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Today's talk

 Smoking and severe mental ill health – poor health, 
poverty and early death

 Cultural & social determinants of smoking in SMI
 What works to help people with SMI cut down or 

quit?
 How can primary care and mental health services (& 

commissioners) promote smoking cessation rather than 
smoking?



Today I will focus on Severe Mental Ill Health
SMI



What proportion of people with severe 
mental ill health smoke?



What proportion of people with SMI 
smoke?



Why do people smoke?

 Most common reason cited: 
 ‘stress-relief and enjoyment’
 Main reason is Nicotine dependence

Professor Robert West

Director of Tobacco Studies UCL



Cultural influences

 People with SMI ‘enter 
the service as non-
smokers and come out 
… as smokers because 
of the culture’ (House 
of Commons Health 
Committee 2005)



The smoking culture in mental health 
services

 Elevated smoking rates amongst MH staff
 Staff accept smoking as routine and offer cigarettes
 Staff smoke with users of services
 Means of pacifying distressed people in inpatient 

settings
 Lack of stimulation and relief of boredom in inpatient 

units
 Access to cigs is a source of conflict and control 

between staff and users (between users of services)
 The ‘cigarette economy of institutions’
 Non-smokers initiated in smoking upon admission

Lawn 2004; Hempel et al 2000



What are the consequences of smoking 
for people with SMI?



People with SMI die 20-25 years earlier



Excess mortality in schizophrenia

 Life expectancy reduced 
by 20 years

 SMR 3x the general 
population

 Big killers: CVD, 
respiratory illness; 
cancers

 ‘A large part of the 
excess mortality can be 
attributed to the effects 
of cigarette smoking’



Consequences of smoking for those 
with SMI

 Poor physical health
 Early death
 Tobacco poverty 
 Increasing health inequalities
 Stigma



Smoking is the single most important 
modifiable risk factor in SMI



Are people with SMI interested in cutting 
down or quitting?



Do people with SMI want to quit?



Barriers to smoking cessation for 
people with SMI

 Very heavy smokers; heavily nicotine-dependant
 Smoking deeply embedded in culture
 Mental health staff rarely ask and rarely act to 

promote smoking cessation
 ‘never the right time’
 Primary care staff ask, but this rarely translates into 

positive action to promote smoking cessation
 ‘therapeutic nihilism’ 
 NHS SSS not responsive to the needs of those with SMI



What works for people with SMI?





Quitting rates at 6 months

 
  Odds Ratio

 Favours control  Favours interevention

 .01  .1  .2  .5  1  5  10  20  50

 study
 Odds Ratio
 (95% CI)

 SMI smoking prog+NRT v ALA smoking prog+NRT
 George et al 2000   1.02 ( 0.29, 3.59)

 Subtotal   1.02 ( 0.29, 3.59)

 Individual therapy+NRT v usual care
 Baker et al 2006   2.78 ( 1.23, 6.25)

 Subtotal   2.78 ( 1.23, 6.25)

 Bupropion+group therapy v Placebo+group therapy
 Evins et al 2001   2.13 ( 0.06, 72.52)
 Evins et al 2005   10.48 ( 0.52, 209.31)
 George et al 2002   7.00 ( 1.19, 41.34)

 Subtotal   6.34 ( 1.56, 25.74)

 Bupropion+group therapy+NRT v Placebo+group therapy+NRT
 Evins et al 2007   2.36 ( 0.66, 8.43)
 George et al 2006   7.80 ( 0.87, 70.05)
 George et al 2007   4.56 ( 1.10, 18.86)

 Subtotal   3.65 ( 1.53, 8.71)
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Developing a user-centred model of 
care for people with SMI who smoke



SCIMITAR
Smoking Cessation in Mental Ill health Trial





Bespoke Smoking Cessation – the 
model

CPN with L2 smoking 
cessation training

GP or Practice Nurse

Psychiatrist

Behavioural 
support



Some early findings from SCIMITAR

 People with SMI feel excluded from traditional NHS 
quit smoking services

 GPs anxious & reluctant to offer smoking cessation 
interventions

 ….but very happy to prescribe NRT when someone tells 
them to

 Mental health staff don’t see it as their role
 Users/smokers engaged well with a Bespoke service
 Liked the fact that it was delivered by someone who 

understood smoking and SMI



Comments from people with SMI

“I’ve actually had a doctor turn round and say, after 
quite an episode which was quite a lengthy episode, 
and I talked about giving up, 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… ‘The last thing you want to think about is 
giving up’, that sort of comment comes across.” 
Y1085



Experience of standard NHS SSS

“I did have one chap that came…and he’d been to normal 
standard NHS services, and he’d been to a group, and he 
had a diagnosis of bi-polar, and … she’d given them all 
a prescription request sheet for Champix,. And he went to 
see his GP and his GP said, ‘I’m not giving you Champix, 
you’ve got bi-polar. ’ So he came back next week, and he 
was the only one in the room that hadn’t been given the 
Champix.  And he said he felt really awkward.  ‘How do I 
explain why I couldn’t have the Champix?’  He said, ‘I 
didn’t want to tell them it’s because I had a mental health 
problem.’” MHSCP 1



Now complete
Results in the public domain 2014
Fully powered trial planned
Collaborators?  See me

SCIMITAR pilot trial



Recent NICE guidance

 During the first face-to-face contact, 
ask everyone if they smoke or have 
recently stopped smoking. Record 
smoking status and the date they 
stopped, if applicable, in the 
person's records (preferably 
computer-based) and any hand-held 
notes.

 Discuss current and past 
smoking behaviour and 
develop a personal stop 
smoking plan as part of a 
review of their health and 
wellbeing.



Recent NICE guidance

 Prohibit staff-supervised and staff-
facilitated smoking breaks in 
secondary care

 Use staff and volunteer contracts 
that do not allow smoking during 
work hours or when recognisable 
as an employee (for example, 
when in uniform)

 Ensure training can be completed 
and updated annually as part of 
NHS mandatory training (for 
example, training provided by 
the NCSCT).



What can mental health 
professionals do?



Mental health professionals

 Make every encounter count
 Be prepared to challenge common misperceptions
 Challenge services to be responsive to smoking 

cessation
 Know how to respond when people want to cut 

down or quit
 Know how to manage medications when people quit



What can primary care services do?



Primary care

 Make every encounter count
 Don’t just ask about smoking status, do something
 Don’t assume local SSS are responsive to the needs 

of those with SMI
 Prescribe NRT – as much as people need, for as 

long as they want it
 Prescribe NRT for smokers



What can commissioners do?



Commissioners 

 Don’t assume NHS SSSs are responsive to the needs 
of people with SMI

 Commission services with structures and processes in 
place, not just policies

 NICE guidance gives a very clear template
 ‘Game changer’
 Smoking and SMI as a measure of health inequality



SCIMITAR
Smoking Cessation in Mental Ill health Trial


