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Background
Blended face-to-face and web-based treatment is a promising mode to
deliver smoking cessation treatment. Effectiveness of a blended
treatment (BSCT) was compared to usual face-to-face treatment (F2F).
The results from 3- and 6-months after treatment start are presented.

Methods
This parallel group, randomized controlled non-inferiority trial included
344 patients from an outpatient smoking cessation clinic in a Dutch
hospital. All patients received a 6-month high-intensity smoking cessation
treatment (230 minutes of cognitive behavioral counselling and, if
necessary, pharmacotherapy and nicotine replacement therapy). F2F
included 10 face-to-face sessions, while BSCT consisted of 5 face-to-face
and 5 web-based sessions.
Cotinine-, CO-validated point prevalence abstinence and self-reported
abstinence measures were taken shortly after the expected quit date (3
months) and at the end of treatment (6 months). Analyses were done on
an intention-to-treat basis, by which patients with missing data on
smoking status were considered smokers.

BSCT was considered non-inferior if the quit rate was not more than 5
percentage points worse than that of F2F.
For the biochemically validated results Bayes factors (BF) were calculated
to quantify the evidence. BFs >1 were considered to support the noninferiority of BSCT, while BFs <1 were considered to support the
inferiority.
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Results
Within three outcomes BSCT was inferior to F2F: Cotinine-validated
point prevalence abstinence at three months, self-reported point
prevalence abstinence at six months and self-reported continuous
abstinence at six months.
The Bayes factors revealed very strong evidence (BF 0.02) of the inferiority
of BSCT based on cotinine-validated abstinence, but only anecdotal
evidence (BF 2.61; 1.97) of the non-inferiority of BSCT based on COvalidated point prevalence abstinence.

a Answer

"No" to the questionnaire question “Have you smoked one or more
cigarettes (bags, cigars, pipe) in the last 7 days?”
b Answer

"No" to the questionnaire question “Have you smoked since the

stop?”

Main Finding
The intermediate effectiveness analysis
of an RCT comparing a blended faceto-face and web-based smoking
cessation treatment with a face-to-face
treatment indicated an inferiority of the
blended treatment.

Discussion
Contrary to our own expectations, the abstinence rates of BSCT were
lower than those of F2F. For the primary outcome (i.e. cotinine validated
point prevalence abstinence), the application of the five-percentage
points non-inferiority margin and the resulting calculation of the Bayes
Factor indicated the inferiority of BSCT.
On the one hand, these results should be considered with great caution,
as there was only a very low response rate for cotinine validated point
prevalence abstinence. On the other hand, we also found inferiority of
BSCT in two of the secondary outcomes (self-reported point prevalence
abstinence and self-reported continuous abstinence at six months), while
the remaining outcomes were inconclusive.

