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Abstract 

Objective
We investigated smoking cessation rates in coronary heart disease (CHD) patients 
throughout Europe; current and as compared to earlier EUROASPIRE surveys, and 
we studied characteristics of successful quitters. 

Methods
Analyses were done on 7998 patients from the EUROASPIRE-IV survey admitted 
for myocardial infarction, unstable angina and coronary revascularisation. Self-
reported smoking status was validated by measuring carbon monoxide in exhaled 
air. 

Results
Thirty-one percent of the patients reported being a smoker in the month preceding 
hospital admission for the recruiting event, varying from 15% in centres from 
Finland to 57% from centres in Cyprus. Smoking rates at the interview were also 
highly variable, ranging from 7% to 28%. The proportion of successful quitters was 
relatively low in centres with a low number of pre- event smokers. Overall, successful 
smoking cessation was associated with increasing age (OR 1.50; 95% CI 1.09-2.06) 
and higher levels of education (OR 1.38; 95% CI 1.08-1.75). Successful quitters 
more frequently reported that they had been advised (56% vs. 47%, p<0.001) and 
to attend (81% vs. 75%, p<0.01) a cardiac rehabilitation programme. 

Conclusion
Our study shows wide variation in cessation rates in a large contemporary European 
survey of CHD patients. Therefore, smoking cessation rates in patients with a CHD 
event should be interpreted in the light of pre-event smoking prevalence, and caution 
is needed when comparing cessation rates across Europe. Furthermore, we found 
that successful quitters reported more actions to make healthy lifestyle changes, 
including participating in a cardiac rehabilitation programme, as compared with 
persistent smokers.
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Background

Smoking is the most important modifiable risk factor for coronary heart disease (CHD) 
and a leading cause of death.1 In patients with CHD, smoking cessation reduces the risk 
of recurrent events by 50%.2 However, only half of smokers with CHD in Europe were 
able to successfully quit smoking.3,4

The European guidelines on cardiovascular prevention in clinical practice recommend a 
comprehensive approach to risk factor management in secondary prevention of CHD.5

Optimal secondary prevention includes lifestyle modification, treatment to target for 
biometric risk factors, such as blood pressure and low-density lipoprotein cholesterol 
(LDL) and no exposure to tobacco in any form.5 To evaluate the implementation of 
these guidelines in clinical practice, the EUROASPIRE (European Action on Secondary 
and Primary Prevention by Intervention to Reduce Events) repeated cross-sectional, 
surveys have been conducted, EUROASPIRE IV performed in 2012-1013. In the 
current analysis, we focussed on smoking cessation rates throughout Europe; drawing 
on data from EUROASPIRE IV and the earlier surveys. Furthermore, we aimed to 
investigate the characteristics of successful quitters, the use of cardiac rehabilitation 
programmes, and the level of general risk factor management in persistent smokers 
versus in those who successfully quit smoking. 

Methods

Design and study population
The four EUROASPIRE surveys are cross-sectional studies which took place between 
1999-2013 and have been described in detail elsewhere.3 Briefly, the EUROASPIRE 
IV survey (2012-2013) was carried out in selected geographical areas in 24 European 
countries (78 hospitals). Consecutive patients (>18 years and <80 years of age at the time 
of their recruiting event or procedure) were retrospectively identified with one of the 
following diagnoses: elective or emergency coronary artery bypass graft (CABG), elective 
or emergency percutaneous coronary intervention (PCI), acute myocardial infarction, 
and acute myocardial ischaemia. The local research ethics committee of all recruiting 
hospitals gave permission for the study. The medical records of 16,426 CHD patients 
were reviewed and 7998 (48.7%) of them accepted the invitation for the interview and 
were examined in the period of 6 months to 3 years following hospital discharge for 
the recruiting event. On average, EUROASPIRE IV patients were interviewed after 1.4 
(0.95-1.95) years. Thirty-five patients reported not to smoke in the month prior to the 
recruiting event, but presented an expired carbon monoxide concentration >10 p.p.m. 
at the time of interview. These smokers were not included in our pre-event smokers 
analyses. Appendix Figure 1 shows the study flowchart.
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Assessment of smoking behaviour
Information on smoking behaviour was collected using an interview questionnaire. 
Patients were asked if they had ever smoked, if they were smoking in the month prior 
to hospital admission for the recruiting event, or if they were current smokers. Smoking 
status was verified by the concentration of breath carbon monoxide using a smoker 
analyser (Bedfont Scientific, Model Micro+). Interview questions contained items 
concerning lifestyle risk factor targets and awareness and steps taken since the recruiting 
event or procedure. EUROASPIRE II-IV data were used for the evaluation of smoking 
cessation over time. Therapeutic targets for secondary prevention were defined according 
to the ESC guidelines on secondary prevention (2007 and 2012).6,7 

We defined successful quitters as pre-event smokers who reported a non-smoking status 
at the time of interview and an expired carbon monoxide concentration <10 p.p.m. We 
defined persistent smokers as pre- event smokers who at the time of interview reported 
that they were currently smoking or had an expired carbon monoxide concentration >10 
p.p.m. Relapsers were defined as patients who had a quit attempt in the last year for at 
least 24 hours but were smoking at the time of interview. 

Statistical methods
Data on smoking behaviour prior to the recruiting event and at the time of the 
interview are presented as absolute numbers and percentages and stratified by country. 
We calculated cessation rates of the number of pre- event smokers versus successful 
quitters, overall and per country. Countries were stratified as above (high) or below 
(low) mean European pre- event smoking rate (>30%) and above (high) or below 
(low) mean European cessation rate (>50%). Hospital readmissions were reported 
between recruiting event and date of interview. Further data are presented as number 
(percentage) or mean (± standard deviation), or median (interquartile range (IQR), 25th-
75th) as appropriate. Dichotomous variables were analysed using χ2 or Fisher’s exact 
tests, continuous normally distributed variables using independent samples t-tests. We 
analysed a broad range of clinical and demographic characteristics to evaluate the relation 
with smoking cessation based on the model used in the analysis of Scholte op Reimer 
et al.8 (EUROASPIRE II), using multivariable logistic regression analyses adjusted for 
age, gender, and country of enrolment where appropriate. Adjusted odds ratios and 
corresponding 95% confidence intervals (95% CI) are reported. Most data items that 
entered the regression models were determined at the interview, simultaneously with 
the patient’s smoking behaviour. Statistical significance was concluded when p-values 
were not reaching the a=0.05 probability level. Statistical analyses were performed using 
SPSS version 23.0 (IBM SPSS Statistics, IBM Corporation, Armonk, New York). 
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Results

Information on smoking status was available in all interviewed patients (n=7998). A total of 
2458 (31%) patients were smoking in the month prior to the recruiting event or procedure. 
Of n=2458 pre-event smokers, 1263 (51%) were successful quitters at the time of the 
interview (median 1.2 years [range 0.5 to 3 years]) (Appendix Figure 1). Of 1195 (49%) 
persistent smokers, 593 reported at least one quit attempt in the last year (relapsers). 

Table 1.  
Smoking prevalence in EUROASPIRE IV according to country of enrolment in 7998 patients 
at the time of interview
Country Number of 

interviewed 
patients

Number of 
patients who 
ever smoked 
(%)

Number of 
pre-event  
smokers 
(%)

Number 
of current 
smokers 
(%)

Quit 
rate

Belgium 343 238 (69%) 67 (20%) 26 (8%) 0.61
Bosnia Herzegovina 316 190 (60%) 133 (42%) 45 (14%) 0.66
Bulgaria 120 84 (70%) 35 (29%) 21 (18%) 0.40
Croatia 467 306 (66%) 140 (30%) 77 (16%) 0.45
Cyprus 90 73 (81%) 51 (57%) 24 (27%) 0.53
Czech Republic 490 342 (70%) 162 (33%) 84 (17%) 0.48
Finland 464 242 (49%) 58 (15%) 31 (7%) 0.47
France 377 288 (76%) 133 (35%) 94 (25%) 0.29
Germany 536 354 (66%) 100 (19%) 52 (10%) 0.47
Greece 51 36 (71%) 19 (37%) 10 (20%) 0.47
Ireland 201 158 (79%) 66 (33%) 33 (16%) 0.50
Latvia 294 143 (49%) 75 (26%) 36 (12%) 0.52
Lithuania 499 290 (58%) 164 (33%) 86 (17%) 0.48
Netherlands 498 378 (76%) 146 (29%) 73 (15%) 0.50
Poland 377 273 (72%) 137 (36%) 71 (19%) 0.48
Romania 522 340 (65%) 195 (37%) 58 (11%) 0.70
Russian Federation 424 266 (58%) 138 (33%) 89 (21%) 0.36
Serbia 391 296 (76%) 181 (46%) 68 (17%) 0.62
Slovenia 245 158 (64%) 54 (22%) 24 (10%) 0.55
Spain 173 139 (80%) 71 (41%) 19 (11%) 0.73
Sweden 359 265 (74%) 98 (28%) 49 (14%) 0.50
Turkey 239 170 (71%) 100 (42%) 53 (22%) 0.47
Ukraine 274 149 (54%) 76 (28%) 36 (13%) 0.53
United Kingdom 248 146 (59%) 59 (24%) 36 (15%) 0.39
All patients 7998 5324 (67%) 2458 (31%) 1195 (16%) 0.51
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Smoking rates differed markedly among the participating countries (Table 1). The pre- 
event smoking rates varied from 15% (Finland) to 57% (Cyprus). Smoking rates at the 
interview were also highly variable, ranging from 7% (Finland and Belgium) to 28% 
(Cyprus). 
When stratifying individual countries as above (high) or below (low) mean European 
pre- event smoking rates and above (high) or below (low) mean European cessation 
rates, we observed considerable variation between countries. We observed four country 
groups: 1) high pre-event smoking prevalence, low quit rate (mean 0.45); 2) high 
pre-event smoking prevalence, high quit rate (mean 0.68); 3) low pre-event smoking 
prevalence, low quit rate (mean 0.45); 4) low pre-event smoking prevalence, high quit 
rate (mean 0.55). The two groups of countries with high pre-event smoking prevalences 
differed in mean quit rates (high-low 0.45 vs. high-high 0.68, p<0.001). The two groups 
of countries with low pre-event smoking prevalences similarly differed in quit rates (low-
low 0.45 vs. low-high 0.55, p<0.01). (Appendix Figure 2).
Across the nine countries that participated in all EUROASPIRE II-IV survey cohorts, 
the smoking cessation percentage remained unchanged (48% vs. 45% vs. 47%, p=0.67) 
(Appendix Figure 3).
Determinants of successful smoking cessation are presented in Table 2. Overall, successful 
smoking cessation was associated with higher age, higher levels of education (OR 1.38; 
95% CI 1.08-1.75), and BMI ≥ 30 kg/m2 (OR 1.45; 95% CI 1.22-1.72). Smokers 
were less likely to quit if they had a history of CHD (OR 0.68; 95% CI 0.58-0.79) or if 
they suffered from symptoms of anxiety (HADS anxiety scale >8) or depression (HADS 
depression scale >8).

Table 2.  
Relation between selected characteristics and smoking cessation in the 2458 pre-event 
smokers who attended the interview. 

Characteristics  Number of  
pre-event 
smokers 
n=2458

Number 
of 
successful 
quitters 
(%) 

Odds ratio (95% 
CI)

P-value

Age (at index event)  
  <50 years 520 238 (46) 1
  50-59 years 963 497 (52) 1.26 (1.02-1.56)    0.04
  60-69 years 760 408 (54) 1.37 (1.10-1.72) < 0.01
  ≥70 years 215 120 (56) 1.50 (1.09-2.06)    0.01
Gender
  Men 2020 1024 (51) 1
  Women 438 239 (55) 0.86 (0.70-1.05)    0.14
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Educational level
  University, college, or equivalent 493 259 (53) 1.33 (1.01-1.73)   0.04
  Intermediate school 954 510 (53) 1.38 (1.08-1.75) <0.01
  Secondary school 616 315 (51) 1.25 (0.97-1.62)   0.07
  Primary school or less 378 172 (46) 1
History of CHD
   No 1331 743 (56) 1
   Yes 1108 510 (46) 0.68 (0.58-0.79) <0.001
History of hypertension
  No 765 367 (48) 1
  Yes 1469 772 (53) 1.14 (0.95-1.37)   0.15
History of hyperlipidaemia
  No 821 393 (48) 1
  Yes 1211 630 (52) 1.18 (0.99-1.41)   0.09
History of diabetes mellitus
   No 1760 906 (51) 1
   Yes 451 226 (50) 0.95 (0.77-1.16)   0.36
Obesity 
   No 1313 622 (47) 1
  Yes 922 522 (57) 1.45 (1.22-1.72) <0.001
HADS anxiety
  <8 1671 902 (54) 1
  8-10 343 187 (55) 0.72 (0.57-0.91) <0.01
  ≥11 299 75 (25) 0.78 (0.61-1.00)   0.05
HADS depression
  <8 1740 940 (54) 1
  8-10 381 187 (49) 0.82 (0.66-1.02)   0.07
  ≥11 193 75 (39) 0.54 (0.40-0.73) <0.001
ETS Home
  No 1959 1038 (53) 1
  Yes 652 206 (32) 0.32 (0.27-0.39) <0.001
ETS Work
  No 1959 1070 (55) 1
  Yes 413 160 (39) 0.53 (0.42-0.65) <0.001

Results of multivariable regression analyses with adjustment for age, gender, index event and country 
where appropriate. CHD coronary heart disease; CI confidence interval; ETS environmental tobacco 
smoke; HADS (at interview) Hospital Anxiety and Depression Scale; Intermediate school: intermediate 
between secondary level and university. Obesity (at interview): BMI >30 kg/m2.
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Exposure to environmental tobacco smoke (ETS) was associated with markedly lower 
rates of successful smoking cessation, both with ETS at home (OR 0.32; 95% CI 0.27-
0.39) and at work (OR 0.53; 95% CI 0.42-0.65).
Across all domains, successful quitters reported more actions to make healthy lifestyle 
changes as compared with persistent smokers (p<0.001 in all comparisons), such as 
reducing calorie intake, increasing vegetable consumption, physical activity and 
participating in a cardiac rehabilitation programme (Figure 1). Furthermore, successful 
quitters more frequently reported that they had been advised (56% vs. 47%, p<0.001) 
and to attend (81% vs. 75%, p<0.01) a cardiac rehabilitation programme. Attendance 
at a smoking cessation programme was less prevalent in successful quitters as compared 
with persistent smokers (44% to 50%, p=0.04). Moreover, successful quitters less often 
reported the use of NRT, bupropion or varenicline (8% vs. 16%, p<0.001) (Appendix 
Table 1). 

Figure 1.  
Actions taken to make healthy lifestyle changes in successful quitters (dark grey) versus 
persistent smokers (light grey). 
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Both successful quitters and persistent smokers showed weight gain following hospital 
discharge, successful quitters in a larger proportion than persistent smokers (62% versus 
55%, p<0.01). While the difference in mean weight gain was statistically different 
between the groups (successful quitters +2.8 kg (± 8.0) versus persistent smokers +1.3 kg 
(± 6.6) p<0.001), mean weight (BMI) was only slightly different (Table 3). There were 
no differences between successful quitters and smokers in the distribution of remaining 
risk factors on target (0-4) (Appendix Table 2). Out of a maximum number of 4, the 
mean number of risk factors on target was 2.5 (± 0.9) in the total study population, 2.4 
(± 0.9) in successful quitters and 2.5 (± 0.9) in persistent smokers (p= 0.9). Compared 
with persistent smokers, successful quitters more frequently reached the ESC targets 
for physical activity (21% versus 17%, p<0.01), and LDL-C (55% vs. 47%, p<0.001), 
while successful quitters more frequently had a BMI≥25 kg/m2 (89% vs. 81%, p<0.001). 
There were no significant differences in hospital readmission rates (recruiting event to 
time of interview) between successful quitters and persistent smokers (31% vs. 29%, 
p=0.46).

Discussion

Our study demonstrates substantial geographical variation in contemporary smoking 
cessation behaviour in patients with coronary artery disease in the large, cross-sectional 
EUROASPIRE IV survey. While the overall smoking cessation rate in the EUROASPIRE 
IV study was comparable to the cessation rates from earlier surveys (II-III), we observed 
large differences between participating countries. The proportion of patients who were 
successful quitters increased with increasing age and higher level of education, and 
smoking cessation was associated with weight gain.

Table 3.  
Weight changes in successful quitters and persistent smokers between hospital admission 
and follow-up.
Weight variables Successful 

quitters  
(n=1263)

Persistent  
smokers  
(n=1195)

P-value

BMI (mean, SD) 29.3 ± 4.5 28.3 ±4.8 <0.001
Weight change* (kg, mean, SD) 2.8 ± 8.0 1.3 ±6.6 <0.001
Weight gain ≥5%* (proportion, %) 337/831 (41) 224/807 (28) <0.001
BMI ≥25kg/m2 1064/1192 (89) 888/1099 (81) <0.001

*Missing variables in medical records, baseline weight only available in 831 successful quitters 
and 807 persistent smokers.
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When stratifying individual countries as above (high) or below (low) mean European 
pre- event smoking prevalence and above (high) or below (low) mean European cessation 
rates, we observed considerable variation between countries (Appendix Figure 2). It 
should however be kept in mind that the EUROASPIRE surveys are based on national 
samples and not on comprehensive national rates of smoking in patients with CHD. 
Our study shows variability in both pre-event smoking prevalence as well as cessation 
rates. Therefore, national smoking cessation rates in patients with a CHD event should 
be interpreted in the light of pre-event smoking prevalences, and caution is advised 
when comparing cessation rates across different European countries. Potentially, high-
low countries (i.e. high pre-event smoking prevalence, low cessation rate) can benefit 
from both population-based strategies to decrease the overall prevalence of smoking, and 
smoking cessation interventions after a CHD event. Countries where tobacco control 
has been effective in reducing prevalence and reducing it even more is a big challenge. 
The remaining smokers are more likely to be ‘hard core smokers’, although the literature 
is inconsistent in this respect.9,10

It is a cause for concern that the smoking cessation rates in our patient population have 
remained virtually unchanged over the past 14 years (since the EUROASPIRE II survey 
of 1999-2000). However, this should be viewed in the context that the proportion 
of pre-event smokers in the EUROASPIRE II-IV surveys has shown a slight decrease 
(II 37%, III, 32%, IV 33%). In spite of an increase in available smoking cessation 
strategies, national and international educational campaigns, laws that restrict smoking 
in public spaces in an increasing number of European countries, and a decline in 
average smoking prevalence in many European countries,11 the post-event cessation 
rates in patients with CHD remain approximately 50%. Comparisons between the 
EUROASPIRE II-IV surveys were already made.12 The distribution of sex and age have 
been shown to be similar, but lifestyle habits have been shown to deteriorate over time, 
with increases in obesity and diabetes, and stagnating rates of persistent smoking. While 
it is encouraging that 50% of smokers with CHD are successful in quitting their habit, 
the fact that no progress has been made in increasing this percentage is of concern. 
Consistent with previous reports, increasing age, a higher level of education, and obesity 
(at time of interview) were shown to be associated with successful smoking cessation 
in our population.8,13-15 These patient characteristics have previously been shown to be 
associated with a greater intention to quit.14-16 Smokers were less likely to quit if they had 
a history of CHD, suffered from symptoms of anxiety or depression, were exposed to 
environmental tobacco smoke (ETS), both ETS at home and at work. The associations 
of our current study are comparable to those found in the EUROASPIRE II and III 
survey.8,16 Previous studies in coronary heart disease patients showed that having no 
previous coronary heart disease, low level of nicotine addiction and self-confidence in 
smoking cessation were positive predictors of abstinence.17,18
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Compared to persistent smokers, successful quitters more frequently reported 
undertaking other favourable healthy lifestyle changes such as reducing calorie intake, 
increasing vegetable consumption, physical activity and participating in a cardiac 
rehabilitation programme. This suggests that a comprehensive lifestyle modification 
approach is achievable, if tailored to patient preferences and abilities. Successful quitters 
after a cardiac event may be more compliant with preventive behaviours than persistent 
smokers, possibly related to greater self-discipline. Potentially, future prevention 
programs should be tailored to better utilize this motivation for behavioural change in 
spontaneous, successful quitters.
Smoking cessation was associated with some weight gain at the follow-up interview. 
Additionally, overweight was the most prevalent risk factor in successful quitters. 
Weight gain after smoking cessation is a well-documented phenomenon, and in a recent 
review and meta-analysis, mean weight gain was estimated at 4.7 kg at 12 months after 
cessation in smokers treated for tobacco dependence.19 Weight and appetite is regulated 
by a complex mechanism after smoking cessation. Previous studies have examined 
the role of changes in plasma leptin and ghrelin levels after cessation, which may lead 
to weight gain.20-22 However, the results of these studies did not consistently support 
this hypothesis. Nicotine has furthermore been shown to change appetite and body 
composition.23 Therefore, we recommend supporting successful quitters to control 
overweight as a main risk factor after sustained cessation. Referral of patients to an 
intensive weight reduction programme should be considered as an additional strategy.24

In the current study, we observed that successful quitters less frequently took part in a 
smoking cessation programme as compared with persistent smokers, although successful 
quitters more often attended a cardiac rehabilitation programme. In line with this, 
previous research has shown that the majority of successful quitters stopped immediately 
after the event, and that it was within their own ability to quit.13 Our study indicates 
that in a large group of patients who quit immediately after a life-threatening event, no 
smoking cessation programme was needed. 

Strengths and limitations
There are several strengths to our study. First, our study population consisted of a large 
number of CHD patients from 24 European countries, in a contemporary clinical 
setting. Second, due to the repeated surveys and standardised data collection, we were 
able to compare cessation rates for successful quitting across several decades. Third, 
all data were based on interviews and objectively measured outcomes, such as expired 
carbon monoxide for smoking. Therefore, our analysis was based on high quality 
comparative information on secondary prevention in clinical practice. 
Some aspects of our study warrant consideration. First, selected hospitals in particular 
European countries participated in the EUROASPIRE IV survey, and the observed 
results may not be representative for individual countries or for Europe as a whole. 
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Second, we did not correct for possible confounders in the comparisons between 
countries in our smoking cessation analysis. The development of a model, including all 
potential confounders of the relation between smoking cessation, such as the availability 
of cardiac rehabilitation and level of addiction, could further expand the analysis of the 
association between smoking cessation and country of origin. Multilevel analysis with 
a 3-level structure (patients-centres-country) would have been preferable to investigate 
the difference between countries/centres and smoking cessation. However, due to the 
relatively low number of pre-event smokers per country/centre, we were unable to 
perform a robust multilevel analysis. Third, the low overall participation rate (48.7%) 
introduces a potential bias as non-participants could be more likely to have unhealthy 
lifestyles and poorer risk factor control.3 Our data could therefore underestimate the 
true status of secondary prevention through Europe. However, possible selection bias 
does not invalidate our main conclusion: we observed large differences in smoking 
cessation behaviour between participating countries. Finally, while we were able to 
calculate weight in nearly all participants of EUROASPIRE IV, baseline weight of pre-
event smokers at discharge was available in only 67% of patients. As overweight and 
obesity are both associated with an increased risk of risk of CVD death and all-cause 
mortality25, we recommend communicating information of all important risk factors, 
including obesity, in the discharge letter. 

Conclusions

Our study shows that smoking cessation rates in CHD patients throughout Europe 
have remained unchanged at around 50% since 1999 despite the availability of effective 
medications to support cessation. However, there is great variation between individual 
countries. Smoking cessation rates should therefore be interpreted in the light of pre-
event smoking prevalences, and caution is advised when comparing individual European 
countries. Our findings may assist in developing strategies to assist smoking cessation, 
particularly in countries with a high prevalence and low cessation rate. In the large group 
of persistent smokers, novel strategies for optimal secondary prevention are needed.
Furthermore, we found that successful quitters reported more actions to make healthy 
lifestyle changes, including participating in a cardiac rehabilitation programme, as 
compared with persistent smokers.
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Appendix Figure 1.  
Flowchart of 2458 pre- event smokers from hospital admission up to time of interview. 
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Appendix Figure 2.  
Pre- event smoking prevalence and quit rate in European countries stratified by group. 
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Appendix Figure 3. 
Pre-event smokers and successful quitters across the EUROASPIRE II-IV surveys. 
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Appendix Table 1 
CVD prevention and cardiac rehabilitation in successful quitters and persistent smokers. 
Cardiac rehabilitation programme Successful 

quitters n (%)
Persistent 
smokers, n (%) 

P-value

Advice to follow CR 698/1251 (56) 559/1179 (47) <0.001
Attended CR 563/698 (81) 417/559 (75) 0.01
Use of NRT/Bupropion/Varenicline 103/1257 (8) 189/1195 (16) <0.001
Received part of the CR programme

  Teaching sessions 388/611 (64) 260/455 (57) 0.37
  Smoking cessation programme 268/611 (44) 228/452 (50) 0.04
  Weight management/ Diet modification 434/611 (71) 321/451 (71) 0.89
  Exercise programme 510/613 (83) 382/455 (84) 0.78
  Stress modification & relaxation 341/610 (56) 277/453 (61) 0.09

Appendix Table 2. 
Cumulative number of risk factors on target in successful quitters versus persistent  
smokers at the time of interview.
Lifestyle risk factors1 Successful  

quitters n (%) 
Persistent  
smokers n (%)

P-value

BMI <25kg/m2 128/1192 (11) 211/1099 (19) <0.001
Physical activity 270/1263 (21) 203/1195 (17) <0.01
BP <140/90 mmHg 490/1165 (42) 495/1105 (45) 0.15
LDL-C <2.5 mmol/L 605/1099 (55) 500/1070 (47) <0.001
LDL-C <1.8 mmol/L 209/1099 (19) 139/1070 (13) <0.001
0 risk factors on target 109/958 (11) 110/914 (12) 0.66
1 risk factor on target 334/958 (35) 334/914 (36) 0.45
2 risk factors on target 378/958 (39) 348/914 (38) 0.54
3 risk factors on target 125/958 (13) 110/914 (12) 0.51
4 risk factors on target 12/958 (1) 12/914 (1) 0.91

1With the exclusion of smoking; Physical activity >5 times/ week 30 min.
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