[image: image1.jpg]Surrey
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Tobacco Control - National and Local Context 

Tobacco is an extremely harmful consumer product, responsible for the premature death of half of all life-long smokers.  Over 80,000 people die from smoking-related disease in England every year including 29% of all cancer deaths, 13% of cardiovascular deaths and 30% of deaths from respiratory disease.

In Surrey, there are over 1400 smoking related smoking related deaths each year, that’s nearly 30 deaths a week, almost four a day. (SEPHO Community Health Profiles)

Smoking Kills a white paper, published in 1998, was a milestone in public health in the United Kingdom. It defined a comprehensive tobacco control strategy that has put the UK among the world leaders in tobacco control. Ten years later much of what Smoking Kills set out to do – and more – has been achieved. 

· Nationally prevalence is down from 28% to 22%
· Surrey prevalence is currently 18.4%
·  22,000 people have quit with NHS Surrey Stop Smoking Service
The Government's tobacco control strategy for action for the next ten years was launched on 1 February 2010.  It heralded the start of the next phase in tobacco control in England. The new strategy includes ambitious, yet realisable, goals to dramatically reduce smoking rates among adults and children. 

The primary goals are to:

· Reduce smoking among 11-15 year olds from 6% now to under 1% by 2020

· Reduce adult smoking from 21% now to under 10% by 2020.  

To deliver this vision, the strategy sets out three overarching objectives to make significant progress towards a smokefree society:

1. To stop the inflow of young people recruited as smokers.

2. To motivate and assist every smoker to quit. 

3. To protect families and communities.

Delivering these aspirations will maintain England’s position as a world leader in tobacco control but can only be achieved if all partners across the public, private and voluntary sectors continue to prioritise tobacco control and implement the evidence-based policies set out in this strategy.

In Surrey a number of agencies work on tobacco control through statutory and contractual requirements.  The aim of this collaborative action in the county is to tackle its biggest cause of premature death and health inequalities. The focus of activity is to:

· Reduce uptake of smoking in children and young people

· Tackling health inequalities and helping smokers to stop

· Reduce exposure to secondhand smoke

· Combat illicit tobacco

BEYOND Smoking Kills: PROTECTING CHILDREN, REDUCING INEQUALITIES

Smoking Kills related to the whole of the UK. As a result of subsequent devolution, tobacco control policy in the UK is now, for the most part, tackled separately in England, Scotland, Wales and Northern Ireland. There are, however, important aspects of public policy related to health and tobacco use which remain the preserve of the UK Government in Westminster such as taxation, customs, competition and some aspects of consumer protection. This summary relates to tobacco control strategy for England and the recommendations reflect the current balance of devolved and reserved powers in England and the UK today.

The goal and aims of tobacco control

The goal of tobacco control is shaped by an astonishing context: despite the importance of consumer protection in British society, products which are known to kill one in every two of their life-long users are available for sale in shops throughout the land. As banning tobacco products is not an option, the very best that tobacco control can do is to reduce the harm that tobacco inflicts on smokers, on smokers’ children and families, and on society as a whole. As the harm of tobacco recedes, so the benefits of improved health and wellbeing increase.

The harm of tobacco can be reduced by helping smokers to quit, reducing exposure to secondhand smoke and preventing people from starting smoking in the first place. For heavily addicted smokers who are currently unable or unwilling to quit, there is also the possibility of switching to pure nicotine products (which, like the current medicinal products on the market, contain only nicotine and not other tobacco derivatives). As smoking is responsible for half the difference in deaths across socio-economic groups, tobacco control also has a major role to play in reducing health and social inequalities.

These aims are profoundly inter-linked. Children who live with parents who smoke will breathe cleaner air, and be less likely to become smokers themselves, if their parents quit or switch to pure nicotine products. Poor families will also benefit from the financial savings of quitting.

Ten years of progress

The publication of Smoking Kills in 1998 was the first time that the scale of the harm caused by tobacco received a proportionate response from government. Subsequent achievements have been remarkable, above all the prohibition of most tobacco advertising, the creation of NHS Stop Smoking Services and the enactment of smokefree legislation. The UK now leads Europe in tobacco control.

In the last ten years smoking prevalence has been driven down in England from 28% to 22% and all the targets in Smoking Kills have been, or are likely to be, met. Although the cost of smoking to the NHS in England has risen over this period, from £1.7 billion a year to £2.7 billion in 2006-07, the current annual cost saving from the reduction in smoking prevalence is estimated to be £380 million.

Despite the achievements of the last ten years, millions of children and young people in England are still harmed by tobacco on a daily basis and the deep health inequalities created by smoking have barely shifted. Over a fifth of the adult population still smokes and smoking remains by far the largest cause of preventable premature death, killing more people each year than alcohol, obesity, road accidents and illegal drugs put together. The momentum for change built up over the last decade must be exploited. Public support for tobacco control interventions has never been higher and international evidence demonstrates that greater investment in tobacco control could intensify the decline in smoking prevalence. Ongoing improvement cannot be taken for granted; a comprehensive and sustained approach is needed from government.

Effective partnerships are central to moving the tobacco control agenda forward. Partnerships need to be strategic and create a joined-up approach to tackling the public

health issue of tobacco as a shared priority. 

The NHS Surrey Stop Smoking Service is just one element of an overall strategic and comprehensive programme in Tobacco Control. It is a function that underpins many other parts of a comprehensive programme.

Helping Smokers to Quit in General Practice

Increasing uptake of smoking cessation support in General Practice is a key in reaching local and national targets.  A whole practice approach should be adopted involving practice managers, nurses, health visitors in offering brief interventions, onward referral and stop smoking support. 

Elements of a whole practice approach should include

· Electing a lead who takes an active role in implementing a stop smoking support pathway

· Receptionist team and other clinicians routinely checking patient smoking status 

· All clinicians and patient facing staff raising the issue at every opportunity

· Writing to patients on most at risk registers who are smokers to offer 1 to 1 stop smoking support and advising of health benefits of quitting 

· Routine searches for prescribed pharmacotherapy for stop smoking with follow up for outcomes

· Advertising stop smoking support – posters, handouts, pop-up banners, surgery booklet, electronic boards 

Smoking in the Population

Children and young people

One in seven fifteen year olds is a regular smoker. One in six mothers smoke throughout pregnancy. Millions of children and young people are exposed to tobacco smoke in homes and cars every day. These shocking facts must be addressed head on: the protection of children and young people from the harms of tobacco should lie at the very heart of a new national tobacco control strategy.

Nearly all smokers start young so deep, long-term cuts in smoking prevalence will only be achieved by preventing children and young people from starting smoking. Every effort should be made to reduce the attractiveness of smoking and the accessibility of cigarettes to young people. The context of everyday life is crucial; children and young people who live with adult smokers are much more likely to start smoking than those who live in smokefree homes. Reducing adult prevalence is therefore essential to stopping youth initiation.

Smokefree homes and cars are also vital in cutting the exposure of children and young people to the toxins in secondhand tobacco smoke.

Pregnant women who smoke are not always given access to specialist stop smoking services and therapies.

Greater investment is needed to ensure that all women smokers are supported to quit both before and during pregnancy. This requires better generic support – appropriate advice and referrals from midwives in particular – and universal access to specialist support.

Health inequalities

The more deprived you are, the more likely you are to smoke. Almost every indicator of social deprivation, including income, socio-economic status, education and housing tenure, independently predicts smoking behaviour. Consequently individuals who are very deprived are also very likely to smoke. These differences in smoking behaviour translate into major inequalities in illness and mortality, inequalities which have deepened over the last thirty years.

Smokers in lower socio-economic groups are just as likely to try to quit as affluent smokers but are less likely to succeed. Their lower success rate is partly due to stronger nicotine addiction. In every age group, smokers from deprived backgrounds take in more nicotine than more affluent smokers, even when the number of cigarettes smoked is the same.

As smoking prevalence is highest in the population groups least able to afford to smoke, smoking deepens deprivation, social inequalities and child poverty. Smokers from disadvantaged backgrounds are also more likely to die or suffer injury from smoking-related fires.

Smoking during pregnancy 

Smoking during pregnancy can cause serious problems including complications during labour and increased risk of miscarriage, premature birth, still birth and sudden unexpected death in infancy (Royal College of Physicians 1992). It is estimated to increase infant mortality by about 40% (DH 2007e). 

In 2005, nearly a third (32%) of mothers in England smoked before pregnancy; nearly half (49%) gave up at some stage before the birth (British Market Research Bureau 2007). Although most of those who had quit before or during pregnancy were still not smoking after birth, three in 10 mothers (30%) were smoking again less than a year after the birth (British Market Research Bureau 2007). Other research (including studies which biochemically validated smoking status), suggest the scale of the problem may be even greater (French et al. 2007; Lawrence et al. 2005; Owen and McNeill 2001). 

Smoking during pregnancy is strongly associated with a number of sociodemographic and behavioural factors including age and social class. Mothers aged 20 or under are five times more likely than those aged 35 and over to have smoked throughout pregnancy (45% and 9% respectively) (British Market Research Bureau 2007). Mothers in routine and manual occupations are more than four times as likely to smoke throughout pregnancy – compared to those in managerial and professional occupations (29% and 7% respectively) (British Market Research Bureau 2007). 

Pregnant women are also more likely to smoke if they are less educated, live in rented accommodation and are single or have a partner who smokes. When the factors are combined to measure the cumulative effects of disadvantage, the number who continue to smoke during pregnancy increases tenfold from the least to the most deprived group (Penn and Owen 2002). 

Almost half of all children in the UK are exposed to tobacco smoke at home (Jarvis et al. 2000). Infants of parents who smoke are more likely to suffer from serious respiratory infections (such as bronchitis and pneumonia), symptoms of asthma and problems of the ear, nose and throat (including glue ear). This includes infants who were born prematurely and those who have other underlying medical conditions. 

In 2005, almost four in ten mothers in England (38%) lived in a household where at least one person smoked during their pregnancy (British Market Research Bureau 2007).

The relationship between smoking and mental health

While general smoking rates are falling, this is not the case amongst the psychiatric populations, who suffer poor health as a consequence. [1]

Smoking rates for people from this group tend to be, on average, twice as high as those for the general public. [2] Smokers with a mental health problem also tend to smoke more heavily and be more dependent than smokers without mental health problems. For example, 51 per cent of individuals with a schizophrenia diagnosis and 50 per cent of those with a bipolar affective disorder smoked over 20 cigarettes a day compared to only eight per cent of the general population. [3] A USA survey estimated that in one particular month, 45 per cent of all the cigarettes smoked were consumed by individuals with a psychiatric or substance misuse disorder. [4]

Smoking related fatal diseases are also more prominent among individuals experiencing mental health problems than amongst the general public. [5] A study in Finland found that having a mental health disorder predicted a higher risk of cardiovascular disease, coronary heart disease and respiratory disease.' [6] It also found that individuals with schizophrenia were almost ten times more at risk of dying of a respiratory disease than other participants. These people 'are also often the least capable of coping with the effects of devastating medical illnesses caused by smoking.' [7]

It was found that smoking, in contradiction to popular belief, exacerbates stress, state anxiety [8] and sleep disorders. [9] All of these are detrimental to most mental health conditions. Anxiety levels fall significantly after successfully giving up smoking for one week. [10]

A research review [11] found that smokers reported above-average stress prior to smoking, rather than below-average stress after smoking. Smokers smoke mainly to avoid the stress that nicotine depletion causes.

Financial impact

Smokers with a mental health problem can spend a large percentage of their, often low, income on tobacco and cigarettes. In a USA study it was estimated that a smoker with schizophrenia spends just over one-third of their weekly income on cigarettes. [12] This money is therefore not available to be spent on food, heating, socialising or other things such as leisure activities which could help to improve quality of life. As a consequence, physical and mental health might suffer.

Interestingly, one of the reasons for smoking, stated by McNeill, [13] is that it is a coping mechanism to deal with the stress of financial hardship. This is obviously a perception from the smoker, just as stress reduction is only a perceived benefit.

Impact on medication [14] Smokers on antipsychotic medication are often prescribed higher doses than non-smokers on the same medication. This is because smoking increases the speed at which the medication gets metabolised. Smoking induces higher levels of the enzyme CYP1A2, which is responsible for the activation of metabolising drugs. When giving up, less CYP1A2 is produced; this in turn slows down the metabolisation of the drug.

Drugs (including antipsychotics) affected by giving up smoking are:

Clozapine 

Diazepam 

Fluvoxamine (partly) 

Haloperidol (partly) 

Mirtazapine (partly) 

Olanzapine (partly) 

Paracetamol 

Perphenazine 

Propranolol 

Tamoxifen 

Theophylline 

Tricyclics - tertiary (eg amitriptyline, clomipramine, desipramine, imipramine) 

Verapamil 

Warfarin-R (major) 

Zotepine 

Smokers that are prescribed any drug metabolised by the enzyme CYP1A2 can build up toxic levels of that drug in their blood whilst giving up smoking.

The build-up will happen over a few days as the metabolism slows down. This should be monitored - it could be that a reduction of the drug is needed. [15]

Why people with mental health problems smoke

One study asked smokers from the general public about their reasons for smoking. In their responses, enjoyment, boredom relief and stress relief scored highest. When people with schizophrenia were asked the same question, habit, relaxation, making social contact, pleasure and addiction were the most frequent answers. [16] Why people with mental health issues smoke more than the general public is not yet fully understood. [17] A number of factors are involved and research is ongoing.

It may be that nicotine through smoking is used as a form of self-medication. It is thought that nicotine helps to alleviate some of the positive (or 'active') psychiatric symptoms (such as voices, delusions and confusion) and the negative psychiatric symptoms (such as withdrawal, inertia and lack of motivation) and that it improves cognition. [18] Smoking might also help to alleviate some of the side effects of antipsychotic medication, such as Parkinsonism and sedation. [19]

Smoking might be used as a mechanism to cope with the stress of having a mental health problem; to cope with being isolated and bored; to create a feeling of being in control; or to deal with financial difficulties. [20] McNeill mentions the clear link between smoking rates and deprivation as well as a relationship between mental health disorders and deprivation. The more deprived groups of our society tend to smoke more and be more nicotine dependent. Individuals with chronic mental health problems might end up in the poorest category of society because of unemployment as a result of their illness. [21]

(This factsheet was written by Joyce Borgs and Alan Briscoe, Mind)

Footnotes

 [1] McCloughen, 2003, 'Association between schizophrenia and cigarette smoking: a review of the literature and implications for mental health nursing practice' International Journal of Mental Health Vol. 12, pp119-129

[2] McNeill, A. 2004, Smoking and patients with mental health problems, Health Department Agency

[3] McNeill, A. 2004, Smoking and patients with mental health problems, Health Department Agency

[4] McNeill, A. 2001, Smoking and mental health - a review of the literature, SmokeFree London Programme

[5] McNally L. 'Stop smoking advisors resource pack', Wandsworth PCT

[6] McNeill, A. 2004, Smoking and patients with mental health problems, Health Department Agency

[7] Boyd J.W. and Lasser K. 2001, 'Tobacco madness: Commentary', Psychiatric Times 17

[8] 'State-anxiety has been defined as a transitory emotional response involving unpleasant feelings of tension and apprehensive thoughts. Trait-anxiety, on the other hand, has been defined as a personality trait referring to individual differences in the likelihood that a person would experience state anxiety in a stressful situation.' Encephale, 1999 Jan-Feb;25(1):44-9 www.ncbi.nlm.nih.gov (pub med)

[9] McNally L. 'Stop smoking advisors resource pack', Wandsworth PCT

[10] West R. and Hajek P., 1997, 'What happens to anxiety levels on giving up smoking?' American Journal of Psychiatry; 1997; 154; 1589-92

[11] Parrot, A. 1995, 'Stress modulation over the day in cigarette smokers' Addiction Vol. 90; pp233-244

[12] Brown, C. 2004, Tobacco and mental health: a literature review, ASH Scotland

[13] McNeill, A. 2001, Smoking and mental health - a review of the literature, SmokeFree London Programme

[14] McNeill, A. 2004, Smoking and patients with mental health problems, Health Department Agency

[15] McNeill, A. 2004, Smoking and patients with mental health problems, Health Department Agency

[16] Robbinson and Gray, 2005, 'Can we help people with schizophrenia stop smoking'. Mental Health Practice Vol 9, no 4, p14-17.

[17] McNeill, A. 2004, Smoking and patients with mental health problems, Health Department Agency

[18] McNeill, A. 2001, Smoking and mental health - a review of the literature, SmokeFree London Programme

[19] Ziedonis et al. 2003, 'Serious mental illness and tobacco addiction: a model programme to address this common but neglected issue.' American Journal of Medical Science 326, 4, 223-230.

[20] McNeill, A. 2001, Smoking and mental health - a review of the literature, SmokeFree London Programme

[21] McNeill, A. 2001, Smoking and mental health - a review of the literature, SmokeFree London Programme

1 | Page

[image: image1.jpg]