
 

Good morning everyone. I am delighted to accept this invitation to speak at The King’s 

Fund. 

 

I am going to stay with the thing that Rowena has introduced and that is the QOF 

(quality outcomes framework). QOF has really shown what you can do by interrogating 

some of the data that has been collected alongside the QOF. I am going to challenge you 

to do something more with one of the elements that was in the QOF and that was 

smoking status as people routinely ask about smoking status.  I am going to talk in 

some detail about that, the issue and the links between smoking and severe mental ill-

health. 

 

I am from the University of York and the Hull-York Medical School. By way of context I 

am a psychiatrist by background but also a population scientist and hopefully I can bring 

both those perspectives to this morning’s talk. 

 

I am going to start in a bad place. I am going to talk about smoking in severe mental ill-

health and it is not a good story. It is a story of very poor health. People with severe 

mental ill-health have some of the worst indices of health of almost any pocket of the 

population and they also make themselves poor and smoking contributes quite 

substantially to the poverty that exists among people with severe mental ill-health. If 

you have got severe mental ill-health like schizophrenia you die 20 years earlier than the 

rest of the population. That is a substantial health inequality. It is something that we 

should feel quite angry about and hopefully I can implore you to make you think about 

what we can do about that. I am going to talk about smoking and about what we do 

within mental health services that takes non-smokers at one end and turns them very 

quickly into smokers and how we do not do anything about that to help people quit 

smoking. I will talk about the cultural and social determinants of smoking in severe 

mental ill-health. 

 

I am going to put you in a better place. I am going to make you feel better about this. I 

am going to show you what you can do to help people with severe mental ill-health, 

either cut down or quit smoking. Then I am going to think about how you, the audience, 

can engage with that agenda. How people who work in primary care and in mental 

health services and people who commission services as well can try to promote smoking 

cessation, rather than smoking. 

 

Okay, hold onto your seats! I am going to subsequently focus on severe mental ill-health 

and that seems the most important end of this problem. The first is a substantial 

proportion of people with severe mental ill-health smoke. How common is that? Well, 

here is quite an interesting graph. Just over on the right there, the best population 

estimates drawn from the general population show that about 20 per cent of the 

population smoke and about 10 per cent of those people smoke about 20 cigarettes a 

day so that is a heavy tobacco addiction. 

 

As we move over to the left, here are some estimates from different pockets of 

populations with severe mental ill-health and in the middle here we have got surveys 

that are taken amongst people who use in-patient services and you can see that the 

proportion of people who smoke is about three times that of the general population. It is 

between 60 and 70 per cent. A significant proportion are not just casual smokers but are 

very heavy smokers, smoking more than 20 cigarettes a day. That is a substantial 

under-estimate for a lot of people who smoke much more heavily than that. 

 

So why do people smoke?  If you ask anyone who is a smoker why they smoke, a lot of 

them come up with reasons around stress relief and enjoyment. When you drill down a 

bit further, often what they are describing is a very rapid relief from that unpleasant 



state of affairs which is nicotine withdrawal; a dysphoric psychological group of 

symptoms, an unhappy physiological set of symptoms. If you take a cigarette it relieves 

those unpleasant symptoms within about seven seconds so it is a very powerfully 

addictive mechanism. Those are reasons why people smoke generally and that is also 

true for people with mental health problems, but there is also something else about this 

population. There are also the cultural links that exist. I think we all in some part 

contribute to that; we contribute to that by the neglect that we have shown to this over 

the years.   

 

There was a report produced in 2005 from this institution that discussed the issue in the 

context of the forthcoming smoking ban in mental health services. People thought the 

world was going to stop turning when they discourage people from smoking in the NHS 

generally and in mental health services in particular. They reflected on the fact that 

people with severe mental ill-health enter the services as non-smokers and actually 

come out as smokers and this is something about the culture. 

 

So what is it about the culture in mental health services we should worry about? Anyone 

who has worked in mental health services will know that there is a very much elevated 

rate of smoking with mental health staff and that staff seem to accept smoking as part 

of a routine in services and offer cigarettes to the people who use services. Staff will 

often smoke with users of services. They will go out and have a crafty fag. It is 

sometimes used as a means of pacifying distressed people within in-patient settings in 

particular. When you are in an in-patient setting, those are not desperately stimulating 

places to be and the most exciting thing you can do is join the smokers; go out and have 

a fag, and that’s about as good as it gets sometimes. So that lack of stimulation and the 

relief of boredom I think is really important. 

 

There is also I guess the more sinister thing – the access to cigarettes. It is a source of 

conflict and control between staff and users of services and also between users of 

services as well. Just like all institutions, there is a cigarette economy that exists within 

mental health services. So, that all adds up to non-smokers coming in at one end of the 

service and very quickly being turned into smokers.  A lot of those insights are drawn 

from ethnographic research that has been done in in-patient units. I think that is a really 

important insight. 

 

So what are the consequences of smoking for people with severe mental ill-health?  

Well, it is a statistic you cannot trot out too many times and that is the fact that if you 

have got a severe mental ill-health problem you die on average 20-25 years earlier than 

the rest of the population. It is not disorders like Schizophrenia that kill you. It is the 

unhealthy behaviours that go alongside of those disorders. There is plenty of work of 

this, plenty of prospective work and David, who follows on after me, will talk in a little bit 

more detail about this. 

 

Here is an interesting cohort drawn from Southampton, Tony’s part of the world, where 

they followed up nearly 400 people with Schizophrenia and they have demonstrated that 

life expectancy is reduced by about 20 years. The standardised mortality rate is three 

times that of the general population and the big killers tend to be cardiovascular disease, 

respiratory illness and all the cancers. Smoking contributes to that excess mortality in 

quite a substantial way. The large part of excess mortality can be attributed to the 

effects of cigarette smoking say the researchers who produced that cohort. 

 

So what are these consequences? We have talked about poor physical health; we have 

heard about early death. We have touched on the issue of tobacco poverty: people with 

severe mental ill-health have precious little in terms of income. Most of their income is 

derived from Benefits and they are very generous people. They give about a third of 

their income straight back to the Chancellor of the Exchequer in the form of taxes on 



tobacco. So the issue of tobacco poverty is really important for this population. When 

you have got so little money it is very difficult to make positive life style choices. 

 

I think this is one of the things that contribute to the increase in health inequalities that 

exist. Smoking is going down in the general population but it is not going down amongst 

people with severe mental ill-health. That is one of the things that contribute not just to 

health inequality but a widening health inequality for this group. I think there is a certain 

amount of stigma that goes with smoking these days. It is a signifier amongst some 

portions of the press for poverty fecklessness. For instance, if you see a picture of 

someone you want to deride you show a picture of a cigarette in their hand. People get 

enough stigma by virtue of having a severe mental ill-health problem and the notion that 

smoking compounds that I think is quite an important thing that we should pay attention 

to. 

 

So, smoking. If you take away nothing from today, nothing else from today’s talk, I want 

you to go away with the notion that smoking is the single most important modifiable risk 

factor in severe mental ill-health. That is the bad news part of the talk.  

 

Here is the good news and I want you to lighten up from here on in. 

 

For people with severe mental ill-health interested in cutting down or quitting, there is a 

way in with this. Here is a similar slide taken from the same report that looks on the 

right, if you ask a cross-section of smokers from the general population whether they 

want to quit, a little over 50 per cent, a little over half say that they want to cut down or 

quit and want some help with that. If you ask people with severe mental ill-health the 

same question you get pretty much the same response - about half of the people you 

ask are interested in receiving positive messages about smoking. I think that counters 

some of the therapeutic nihilism that I encounter quite a lot when I talk about this issue. 

 

So, some of the barriers that you might encounter when you think about smoking 

cessation for people with severe mental ill-health are that people are often very heavy 

smokers. They are very heavily nicotine-dependent. I have already talked about how 

smoking is very much embedded within the culture and I observe, and I think it is 

anecdotal but it is also borne out by research, that mental health staff rarely ask and 

rarely act to promote smoking cessation during therapeutic encounters. They will say it 

is never quite the right time to ask about smoking cessation. We have heard about how 

recorded smoking status exists within the QOF and primary care staff by and large do 

ask, but the observation is that rarely translates into a positive action to actually 

promote smoking cessation.   

 

I have talked already about the therapeutic nihilism that exists. People do not think you 

can do anything for this problem. If you look at one of the big success stories of the NHS 

in recent years, the stop smoking services, the quit smoking services, those services are 

not desperately responsive to the needs of people with severe mental ill-health. I will 

talk about that in a few slides’ time; talking about some research that we have done in 

that area. 

 

So what works for people with severe mental ill-health? In order to try and judge the 

evidence that might support what you do in this area, it is useful to draw upon 

systematic reviews. There are systematic reviews and I shamelessly hold onto the coat 

tails of a super academic Clinical Fellow who passed through our units, Dr Lindsay 

Banham. Unfortunately we could not keep hold of her. She moved onto different things, 

not greater things. She published a super systematic review in the trial-based evidence 

that supports the effectiveness of interventions for smokers who have also experienced 

severe mental ill-health. I will show you a complicated slide with a very simple message. 

 



There is the complicated slide. Here is the block that ran. If things sit over the right side 

it means that smoking cessation intervention works. If they sit over on the left side, then 

it does not work at all, or in fact it encourages smoking. The good news here is that 

most things sit over on the right-hand side. I do not need to tell you the detail other 

than the fact that the same things work for severe mental ill-health as work for the rest 

of the population: behavioural support; nicotine replacement therapy; Bupropion. So the 

sort of things that you have in your therapeutic armoury you can use for everyone also 

work for this population. If we wanted to move from what potentially might work into 

turning this into an intervention that might potentially fly within the NHS for people with 

severe mental ill-health, how might we go about that? 

 

Well, I am excited and interested in this topic for a very simple reason. I had the 

privilege of leading the first trial of a bespoke smoking cessation intervention specifically 

designed entirely for people with severe mental ill-health, people with disorders like 

Schizophrenia and Bi-Polar Disorder. That is a trial we have recently completed and 

when we seek help from a super steering committee, of which Dr David Osborn sat at 

the helm, so he knows what I am going to talk about over the next five minutes. This 

was funded by the Health Technology Assessment programme, this is an NIHR-funded 

study. We did it at York in our Medical School but also in collaboration with colleagues 

from the University of Manchester and a colleague who is no longer with us who I never 

cease to mention in these talks, that was Professor Helen Lester. Many of you in this 

audience will know about her work but it is one of the things that she worked on shortly 

before her death. This was one of the things that she wanted us to take forward. The 

notion that you could actually do something for smoking cessation in relation to mental 

health. 

 

So where did we start? The first place we started was the evidence-based treatment 

programmes that are used throughout the NHS and which have been developed by 

experts and are propagated by the NHS Centre for Smoking Cessation training. They 

have a proper manual and a proper training programme that ensures that you have 

competency in assured cessation in smoking practitioners. How did we wrap that 

together for people with severe mental ill-health?   

 

Well, the first thing we did was we took people who were familiar with the workings of 

mental health services and the particular needs of people with severe mental ill-health.  

We trained up CPNs who worked within services and gave them competency assured 

training to a Level 2 within the nationally accredited training programme. We got them 

to work alongside the GP or the practice nurse who was working on the QOF indicators 

and was asking about smoking status. We also got them to work alongside the 

psychiatrists - that was really important - and the rest of the mental health team, 

because there are some tweaks that you need to make to people’s medication if you do 

manage to get them off cigarettes. 

 

What was the content of the intervention? Well, the mainstay of treatment was nicotine 

replacement in its various forms but also the particular strategies that you can use to 

help people to quit and stay quit, so behavioural support. The challenge was to take 

people who were currently smokers and in quite a gradual and quite an intensive way to 

help them initially cut down by prescribing nicotine replacement, even if they were still 

smoking. Then ideally set a quit date to the point where they would be able to quit 

cigarettes and stay off cigarettes in the longer term. We looked at that in the short, 

medium and longer term, over 12 months. 

 

I can tell you about some early findings we got from the SCIMITAR trial. The first is that 

people with severe mental ill-health feel very much excluded from traditional NHS quit 

smoking services. GPs, I think to some extent, are understandably anxious and reluctant 

to offer smoking cessation interventions but they are very happy to prescribe nicotine 

replacement if someone helps them do that. The ‘someone’ in this case was our 



competency assured mental health nurse. Unfortunately, mental health staff did not 

immediately see that as their role but we did find that users of services engaged very 

well with this bespoke service. They very much appreciated the fact that someone from 

within the mental health services was taking an interest in their smoking behaviour.  

They liked the fact that it was delivered by someone who understood smoking; 

understood severe mental ill-health. 

 

I have a couple of quotes from the qualitative work that went on within this trial. There 

is a quote if you just take a minute to read that. I actually had a doctor turn round and 

say, after quite an episode which was quite a lengthy episode, I had talked about giving 

up and he said, “Oh no.  You don’t want to be giving up at the moment.”  So it was kind 

of like a medical permission to carry on smoking. They said that the last thing you want 

to think about is giving up. That sort of comment comes across. From someone who 

delivered this intervention, they said they did have one chap that came and he had been 

to normal, standard NHS services. He had been in a group and had a diagnosis of Bi-

Polar. The smoking cessation therapist had given them all a prescription request to go 

and get some Champix. He went to see his GP and his GP said, “Oh I’m not going to give 

you Champix. You’ve got Bi-Polar.” So he came back the next week to the group, a 

mixed group of general smokers. He was the only one that had not been given the 

Champix and he said he felt really awkward. “How do I explain why I couldn’t have 

Champix?” He said, “I didn’t want to tell them it was because I had a mental health 

problem.” I think it illustrates some of the lack of responsiveness of standard NHS quit 

smoking services. 

 

So our trial is now complete and the results will be in the public domain in the middle of 

2014. It is currently subject to some peer review. We also plan a fully powered trial 

which is the pilot trial I have just told you about. If anyone wants to collaborate in this 

trial, see me after this talk. I cannot tell you the results of the trial except for the fact I 

probably will not have to change those slides with that graph too much.  I do not want to 

shoot my foot too much but it is all looking very promising. 

 

I am just going to end by telling you about some policy pronouncements that might have 

slipped under the radar for you because I think this is a game changer for mental health 

services. Here is a set of NICE guidelines that came out towards the back end of last 

year. These are NICE guidelines in relation to public health; not those standard clinical 

practice guidelines that we receive as practitioners, but the ones that should frame 

services and how we commission services. I think this is really important. I think it helps 

to go some way towards changing the culture that exists that promotes smoking with 

the NHS.   

 

It says something there about making every contact count and that does not happen at 

the moment in mental health services. During the first face-to-face contact, ask 

everyone if they smoke or have recently stopped smoking. Record smoking status, and 

the date that they stopped and, if applicable, in the person’s records, preferably 

computer-based, add on any hand-held notes. Discuss current and past smoking 

behaviour; develop a personal stop smoking plan as part of the review of their health 

and wellbeing. It is really important. 

 

Now here is an interesting thing. I talked about that culture of smoking that exists, not 

just within services but within people who work within services. Prohibit staff-supervised 

and staff-facilitated smoking breaks within secondary care. That is going to upset people 

and I think it is going to upset people in a good way because I think it is going to help 

people reflect on what currently happens within mental health services. That has got to 

be part of your contract as well; use staff and volunteer contracts that do not allow 

smoking during working hours; or when you are recognisable as an employee, for 

example, when you are wearing a uniform. It has also got something to say about the 

quality assurance of smoking competencies for mental health staff working within mental 



health services. Ensure training can be completed and updated annually as part of NHS 

mandatory training. Who knew that? For example, that provided by the NHS Centre for 

Smoking Cessation training using the manual that I have talked about within our trial. 

 

Okay, so what can mental health professionals do? I have just got three slides. I will 

finish them in two minutes so I will finish on time. Okay so if you are a mental health 

professional in the room and you are wondering what can I take away from Simon’s talk, 

what can I do? How can I change my practice? Well do something that GPs do. Try to 

make every encounter count. Always ask about smoking. Make it part of the repertoire 

of things that you say; some of the things that you do in your consultation. Be prepared 

to challenge common misperceptions; the notion that encouraging people to stop 

smoking is bad for their mental health. That is not true.   

 

Challenge the services within which you work to be responsive to smoking cessation; 

thinking about how a person-centred service could exist within mental health services.  

Know how to respond when someone talks to you about wanting to cut down or quit.  

Ask the right questions. See if you can pick up the half of the users of your services who 

are interested in cutting down or quitting and know how to manage those medications 

when people do quit. How do you adjust the doses of anti-psychotics? It is a really good 

way into encouraging people to quit smoking – the notion that if you stop smoking you 

can actually reduce the dosage of the medication that you receive. That is a very positive 

message that you can give to people.   

 

What can primary care services do? Well, just like the rest of your patients who use your 

services, also ask your patients with severe mental ill-health about their smoking status.  

Make every encounter count. Do not just ask about smoking status. Then go on and do 

something and do not assume that local stop smoking services are immediately 

responsive to the needs of those with SMI. Do not just signpost people to regular 

services. Think about how regular services might be enhanced and responsive to the 

needs of people with SMI. 

 

Do not be reluctant to prescribe nicotine replacement. It is a really positive message. If 

you can do one thing and you want to be able to reach for your prescription pad, 

prescribe nicotine replacement as much as people need them, for as long as they want.  

It is better they get it from you than from a cigarette. Be prepared to prescribe nicotine 

replacement for smokers. There is very compelling evidence that helping people reduce 

their nicotine craving is a useful first step in reducing and moving on towards setting a 

quit attempt.   

 

If you are a commissioner, what can you do? Well do not assume that the services that 

you commission for smoking cessation are responsive to the needs of people with severe 

mental ill-health. Commission services where there are structures and processes in place 

to facilitate what I have just talked about; not just policies. Every mental health trust I 

talk to has got a policy about smoking cessation and the big gap exists between those 

policies and what happens on the ground. 

 

The NICE guidance I have just talked about provides a very clear template. I think it is a 

game changer. You can use smoking status and the provision of smoking cessation 

services for people with severe mental ill-health as a measure of how you are tackling 

health inequalities. 

 

I will stop talking at that point. I will show you that slide again if anyone is interested in 

being part of innovative research and development to try and facilitate and develop 

evidence-based smoking cessation in the United Kingdom. 

 

Thank you very much. 


