28.6 6 14.3 16

Not quit 17 48.6 5 11.9 22

Self-reported quit 5 14.3 8 19.0 13

CO-Con�rmed quit 3 8.6 23 54.8 26

Total 35 100 42 100 77

Among service users who were still smoking cigarettes, but not using e-cigarettes, the most common reason for people giving up their e-cigarettes was due to
problems with the equipment, including procuring and using it (n=7). This was followed by not liking the taste (5), the e-cigarette breaking (4) and it causing
physical symptoms, e.g. chapped lips or coughing (3). Other reasons for giving up e-cigarettes included bad press (1), poor quality of the product (1), and the
expense (1). Among service users who were no longer using either cigarettes or e-cigarettes, the most common reason for no longer using their e-cigarettes
was that they had used them to quit cigarettes and now no longer needed them (n=5). Other reasons included not liking them (2), losing them (1), and
claiming never to have had one (2).

Phase 2 interviews with service users and providers at 12 months
As part of the 12-month evaluation, 15 interviews were held with service users and four with pharmacists. The participants spoke positively about the
intervention, especially the support from pharmacists and the quality of the e-cigarettes. They also spoke about the connection between stress and smoking,
and this related to the ongoing Covid-19 pandemic and associated restrictions. Pharmacists spoke about their satisfaction with the intervention and that they
felt it raised the pro�le of smoking cessation. They felt that the use of pharmacies was a useful way to access people in the local community, and they also
described some problems related to the devices and their supply to the pharmacies. For the purpose of this analysis, the focus will be on new or different
themes from those that were identi�ed in phase one.

Stress, smoking, and Covid-19
As described in the phase one analysis, participants reported that smoking was related to stress. During times of stress there is a greater need to smoke, or
cravings are more di�cult to ignore. For some, this meant switching back to tobacco from e-cigarettes, at least for a short time. Several participants reported
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successfully swapping to e-cigarettes for a considerable amount of time as a result of taking part in the intervention, but then relapsing and returning to
smoking tobacco due to stress.

“The fact that I was stressed out that’s why I went back to the cigs, because I did it really well for about 3 months, and then, I was under a lot of stress and
then I just went back to cigs.” (Female, Smoker)

During the period between the phase one and phase two analyses (approximately June 2019 to June 2020), there were considerable social changes in the UK,
which were related to the Covid-19 pandemic. Colloquially referred to as ‘lockdown’, millions of people were asked to stay in their homes and were only allowed
out for essential reasons. These altered living arrangements led to a documented increase in stress and reduced health and wellbeing generally 31. The
participants in this study spoke in depth about the Covid-19 pandemic having a negative effect on their smoking behaviour. Feedback from some participants
described how lockdown posed additional challenges in their efforts to quitting smoking due to increased stress, worry and isolation. This resulted in some
participants smoking more than usual while others stopped using their e-cigarettes altogether and returned to smoking cigarettes.

“Well I am back smoking now, and I am smoking quite a lot and I am not liking it, I am really scared now I am smoking. I was ok for a bit and then lockdown
happened and then just probably changes in life I would say, with what was happening. Stressing.” (Female, Smoker)

Pharmacies as an effective community hub for smoking cessation interventions
Pharmacists reiterated the positive bene�ts of using their services as part of community health interventions, and especially for those involving smoking
cessation. The combination of pharmacy advice and support along with free provision of the devices was seen as an effective strategy for smoking cessation.
This speci�c intervention was seen as having raided the pro�le of smoking cessation in the local area, and especially in relation to e-cigarettes. Apparently
there had been some negative impressions of e-cigarettes – some people saw them as dangerous and scary – which pharmacists were able to counter with
evidence-based advice.

“I think the other good thing from this... is that I think it...maybe raised the pro�le of e-cigs...because I think when they see it sort of coming from a pharmacy
and from you know like the smoking clinic teams as well, it is kind of saying you know e-cigs are safe to use those. I think when they �rst came out they were
sort of seen as maybe a bit dangerous weren’t they, and...some of the models that were out weren’t necessarily, they got a bit of bad press, so I think that has
done good for e-cig in general yes. For raising its pro�le so, yes.” (Pharmacy 1)

Pharmacists’ positions as primary healthcare providers within local communities puts them in a unique position to be able to give advice daily and locally to
high numbers of local people. There was a strong sense of connection to the local community and pharmacists were keen to give as much help and support
as possible to service users during their efforts to quit smoking. They reported that they wanted to create a sense of ‘togetherness’ between service provider
and service user, to help build trusting relationships with participants and remove any barriers that may have prevented them from seeking help during the
intervention.

“Yeah I think they think pharmacy is a good idea to come to. To come and talk or just get some more advice from the pharmacist as well, whatever it is.”
(Pharmacy 4)

Discussion
The aim of this intervention was to encourage smokers to quit tobacco by switching to e-cigarettes with the support and advice of their local pharmacist. The
aims of this evaluation were to assess the e�cacy of the intervention in terms of number of quitters and reduced smoking among smokers, and to explore the
experiences of service users and providers (pharmacists). Quantitative and qualitative assessments were commenced at three months (phase 1) and 12
month follow-up (phase 2). Both phases showed evidence that service users reduced their use of tobacco. A total of 871 people took part in the scheme, with
18% (con�rmed) to 26% (con�rmed and uncon�rmed) of the sample no longer using tobacco at 3 months, and 55% of those retained in the study having quit
tobacco at 12-month follow-up (5% of full sample). Service users and providers spoke positively about their experiences, while also providing useful
descriptions of factors associated with the struggle of nicotine dependency.

Taken in context with the previously published Greater Manchester pharmacy-led e-cigarette intervention29, these studies show that e-cigarettes appear to be
an agreeable and effective alternative to tobacco, which can aid smoking cessation, especially when combined with pharmacy support. The qualitative
�ndings in this report suggest that the pharmacy support was an important factor, and this may be largely due to the fact that pharmacies represent a bridge
between primary care and the local community. Since the previous Greater Manchester intervention concluded that longer-term follow-up was required, this
study included assessments at both 3-months and 12-months. However, the majority of participants were not engaged with the study at 12-month follow-up,
which diminished the power of the long-term quantitative assessment. Only 77 out of 871 (8.8%) participants provided any data at 12 months. Further studies
should be designed to overcome this limitation, perhaps by conducting a 6-month follow-up or by offering an incentive.

Conclusion
Based on the phase one data, up to one quarter of people given this e-cigarette intervention managed to stop smoking tobacco in four weeks. A further 61% of
those who were still smoking had reduced their intake by �ve cigarettes per day. It is di�cult to draw �rm conclusions from the phase two data due to low
levels of participant engagement at that stage, but the experiences of both service users and providers over both phases was positive. Although more data are
required on long-term health effects, e-cigarettes appear to be an agreeable and effective smoking cessation therapy and interventions similar to this one are
recommended.
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Figures

Figure 1

Flow chart of participants through the �rst and second stages



Page 12/12

Figure 2

Text message survey options (phase 2)

Figure 3

Outcome of text message survey at 12 months (phase 2)


