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general Critically absent from this document is a definition of "smoking 
harm reduction" (which we refer to using the term that is 
commonly used, tobacco harm reduction or THR).  Some jargon 
does not need to be defined, and sometimes it is implicitly defined 
from context.  Neither is the case here.  
 
THR is properly defined as an approach to reducing the harms 
from smoking that does not include becoming abstinent from 
nicotine use.  The term is used to refer to either the individual's 
behaviour change or policies that promote such change.  At the 
core of this is substitution of low-risk nicotine products for 
cigarettes.  These products include modern Western smokeless 
tobacco products (ST; e.g., snus), which have been shown to 
cause about 1/100th the health risk of smoking, as well as 
electronic cigarettes (e-cigarettes) and pharmaceutical nicotine 
products, which are generally believed to pose about the same 
risk as ST though this requires extrapolating from the evidence 
about ST because there is no direct evidence.   
 
…continued… 
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general (continued) Two other changes that are sometime included in and sometimes 
excluded from THR are reductions in the quantity smoked but with 
no use of substitute products and changes to cigarettes that 
create incremental reductions in the hazards.  We do not tend to 
include either of those in the term, but recognize that they are not 
clearly excluded.  The latter of these is explicitly excluded in the 
present context, per 4.2.2, while the former seems to be implicitly 
included in some of what is mentioned in the document. 
 
What cannot be legitimately included under the term THR are 
efforts to become nicotine abstinent or to promote nicotine 
abstinence.  Such efforts are not THR even if they include product 
substitution as a method of weaning off of cigarettes so long as 
the goal is for near-term cessation of those products too.  Harm 
reduction is a term of art that refers to allowing continuation of 
some core behaviour (notably including drug consumption), but 
changing the details of the consumption to reduce the health 
impact.  It is important to distinguish this from nicotine abstinence 
because some political opponents of THR, who embrace an 
abstinence-only approach, have attempted to co-opt the term.  
(Sometimes this tactic involves pretending the term has its natural 
language meaning and pointing out that abstinence reduces 
harm, so it must be harm reduction.  Other times it results from 
confusion about use of substitute products for weaning toward 
abstinence, incorrectly equating short-term low-risk product use 
with THR.)  
 
This document seems reasonably consistent with a proper 
definition of harm reduction.  However, the "key questions" (4.3) 
move substantially away from a harm reduction approach, 
emphasizing abstinence more than THR.  We address specific 
points below, but include this observation here to note that even 
when this implicit abstinence-first agenda is presented, the 
author(s) clearly understand the difference and distinguish 
between abstinence and harm reduction.  Thus we believe that 
there is no absence of consideration of true THR, but that there is 
superfluous inclusion of much that is not THR. 
 
…continued… 
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general (continued) It is important that this document include a definition of "smoking 
harm reduction" and that this properly recognizes that promotion 
of abstinence is a different approach to reducing the health effects 
of smoking (one which will obviously continue to be pursued).  No 
judgment about the relative merits of abstinence versus THR is 
necessary in order to recognize that they are distinct, and that the 
present scope is supposed to be about the latter. 

general It should be noted that reducing the quantity someone smokes 
(not to zero), as is emphasized in this document, particularly in 
the "key questions", is not a particularly good harm reduction 
strategy.  Occasional smoking is considerably lower risk than 
daily smoking, but just reducing the number of cigarettes 
consumed while still smoking daily offers less benefit than is 
widely believed.  
 
Speaking very roughly, the reduction in cancer risk drops about 
linearly with cigarette quantity reduction, but the cardiovascular 
disease risk is close to plateauing for fairly few cigarettes per day 
so may not change much.  Someone with non-cancer lung 
disease might also see only limited benefit from continuing to 
smoke, but reducing quantity.  It is worth noting that many avid 
anti-smoking activists are currently claiming that even very small 
quantities of smoke cause harms of the same order of magnitude 
as typical smoking behavior.  We are not endorsing such claims, 
but note this to point out that mere reduction in quantity smoked is 
not an approach that is recommended by either those who 
actively advocate harm reduction or those who promote 
abstinence and prohibitionist approaches. 
 
Yes, reduction in quantity does reduce harm.  And it is important 
to note that partial substitution of low-risk products while 
continuing to smoke some is a very common step on the way to 
adopting THR through complete substitution.  But emphasizing 
simply "cutting back" over more beneficial harm reduction options 
(i.e., full product substitution), as this document often seems to 
do, seems unwise and difficult to justify. 
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3(d) In the context of harm reduction, it is important to understand that 
"wanting" to quit and "tried" to quit often do not mean what a 
casual reader might interpret.  Simple self-identification into those 
categories can mean any number of things, and is thus fairly 
meaningless.  In particular, the naïve interpretation of preferences 
is something like, "I want to be abstinent, with all that implies, but 
somehow cannot do it".  But what is often really present is a 
second-order preference (i.e., a preference about having different 
preferences) like, "I want to be just as happy as a non-smoker as I 
am as a smoker" or equivalently "I want everything to be 
unchanged in my life except that I no longer smoke".  These 
second order desires are common and are very different from the 
option that is actually available.  In some sense they represent 
cases where the smoker really does not want to quit (all things 
considered), and thus fails to do so (because, despite the self-
identification as someone trying to quit, he really prefers a world 
in which he smokes to one in which he is abstinent).   
 
In that context, many quit attempts can be seen as wishful 
thinking (spurred on by many of the claims about why people 
smoke) about abstinence being preferred once it is achieved, 
which results in disappointment.  The "attempts" might be better 
seen as experiments rather than "failures".  Few people are able 
to articulate that their preferences are really the second-order 
version, and many have been denied the vocabulary that is 
required to say, "I successfully quit and was definitely an ex-
smoker for a while, but then made the conscious decision that I 
like life with nicotine better than life without, even considering the 
costs".  
 
To the extent that want-to-be-quitters are expressing second-
order preferences for wanting to not smoke but wanting even 
more to be as happy as they are when experiencing the benefits 
of smoking (primarily self-administration of nicotine), harm 
reduction is a particularly valuable approach.  Such individuals 
are practically begging for THR.  Thus, while the other standard 
boilerplate about smoking in this section is relatively unimportant, 
understanding this phenomenon and correcting the naïve view is 
critical in the context of THR.  Some people who assert they 
would like to be tobacco/nicotine abstinent are really indicating a 
preference for the benefits of nicotine without the costs of 
smoking.  This is a key argument in favour of supporting THR 
rather than an abstinence-only policy. 
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4.1.1 The target population includes those who "want to quit smoking 
but feel unable to do so ‘abruptly’".  It is not clear why this group is 
more a target of THR than any other smokers.  The rapidity of 
change varies among both those who become nicotine abstinent 
and those who adopt THR.  This characteristic seems orthogonal 
to whether someone is a particularly good candidate for THR. 

4.1.1 The target population also includes those who "smoke and do not 
feel willing or able to quit but want to reduce the harm that 
smoking is doing to their health (or to the health of those around 
them)".  This seems like the best characterization of the 
population that has the most interest in THR.  However, it is 
important to word this in terms of those who do not choose to quit 
nicotine use, but have the other concerns.  As phrased, it implies 
that they are not going to quit smoking, which obviously minimizes 
the opportunity for THR. 

4.1.1 More generally, why does the target population not include all 
smokers?  Even those who are not actively considering quitting or 
reducing their risks right now should be considered part of the 
ultimate target group, who can be educated about THR and 
perhaps adopt it someday. 

4.1.2 Those who are excluded from the target population include "those 
who are advised to quit without delay for medical reasons."  This 
should read "…to quit nicotine without delay…".  Someone who is 
advised to quit smoking without delay, but without similar dire 
need to quit smokeless nicotine sources, could benefit from the 
main approach to THR, substitution of smokeless nicotine 
products. 
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4.2 The exclusion of the substitution of Western smokeless tobacco 
products (ST) for smoking is a fatal flaw in this scoping.  While we 
understand that those ST products that are most promising for 
THR are banned in the EU (outside of Sweden), this does not 
excuse the failure of a scientific or public health analysis to even 
consider what they could contribute to THR. 
 
Some policy processes ask the question "how can we best 
implement the mandated policies of the government (or of the 
super-government in Brussels)?"  While we are not expert on the 
legalities of the present process (our relevant expertise is in 
various social and natural sciences and ethics) it is not our 
impression that this describes the present process.  A serious 
study of THR in the EU context should include inquiries that might 
call into question the EU ban of snus, rather that being restricted 
to the assumption that the ban is wise. 
 
Though e-cigarettes are gaining fast, the majority of successful 
THR in the world consists of smokers or would-be smokers 
substituting ST.  Moreover, the evidence that THR is a promising 
intervention from an individual (and thus public health) 
perspective is based on the evidence about ST.  Even the 
pharmaceutical industry has argued that their products should be 
accepted as low-risk alternatives to smoking based not on 
evidence about long-term usage of those products, of which there 
is precious little, but based on the evidence about ST.   
 
ST remains the most promising alternative for many smokers, and 
even if alternative devices prove more popular with most users, 
there is no reason to not allow those who prefer ST to use it, the 
one product for which there is actually evidence of the low-risk. 

4.2.1 While not as fundamental a problem as the exclusion of ST, two 
of the explicit inclusions are rather dubious.  It is not clear what 
oral products are included that are not ST, licensed 
pharmaceutical products, or e-cigarettes.  The explicit listing 
nicotine gels, which are not popular or widely discussed, reads 
like it is pandering to a particular merchant; moreover, of all the 
smoke-free nicotine products that might be excluded, this seems 
like the leading candidate, since it poses the greatest risk of 
accidental or intentional overdose (either a dangerous overdose 
or simply more than the user wanted). 
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4.2.1 On a more technical note, the lettered list is rather odd.  Normally 
such a list would imply that the entries on it fill the same niche.  
But (a) and (b) list tools for THR (substitute products) while (c) 
and (d) list methods for someone to change their behaviour 
(possibly switching to the substitute products, possibly something 
else).  This comment is not meant to be copy-editing, but rather to 
note that the list implies that somehow pursuing the behavioural 
change methods could be THR even in the absence of THR, 
which makes little sense. 

4.2.2 It is misleading, bordering on dishonest, to mention, when 
declaring ST and other smokeless dip products are to be 
excluded, that these "are the focus of NICE guidance in 
development".  This implies that the other guidance is related to 
the present issue, and that its existence therefore justifies 
excluding ST from consideration in THR, neither of which is true.  
The existence of the other guidance process in no way supports 
the exclusion of ST from the present scope. 

4.3 There is more emphasis on nicotine abstinence in the "key 
questions" than there is on harm reduction.  This is both odd and 
inappropriate.  It is inappropriate because this document is 
supposed to be about harm reduction, and yet the "key questions" 
are mostly not about harm reduction.  It is odd because there are 
far more important open questions about THR than there are 
about abstinence promotion, which consumes enormous research 
resources.  So why does the list about what we might want to 
know about promoting THR suggest that we squander the 
opportunity by repeating existing and over-supported research on 
abstinence promotion? 

4.3 When not focusing on abstinence rather than THR, the questions 
emphasize cutting down on quantity smoked.  As noted above, 
this could be considered to be part of THR, though most of us 
working in the field consider the rubric to be properly applied only 
if product substitution is involved.  But even if part of the definition 
in this case, it certainly should not be considered the primary form 
of THR, as these questions imply.  This might be a problem of 
poor wording:  It could be that references to quantity reductions in 
smoking are meant to include partial substitution of low-risk 
alternative products.  If so, this should be clarified.   
 
If this interpretation is not correct then it is almost the case that 
the "key questions" completely ignore the key aspect of THR, 
substitution of low-risk products.   
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4.3 The key unanswered questions about THR are either absent or 
opaquely buried in some of the listed questions.  These include: 
 
What are the main barriers that stand between people who are 
good candidates for adopting THR and actual adoption?  How 
much is just misinformation? 
 
Are there effective strategies for overcoming those barriers?  
Many smokers try low-risk alternatives and decide to not switch; 
are there ways to make them more likely to complete the switch?  
Many smokers insist that they prefer smoking and will not switch; 
are there strategies for helping them better think "do I like it that 
much more that it is worth the health costs"? 
 
How can the use of smoke-free nicotine products by smokers in 
non-smoking situations be leveraged into switching entirely to the 
low-risk alternative? 
 
(Questions 6 and 11 pick up on some of this, but are buried in the 
list, while these are the foremost important unanswered 
questions.  The existing questions also imply that clinical 
interventions, rather than mass education, are favoured, which 
may exclude some of the best answers to these questions.) 
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4.3 Even as the key questions are omitted or buried, some of the 
questions that are included are already answered or are minor 
matters of interest that seem to not belong in a brief document 
and short list of questions. 
 
The questions about cost-effectiveness for substitute products 
seem rather odd.  From a governmental perspective, all that is 
required is some education, which unless it is dismally ineffective, 
is a bargain.  From the individual consumer perspective, this is a 
matter of which product to purchase, since presumably the 
government is not going to permanently supply their habit, and 
cost-effectiveness is not a concept that makes much sense in the 
context of individual consumption preferences. 
 
The optimal period (Question 4) seems rather out of place in a 
document about policy rather than specific personalized 
behavioural strategies. 
 
If there is an important distinction between Questions 1 and 5, it is 
not obvious. 
 
Since this is a matter of knowledge and attitude education, the 
answer to Question 7, basically do the results vary by 
subpopulation, is obviously "yes".  The more useful question is 
"what works for particular subpopulations?" 

4.3 Questions 1,2, and 5 are limited to pharmaceutical products for no 
apparent reason.  The same questions apply to all low-risk 
products. 
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4.3, Question 2 Implicit in this question is the suggestion that it ever makes sense 
to limit someone to one type of substitute product.  We are aware 
of no basis for recommending this, and substitution studies and 
interventions that restrict choices to a particular product appear to 
be either commercial efforts to promote a particular product 
(rather than to research THR more generally) or intended to fail.  
Similarly, the implicit suggestion that particular combinations 
should be explored and ordained as best by policy makers is 
misguided.  People have heterogeneous tastes and low-risk 
nicotine products are a very heterogeneous collection.  The 
market is large enough to support many low-risk options. 
 
Educated consumers have a choice of products and will like some 
better than others, preferences which will differ across the 
population.  It simply makes no sense to not always facilitate 
individual choice of what works best for each individual by offering 
all the choices.  Indeed, any attempt to do otherwise can only be 
interpreted as an effort to make THR appear to be less promising 
than it is or to promote one company's or industry's profits over its 
competitors. 
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4.3, Question 8 Every action has unintended consequences, so there is no 
question there.  As for the specific proposed question, about 
deterring people from trying to stop smoking, it is difficult to 
imagine how this could occur.  It is true that promoting anything 
that makes it less unpleasant to stop smoking (counselling, NRT, 
other drugs) makes people more likely to start smoking (because 
they plan to quit and they perceive quitting to be easier).  So it is 
possible that informing people about THR might cause a few to 
smoke with the plan of switching to a low-risk alternative later, 
though that is a bit of a stretch.  It is difficult to imagine why 
promoting THR might encourage a current smoker to keep 
smoking. 
 
In any case, a better question might be "can we expect highly 
costly unintended consequences?"  That is a question that has 
been explored at great length, including by a large number of 
people who are opposed to harm reduction and very much want 
to support an answer of "yes", yet no one has yet suggested a 
credible possibility.  Still there is no harm in asking, if only to 
emphasize that the answer appears to be "no". 
 
One version (not quite Question 8, but similar) is to ask if 
promoting THR will cause some people to use nicotine who would 
not have otherwise done so.  The answer to this is clearly "yes" – 
lowering the cost of something (or revealing the existing low cost) 
always increases consumption by rational consumers, and it is 
difficult to imagine a greater drop in cost than avoiding the health 
effects of smoking.  But it should be recognized that this question 
is often used rhetorically and that honest inquiry should avoid that 
trap.  Some opponents of harm reduction like to pose the question 
as if the answer was not known, and then assert that any 
"discovery" that there is an increase in total use would imply we 
should prevent people from learning about THR.  This is an 
attempt to hide a dubious ethical assertion (the "we should 
prevent" part, which brings up questions of liberty, honesty, and 
denying people a welfare-enhancing choice) behind a fake 
empirical question.  We make this observation not to debate the 
ethical claim here, but to point out that questions about 
unintended consequences should not be phrased such that, 
instead of being fact-seeking, they are hidden rhetoric. 
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4.3., Question 9 The assumption that there is some great difficulty in explaining 
THR to people borders on the aforementioned hidden rhetoric.  
There is no obvious difficulty in explaining "these other products 
are about 99% less harmful than smoking; 99% is not 100%, but it 
is close".  Anyone competent to manage their own affairs should 
understand that.  The only apparent problem is for those who 
have been deliberately spreading disinformation, claiming that all 
nicotine/tobacco use is equally unhealthy:  They are worried that 
this information will prove embarrassing to them and are hoping 
for a way to explain the truth without it becoming clear that they 
were misleading people.  There is no way to do that.  But the 
message that it is healthier to stop smoking itself faces no threat 
from people learning about another way to stop smoking.  How 
could it?  The points are barely related, and to the extent that they 
are, the harm reduction message provides further education 
about the benefits of not smoking. 
 
It is a legitimate question to ask how to most effectively 
communicate this simple bit of information, since presumably 
there are better and worse ways to do so.  But the question as 
phrased includes the misleading suggestion that this is some 
great challenge to do at all. 

4.3, Question 10 This is certainly a legitimate question in theory, but it should be 
realized that no better answers to it are going to be learned any 
time soon.  We know most of what is useful to know about ST and 
are unlikely to ever observe the long-term effects of other current 
products (because few people will use them close to exclusively 
for a long time before they are replaced with new technologies).  
Thus, our current knowledge about the long-term effects of ST will 
remain our source of knowledge about this question for the 
foreseeable future. 
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4.3 The points under the subheading "Expected outcomes:" seem to 
be without antecedent or purpose.  Notwithstanding that 
observation, they also appear to be quite wrongheaded.  They 
describe measures of the effect of a specific directed intervention 
on a specific individual, which is part of the methodology for a 
proposed research study, but such is not the content of the rest of 
this document (even the questions).  If there is a purpose to this 
subsection, it is completely unclear.  What is worse, the outcomes 
emphasize abstinence rather than THR (which might be 
abstinence from smoking thanks to use of a low-risk substitute, 
but if that is the intention it is very unclear).  The obvious solution 
to all of this is to recognize that this subsection is serving no 
purpose and should be removed; if it is somehow addressing a 
required bit of reporting, it is failing to do it because of the lack of 
context.  If it is to be kept, it should definitely not emphasize 
abstinence over THR. 

4.3 In summary, the "key questions" section needs to be completely 
rewritten if this document is to even be about harm reduction, let 
alone to ask the big unanswered questions and to avoid making 
dubious factual claims in the guise of questions. 

general As a final note, the emphasis on abstinence and the limited 
mentions of product substitution leaves us concerned that political 
forces are on the verge of turning this into an anti-harm-reduction 
project.  While that will pose no great threat to THR (the anti-THR 
market is already saturated), it could damage NICE's credibility.  
More important, it would turn this rare opportunity to intelligently 
examine the potential for THR into yet another ineffective generic 
anti-nicotine effort. 

 


