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Guidance on Smoking Cessation in Mental Health Settings
 Advise service users of the Trust’s no smoking policy at admission or
before admission where possible.
 Explain the benefits of smoking cessation, including improved physical
health, mental health and reduction in medication
 Initially offer Nicotine Replacement Therapy (NRT) to all including those
who continue to smoke - (see Pharmacotherapy section to assist product choice).

Background information
 In 2008, primary legislation made all enclosed parts of mental health settings in
England smoke-free.
 Smoking is the largest cause of preventable illness in the UK, with 1 in 2 smokers
in the general population dying 15 years early. [1]
 Increased smoking is responsible for a large proportion of the excess mortality of
people with mental health problems. [2]
 Reduced smoking in mental health service users will significantly improve health
and wellbeing in populations with disproportionate levels of health inequality and
will therefore play a key part in addressing the physical health needs of people
with mental health problems.
 Smoking increases the risk of developing a mental disorder [3] and is associated
with increased prevalence of all psychiatric disorder [4] as well as suicide. [5]

Effects of smoking cessation on mental health
 A clear relationship exists between amount of tobacco smoked and number of
depressive / anxiety symptoms with symptoms reducing after cessation and
subsequent improvement in wellbeing. [6]
 Depression; a minority of people with depression who stop smoking experience
an increase in depressive symptoms. [7]
 Schizophrenia; little evidence of worsening of symptoms following cessation. [6]
 Aggression; smoking bans had no major effect on behaviour or aggression. [8]
 Weight gain after cessation can be significant. [9]

Impact of smoking cessation interventions


Smoking cessation medication and non-pharmacological support such as advice
from care professionals, group therapy, telephone support, internet support and
exercise can increase abstinence rates in those with mental health problems to
as high as the rates in the general population. [10]

Smoking cessation treatment and different mental illness
 Nicotine Replacement Therapy (NRT), bupropion and varenicline are all effective
but SSRIs and anxiolytics are not effective smoking cessation interventions. [10]
 NRT patches combined with a rapid delivery method, (e.g. inhaler), is better than
a single form of NRT. [10]
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 NRT can double cessation rates and lower reported depression in depressed
smokers. Psychological and lifestyle strategies are also helpful.
 For those with schizophrenia, NRT combined with bupropion is more effective.
 Reducing amount smoked through use of NRT/ bupropion while smoking
increases chances of successfully stopping smoking in future. However, not all
NRT products are licensed for smoking reduction.
 Specialist cessation services for those with mental illness can achieve abstinence
rates as high as for general population. [11]

Effect of smoking on psychotropic medication
 Smoking induces the CYP1A2 liver enzyme that is involved in the metabolism of
many medications including antipsychotics, (eg. clozapine, haloperidol,
olanzapine), antidepressants (eg. mirtazapine, tricyclics, duloxetine), most
benzodiazepines and opiates. [10,12]
 Smoking only 7-12 cigarettes a day can significantly increase clozapine and
olanzapine metabolism. [13]

Medication regimes during smoking cessation
 Stopping smoking can reduce the metabolism of these drugs and result in higher,
sometimes even toxic, blood levels over a few days. However, if smoking restarts,
blood levels will go down again. [10]
 Following cessation, medication should be reviewed and many medication doses
can be significantly reduced. [12,14]
 Blood levels of clozapine should be measured before smoking cessation and this
should also be considered for olanzapine. [14] For clozapine and olanzapine,
25% dose reduction should occur during the first week of cessation and then
further plasma levels taken on a weekly basis until they have stabilised. [14]
Fluphenazine and benzodiazepine doses can be reduced by up to 25% in the first
week of cessation and tricyclic antidepressants may be reduced by 10-25% in first
week. Further dose reductions may be required. [14]
 Information should be given to service users and carers regarding the likely need
to increase the dose of their medication if they start smoking again. [15]

Pharmacotherapy for smoking cessation
A) Different forms of NRT
Several different forms of NRT can be prescribed although 24-hour patches can be
initially administered for up to 3 days through Trust nurse protocols, although only to
those who agree to stop smoking.
 Patches: 16-hour and 24-hour patches are available with no difference in
efficacy. Both types come in three different strengths to allow gradual weaning. A
15mg/16hr patch or a 21mg/24hr patch should be used for those who normally
smoke more than 20 cigarettes per day.
 Gum: 2mg or 4mg chewed when urge to smoke occurs. Up to 15 pieces daily.
 Sublingual tablets: One 2mg tablet per hour for those smoking up to 20
cigarettes daily and two tablets per hour for those smoking >20 cigarettes daily.
 Nasal spray: Maximum dose = 1 spray per nostril twice per hour for up to 16
hours per day.
 Inhalator: 10mg/cartridge used with plastic mouthpiece. Dose initially up to 12
cartridges per day – puffed for 20 minutes per hour when urge to smoke occurs.
 Lozenges: 1mg, 2mg and 4 mg up to maximum 15 lozenges per day.
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 A combination of patch plus a faster-acting oral NRT shows improved efficacy.
 Side effects include mild local irritation of mouth, throat or nose.
 All NRT products, including patches, sublingual tablets and nasal spray are
licensed for smoking cessation.
 Inhalators, some gums and some lozenges are also licensed for smoking
reduction.
 All NRT should be used for 8-12 weeks but may be continued after this time.
B) Bupropion
This is a is an atypical antidepressant that acts as a noradrenaline and dopamine
reuptake inhibitor, as well as a nicotinic antagonist. It reduces nicotine withdrawal
symptoms.
 Start 1-2 weeks before planned quit date at 150mg daily for 6 days, then 150mg
twice daily for maximum 7-9 weeks.
 Side effects include insomnia and (rarely) seizures. Therefore, it is
contraindicated in bipolar affective disorder, epilepsy, CNS tumours, alcohol
withdrawal, benzodiazepine withdrawal and eating disorders.
 Bupropion should not be prescribed with other drugs that can cause seizures.
This includes tricyclic antidepressants and some antipsychotic medication. [14]
 Bupropion can increase blood levels of citalopram, which should be avoided for
two weeks after stopping. [16]. It is contraindicated with MAOIs.
 In view of the above, NRT should be used first line and bupropion considered for
those smokers who were unsuccessful with NRT but motivated to stop.
C) Varenicline
This is a nicotine receptor partial agonist. It acts as agonist to maintain moderate
levels of dopamine to counteract withdrawal and as antagonist by reducing smoking
satisfaction.
 Evidence suggests that varenicline is more effective and has fewer side effects
than bupropion. However, it has been linked to agitation, depression, suicidal
ideation and exacerbation of underlying psychiatric illness so should only be
prescribed by a consultant psychiatrist.
 Other side effects include sleep problems and anxiety.

Monitoring During Smoking Cessation
Following cessation, mental state should be monitored especially with depression
since a minority who stop smoking experience an increase in depressive
symptoms. [7]

Addressing smoking cessation needs of those with mental illness
 Reduced smoking in mental health service users will significantly improve the
health of this group who suffer a disproportionate level of health inequality and will
thereby help to address their physical health needs.
 Coordination of smoking cessation service provision should occur between
inpatient and outpatient settings as well as between primary and secondary care
to support smoking cessation and relapse prevention. Where appropriate, advice
on access to primary care smoking cessation services should be provided to
patients when they go on leave and at the point of discharge.
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