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ABSTRACT: Smoking is the main risk factor in the development of chronic obstructive
pulmonary disease (COPD), and smoking cessation is the only effective treatment for
avoiding or reducing the progression of this disease.

Despite the fact that smoking cessation is a very important health issue, information
about the underlying mechanisms of the effects of smoking cessation on the lungs is
surprisingly scarce. It is likely that the reversibility of smoke-induced changes differs
between smokers without chronic symptoms, smokers with nonobstructive chronic
bronchitis and smokers with COPD. This review describes how these three groups differ
regarding the effects of smoking cessation on respiratory symptoms, lung function
(forced expiratory volume in one second), airway hyperresponsiveness, and pathological
and inflammatory changes in the lung.

Smoking cessation clearly improves respiratory symptoms and bronchial hyper-
responsiveness, and prevents excessive decline in lung function in all three groups.

Data from well-designed studies are lacking regarding the effects on inflammation
and remodelling, and the few available studies show contradictory results. In chronic
obstructive pulmonary disease, a few histopathological studies suggest that airway
inflammation persists in exsmokers. Nevertheless, many studies have shown that
smoking cessation improves the accelerated decline in forced expiratory volume in one
second, which strongly indicates that important inflammatory and/or remodelling
processes are positively affected.
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Smoking may lead to clinically recognised chronic obstruc-
tive pulmonary disease (COPD) in 15–20% of those who
smoke. COPD is characterised clinically by chronic respira-
tory symptoms such as cough and sputum production, airflow
limitation (according to the European Respiratory Society
(ERS), a forced expiratory volume in one second (FEV1)/vital
capacity (VC) ratio ofv88% of the predicted value in males or
v89% pred in females) and an accelerated decline in FEV1

(w50 mL?yr-1). Smoking is the most important risk factor for
developing COPD [1], and smoking cessation is the only
effective treatment slowing down the accelerated decline in
FEV1 [2, 3]. Pathological changes in the airways of COPD
patients are increased with respect to: 1) the number and size
of glands, 2) inflammation, 3) fibrosis, and 4) destruction of
alveolar attachments. In contrast, almost 50% of smokers
develop chronic bronchitis, i.e. chronic respiratory symptoms
without airway obstruction [1]. Chronic bronchitis is char-
acterised by chronic cough and sputum production, being
associated with the abundant presence of mucus-producing
elements in the large airways. Approximately 30% of smokers
do not show chronic symptoms or abnormal lung function.
Nevertheless, even these so-called "healthy smokers" show
subtle changes in lung morphology, lung inflammation and
lung function [4–9]. Smoking, apparently, always affects the
lungs, although the extent and severity of these changes differ
between individuals. The question arises as to whether the
reversibility of these changes also differs after smoking

cessation. Consequently, the primary aim of the present
review is to provide an overview of the effects of smoking
cessation on respiratory symptoms, lung function (FEV1 and
extent of longitudinal decline in FEV1), bronchial hyperre-
sponsiveness, and the pathological and inflammatory changes
in the lungs of the above-mentioned groups. Furthermore,
important clinical variables are compared with the underly-
ing pathological and inflammatory changes after smoking
cessation.

Definitions, selection of articles and structure

Smokers were defined according to the definitions given in
table 1. ERS (1995) [1] rather than Global Initiative for
Chronic Obstructive Lung Disease [10] criteria were used
for chronic bronchitis and COPD, since most articles included
in the present review were written before the introduction
of these guidelines. References to chronic bronchitis are to
the "pure" nonobstructive form. Especially in large general
population studies, it was sometimes difficult to allocate
subjects to one of the above-described groups, since, in such
studies, all subjects were regarded as healthy at inclusion and
yet, afterwards, some of them could be defined as having
chronic bronchitis or asthma. Data from patients with asthma
were excluded but not data regarding atopy since COPD
patients can be atopic (most articles investigating COPD
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patients exclude atopic individuals). Only articles investigat-
ing adult subjects (aged w18 yrs) were included.

Both longitudinal studies investigating smokers (with or
without COPD) before and after smoking cessation and
cross-sectional studies comparing smokers and exsmokers
(with or without COPD) were selected. In the present review,
a "smoker" is defined as someone who smokes and does not
have chronic respiratory symptoms and airway obstruction.
An "exsmoker" is defined as someone who quits smoking
before the start of the study and refrains from smoking during
the study, whereas a "quitter" is someone who smokes at the
start of the study but quits smoking during or at the start of
the study.

The structure of the present review is as follows. The effects
of smoking cessation on respiratory symptoms, lung function,
airway hyperresponsiveness (AHR), and pathological and
inflammatory changes are described in separate sections. In
each section, the effects of smoking cessation in smokers
without chronic bronchitis or COPD are described first,
followed by the effects of smoking cessation in smokers with
chronic bronchitis or with different stages of COPD. Within
each category, cross-sectional studies are described first and
then, if available, longitudinal studies.

Collection of data

The MEDLINE search (1966–2002) consisted of various
combination of the following keywords: smok*, smoking
cessation, healthy smokers, exsmoker, chronic bronchitis,
COPD, chronic obstructive pulmonary disease, respiratory
symptoms, symptoms, cough, sputum, phlegm, shortness of
breath, breathlessness, dyspnea, dyspnoea, lung, lung func-
tion, FEV1, decline in FEV1, bronchial hyperresponsiveness,
airway hyperresponsiveness, BHR, AHR, AMP, adenosine-
59-monophosphate, histamine, methacholine, inflammation,
sputum, bronchial alveolar lavage, BAL, biopsy, exhaled
nitric oxide and exhaled NO. Limits were set for the English
language. Additional relevant studies were identified by
manually searching the bibliographies of the articles retrieved.

Respiratory symptoms

Subject without chronic respiratory symptoms

The reported prevalences of intermittent cough, phlegm
and wheeze are 5–21, 5–30 and 1–19%, respectively, in

exsmokers, and 10–40% for both cough and phlegm and
7–32% for wheeze in smokers [11–19]. In contrast, the pre-
valence of dyspnoea is similar between exsmokers and
smokers (ranging 2–41%), suggesting that the sensation of
dyspnoea is either not reversible after smoking cessation, or
due to factors other than lung disease. These cross-sectional
studies suggest that respiratory symptoms improve after
smoking cessation. However, these symptoms appear not to
disappear as the prevalences of respiratory symptoms in
exsmokers are reported as higher than or similar to those
found in nonsmokers [11–15, 19, 20].

Longitudinal studies are in line with the above cross-
sectional studies, showing that most intermittent symptoms
(cough, phlegm and wheeze) decrease within 1–2 months after
smoking cessation [21–27]. The prevalence of cough and
wheeze decreases to that in nonsmokers, whereas the preva-
lence of phlegm remains slightly higher [21, 25]. Furthermore,
symptoms are also less likely to develop later in life if smokers
without chronic symptoms quit smoking [28, 29]. For
instance, KRZYZANOWSKI et al. [28] showed that only 12%
of quitters versus 29% of persistent smokers developed cough
or phlegm. The effect of smoking cessation on dyspnoea in
this group of smokers is not uniform in different studies.
Three studies, in which the duration of smoking cessation
ranged 2–6 weeks to 1–12 yrs, showed no difference in the
prevalence of dyspnoea after smoking cessation. In these
studies, dyspnoea was defined as the feeling of "shortness of
breath" or "having to stop for a breath while walking up a
slight hill" or "walking with other people of the same age on
the level ground" [25, 27, 28]. Another study suggested that
5 yrs of smoking cessation led to a small increase in dyspnoea
when hurrying on the level or walking up a slight hill (41 to
52%) [21]. An increase in body weight, as often occurs during
smoking cessation, might explain the increase in dyspnoea,
but this was not investigated in this study. Using yet another
definition, "difficulty breathing", PETERSON et al. [30] showed
that dyspnoea improved in 12 smokers after 1 and 18 months9
smoking cessation, despite an increase in body weight.

The wide range of prevalences found among the available
studies might be due to differences in the definition of
symptoms, questionnaires used and/or study population, such
as age, sex and geographical differences. This may also be an
explanation for the differences in the effect of smoking
cessation on dyspnoea. As mentioned above, dyspnoea in
healthy smokers may be due to factors other than lung
disease. In addition, it is unlikely that subjects without
chronic respiratory symptoms experience the same degree of
dyspnoea as COPD patients. Thus the severity of dyspnoea
may be very low at the start of the studies, and hence
improvement would be almost impossible after smoking
cessation. Furthermore, the cumulative or daily cigarette
consumption is not always mentioned, and, if it is, also varies
between the studies. Nevertheless, this cannot explain all of
the differences observed.

Chronic bronchitis or chronic obstructive pulmonary disease

In a cross-sectional study, patients with mild or moderate
COPD (both smokers and exsmokers) reported cough and
phlegm more often than patients with severe COPD (84 versus
68%). Conversely, dyspnoea was more prevalent in patients
with severe COPD (80%) than in patients with mild (33%) or
moderate (53%) COPD. The difference between smokers and
exsmokers was not investigated separately in this study, but
the group of patients with severe COPD (n=38) contained
relatively more exsmokers (35%) than did the group of
patients with mild or moderate COPD (n=424; 20%) [31]. This

Table 1. – Definitions used for the different groups of smokers
in this review

Chronic
symptoms#

FEV1/VC
% pred

FEV1

% pred

M F

Nonsmoker} No w88 w89 w80
Smoker No w88 w89 w80
Smoker with chronic bronchitis Yes w88 w89 w80
Smoker with mild COPD Yes v88 v89 w70
Smoker with moderate COPD Yes v88 v89 50–69
Smoker with severe COPD Yes v88 v89 f50

FEV1: forced expiratory volume in one second; VC: vital capacity; M:
male; F: female; COPD: chronic obstructive pulmonary disease; % pred:
per cent predicted. #: chronic cough and phlegm for o3 months?yr-1 for
o2 yrs successively; }: subject who has not smoked w1 cigarette?day-1

for 1 yr, without chronic symptoms or airway obstruction.
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might suggest that chronic cough and phlegm decrease after
smoking cessation, in contrast to dyspnoea.

Very few longitudinal data are available with regard to the
effect of smoking cessation on respiratory symptoms in
smokers with chronic bronchitis or COPD. FRIEDMAN and
SIEGELAUB [32] showed that chronic cough had disappeared
after 1.5 yrs in almost all smokers with chronic bronchitis
who quitted smoking.

The Lung Health Study is a 5-yr follow-up study which
assessed whether smoking cessation (and/or regular use of
bronchodilators) ameliorated FEV1 decline in patients with
mild-to-moderate COPD. This study included 5,887 smokers,
aged 35–60 yrs, with an FEV1/forced VC of v70% pred and
FEV1 of 50–90% pred. The prevalences of chronic cough,
chronic phlegm, wheeze ("day and night") and dyspnoea at
the start of the study were 48, 43, 32 and 43%, respectively
[33]. The prevalence of these respiratory symptoms decreased
by w80% after 5 yrs of smoking cessation. The greatest
decrease occurred within the first year. In addition, the risk of
developing respiratory symptoms de novo during the 5-yr
follow-up was higher in persistent smokers (28%) than in
successful quitters (4%) [2, 34].

Although there is an improvement in symptoms after
smoking cessation in smokers with chronic bronchitis and
COPD, smoking cessation only induces complete normal-
isation when airflow limitation is absent.

Lung function (forced expiratory volume in one second)

Subjects without chronic respiratory symptoms

Cross-sectional studies have shown that FEV1 is lowest in
individuals without chronic symptoms who smoke, highest in
those who have never smoked and intermediate in exsmokers
[20, 35–42]. One exception is the finding that exsmokers aged
w70 yrs tend to have lower lung function than smokers of the
same age. This can be attributed to a "healthy smoker" effect
[43], i.e. smokers who are not troubled by their habit continue
to smoke (so-called healthy smokers), whereas smokers who
are troubled by their habit are more likely to quit smoking.

Most studies show a significant excess decline in FEV1 in
smokers over nonsmokers, exsmokers and quitters [6, 8, 16,
25, 39, 44–56]. Longitudinal data are shown in table 2. There
is considerable overlap between studies in the reported decline
in FEV1 in smokers without chronic symptoms, exsmokers,
quitters and nonsmokers. This large overlap cannot be
explained by differences in age, baseline FEV1 or sex. How-
ever, it could be due to differences in the prevalence of
respiratory symptoms and severity of bronchial hyperrespon-
siveness [15, 17, 46, 47, 56–58].

Prospective population studies have shown that smoking
cessation in smokers without chronic symptoms slows the
accelerated decline in lung function towards that observed in

Table 2. – Longitudinal data on lung function decline in smokers, exsmokers, quitters and nonsmokers without chronic
respiratory symptoms

First author [ref.] Subjects
n

Sex Age§ yrs Cumulative cigarette
consumption pack-yrs

Follow-up
yrs

Decline in FEV1

mL?yr-1

Sm Exsm Quitter Sm Exsm Quitter Nonsm

BURCHFIEL [45] 4451}} M 54 6 34* 22 23#, 30ƒƒ 22
SHERRILL [44] 477}} M 46 (45–47) 49 41 7 17 27 16

F 46 (41–52) 43 19 7 14 15 12
BOSSE [46] 850}} M 42 (39–44) 21 22 5 85 57# 53
CAMILLI [47] 1705}} M 49 32 32 32 9.4 19z 4 6 6

F 49 28 17 18 9.4 7z -0.7 -4 0.4
TASHKIN [25] 2401}} M 45 41 27 39 5 70z 52 62 56

F 45 31 16 27 5 54z 38 38 42
SHERMAN [16] 3948}} M 48 32 24 12 44z 35 33

F 49 22 12 12 34z 27 28
XU [49] 4554}} M 15–54 24 19*, 26*, 33*,zz 20 6# 6

F 15–54 24 15*, 20*, 30*,zz 19 3# 15
XU [39] 5572}} M 25–78 6 53z 34 41# 38

F 25–78 6 38z 30 29# 29
LANGE [8] 7764}} M v55 5 22, 42§§ 27 17, 36§§ 21

w55 5 52, 56§§ 36 11, 43§§ 34
F v55 5 17, 30§§ 18 15, 9§§ 13

w55 5 39, 48§§ 32 28, §§ 32
TOWNSEND [55] 4926 M 47 6–7 59z 44 50 51
PELKONEN [51]ƒ 411}} M 47 30 52z 36 40 35

1007}} M 49 27 18 25 15 66z 49 56 46
KRZYZANOWSKI [52] 1824}} M 40 (19–70) 13 60*,} 50 68 47

F 40 (19–70) 13 42 38 37 38
KRZYZANOWSKI [56]## 640}} M 45 12 11.7 6.8 6.3

F 48 12 10.5 1.6 7.6
1738}} M 40 12 14 16.5 8.7

F 40 12 6.6 1.4 6.1
TAYLOR [53] 227}} M 51–61 7.5 11z 8 6.6

FEV1: forced expiratory volume in one second; Sm: smokers without chronic respiratory symptoms; Exsm: exsmokers who quitted smoking before
the start of the study; Quitter: healthy smoker at start of study, exsmoker at end of study; Nonsm: nonsmoker; M: male; F: female. §: mean, range or
mean (range); ƒ: part of population followed for 30 yrs (n=411), duration of smoking rather than cumulative cigarette consumption described and
FEV0.75 rather than FEV1 measured; ##: two populations studied: Tucson, AZ, USA (n=640), and Cracow, Poland (n=1,738); }}: general population
study; zz: light (v15 cigarettes?day-1), moderate (15–24 cigarettes?day-1), heavy (w24 cigarettes?day-1) smokers; §§: light (v15 cigarettes?day-1), heavy
(w15 cigarettes?day-1) smokers; ƒƒ: w2 ys, v2 yrs. *: pv0.05 versus nonsmokers; #: pv0.05 versus smokers; }: pv0.05 versus exsmokers; z: pv0.05
versus all other groups.
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nonsmokers (table 2) [8, 25, 45–47, 51, 52, 55, 56]. The decline
in FEV1 normalises 2 yrs after smoking cessation [45, 55].
However, in one study, a more rapid decline in FEV1 was
found in exsmokers than in nonsmokers (20 and 6 mL?yr-1,
respectively). The decline in FEV1 in quitters was similar to
that in nonsmokers in this study [49]. Only one longitudinal
study, using a small number of subjects, showed that FEV1

improved after smoking cessation [59], but most studies do
not show this [8, 24, 26, 30, 39, 45, 47, 49, 51, 55, 60, 61]. A
probable explanation is the already normal lung function in
these participants before smoking cessation.

Several studies in smaller numbers of subjects (n=10–50)
have investigated the effects of smoking cessation on uneven
ventilation and small airway closure using the single-breath
nitrogen-washout test. In this test, uneven ventilation is
reflected by the slope of phase III (change in nitrogen
concentration (DN2)), and small airway closure by closing
volume (CV)/VC and closing capacity (CC)/total lung capa-
city (TLC). Although smokers without chronic symptoms
exhibited normal FEV1, many showed higher DN2, CV/VC
and CC/TLC than nonsmokers. This could not be attributed
to any difference in other variables such as cumulative
cigarette consumption, age or other lung function variables
[24, 59]. Since a higher CV and CC indicate earlier small
airway closure at end-expiration, this might indicate that the
small airways are already changed in these smokers. This is
supported by the results of NIEWOEHNER et al. [5], who found
inflammation in the small airways of smokers without chronic
symptoms. Smoking cessation improved DN2, CV/VC and
CC/TLC, indicating that these smoke-induced changes are
probably reversible in this population [24, 25, 59, 62].

Chronic bronchitis or chronic obstructive pulmonary disease

Table 3 presents a literature overview of the effect of
smoking cessation on lung function (FEV1) decline in patients
with chronic bronchitis or COPD. FLETCHER and PETO [63]
investigated males with mild airway obstruction and showed
that the accelerated decline in FEV1 in exsmokers was slower
than that in smokers (37 and 62 mL?yr-1, respectively). In

addition, POSTMA et al. [67] showed that smoking cessation in
smokers with moderate COPD reduced the accelerated
decline in FEV1 byy50%, from 85 to 49 mL?yr-1. The results
of the Lung Health Study in mild-to-moderate COPD
patients showed a similar reduction in the 5 yrs following
their date of smoking cessation, i.e. 63 mL?yr-1 in persistent
smokers and 34 mL?yr-1 in quitters [3, 64–66, 71] (fig. 1).
During the first year after smoking cessation, FEV1 improved
by 57 mL in quitters, whereas it fell by 32 mL in persistent
smokers [64]. After 11 yrs of follow-up, the decline in FEV1 in
quitters was 30 mL?yr-1 for males and 22 mL?yr-1 for females,
whereas, in continuous smokers, the decline was 66 mL?yr-1

and 54 mL?yr-1, respectively [71].
Decline in FEV1 is strongly related to cumulative cigarette

consumption and severity of pre-existent bronchial hyperre-
sponsiveness in smokers with COPD [65, 67]. Decline in FEV1

is also related to the number of cigarettes smoked: heavy
smokers with mild-to-moderate COPD showed a greater
decline than light smokers, and these heavy smokers showed

Table 3. – Effects of smoking cessation on decline in lung function in smokers with chronic bronchitis (CB) or chronic obstructive
pulmonary disease (COPD)

First author [ref.] Subjects
n

Sex Age yrs CB/COPD Cumulative cigarette
consumption pack-yrs

Follow-up
yrs

Decline in FEV1

mL?yr-1

Sm Exsm Quitter Sm Exsm Quitter

COMSTOCK [21] 670 M 40–59 CB# 5 82 34
FLETCHER [63] 792} M 50–59 Mild 8 62, 80z 37

None 8 42, 55z 30
ANTHONISEN [3, 64] 5887 M/F 48 Mild–moderate 40 5 63 34§

SCANLON [65] 3818 M/F 49 Mild–moderate 41 40 5 62 31
MURRAY [66] 5887 M/F 48 Mild 42, 36ƒ 42, 36ƒ 5 1.2% pred 0.33% pred
POSTMA [67] 81## M/F 48 Moderate–severe 40 2–21 85 49}}

POSTMA [68] 81zz M 48 Moderate 40 2.8–20 85 49
BARTER [69] 34§§ M 56 Mild 5 56 16
HUGHES [70] 56ƒƒ M 54, 57 Mild–moderate 37 35 3–13 54 16
ANTHONISEN [71] 4517 M 61 Mild–moderate 11 66 30

F 54 22
LEADER [72] 25### M/F 50 Mild–moderate 61 71 0, 8 and 28 weeks 0

FEV1: forced expiratory volume in one second; Sm: smokers; Exsm: exsmokers who quitted smoking before the start of the study; Quitter: someone
who quits smoking at start of study and is still not smoking at end of study; M: male; F: female; % pred: per cent predicted. #: 90% of the smokers had
symptoms of CB; }: general population study; z: light (v15 cigarettes?day-1), heavy (w15 cigarettes?day-1) smokers; §: z57 mL?yr-1after 1 yr of
smoking cessation; ƒ: M, F; ##: 59 smokers, 22 quitters; }}: quitters defined as those who smoked at the start of the study but quitted smoking at some
point during the study and did not start smoking again;zz: FEV1 63% pred without steroids; §§: five exsmokers; ƒƒ: 37 smokers, 19 exsmokers; ###: 18
smokers, seven quitters.
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Fig. 1. – Effect of smoking cessation (#: persistent smoking cessation;
$: continued smoking) on postbronchodilator forced expiratory
volume in one second (FEV1) decline. From [64].
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greater FEV1 improvement after smoking cessation than light
smokers [65].

Airway hyperresponsiveness

Subjects without chronic respiratory symptoms

The prevalence of AHR to histamine has been reported
to be similar in smokers and exsmokers without chronic
symptoms [15, 53, 73], whereas the prevalence of AHR to
methacholine is higher in smokers than in exsmokers (table 4)
[54, 74, 75, 77]. This suggests that AHR to histamine is less
reversible after smoking cessation than that to methacholine.
This is, however, as yet unresolved since RIJCKEN et al. [15]
found no differences in the prevalence of AHR to histamine
in smokers, exsmokers and nonsmokers, whereas TAYLOR

et al. [53] found a higher prevalence of AHR to histamine in
exsmokers than in nonsmokers. The prevalence of AHR to
methacholine has been reported to be similar in exsmokers
and nonsmokers [54, 74–77], suggesting at least a real improve-
ment in AHR to methacholine after smoking cessation.

Only three studies have investigated the longitudinal effects

of smoking cessation on AHR in smokers without chronic
symptoms (table 5), predominantly showing that AHR to
methacholine or carbachol does not change after smoking
cessation [23, 27, 61]. However, the number of subjects investi-
gated was small (n=10–17), and most individuals had no AHR
at the start of the study, which made it virtually impossible to
find a significant improvement after smoking cessation.

LIM et al. [73] showed that the severity of AHR to
histamine deteriorated in smokers without chronic symptoms
who continued smoking: the provocative concentration of
histamine causing a 20% fall in FEV1 changed significantly
from 7.1 to 3.3 mg?mL-1 over 4 yrs. In contrast, AHR did not
change (from 6.7 to 6.0 mg?mL-1) in subjects who refrained
from smoking. Taken together, this suggests that smoking
cessation would prevent future deterioration in AHR,
although it does not lead to improvement.

Chronic bronchitis and chronic obstructive pulmonary
disease

Cross-sectional studies investigating AHR in smokers and
exsmokers with chronic bronchitis or COPD are presented in

Table 4. – Cross-sectional data on airway hyperresponsiveness (AHR) in smokers, exsmokers and nonsmokers without chronic
respiratory symptoms

First author
[ref.]

Subjects
n

Sex Age yrs Method AHR response#

%
Results Comments

KABIRAJ [54] 18 Nsm M 48 FEV1 fall after
10 mg?mL-1 MCh

9.8 SmwExsm=Nsm Atopy unk; symptoms
in both Sm and Exsm,
but not in all

20 Exsm M 48 9.5
22 Sm M 48 19.5

CERVERI [74]} 295 Nsm M/F 39 (15–64) PD15 v7.9 mg MCh 11 SmwExsm=Nsm All asymptomatic and NA
50 Exsm M/F 15

70 Sm M/F 43z

PAOLETTI [75]} 693 Nsm M/F 8–73 PD20 v4.8 mg MCh 34, 23§ SmwExsm=Nsm (F) NI
369 Exsm M/F 31, 21§ Sm=Exsm=Nsm (M)
496 Sm M/F 40, 25§

SUNYER [76]} 387 Nsm M/F 32 (20–44) PC20 v100 mg?mL-1

MCh
13, 5, 25, 21## SmwExsm=Nsm (NA)

163 Exsm M/F 14, 8, 14, 31## Sm=Exsm=Nsm (A)
619 Smƒ M/F 24, 18, 20, 18##

SPARROW [77]} 129 Nsm M 50–59 PD20 v8.6 mmol MCh 9.3 SmwExsm=Nsm Age range selected
(n=914 in study)

172 Exsm 8.7
66 Sm 22.7

BURNEY [78]} 259 Nsm M/F 41 PD20 v8 mmol HA 10 SmwExsm=Nsm
116 Exsm M/F 12
136 Sm M/F 24

TAYLOR [53]} 39 Nsm M 51–61 PC20 v16 mg?mL-1 HA 5 Sm=ExsmwNsm NI
71 Exsm M 24 Sm=Exsm}}

117 Sm M 29
LIM [73] 16 Exsm M 53 PC20 HA mg?mL-1 6.7 Sm=Exsm NI

27 Sm M 59 7.1
XU [79]} Nsm M/F w8 PC10 v8 mg?mL-1 HA 16 Sm=Nsm NI

Exsm 18
Sm (2684) 20, 33zz

RIJCKEN [15]} 574 Nsm M/F 32.7 PC10 v16 mg?mL-1 HA 24 Sm=Exsm=Nsm NI
252 Exsm M/F 18
1013 Sm M/F 28

Nsm: nonsmoker; Sm: smokers without chronic respiratory symptoms; Exsm: exsmoker; M: male; F: female; FEV1: forced expiratory volume in one
second; MCh: methacholine; unk: unknown; PD15: provocative dose of drug causing a 15% fall in FEV1; NA: nonatopic; PD20: provocative dose of
drug causing a 20% fall in FEV1; NI: no information about atopy or symptoms; PC20: provocative concentration of drug causing a 20% fall in FEV1;
A: atopic; HA: histamine; PC10: provocative concentration of drug causing a 10% fall in FEV1. #: severity or prevalence (see Method column); }:
general population study; z: 27% heavy plus 16% moderate (v18 pack-yrs) smokers; §: F, M; ƒ: cumulative cigarette consumption 15 pack-yrs; ##:
NA-F, NA-M, A-F, A-M; }}: subjects aged v35 yrs (n=30); zz: v24 cigarettes?day-1, w25 cigarettes?day-1.
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table 6. The severity of AHR to histamine or methacholine is
similar in smokers and exsmokers with moderate COPD [81,
82]. This suggests that AHR to histamine and methacholine
does not revert to normal levels after smoking cessation
in COPD, which could be due to either ongoing inflammation
or irreversible structural changes in the lung. In contrast,
hyperresponsiveness to adenosine-59-monophosphate is more
severe in current smokers than in exsmokers with moderate
COPD, even when AHR to methacholine is similar between
these groups [81]. These cross-sectional data suggest that
AHR to adenosine-59-monophosphate improves after smok-
ing cessation, possibly as a consequence of a decrease in the
number of mast cells in the lung [85].

The above cross-sectional data are not in line with the 5-yr
follow-up data of the Lung Health Study [86]. Continuous
smokers showed a more than three-fold deterioration in AHR
to methacholine compared to sustained quitters. Interestingly,
the authors also showed that a considerable degree of the

effect of smoking on AHR could be accounted for by the
induced changes in FEV1 [86].

Pathological and inflammatory changes in the lungs

Subjects without chronic respiratory symptoms

The effect of smoking cessation on pathological changes
and inflammation in smokers without chronic respiratory
symptoms has not been extensively investigated. Only two
studies have assessed pathological changes in smokers and
exsmokers without chronic symptoms undergoing surgical
treatment for a lung tumour [87, 88]. Goblet cell hyperplasia
was observed remarkably less in these exsmokers. Squamous
metaplasia was not different in the central airways, but tended
to be less abundant in the peripheral airways of exsmokers

Table 5. – Effect of smoking cessation (SC) on airway hyperresponsiveness (AHR) in smokers without chronic respiratory
symptoms

First author
[ref.]

Subjects
n

Sex Age
yrs

Cumulative
cigarette

consumption
pack-yrs

Sympt SC period Method AHR#

Before
SC %

After
SC %

SC
effect

BUCZKO [23] 17 M/F 35 20 14/17 99¡43 days} MCh TC 1.0 mg?mL-1 1.6 mg?mL-1 None
SIMONSSON [61] 10 M/F 42 25 Some 1 week; 1, 6,

12 months
w15% FEV1

fall (MChz)
30 20§ None

ISRAEL [27] 10 M/F 36 20 Some 2, 6 months PD35 20 40, 50ƒ None
PD20 60 60, 70ƒ

Sympt: symptoms (occasional cough or sputum production); M: male; F: female; MCh: methacholine; TC: threshold concentration (baseline volume
40% vital capacity above residual volume minus 2.8 SD); FEV1: forced expiratory volume in one second; PD35: provocative dose of carbachol
(various doses used) causing a 35% fall in specific airway conductance; PD20: provocative dose of carbachol (various doses used) causing a 20% fall in
FEV1. #: severity or prevalence (see Method column); }: mean¡SD; z: various concentrations used; §: at 12 months; ƒ: at 2 months, 6 months.

Table 6. – Cross-sectional data on airway hyperresponsiveness (AHR) in smokers and exsmokers with chronic bronchitis (CB) or
chronic obstructive pulmonary disease (COPD)

First author
[ref.]

Subjects# n Age
yrs

Cumulative
cigarette

consumption
pack-yrs

CB/COPD Method AHR response Results

TASHKIN [80] 5877 Sm 49 41 Mild COPD PC20 v25 mg?mL-1

MCh %
59, 85}

OOSTERHOFF

[81]
12 Sm 57 20 Moderate COPD PC20 MCh/AMP

mg?mL-1
w16, w320z SmvSm COPD=Exsm

COPD (MCh)
19 Sm COPD 60 13 0.35, 7.2z SmvExsm COPDvSm

COPD (AMP)
11 Exsm COPD 63 0.5, 58z

POSTMA [82] 5 Sm 53 24 Moderate/severe
COPD

No AHR SmvSm COPD

5 Exsm 15 No AHR ExsmvSm COPD
14 Sm COPD 57 35 PC20 HA mg?mL-1 6.73 Sm COPD=Exsm

COPD
14 Exsm COPD 55 26 5.58

BAHOUS [83] 24 Sm COPD/CB
4 Exsm COPD/CB

50 37 CB (n=14), mild
COPD (n=4),
moderate COPD
(n=10)

PC20 v8 mg?mL-1

HA/MCh %§
CB 7, COPD

100
Sm CBvSm COPD

WOOLCOCK

[84]
10 Sm COPD 56 53 Mild COPD

(n=2), moderate
PD20 MCh mmol 1.0–10 NsmvSm COPD

2 Nsm COPD (n=8) PD20 HA mmol 0.5–5.9

Sm: smoker; Exsm: exsmoker; Nsm: nonsmoker; PC20: provocative concentration of drug causing a 20% fall in forced expiratory volume in one
second (FEV1); MCh: methacholine; AMP: adenosine 59-monophosphate; HA: histamine; PD20: provocative dose of drug causing a 20% fall in
FEV1. #: male and female subjects in all studies; }: males, females; z: MCh, AMP; §: response identical for HA and MCh.
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compared to smokers. Gland size and smooth muscle mass in
the peripheral and central airways were similar in both
groups. No differences were found in the amount of fibrosis in
the peripheral airways or pigment deposition in the airway
wall and the number of destroyed alveoli. Apparently, such
pathological changes are not or less reversible after smoking
cessation, in contrast to goblet cell hyperplasia.

The aforementioned studies [87, 88] also assessed inflam-
mation, but found no differences in the intensity of
inflammation in central and peripheral airways. Other cross-
sectional studies, using indirect and direct measures of airway
inflammation or more specific immunological techniques,
have shown different results. In blood, leukocyte counts are
lower in exsmokers than in smokers, suggesting improvement
[32, 89–92] but not always normalisation [89] after smoking
cessation. In exsmokers, the percentage of CD4zlymphocytes
is lower than in smokers and normalises after 2 yrs of
smoking cessation [90, 93]. In addition, the percentage of
natural killer cells is higher in exsmokers than in smokers [93,
94]. In exhaled air, exsmokers show similar nitric oxide levels
to nonsmokers, in contrast to the lower levels measured
in smokers [95–100]. In sputum, interleukin (IL)-8 levels
are similar in exsmokers and smokers [101], but remain
higher than in nonsmokers [102, 103], suggesting that pro-
inflammatory activity might not change after smoking
cessation. Only one bronchoalveolar lavage fluid (BALF)
study compared exsmokers (age 62 yrs, n=6), smokers (age
49 yrs, n=14) and nonsmokers (age 48 yrs, n=15). The
percentages of all cells in BALF were similar between
smokers and exsmokers. The number of neutrophils, how-
ever, tended to be lower in exsmokers than in smokers, but
remained higher than in nonsmokers. In addition, the number
of macrophages was lower in exsmokers than in smokers, and
similar to the number of macrophages in nonsmokers. The
same study reported that the concentration of monocyte
chemotactic protein-1 (MCP-1), an important chemoat-
tractant for macrophages, was higher in smokers than in
exsmokers and nonsmokers, with no difference between the
latter groups. The concentration of macrophage inhibitory
protein-1b, another monocyte chemoattractant, in BALF was
similar between the groups. Thus, after smoking cessation,
the higher number of macrophages and MCP-1 levels seem
to normalise, whereas the number of neutrophils does not
[104].

A few studies have assessed the effect of smoking cessation
on inflammation in smokers without chronic respiratory
symptoms in a longitudinal way (table 7). Endobronchial
findings showed that macroscopic signs of chronic bronchitis
(oedema, erythema and mucus) decreased within 3 months
after smoking cessation, and totally disappeared after 6
months [115]. Exhaled NO levels increased almost to normal
values within 1 week of smoking cessation, suggesting that the
smoke-induced inhibition of inducible nitric oxide synthase
production by epithelial cells is reversible [105].

The number of blood leukocytes fell almost immediately
after smoking cessation, the largest effect occurring within the
first 9 months [89, 106, 107]. In addition, a fall in the number
of macrophages in sputum and BALF was already evident
1–2 months after smoking cessation, reaching normal levels in
BALF at 6 months [106, 115, 116]. BALF neutrophils and
lymphocytes normalised at 9 and 15 months, respectively,
after smoking cessation [106]. Not only did the number of
inflammatory cells in blood and BALF decrease after smok-
ing cessation, but these cells also seemed to be less activated
[112, 115]. In addition, a decrease in pro-inflammatory mediator
(soluble intercellular adhesion molecules and soluble CD44)
levels has been reported [110, 111].

Smoking reduction, like smoking cessation, also reduced
airway inflammation. RENNARD et al. [118] investigated the

BALF of 15 heavy smokers who reduced their cigarette
consumption from a mean of 50 to 19 cigarettes?day-1. After 2
months of smoking reduction, the number of neutrophils and
macrophages and elastase levels decreased significantly.

Longitudinal data on blood, BALF and sputum show that
smoke-induced changes are reversible after smoking cessation
in smokers without chronic respiratory symptoms; however,
cross-sectional studies on BALF and sputum suggest that
they are only partially reversible. Although longitudinal data
on smoking cessation in lung tissue are lacking, the available
data indicate that the inflammatory changes in this group of
smokers are (at least partially) reversible after smoking
cessation.

Chronic bronchitis or chronic obstructive pulmonary disease

Only a few cross-sectional studies provide any information
about the possible effects of smoking cessation in patients
with chronic bronchitis or COPD [85, 87, 88, 93, 98, 100, 101,
119–125]. A major drawback in most of these studies is that
they were not originally designed to compare smokers and
exsmokers, and, therefore, the number of subjects was often
too small to perform separate analyses.

In the central airways of patients with chronic bronchitis,
there was less goblet cell hyperplasia in exsmokers than in
smokers. In contrast, there was more squamous metaplasia in
exsmokers [88]. In the peripheral airways, goblet cell hyper-
plasia and squamous metaplasia occurred at similar levels in
both groups. More inflammatory cells were present near the
secretory glands in the central airways of the exsmokers,
which may explain the diminished but still ongoing cough and
sputum production after smoking cessation in these patients.
More inflammatory cells were present in the wall of the
peripheral airways of these exsmokers than in smokers, which
contrasted with the lower number of macrophages in the
airway lumen in the exsmokers. The presence of glands,
smooth muscle mass, fibrosis or cartilage were similar in both
groups [88]. It is not yet known whether the composition of
inflammatory cells and their mediators in the lungs changes
after smoking cessation in patients with chronic bronchitis.

In patients with mild COPD, there tended to be less goblet
cell hyperplasia in exsmokers who had quitted smoking for
v2 yrs than in smokers and exsmokers who had quitted
smoking for w2 yrs. Goblet cell hyperplasia in the latter two
groups was similar. This was a cross-sectional study, and it
cannot be ruled out that subjects who had quit forw2 yrs had
more goblet cell hyperplasia at baseline [119].

The presence of squamous metaplasia, inflammatory cells,
fibrosis and muscle hypertrophy in the peripheral airways was
similar in exsmokers and smokers with mild COPD. Unlike
patients with chronic bronchitis, the number of macrophages
in the lumen was similar between smokers and exsmokers
with COPD [87, 119]. These data suggest that most patho-
logical changes are not reversible in patients with COPD,
except for goblet cell hyperplasia, which seems at least partly
reversible.

Although structural changes in COPD patients do not
reverse after smoking cessation, FEV1 decline slows. This
might be due to a reduction in inflammation in these patients.
Indeed, exsmokers showed a lower percentage of B-cells
(CD19z) in peripheral blood than smokers, but similar
percentages of CD3z, CD4z and CD8z T-lymphocytes
[93]. Exsmokers and smokers with mild-to-moderate COPD
(n=18) showed similar blood levels of soluble tumour necrosis
factor (TNF) receptor (sTNFR) 55, sTNFR-75 and IL-8 [101].
However, in a larger group of mild-to-severe COPD patients
(n=55), exsmokers exhibited higher levels of sTNFR-55
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and -75 than smokers, which may indicate a decrease in
inflammation after smoking cessation [122]. In the latter
study, no differences were found in levels of blood leukocytes,
acute phase proteins, such as C-reactive protein and lipo-
polysaccharide-binding protein, and soluble IL-1 receptor
type II [122]. Higher levels of sTNFR-55 and -75 were also
found in the sputum of exsmokers compared to smokers with

mild-to-moderate COPD [101], again indicating a decrease in
inflammation upon smoking cessation. In contrast, IL-8 levels
were also higher in exsmokers, suggesting increased inflam-
mation. In another group of moderate-to-severe COPD
patients, IL-6 and -8 levels in sputum were similar between
current and exsmokers [123]. Unfortunately, 51 of the 57
included COPD patients used inhaled corticosteroids; thus

Table 7. – Effect of smoking cessation (SC) on inflammation in blood, sputum and bronchoalveolar lavage fluid (BALF) in
smokers without chronic respiratory symptoms

First author
[ref.]

Subjects
n

Age
yrs

Cumulative
cigarette

consumption
pack-yrs

Specimen Validation of
quitters

Follow-up
months

Effects of SC

ROBBINS [105] 10 Q 38 30} eNO Exhaled CO 1, 8 weeks Increase in eNO (5.7 to 10.3 ppb)
at 1/8 weeks

MILLER [91] 20 Q 22–71 Blood 6 weeks No change in % lym, CD3, CD4
or CD8 or CD4/CD8 ratio in
lSm/mSm

5 lSm 10–19 Decr in % CD8, CD4/CD8 ratio
norm in hSm

6 mSm 19–49
9 hSm 50–120

SKOLD [106]# 18 Q 41 23 Blood 1, 3, 6, 9, 15 Decr in leuc and [Hb] at 9 months
Inc in IgG (trend)

JENSEN [107] 160 Q
92 Q

43 25 Blood Exhaled CO 6, 12 Decr in leuc, neut, lym; No change
in baso

JENSEN [108] 92 Q 44 23 Blood Exhaled CO 6, 12 Inc in sIgE at 6 months, esp. in Q
v40 yrs; Decr in sIgE at 12 months

MELISKA [109] 28 Q (M) 21–35 21} Blood
(lym)

Cotinine 31 days Inc in NK cytotoxic activity; No
change in T-cell activation; Decr
in serum cortisol

SCOTT [110] 30 Q 43 25} Plasma Exhaled CO,
cotinine

12 Decr in sICAMs (307 to 241 ng?mL-1)
towards normal

SCOTT [111] 30 Q 43 25} Plasma Exhaled CO,
cotinine

12 No change in sCD44; Decr in sCD44v5
and sCD44v6

JENSEN [112] 50 Q 39 30 Blood Exhaled CO 3, 6, 12 Decr in sECP at 6/12 months
(-13.1 mg?L-1); Decr in sLF at 6/12
months (-230.7 mg?L-1)

HERSEY [113] 35 Q 38 Blood 3 Decr in lym; Trend Decr in neut, plat
Inc in NK activity; Inc in IgG, IgM

SWAN [114] 46 Q 49 49 Sputum
(spont)

Cotinine in
sputum

12 Decr in neut (-7.9%), MP (-14%),
pigm MP (-4%); No change in
columnar cells, mucus, metaplasia,
dysplasia

SKOLD [115]# 18 Q 41 23 BALF 1, 3, 6, 9, 15 Decr in [cells] at 1 month; Decr in
oedema, erythema, mucusz, norm
at 6 months; Inc in MP Fl at
1 month; Decr in MP Fl at 6 months

SKOLD [116]# 18 Q 41 23 BALF 1, 3, 6 Decr in [cells] at 1 month; Decr in MP
(91 to 83%) at 6 months; Inc in MP
activity at 6 months; Inc in lym
(6.6 to 14.5%) at 6 months; No
change in % neut, eos, baso at
6 months

SKOLD [106]# 18 Q 41 23 BALF 1, 3, 6, 9, 15 Decr in neut, MP, lym, eos (total
cells) at 9 months; No changes
in L-fibronectin, L-hyaluronan
Inc after SC, norm at 12 months;
L-albumin Inc at 6 months
SC, norm at 12 months

ANDERSSON [117]# 8 Q 37 20 BALF 1, 3, 6, 9, 15 CCSP levels lower in Sm, Inc till
9 months, norm at 15 months

Q: quitters; lSm: light smokers (Sm); mSm: moderate smokers; hSm: heavy smokers; eNO: exhaled nitric oxide; Inc: increase; Decr: decrease; ppb:
parts per billion; lym: lymphocytes; norm: normalised; leuc: leukocytes; Hb: haemoglobin; Ig: immunoglobulin; neut: neutrophils; baso: basophils;
sIg: serum Ig; esp.: especially; NK: natural killer [cell]; sICAM: soluble intercellular adhesion molecule; sCD44: soluble CD44; sECP: serum
eosinophil cationic protein; sLF: serum lactoferrin; Plat: platelets; spont: spontaneous; MP: macrophages; pigm: pigmented; Fl: fluorescence; eos:
eosinophils; CCSP: Clara cell secretory protein. #: same population (subpopulation used in [117]); }: cigarettes?day-1 (pack-yrs not given); z:
macroscopic endobronchial findings.
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the effect of smoking cessation may have been masked by the
use of corticosteroids. In spontaneous sputum from mild-to-
severe COPD patients who did not use corticosteroids, no
differences were found in IL-8, myeloperoxidase and eosino-
phil cationic protein levels between smokers and exsmokers
[126]. In contrast, myeloperoxidase and IL-8 levels in sputum
from severe COPD patients were lower in exsmokers.
Unfortunately, interpretation is again difficult as 18 of the
42 patients used inhaled corticosteroids. No differences
were found between the groups with respect to levels of the
neutrophil chemoattractant leukotriene B4 or neutrophil
elastase activity, or in the activity of one of the natural
inhibitors of neutrophil elastase, secretory leukoprotease
inhibitor [127]. Finally, exhaled NO levels in COPD patients
are higher in exsmokers than in smokers and nonsmokers
[100, 120, 121], although one study reported no differences
[98]. Since exhaled NO is thought to reflect airway inflamma-
tion, this suggests a worsening situation. However, NO also
has bronchodilatory and anti-inflammatory effects. A major
drawback for interpretation is that none of the above-
described studies gave specific information on cumulative
cigarette consumption or the mean duration of smoking
cessation. These data suggest that levels of anti-inflammatory
mediators in blood and sputum might increase after smoking
cessation, whereas most studies report that the levels of pro-
inflammatory mediators do not change.

Only three studies have investigated bronchial biopsy
specimens or lung tissue from smokers and exsmokers with
COPD. PESCI et al. [85] showed that exsmokers tended to
have lower numbers of mast cells in the epithelium, lamina
propria and BALF than smokers. DE BOER et al. [124] found
no differences in expression of IL-8 and MCP-1 and its
receptor CC chemokine receptor 2 in the lung tissue of
smokers and exsmokers with moderate-to-severe COPD.
Finally, TURATO et al. [125] investigated submucosal inflam-
mation in bronchial biopsy specimens from a group of
smoking or exsmoking patients with chronic bronchitis and/or
mild-to-moderate COPD, and also from nonsmokers. No
differences between smokers (49 pack-yrs) and exsmokers (34
pack-yrs) were found in levels of neutrophils, eosinophils,
macrophages and lymphocytes (CD3z, CD4z and CD8z),
and the pro-inflammatory markers TNF-a, IL-1b and IL-2
receptor, and expression of the adhesion molecules very
late activation antigen-1 (VLA-1), intercellular adhesion
molecule-1 (ICAM-1) and E-selectin. However, macrophage
numbers and expression of IL-2 receptor, VLA-1, ICAM-1
and E-selectin were higher in both smokers and exsmokers
than in nonsmokers. Thus, in COPD patients, inflammation
seems to persist in lung tissue after smoking cessation.

The few published studies, presented above, that compare
smokers and exsmokers with COPD suggest either a decrease
in or persistence of inflammation after smoking cessation.
This contradiction may be explained in several ways. First,
the design of all of the studies was cross-sectional and studies
using bronchial biopsy specimens or lung tissue, especially,
contained a small number of subjects. Secondly, the smoking
cessation period varied between the studies, or was not
described at all. Thirdly, different methods such as biopsy
specimens and BALF were used to study inflammation.
Fourthly, heterogeneous groups of patients were investigated,
both between and within studies. For example, TURATO et al.
[125] investigated patients who all showed symptoms of
chronic bronchitis, but not all had airway obstruction. Finally
and fifthly, not all studies investigated the same biological
markers or immunological pathways.

Whether smoking cessation reduces inflammation in COPD
patients cannot easily be concluded from the available data.
Airway inflammation seems to persist in lung tissue after
smoking cessation, whereas studies using sputum, BALF and

blood suggest that a reduction occurs, measuring indirect
markers of airway inflammation. In addition, goblet cell
hyperplasia seems to be at least partially reversible, whereas
most of the pathological changes are not.

Discussion

Ideally, the results of longitudinal prospective studies
would be reviewed to assess the effects of smoking cessation
on the lungs. This was to some extent feasible with respect to
the effects of smoking cessation on respiratory symptoms and
FEV1 in smokers without chronic respiratory symptoms.
However, longitudinal data describing the effects of smoking
cessation on airway inflammation in patients with established
COPD are lacking. Only 14 cross-sectional studies have been
published, describing airway inflammation and comparing
smokers and exsmokers. Obviously, there is an astonishing
discrepancy between the global consensus that smoking
cessation is one of the most important health issues and the
very scarce information regarding its effects on the lungs. In
the following section, the findings described above are
summarised, with special attention to the contrasting results
between smokers without chronic respiratory symptoms and
smokers with chronic bronchitis and COPD.

Smokers without chronic respiratory symptoms

Smoking cessation decreases episodic respiratory symp-
toms and normalises the excessive decline in FEV1. It does
not improve AHR to direct stimuli, but prevents future
deterioration. Smoking cessation reduces the number of
goblet cells in the peripheral airways, which may explain
why respiratory symptoms such as cough and sputum
production decrease in this group. Smoking cessation does
not change smooth muscle mass and fibrosis in the peripheral
airways; however, it improves peripheral airway collapse in
the single-breath nitrogen-washout test. The present authors
are not aware of any histological studies that show whether
smoking cessation reduces local inflammatory cell infiltration
in the airway wall and parenchyma. Nevertheless, the levels of
inflammatory cells and inflammatory mediators in blood,
sputum and BALF decrease towards normal values within
1 yr of smoking cessation. Thus most studies in smokers
without chronic respiratory symptoms suggest that the
smoke-induced subtle changes in the lung (especially in the
peripheral airways) are at least partially reversible.

Chronic bronchitis

The effect of smoking cessation on sputum production,
dyspnoea, FEV1, AHR and inflammation has not formally
been investigated in chronic bronchitis, reflecting the neglect
shown towards this disease since the 1970s. Smoking
cessation evidently decreases chronic cough, most probably
due to a decrease in goblet cell number in the central airways.
Moreover, it is associated with normalisation of the
accelerated decline in lung function, similar to that seen in
smokers without chronic respiratory symptoms. In contrast,
smoking cessation does not reduce the number of goblet cells
or submucosal glands, smooth muscle mass or fibrosis in the
peripheral airways. Taken together, the few available studies
in these patients suggest that smoking cessation reduces
bronchitis of the large airways, resulting in a reduction of
cough and accelerated decline in FEV1.
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Chronic obstructive pulmonary disease

The most important clinical features of COPD patients are
respiratory symptoms and an accelerated decline in FEV1.
Smoking cessation in COPD patients improves respiratory
symptoms and normalises the excessive FEV1 decline in all
stages of the disease. The improvement in respiratory symp-
toms may be caused by a decrease in goblet cell number, just
as in healthy smokers and smokers with chronic bronchitis.
Indirect bronchial hyperresponsiveness seems to improve
after smoking cessation. After smoking cessation, an increase
in anti-inflammatory receptor levels in blood and sputum
occurs in mild-to-severe COPD patients. In addition, levels of
neutrophil chemoattractants in sputum are reduced in severe
COPD. Taken together, this suggests an improvement of
inflammation. However, no effects of smoking cessation on
blood leukocyte numbers or acute phase protein levels, or on
inflammatory cell numbers and mediators in lung tissue,
occur.

In summary, although some indirect markers of airway
inflammation suggest a reduction in inflammation after
smoking cessation in COPD patients, histopathological
studies show persistent airway inflammation. Since smoking
cessation improves respiratory symptoms and slows the rapid
FEV1 decline in COPD patients, it is obvious that the primary
therapeutic intervention for these patients is to quit smoking.
However, the exact nature of the changes in airway
inflammation and the relationship with symptoms, lung
function and AHR after smoking cessation remain to be
established.

Conclusion

Smoking cessation improves respiratory symptoms and
bronchial hyperresponsiveness, and prevents accelerated
decline in lung function, in all smokers, with or without
chronic obstructive pulmonary disease. In chronic obstructive
pulmonary disease, the underlying fibrosis and loss of alveolar
attachments is probably irreversible, explaining why the
forced expiratory volume in one second does not normalise
after smoking cessation in these patients. It is now well
established that smoking cessation improves the accelerated
decline in forced expiratory volume in one second, which
strongly indicates that smoking cessation positively influences
important inflammatory and/or remodelling processes in the
lungs. Thus it is attractive to speculate that remodelling may
indeed be influenced to some extent by smoking cessation;
however, acute inflammatory processes are ongoing, which
may simply reflect a repair (remodelling) process but not
ongoing damage to the airways and lung tissue. Therefore, the
challenge for future research is to investigate the relevant
biological markers that represent these changes. Further
information regarding the persistence of inflammation after
smoking cessation is important and may offer a target for
future pharmacological interventions.
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