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Burden of disease attributable to 20 leading risk 
factors, UK 2010 Murray, Lancet 2013;381:997-1020 



Key policy and practice to prevent smoking:  

• Help to quit 

• Harm reduction 

• Stop tobacco promotion 

• Standardised packaging  

• Smoke-free policies 

• Youth access 

• Health promotion campaigns 

• Increase price 

Individuals: 

 

Populations: 

 

 

 

 

 

  



Smoking in Northern Ireland 





Smoking by age, Great Britain, 2000-2012 
http://www.hscic.gov.uk/catalogue/PUB14988/smok-eng-2014-rep.pdf 



Smoking prevalence by socio-economic status, England 
http://www.hscic.gov.uk/catalogue/PUB11454/smok-eng-2013-rep.pdf 
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Smoking prevalence and occupation, Britain 2012   
IHS 2013  
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Nicotine dependence and deprivation  
(HSE 1998-2003, http://www.ash.org.uk/beyondsmokingkills) 





Smoking and mental disorder  
Royal College of Physicians 2013 



• Brief interventions [by healthcare professionals] leading to .. 
 

• Treatments, either separately or combined, including: 

• individual or group behavioural counselling 

• NRT, varenicline or bupropion pharmacotherapy 

• self-help materials 

• Delivered by NHS Stop Smoking Services with adequate staffing 
and a full-time coordinator] 
 

• Target driven [5% of population, 35% one-month quit rates] 

What is an effective stop smoking intervention? 



Quit rates by Local Authority, England 2013/4 
http://www.hscic.gov.uk/catalogue/PUB14610/stat-stop-smok-serv-eng-2014-q4-rep.pdf 



Numbers setting quit date and numbers quit per 
100,000 population by English region 
www.hscic.gov.uk/catalogue/PUB14610/stat-stop-smok-serv-eng-2014-q4-rep.pdf 
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Uptake and outcome of English cessation services 
 www.ic.nhs.uk; Ferguson et al, Addiction 2005 100 (Suppl. 2), 59–69* 
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Totals 
 

7.5 million 

 

3.9 million 

2.6 million 

1.1 million 
 
 

* Extrapolated from Q1-Q3 data.  

http://www.ic.nhs.uk/


SSS service use, Northern Ireland 
http://www.dhsspsni.gov.uk/smoking-cessation-2013-14.pdf 





Spend on mass media campaigns, E&W 1999-2012 
http://www.ash.org.uk/files/documents/ASH_667.pdf 
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www.smokinginengland.info/latest-statistics 

Aids used in most recent quit attempt 
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N=10078 adults who smoke and tried to stop or who stopped in the past year 









GP-triggered quit attempts 
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Effectiveness of a mobile, drop-in service in reaching 
and supporting disadvantaged UK smokers to quit 
Venn et al, Tobacco Control 10.1136/tobaccocontrol-2014-051760 



Quit intentions of mobile SSS users 
Venn et al, Tobacco Control 10.1136/tobaccocontrol-2014-051760 
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Effectiveness of a mobile, drop-in service in reaching 
and supporting disadvantaged UK smokers to quit 
Venn et al, Tobacco Control 10.1136/tobaccocontrol-2014-051760 
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Smoking in people admitted to English hospitals, 2010-11 
Szatkowski et al, Thorax, in press 

1.1 million people; ~ 2.6 episodes of hospital care 







Smoking cessation interventions in acute services 

Intensity Content Effect Add drug* 

1 Single contact + written/other material, no 
follow up 

None No effect 

2 Longer or more contacts + other materials 
but not beyond quit date 

None No effect 

3 Any contact + follow-up after quit date but 
<4 weeks 

Modest 
(OR 1.17) 

Modest 
(OR1.19) 

4 Any contact + phone/letter/email + > 4 
weeks follow-up  

Works 
(OR 1.51) 

Works 
(OR 1.66) 

5 Any contact + follow-up with face-to-face 
contact for > 4 weeks  

Works best 
(OR 1.28) 

Works best 
(OR 2.26) 

*(typically NRT) 



NCSCT Streamlined Secondary Care System 
http://www.ncsct.co.uk 



Effectiveness of NHS SSS referral from hospital 
3-month Pilot at Queen Alexandra Hospital, Portsmouth. http://www.ncsct.co.uk 
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Murray et al, BMJ 2013;347:f4004 
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• On admission,  

– ascertain smoking status and advise cessation/temporary 
abstinence at first face-to-face contact 

– Provide pharmacotherapy and intensive behavioural support, 
immediately if necessary, or else within 24 hours 

– Provide behavioural support as often and as long as needed during 
admission. 

– Provide or arrange follow up for at least one month after discharge 

– Manage doses of clozapine, olanzapine, theophylline, warfarin 

– Engage with family and friends   



Barriers to intervention 

• Smoking among health care staff 

• Perceived lack of time, knowledge and skills 

• Lack of training  

• Lack of prompts, reminders, automated systems, audit and 
feedback  

• Poor organisational support (referral processes, service and 
medicine provision) 

• Concern that stopping smoking before surgery increases risks 

• [lack of planning for admission] 

 

 



• Commission smoke-free services 

• Make buildings and grounds smoke-free 

• Communicate policy to public, staff, contractors, all service users 

• No designated smoking areas or staff-facilitated smoking breaks 

• Ensure NRT available for sale to visitors 

• Support staff to stop smoking in grounds 

• Train staff to intervene in smoking 

 

Commissioners and Managers 





• ……we strongly support the commitment in this guidance to challenging 
health inequalities for people with mental health problems, and in 
particular to provide targeted support to help people stop smoking.  

 

• We think it is right to be ambitious about the health outcomes of people 
with mental health problems and to provide targeted smoking cessation 
support to enable people to lead healthier lives. 
 



Consultation on NICE PH48 guidance on smoking cessation 
in mental health settings www.nice.org.uk/guidance/ph48/documents 

• I applaud the idea… but worry about the loss of individual choice … or is it 
the “good of the many” over the few.  
 

• Drinking alcohol is more costly (to society / and financially)  than smoking… 
so why are they not enforcing a ban on alcohol?  
 

• Removal of smoking shelters will just mean patients, who due to poor diet 
and neglect often have poor physical health, will stand out in the rain 
getting wet. This will increase the risks of falls, increase the need for 
cleaning of the ward eg floors and chairs and increase staff time needed to 
attend to ensuring that patients and their bed areas are clean and dry.  
 

• I would say that acute treatment is predominantly short term and smoking 
cessation is a trivial health concern at these time. And something best left 
to the GP and Community care teams, when not in an acute mental state, 
basically this is not the correct time. 









www.cddft.nhs.uk 



Short and long-term incremental costs per QALY 
(Intensity 4 and 5 with pharmacotherapy) NICE 2013 

  
3 years  

(approx costs/range of costs) 
Lifetime 

Preoperative patients Dominant Dominant 

COPD £7000-9000 Dominant 

Cardiac Dominant Dominant 

Acute general   (£22,000) Dominant 

Schizophrenia n/a £2000-3000 
 

Pregnancy (behaviour only) Dominant to £155000 Dominant to £15000 

Staff  (intervention) 
Staff (smoke-free policy) 

£4000 
Dominant 

Dominant 
Dominant 





• It is the toxins in tobacco smoke – not nicotine – that kill 

• Best way to avoid health harm is to stop smoking 

• However, there are other ways to reduce harm from smoking 

• This guidance is about helping people, particularly those who are highly 
dependent on nicotine, who: 

• may not be able (or do not want) to stop smoking in one step 

• may want to stop smoking, without necessarily giving up nicotine 

• may not be ready to stop smoking, but want to reduce the amount they 
smoke. 

• Recommends harm-reduction approaches which may or may not include 
temporary or long-term use of licensed nicotine-containing products 

 







Prevalence of electronic cigarette use: 

smokers and recent ex-smokers 
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N=16529 adults who smoke or who stopped in the past year; increase p<0.001 
 



Reasons for using electronic cigarettes, UK 2014 
YouGov/ASH http://www.ash.org.uk/files/documents/ASH_891.pdf 
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Conclusions: improving smoking cessation support 

• Review the ‘Dobson model’ of service provision 

• Adapt to spontaneous quit behaviour 

• Find ways to promote harm reduction beyond SSS 

• Embrace electronic cigarettes/other NCDs, try to find ways to 
offer behavioural support to e-cig users 

• Increase primary care delivery of pharmacotherapy and 
behavioural support 

• Make cessation support the default for patients and their 
families in secondary care 

• Make secondary care services smoke-free 

• Budgets: protect services without blocking innovation 


