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Today's talk

+ Smoking - is not good for you

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

* Cultural & social determinants of smoking
in SMI

* What works to help people quit?

- Does these work in SMI?

 Making it happen: service-level training,
implementation and evaluation



Severe Mental Ill Health

Problems of definition;
politics; culture; philosophy:
history



Schizophrenia,
psychotic
disorders and

(probably) bipolar
iliness

Prot9lems of definition;
politics; culture. philosophy:
history



Smoking is not good for you

- Cancers

* Chromic lung disease
- IHD

* Osteoporosis

=5 (-3

* 'Current cigarette smoking will
cause 450 million deaths over the
next 50 years' Richard Peto



The benefits of quitting

rvations on male

—

Richard Doll, Richard Peto, Jillian Boreham, Isabelle Sutherland

Abstract

Objective To compare the 1
who formed their
the reduction in ri
ditferent ages.
Design Pre
2001.
Setting United Kingdom.
Participants 34 439 male Britsh doctors. Information about
their smoking habits was obtained in 1951, and periodically
thereafter; cause specitic mortality was monitored for 50 years.
Main outcome measures Overall mortality by smoking habit,
onsiderin wrately men born in different periods.
sults The excess mortality associated with smoking chie

involved vascular, neoplastic, and respiratory d ses that can
be caused by smok Men born in 1900-1930 who smoked
only cigarettes and continued smoking died on average about
1 than lifelong non-smokers, Cessation at age

wed, respectively, about 3, 6, 9, 0r 10

rs of life expectancy. The excess mort ssociated with

aret was less for men born in the 19th century

and wa catest for men born in the 1920s. The

Kingdom (where the disease became by the 1940s a major cal
of death). Throu irst halt of the 20th century the h:
ards of smokin ly unsuspected.' Around the
cer were published in W

"leading to the conclusion in 195

and an important cause” of the dise:

g (not only on lung cancer but also on many other dis-
study of smoking and death
an in 1951 and has now

on that this study would be

including a UK prospe

1 doctors  that

continued for 50 years.!
conducted amonyg

t that docte ght take the trouble to describe their own

habits accurately, but principally hecause their

tors was taken partly because it was

subsequent mortality would be relatively to follow, as they
had to keep their names on the medical register it they were to
continue to practise . as most doctors would

them s have ac od medical care, the medical causes

of any deaths among them should be reasonably accurately

The British doctors
study found that
every year that
smoking cessation
is postponed after
the age of 40
reduces life
expectancy by
three months



Why smoke?

* Most common reason cited:
+ 'stress-relief and enjoyment’

* Main reason is Nicotine dependence
Professor Robert West UCL



Nicotine dependence

1. Acts in the midbrain creating
impulse to smoke in the face of
smoking-associated stimuli

2. Changes in the brain chemistry to
produce ‘nicotine hunger’

3. Nicotine withdrawal: unpleasant
mood and physical symptoms that
occur on abstinence and are
relieved by smoking



Nicotine dependence

1. Act th :
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2. Changes eniovment’
produce JoY

3. Nicotine wiTh ,
mood and p@®si dtoms that
occur on @¥stinence and are
relieved by smoking



Despite this: Lots of people
express a desire to quit



Smoking and SMI

* Those with SMI smoke more, more
often, start earlier and inhale more
deeply and spend a greater
proportion of their income on
cigaretftes



What proportion of people with
SMI smoke?

PERCENTAGE OF PEOPLE WITH MENTAL ILLNESS WHO ARE SMOKERS AND, OF THESE, WHO ARE
HEAVY SMOKERS* COMPARED WITH GENERAL POPULATION

100 4
207
B0

707

Percentage who are smokers /heavy smokers

Studies

Source: Based on data from Farrell ef al 2001, O°Brien ef al 2002, Coulthard ef al 200z, Kelly and McCreadie 1999,
McCreadie 2003, Meltzer ef al 1996, Goddard and Green 2005
* Heawvy smokers are defined as those smoking more than 2o cigarettes per day.




What are the health
consequences of smoking in

SMI?
* People with SMI die on average 25 years
earlier than those without chronic mental

health problems

- SMR 156 for men and 141 for women

+ Cause-specific mortality:
- Respiratory illness, IHD

- smoking-related illness in combination
with other risk factors:

- Obesity. poor diet; lack of exercise



And at what monetary cost?

- SMI = income from benefits

- 'Give back' 25-38% benefits to the

state based on a 20-30/day habit
* McReadie & Kelly (2000)



SMI and primary healthcare

+ Consult more often than general
population

- Greater levels of healthcare need
- Fewer data recorded for health

promotion activities (including

smoking cessation)
Kendrick 1996; Burns & Cohen 1998



Why do people with SMI
smoke?

+ Addictive psychopharmacology of
nicotine

- Self medication for distress?
- Cultural influences



Why do people with SMI
smoke?

+ Addictive psychopharmacology of
nicotine

- Self medication for distress?



Cultural influences

* People with SMI
‘enter the service
as hon-smokers and
come out ... as
smokers because of
the culture’ (House
of Commons Health
Committee 2005,
question 239)




Understanding the cultural
influences on smoking

Evidence from ethnographic
studies



The smoking culture in mental
health services

Elevated smoking rates amongst MH staff

Staff accept smoking as routine and offer cigarettes
Staff smoke with patients

Means of pacifying distressed patients

Lack of stimulation and relief of boredom in inpatient
units

Access to cigarettes is a source of conflict and control
between staff and patients and between patients

The ‘cigarette economy of institutions’
Trade cigarettes for sexual favours
Non-smokers initiated in smoking upon admission
Lawn 2004; Hempel et al 2000



Do people with SMI want to
quit?

PERCENTAGE OF SMOKERS WITH MENTAL ILLNESS WHO WANT TO QUIT COMPARED
WITH GENERAL POPULATION

1001
907
B0

70
60
50
401
30

20

Percentage who want to quit

10

(]

Studies

Source: Based on data from Meltzer ef al 1996, McCreadie 2003, Doherty 2006, Lader and Goddard 2004




Story so far...

+ Elevated smoking levels and SMI

* Poor physical health and poor
provision/uptake of
healthcare/health promotion

» Strong chemical and cultural
influences on smoking

* But, some expressed desire to quit
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Smoking & nicotine addiction

What works?



Antidepressants for smoking cessation (Review)

Hughes JR, Stead LF, Lancaster T

THE COCHRANE
COLLABORATION®

This is a reprint of a Cochrane review, prepared and maintained by The Cochrane Collaboration and published in The Cochnane Libuzry

2008, Issue 4
heepa/ s thecochranelibrary.com

WILEY

Publishers Since 1807

Issue date: March 2006

National Institute for
Quick reference guide Health and Clinical Excellence

Brief interventions and referral for smoking cessation
in primary care and other settings

Introduction

This quick reference guide presents recommendations on brief interventions and referral far
smeking cessation in primary care and other settings. The guidance only considers whether
brief smoking cessation interventions are effective at encouraging individuals to quit
smeking. The impact of wider policy and practice on smoking cessation will be the subject
of future NICE prograrmme guidance.

This guicance is for professicnals working in local health ssrvices - in primary care trusts
{PCTs), pharmacies and dental practices — and secondary NHS care, including mental health
and hospital trusts.

Erief interventions in primary care
Erlef Inerventions Involve opportunistic advice, offer ard the prevtous ways they have tred 1o

discussian, negotAtion or encouragement.
They are commaonly usad in mary arass of
hedth promotion by a range of primary and
community care professionals.

quit. 1t may Indude one or mare of the fallowing:
» simple opportunistic advce to stop
* an smessment of the patients commitment

Antidepressanes for smoking cessation (Review)
Copyright ©2008 Tha Cachrane Collaboration. Published by John Wiley & Sons, Led.

1o quit
Far smoking cessation, bref interentions typicaly » 2n offer of pharmacatherapy andior
take batwean 5 and 10 minutes. The partioular behavioural support

that ks provided wil depend on a number * provtshan of self-halp materid and refamal 1o
5, nchding the individua's willingness to mare Interane support such as tha NHS

quit, how acceptable they find the Imervantion on Stap Smoking Sanvkes,

Public Health Intervention Guidance 1

The guidance represents the views of the Institute and was arrived at after careful
oonsideration of the evidence. Health and other professionals with an imterest in smoking
cessation are advised to take it into acoount.




Nicotine replacement therapy

+ 123 trials NRT vs
placebo

. OR 1.77 (95%CI
1.66 - 1.88

THE COCHRANE
COLLABORATION®




Antidepressants: Bupropion
(‘Zyban)
» Bupropion v
placebo

- 31 trials

+ OR 1.94 (95%CI
1.72-2.19)

THE COCHRANE

COLLABORATION®




Var'emclme (‘Champix’)

Nicotine receptor partial ago ists for smoking cessation
(Review)

* Nicotine receptor
partial agonist
+ versus placebo
@ + OR 3.22 (95%CI
2.43 - 4.27)

THE COCHRANE
COLLABORATION®

* Versus bupropion

. OR 1.66 (95% CI
1.28 - 2.16)



Behavioural support

 Brief advice

- Different models of psychological
intervention

* Motivational enhancement

- CBT

+ Support over the telephone

» Individual & group

+ Better with specialist training



What about those with lower
motivation to quit?



'‘Cut down to quit': CDTQ

‘Cut down to quit’ with nicotine
replacement therapies in smoking
cessation: a systematic review of
effectiveness and economic analysis

D Wang, M Connock, P Barton, A Fry-Smith,
P Aveyard and D Moore

Health Technology Assessment
MNHS R&D HTA Programm e
www.hta.ac.uk

Sustained NRT for
smokers

Some behavioural
support/motivational
enhancement

No obligation to set a
quit date

Build upon early
success from smoking
reduction

Look at longer-term
quit rates



CDTQ: 6 mo sustained
abstinence

Rk ratio
1 95%% CI5
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Cost effectiveness of smoking
cessation

griet advice EI
griet advice + self help I:I
Brief advice + self help + NRT I:]
gret adwvice + selt help + NRT + I:I
specialist support

simyvastatin after myocardial infarction [:l
Jonsson et al { Eur Heart J1996:17:1001)
Aspirin after myocardial infarction [:l
Gaspoz et al (N Engl J Med 200:2;346:1800)
Fravastatin primary prevention |:|
Carp et al (BMJ1997:315:1577)

0.1 1 10 100

Cost per vear of life saved (E000s)



http://www.bmj.com/content/vol328/issue7445/images/large/smoke12.f4.jpeg

Some messages from existing
reviews of smoking cessation

* NRT, buroprion/varenciline,
behavioural support

+ Short term quitting relatively easy
to achieve, longer term more

difficult
+ Cost effective
+ CDTQ - 'prescribing for smokers’



I'M SENDING CHESTERFIELDS to all my friends.

That’s the merriest Christmas any smoker can have —

Chesterfield mildness plus no unpleasant after-taste
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So what works in SMI?

- Hardcore smokers

+ Expressed desire to quit. motivational
deficits
* Poorer provision/uptake of

general/primary healthcare and health
promotion

* Poorer uptake of smoking cessation
services

» Cultural determinants of smoking and
barriers to quitting

* Polyphamracy - powerful psychotropics



Smoking cessation in SMI

Recently completed systematic
review of 'what works'



Smoking cessation in severe mental illness:
what works?

Llnd:.ar Bankam'2 & Sman GHbody®
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Smoking cessation in SMI:
systematic review of what

works
+ Systematic review of randomised

evidence

+ SMI/psychotic disorders (largely
schizophrenia)

* Excluded populations with drugs and
alcohol problems

- Any intervention

« QOutcomes:

- abstinence



Included studies

» 10 RCTs (n=10 to 298)
- 8 US studies, 1 Aus 1 Taiwan

» Schizophrenia/schizoaffective
disorder

* Usually ‘an interest in stopping or
cutting down’

* Point prevalent abstinence



intferventions

+ Combinations of:

* NRT (6 studies)

» +/-Bupropion (3 studies)

» +/- Individual support (1 study)
+ +/- group support (3 studies)



Point prevalence abstinence at
3-6 months

study (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)

A 2 5 1 5 10 20

Odds Ratio
Favours control Favours interevention




ADDITION OF BUPROPION

Evins et al. 2001
Evins et al. 2005
Evins et al. 2007
George et al. 2002
George et al. 2008

Overall

T
ML

Risk ratio
(95% CI)

> 2.00 ( 0.08, 52.44)

8.96 ( 0.50, 161.23)
1.87 (0.73, 4.82)
4.00 ( 1.00, 15.99)
3.33(1.02, 10.88)

2.76 ( 1.48, 5.16)

005 01 0.2

Favours control

0.5

2 5 10 20

Risk ratio
Favours interevention



In SMI....

» Things can work:
- NRT
- Bupropion
- 6roup and individual therapy

- Drug-based and behavioural
interventions worked well



Are there any issues in the use
of drug therapies in SMI

opulations?
- NRT Pop

* Bupropion
- Varenicline



TWniversity of Bristol, Department
of Sodal Medicine, University of
Bristol, Bristol BS8 2PS

Vigilance and Risk Managemert
of Medicines, Medicines and
Healthcare products Regulatory
Agency, Landon SWE SNO

Correspondence to: D Gunnell
d.jgunnel@bristolac.uk

Cite this as: BMJ 2009:339:b3805
doi10.1136'bm) b3805

RESEARCH

Varenicline and suicidal behaviour: a cohort study based on
data from the General Practice Research Database

D Gunnell, professor of epidemiology,’ D Irvine, pharmacoepidemiologist,” L Wise, senior
pharmacoepidemiologist,” C Davies, senior pharmacovigilance assessor,” R M Martin, professor of clinical

epidemiology’

ABSTRACT

Objective To determine whethervarenicline, a recently
licensed smoking cessation product, is associated with
an increased risk of suicide and suicidal behaviour
compared with alternative treatments bupropion and
nicotine replacement therapy.

Design Cohort study nested within the General Practice
Research Database.

Setting Primary care in the United Kingdom.

Participants 80660 men and women aged 18-95 years
were prescribed a new course of a smoking cessation
product between 1 September 2006 and 31 May 2008;
theinitial drugs prescribed during follow-up were nicotine
replacement products (n=63 265), varenicline (n=10 973),
and bupropion (n=6422).

and its effects include the stimulation of dopamine
release, it is possible that it may have an impact on
mood and suicide risk.??

In December 2007, after reports of depression and
suicidal thoughts among people prescribed vareni-
cline, the Medicines and Healthcare Products Regula-
tory Agency (MHRA) issued a warning concerning
possible increased risks,* with further warnings issued
in July and November 2008. Similar warnings have
been issued by regulatory authorities worldwide, and
warnings have been added to the prescribing informa-
tion and information for patients. In July 2009, the US
Food and Drugs Administration (FDA) required the
manmufacturers of both varenicline and bupropion to
add a new “boxed warning” (the strongest warning




Always think of the risks of
smoking vs risks of stopping
smoking



1.

Current and future
developments

Better quality-assured training for
mental health practitioners (NCSCT)

Clear guidance from RCGP & RCPsych

. Smoking and SMI - annual smoking

checks and offer of interventions under
the QOF

A really important trial of a service
level intervention - SCIMITAR



training..........




Clear guidance......

Smoking the biggest
killer
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A really important trial....

+ Bespoke Smoking Cessation (BSC)
trial for SMI - SCIMITAR

- NIHR HTA-funded trial
- York, Manchester & other sites
- 2011-2014



Uncertainties:

+ Content of the intervention
+ Acceptability of the intervention

- Barriers to recruitment (staff and
patients)

+ Setting and mode of delivery
* Feasibility of longer-term follow-up



Content of the intervention

* NRT - as much and for as long as
patients want

* 6Ps prescribe other things in line
with guidance

* Delivered by competency-assured
NHS smoking cessation therapists

(MH background) -



Mode of delivery

- Who?

- Mental health (nursing) staff
- With additional training

- NHS-assured Level IT training and
competencies

- How?

- Telephone, and face to face
- Assertive follow up and multiple quit attempts

* 'One stop shop’



Smoking and SMI: summing up

+ Smoking = single most important (modifiable)
risk factor for illness and death

- Neurochemical, environmental and social
determinants of smoking in SMI

- We know what works
- Same things work in SMI

* Important barriers to implementation and
uptake

- Soon have trial-based evidence in UK NHS
services

* Therapeutic nihilism not justified
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