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Smoking and dementia 

May 2021 

 

Key points: 

 Dementia is not a normal part of ageing1 

 Approximately 90,000 people in Scotland have dementia, with an estimated 5% 

(4,500) having early-onset (under age 65) dementia2 

 Whilst it is possible to live, and in many cases live well, for many years with 

dementia, it is an incurable and terminal condition3 

 Almost one-third of people in the UK who died over the age of 65 years have had 

some form of dementia4 

 17% of adults smoke in Scotland, contributing to around 9,000 deaths annually, 

16% of all deaths5,6  

 Smoking is a risk factor for Alzheimer’s disease and other forms of dementia7–10  

 It is estimated that around 14% of all dementia cases worldwide are attributable 

to smoking11 

 Exposure to second-hand smoke may contribute to the development of 

cognitive decline and dementia12–14 

 Smoking and exposure to second-hand smoke are risk factors for cardiovascular 

disease, diabetes and stroke which are in turn underlying risk factors for 

dementia15 

 The risk of developing dementia, Alzheimer’s disease and vascular dementia is 

drastically higher in heavy smokers than in non-smokers7,16 

 Age-related cognitive decline may be accelerated by smoking10,16 

 A 2011 YouGov poll found that 31% of those surveyed feared dementia more than 

cancer or death so there may be smokers for whom dementia risk reduction is 

an incentive to quit 

 Giving up smoking improves health and may reduce the risk of dementia17–19 

 

This specialist briefing is aimed at professionals and policy makers.  It reviews the evidence 

on smoking and an increased risk of Alzheimer’s disease and other forms of dementia, 

and cognitive impairment.  This briefing also examines how continued smoking or 

exposure to second-hand smoke may affect people with dementia and their carers. 



 

1 
 

Table of Contents 

Introduction .............................................................................................................................................. 2 

What is dementia? ................................................................................................................................... 2 

Smoking and Dementia Risk ................................................................................................................. 3 

Neuronal degeneration – amyloid plaques and tau tangles .................................................... 3 

Cardiovascular disease ....................................................................................................................... 3 

Diabetes and insulin resistance ....................................................................................................... 4 

Stroke ...................................................................................................................................................... 4 

Smoking and the risk of developing cognitive impairment ...................................................... 5 

Cognitive Impairment, dementia and exposure to second-hand smoke .............................. 6 

Nicotine .................................................................................................................................................. 7 

Smoking and dementia medication .................................................................................................... 8 

When people with dementia smoke ................................................................................................... 8 

Giving up smoking and decreasing the risk of dementia .............................................................. 9 

People with dementia, carers and exposure to second-hand smoke ....................................... 9 

Professional community carers ......................................................................................................... 10 

Conclusion ................................................................................................................................................ 11 

Support to stop smoking .................................................................................................................. 12 

Short and long term benefits of quitting ........................................................................................ 13 

References ............................................................................................................................................... 14 

 

 

 

 

 

 

 

 

 



 

2 
 

Introduction  

Dementia is a complex illness that impacts on the lives of around 90,000 people in 

Scotland living with the condition, their families and carers2. In 2017 there were close to 

50 million people living with dementia globally, which is expected to double every 20 

years, reaching 75 million in 2030 and 131.5 million in 205020. Epidemiological studies 

have consistently linked smoking to an increased risk of developing dementia9–11,15, and 

long-term cohort studies suggest that the risk for dementia in former smokers (after 

several years of not smoking) can be greatly reduced16,19.  Indeed, according to a 2020 

report from the scientific journal, The Lancet, smoking is one of the 12 modifiable risk-

factors which can reduce the risk for developing dementia21.  

 

What is dementia?  

Dementia is not the name of a disease but rather a group of symptoms linked to a 

decline in brain function. Dementia can be caused by a number of diseases, of which, by 

far, the most common types are Alzheimer's disease, vascular dementia and 

frontotemporal dementia, accounting for about 80-90% of all dementias. In reality it is 

often challenging to attribute a specific cause due to the large overlap in symptoms and 

co-occurrence of causes, e.g. Alzheimer’s disease with vascular dementia. 

 

The decline in brain function follows from the death of brain cells (neurodegeneration) 

leading to progressive loss of brain functions, including memory loss, mood changes, 

problems planning and changes in thinking.  

 

Although there are various forms of dementia, one of the key differences between the 

type of dementias is the part of the brain which is damaged first in the early stages of 

the disease. The specific pattern of neurodegeneration broadly matches the decline in 

specific cognitive functions. In Alzheimer’s disease, memory is one of the first functions 

to be affected, whereas for frontotemporal dementia, changes in personality and lack of 

social tact are likely to be seen first. What all dementias have in common is that they 

progressively damage the brain. At present, lifestyle changes, such as stopping smoking, 

taking regular exercise and having a healthy diet, remain one of the best ways to 

prevent, delay onset or slow progression of dementia. Finally, it should not be forgotten 

that besides being distressing for the person with dementia, the gradual but pervasive 
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loss in brain function can also have a very large impact on the health and wellbeing of 

loved-ones and carers. 

Approximately 90,000 people in Scotland have dementia, with an estimated 5% (4,500) 

having early-onset (under age 65) dementia2. Whilst it is possible to live, and in many 

cases live well, for many years with dementia, it is an incurable and terminal condition3 

almost one-third of people in the UK who died over the age of 65 years have had some 

form of dementia4 

 

Smoking and Dementia Risk 

Neuronal degeneration – amyloid plaques and tau tangles  

Around 60% of all dementias are caused by Alzheimer’s Disease (AD). The hallmark of AD 

is the presence of beta-amyloid (Aβ) deposits and neurofibrillary tangles (tau tangles) in 

the brain. Tau which normally produce tiny filaments in neurons, clump together 

creating ‘tau tangles’. Ultimately, dysfunctional Aβ and tau proteins lead to neuronal 

dysfunction, followed by neuronal death22. Cigarette smoking is a risk for AD23,24. Both Aβ 

and Tau tangle can also be found in many other dementias. The presence of both is 

considered particularly damaging to neurons22. Whilst more research is needed, it has 

been speculated that the mechanism underlying the epidemiological association of 

cigarette smoking with AD might involve the effect of cigarette smoke on amyloid 

precursor protein processing, a reduction of Aβ clearance by microglia (immune cells in 

the brain and spinal system), and/or an increased microglial proinflammatory 

response25. Further research 26, which analysed the brains of transgenic mice exposed to 

cigarette smoke, also suggests that smoking increases the severity of abnormalities 

typical of AD, including amyloidogenesis (the production of Aβ ), neuroinflammation and 

tau phosphorylation (this causes tau tangles within nerve cells). Cigarette smoking may 

therefore both hasten the onset and cognitive decline of AD, and play a role in other 

dementias.  

 

Cardiovascular disease 

Several studies have found that the risks of Alzheimer’s disease (AD) and dementia are 

increased with smoking9–11,15. It is thought that 14% of dementias worldwide are 

attributable to smoking. Smoking is thought to increase risk for dementia via several 

mechanisms, of which the most recognized risk factor is via vascular disease11,27. Smoking 

contributes to a variety of subclinical and clinical vascular disorders including 
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atherosclerosis and cerebrovascular disease, which, in turn, could lead to increased risk 

of AD28. However, tobacco smoke also contains hundreds of neurotoxins and could 

contribute to AD risk through oxidative stress, inflammatory processes, or other 

mechanisms24. Optimal management of cardiovascular risk factors may therefore 

improve cognition and delay onset of dementia21. 

 

Diabetes and insulin resistance  

Many studies have identified a positive association between smoking and the incidence 

of diabetes29–31 and between diabetes and dementia21,29,32,33. Nicotine promotes insulin 

resistance32,34 also called pre-diabetes (which is a risk factor for cardiovascular disease), 

and there may be a link between pre-diabetes and an increased risk of dementia and 

Alzheimer's disease35,36.  It has also been found that diabetes and pre-diabetes 

substantially accelerated the progression from mild cognitive impairment (MCI) to 

dementia37,38. 

 

Stroke  

Stroke is a serious medical condition whereby blood flow in the brain is disrupted 

through a bleed (haemorrhagic stroke) or blockage of blood vessels (ischemic stroke). In 

addition to fatal or life-changing consequences on their own, strokes are a strong, 

independent, and potentially modifiable risk factor for dementia39. Ischemic stroke is the 

second most common cause of death from vascular diseases and the third major cause 

of disability worldwide40, and smoking is a known risk factor for vascular disease28. 

Pooled data from a meta-analysis of pre- and post-stroke dementia estimates that one 

in ten patients have dementia prior to first stroke, one in ten patients develop new 

dementia soon after first stroke, and more than one in three develop dementia after a 

recurrent stroke41.  

 

A meta-analysis looking to establish the relationship between smoking and stroke found 

that for every five cigarettes smoked daily, risk of stroke increased by 12%. This ‘dose 

dependent’ effect has been echoed in other studies42. Although this study implies that 

smoking reduction can lead to risk-reduction, this remains unclear. A recent meta-

analysis found that not all studies share the finding that smoking reduction leads to 

risk-reduction43. Some studies indicated that the protective effects are only seen with 

smoking cessation and not reduction.  
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Despite that, the link between smoking and the increased risk of stroke is well 

established. There have been some reports indicating that smoking may lead to a more 

favorable outcome in stroke, referred to as the ‘smoking paradox’. However, a large 

study – which analysed the findings of 21 other studies, recently established that 

smoking was definitively not a protective factor for prognosis of ischemic stroke44. 

Smoking patients with ischemic stroke were found to be 10 years younger than 

nonsmoking patients at the time of the first onset of stroke. Besides vascular disease 

being known as a main causative link between smoking and stroke, another risk factor is 

atrial fibrillation (AF). AF doubles the risk of stroke, and smoking increases risk of AF45.  

Research indicates that after being smoke-free for several years, the risk of stroke for 

former smokers is similar to that of people who have never smoked42,45.  

 

Smoking and the risk of developing cognitive impairment  

Decreased brain function (as opposed to the degeneration and death of brain cells in 

dementia) is a natural part of ageing 46. It is frequently referred to as age-related 

cognitive decline (ARCD), although this can develop into dementia, whereas cognitive 

impairment is a general term, which refers to impaired cognitive functions, due to any 

cause. Mild Cognitive Impairment (MCI), refers to the stage of dementia where symptoms 

are still mild but diagnosable. Similar to Alzheimer’s Disease and other dementias, many 

factors can influence the risks and age-of-onset of ARCD and MCI47. It is plausible that for 

many people reducing risk factors can be the difference in progressing from ARCD into a 

degenerative dementia, or not. A study investigating different strategies for the 

prevention of ARCD found seven potentially modifiable factors; these include diabetes, 

obesity or hypertension in middle age, low physical activity, depression, low educational 

level, and smoking47. Research using data from the Whitehall II Cohort study found that 

compared with never smokers, middle-aged male smokers experienced faster cognitive 

decline in global cognition and executive function; in ex-smokers, with at least a 10-year 

cessation period, compared to never smokers, no adverse effects on cognitive decline 

were found48.   

 

Similarly, in a prospective cohort study of men and women aged between 43 and 53, 

smoking was associated with faster declines in verbal memory and with slower visual 

search speeds; these effects were largely accounted for by individuals who smoked more 

than 20 cigarettes per day and were independent of sex, socioeconomic status, previous 
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(adolescent) cognitive ability, and a range of health indicators49. In a 2012 population 

based cohort study, which explored the association between cardiovascular risk and 

cognitive decline in adults aged 50 and over, smoking was consistently associated with 

lower performance on the cognitive outcomes measured49.  Similarly, a 2004 prospective 

multi-centre cohort study found higher rates of decline by smoking in men and women 

over 65. This in both persons with and without a family history of dementia it further 

also showed that higher cigarette pack–year exposure was correlated with a significantly 

higher rate of decline50.  All of the above support the theory that age-related cognitive 

decline is accelerated by smoking51. 

 

Cognitive Impairment, dementia and exposure to second-hand smoke 

Second-hand smoke, also referred to as passive smoking, is associated with a wide 

range of negative health impacts, including an increased risk for certain cancers and 

respiratory diseases 52. Second-hand smoke has also been linked with cognitive deficit in 

children, adolescents and adults13. Although the association is considerably smaller than 

with smoking, second-hand smoke has also been linked with increased risk for cognitive 

impairment and dementia14,53,54.  

 

However, not all studies are in agreement over the risk55. This is likely due to the vast 

differences in the settings and frequency of exposure to second-hand smoke, between 

individuals, and countries with different smoking laws. Over the last few decades, the 

introduction of laws that prohibit smoking at work and in public places have greatly 

reduced exposure to second-hand smoke in many countries. One cross sectional study 

in England14, which measured cotinine to confirm exposure to second-hand smoke, 

concluded that exposure to second-hand smoke may increase odds of cognitive 

impairment. A 2013 study from China concluded that second-hand smoke should be 

considered an important risk factor for severe dementia syndromes and that avoidance 

of second-hand smoke might reduce the rates of severe dementia syndromes worldwide.  

This cohort study assessed almost 6,000 older adults in China, examining their mental 

state to see if they had dementia and questioning their exposure to second-hand smoke 

during their lifetime12. This study had some limitations, including the uncertainty of 

dementia diagnoses and the self-recall of exposure to second-hand smoke; more 

research is needed.  
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It is unclear exactly how the risk of second-hand smoke on dementia is mediated, but it 

is thought that changes in vascular function and health likely play a critical role. There is 

indeed evidence that second-hand smoke induced vascular disease is linked to 

dementia59. Exposure to second-hand smoke is associated with an increased risk of 

endothelial dysfunction, even in health young non-smokers56-58, cardiovascular 

disease60,61 and stroke62,63 which are themselves associated with an increased risk of 

cognitive impairment and dementia20.21 (See also sections on stroke and cardiovascular 

disease).  Similarly, studies suggest that second-hand smoke exposure increases the risk 

of developing diabetes64–67 and diabetes in turn is a well-established risk factor for 

dementia21,33. One review of several large prospective cohort studies estimated that 

diabetes increased the risk of Alzheimer’s disease by 50–100 per cent and of vascular 

dementia by 100–150 per cent68. 

 

Nicotine    

Through the inhalation of tobacco smoke, nicotine is rapidly absorbed into the body, 

where it primarily interacts with nicotinic acetylcholine receptors (nAChR) in the brain, 

and mediates many cognitive functions, including concentration and memory 

formation69, nicotine is also known to have some anti-inflammatory effects. The binding 

of nicotine to the nAChR is what causes a ‘feel good’ effect and makes nicotine highly 

addictive. It is also interesting to note that in the tobacco plant and small number of 

other plants, nicotine is produced as a natural pesticide. Nicotine is poisonous to 

insects. In humans, high doses are similarly highly toxic. 

 

As there are nAChR throughout the cholinergic system in the brain, the idea of nicotine 

as a mechanism for aiding cognitive function appears plausible. Indeed, there has been 

some research to suggest that smoking could have a protective effect for some forms of 

Alzheimer’s disease70. It is hypothesized that the mechanism behind this is that nicotine 

can inhibit the formation of amyloid plaques71. However, a 2010 analysis – which 

controlled for tobacco industry affiliation, study design and other factors – concluded 

that smoking is not protective against Alzheimer’s disease but is instead a significant 

and substantial risk factor23. Indeed, the overwhelming evidence, as laid-out in this 

document, is that tobacco smoke is a risk factor for all dementias, indicating that 

nicotine intake through tobacco smoke does not protect against dementia.  
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Nevertheless, interest remains in the idea that nicotine, through its stimulatory effect on 

the cholinergic system, could counteract the cholinergic dysfunction, which is known to 

occur in dementias72. A group of approved medications for cognitive decline, called 

acetylcholine esterase inhibitors, such as Galantamine and Rivastigmine, work by 

decreasing the breakdown of the signaling molecule acetylcholine, thereby increasing 

stimulation of the cholinergic system. Hypothetically, nicotine would similarly stimulate 

the cholinergic system.  Research published in 2012 in the journal Neurology suggested 

that wearing a nicotine patch might help improve memory loss in non-smoking older 

adults with mild cognitive impairment73. However, despite decades of research and 

clinical trials, according to a review by the Alzheimer Drug Discovery Foundation, the 

evidence for the use of nicotine in dementia remains uncertain, strongly indicating that 

nicotine is neither protective, nor meaningfully boosts brain function in dementia74.   

 

Smoking and dementia medication 

Smoking affects the metabolism of various medications, including diazepam, haloperidol 

(partial), olanzapine (partial), clozapine, mirtazapine (partial), tricyclic antidepressants, 

barbiturates and benzodiazepines. Smoking cessation or starting smoking can affect the 

metabolism of certain medication, which can affect its efficacy75.  

 

Similarly, there is some theoretical evidence that smoking can affect the metabolism of 

the group of dementia medication called, cholinesterase inhibitors (such as donepezil, 

rivastigmine, and galantamine for mild to moderate Alzheimer’s disease) 76. It is currently 

unknown if this is clinically relevant.    

 

Those taking these medications should seek guidance from their prescriber when 

attempting to quit, and similarly be aware that (re)starting smoking may also affect drug 

efficacy. 

 

When people with dementia smoke 

Smoking and dementia are uneasy bedfellows. Many smokers will have occasionally left 

a lit cigarette unattended; indeed in 2018 – 2019, 7.3% of house fires in Scotland were 

smoking related77. The risk for people with impaired memory and reasoning seems likely 

to be much higher78. While it is important to consider the views of the person with 

dementia, stopping smoking should be encouraged. If they want to continue to smoke, 
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they may need support to do this in a way that minimizes the fire risk. When attempting 

to give up smoking, it is best to get professional advice and support to do so, as this 

increases the chance of success79–81. More advice about smoking cessation can be found 

in the section ‘Support to stop smoking’. 

 

Many people with dementia have other medical conditions which can make their 

dementia worse and lead to hospital admissions. Not smoking is an important part of 

staying well for as long as possible yet there is a lack of research about helping people 

with dementia to stop smoking or finding ways of limiting exposure to second-hand 

smoke. 

 

Giving up smoking and decreasing the risk of dementia  

For those who manage to give up smoking, the risk of dying from lung cancer halves 

within ten years82.  Research has shown that the benefits of giving up smoking are 

evident in all age groups, including participants who are 80 years and older90.   

 

The Whitehall II Cohort study found that in ex-smokers with at least a 10-year cessation, 

there were no adverse effects of their past smoking on cognitive decline48. A similar 

longitudinal study of six years, of participants 65 or older, showed that after abstinence 

of more than three years, dementia risk became the same as for non-smokers17. Indeed, 

a report on the risk reduction of cognitive decline and dementia published in 2019 by the 

World Health Organization, included smoking cessation as one of 12 strategies to reduce 

dementia18.  Other long-term cohort studies also suggest that the risk for dementia in 

former smokers (after several years of not smoking) approaches that of never 

smokers16,18,19. Giving up smoking confers both immediate and long-term health benefits 

from improved blood pressure and lung function, reduced risk to infections including 

influenza83, to decreased cancer and stroke risk84 (also see the ‘Short and long term 

benefits of quitting’ on the last page). 

 

People with dementia, carers and exposure to second-hand smoke  

Direct exposure to second-hand smoke can cause many of the same diseases as active 

smoking85.  Whilst less is known about indirect exposure to second-hand smoke, tobacco 

smoke is a toxic substance with no safe level of exposure although the risks from 

exposure are largely dose-related31,86. Even low levels of exposure may cause irritation to 
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eyes and lungs, nausea and headaches as well as creating an unpleasant smell. The 2006 

report from the US Surgeon General concluded that ‘second-hand smoke is not a mere 

annoyance, it is a serious health hazard that leads to disease and premature death in 

children and non-smoking adults’31,87. 

 

People with dementia already have compromised health and whilst they should avoid 

exposure to second-hand smoke, they may be unable to remove themselves from smoky 

settings.  Similarly, when people with dementia smoke this may cause carers to be 

exposed and they too may be reluctant or unable to remove themselves from this 

situation.  Caring for someone with dementia can be a very intensive, challenging, 

rewarding and at times stressful experience and carers may forget that it’s important to 

look after themselves.   
 

Professional community carers 

The introduction of smoke-free legislation in enclosed public spaces, in many countries, 

has helped protect workers from exposure to second-hand tobacco smoke.  Where 

smoke-free laws have been implemented there tends to be some exemptions and, as a 

result, some occupational groups continue to be exposed to second-hand smoke as part 

of their daily activity. Even though second-hand smoke is a known health hazard, many 

community staff still find themselves regularly exposed to it on home visits. They may 

find it difficult to ask clients not to smoke in their own homes, so it is vital that 

managers and employers have a clear policy on how to protect staff from the harms of 

second-hand smoke. A rapid review conducted in 2018 at the University of Stirling, 

aiming to understand the scale of this problem, found that very little is known about 

home health and community care workers’ exposure to second-hand smoke 88. Many 

carers and nursing organisations may have guidelines in place but these are often not 

publicly available. The Royal College of Nurses have written a guidance document which 

can be found here: 

 

 The Royal College of Nurses guidance – Protecting community staff from exposure 

to second-hand smoke  

http://www.perinatal.nhs.uk/smoking/Final%20RCN%20SHSdoc.pdf  

 

However, as the rapid review notes “Guidance prepared by the UK Royal College of 

Nursing (RCN) in 2006 on protecting community staff from exposure to SHS provides 
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recommendations for best practice for staff and managers – although this is now listed 

by the RCN as “use with caution” due to the fact that it has not been reviewed for over 10 

years and may no longer be fully applicable. That guidance suggests educating patients 

about the need to provide community staff with a smoke-free space and for the patient 

not to smoke during a home visit. The guidance also advises that patients should ensure 

the area of the visit has been smoke-free for 1 hour before the visit. This now conflicts, to 

some extent, with more recent public health messages such as the “Take it Right Outside” 

campaign in Scotland that have used the message that SHS remains in air for up to 5 

hours after a cigarette is extinguished. “ 

  

Conclusion 

It is well known that smoking damages our health, taking years off of our lives. It is also 

well known that smoking causes cancers and lung disease, but the awareness of its 

effect on other diseases, such as dementia, is much smaller. There is sufficient evidence 

to conclude that current smokers have an increased risk of any dementia, such as 

Alzheimer’s disease, vascular dementia and cognitive decline, compared to non-

smokers. Emerging evidence also indicates that exposure to second-hand smoke can be 

a risk factor for dementia. In a report in the prominent journal the Lancet, smoking has 

been identified as one of the 12 critical factors which can reduce dementia21. This was 

similarly echoed in a 2019 report from the WHO ‘Risk reduction of cognitive decline and 

dementia’. There is some research suggesting nicotine maybe beneficial in cognitive 

decline and Alzheimer’s disease, there is currently insufficient evidence that nicotine can 

be effectively used for the protection or treatment of dementia.  

 

 

For further information and support, Alzheimer 

Scotland's 24 hour, freephone Dementia Helpline 

is for people with dementia, those who care for 

them and anyone with a concern or query 

regarding dementia. Or email at: 

helpline@alzscot.org. Also see the Alzheimer 

Scotland website at: www.alzscot.org 
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Support to stop smoking 

People who smoke have a much better chance of giving up smoking if they get 

support to do so and there are lots of different ways to find support: 

 

 Quit Your Way advisers provide free advice and information for anyone who wants 

to stop smoking, or who wants to help someone to quit. Quit Your Way also 

provides information about the free stop smoking services provided by every 

health board in Scotland. 

 Phone free to Quit Your Way from the NHS on 0800 84 84 84 (9am to 5pm, Mon-Fri) 

 Online chat from the Scottish NHS Quit Your Way services 

https://www.nhsinform.scot/campaigns/quit-your-way-scotland  

 The Quit Your Way – My Quit Plan is designed to help plan your smoking cessation 

attempt https://www.nhsinform.scot/stopping-smoking/my-quit-plan 

 Pharmacies/local chemists are able to provide quit smoking advice and support. 

Where appropriate, the pharmacist can identify the most suitable form of nicotine 

replacement therapy (NRT) and some pharmacies run NHS-funded stop smoking 

services 

 Through the local doctor’s surgery 
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Short and long term benefits of quitting 

20 minutes after quitting      Heart rate and blood pressure drop. 

 

12 hours after quitting           The blood carbon monoxide levels return 

to normal. 

2 weeks to 3 months after quitting 

 

Circulation improves and lung function 

increases. 

 

1 to 9 months after quitting 

 

Coughing and shortness of breath 

decrease; cilia (tiny hair-like structures 

that move mucus out of the lungs) start to 

regain normal function in the lungs, 

increasing the ability to handle mucus, 

clean the lungs, and reduce the risk of 

infection. 

1 year after quitting               The excess risk of coronary heart disease 

is half that of a continuing smoker’s. 

5 years after quitting             Risk of cancer of the mouth, throat, 

oesophagus, and bladder are cut in half. 

Cervical cancer risk falls to that of a non-

smoker. Stroke risk can fall to that of a 

non-smoker after 2-5 years. 

 

10 years after quitting           The risk of dying from lung cancer is 

about half that of a person who is still 

smoking. The risk of cancer of the larynx 

(voice box) and pancreas decreases. 

 

15 years after quitting The risk of coronary heart disease is that 

of a non-smoker’s. 
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