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Convener 
Public Petitions Committee 
Scottish Parliament 
Edinburgh 
EH99 1SP 
 
Dear Mr McAveety, 
 
Consideration of Petition PE1246 
 
Thank you for your request for evidence from ASH Scotland on the specific 
issues raised in the petition above. 
 
The petition suggests that the Scottish Government’s consultation ‘Achieving 
smoke-free mental health services’ contains factual inaccuracies, thus making 
the consultation process fatally flawed.  ASH Scotland does not accept this 
view.  I address the issues raised in the petition below. 
 
As you know, ASH Scotland is an independent Scottish charity working to 
protect people from the harm caused by tobacco.  We have been involved in 
supporting a range of tobacco control activities in mental health settings for a 
number of years.  We had a specific role in this consultation process which 
included: representation on the Scottish Government reference group 
commenting on the consultation; compiling a contacts list of local groups to be 
sent the consultation document; promoting the consultation widely through our 
networks; encouraging mental health groups to involve service users in their 
response and to seek direct responses from service users; and holding the 
second Scottish Symposium on Mental Health and Tobacco, the report of 
which we fed into the consultation process.  We also responded to the 
consultation ourselves. 
 
Evidence base for smoke-free mental health services 
It is unfortunate that the consultation paper did not include references 
showing the evidence base behind the proposed move to smoke-free mental 
health services.  I understand the references have since been published.  
However, the lack of referencing of the evidence within the paper does not 
make that evidence in itself less robust.  It is the strength of the evidence from 
Scotland and around the world that convinced ASH Scotland that smoke-free 
mental health services will be of benefit to service users and staff, as have 
smoke-free environments in every other setting. 
 
The petitioner questions in particular the evidence supporting the health risks 
of second-hand smoke, including the causal association of exposure to 
second-hand smoke with a range of serious health conditions.  
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In addition, the petitioner questions the evidence showing the improvement to 
Scotland’s health since the smoke-free law was implemented in March 2006. 
 
The body of research on second-hand smoke is extensive, and has been 
evaluated and processed in several large reviews. One of the largest reviews, 
the 2006 Report of the US Surgeon General – The Health Consequences of 
Involuntary Exposure to Tobacco Smokei states that the available scientific 
evidence supports the conclusion that ‘Secondhand smoke causes premature 
death and disease in children and in adults who do not smoke’ and further, 
that exposure of adults to second hand smoke ‘… causes coronary heart 
disease and lung cancer.’  
 
The Department of Health Scientific Committee on Tobacco and Health’s 
Update of evidence on health effects of secondhand smokeii concurs with the 
Surgeon General’s Report, concluding that exposure to second-hand smoke 
has a causal effect on increased risk of lung cancer and ischaemic heart 
disease. 
 
It is ASH Scotland’s opinion that there have been a sufficient number of high 
quality and large scale reviews of the body of research around second-hand 
smoke which conclude that second-hand smoke is a causal agent in the 
aforementioned diseases. Therefore the consultation is not presenting 
contentious or questionable evidence; the consultation’s ‘key facts’ accurately 
reflect the current scientific consensus. 
 
The consultation also presents evidence from numerous studies 
commissioned as part of the evaluation of Scotland’s 2006 smoke-free public 
places legislation. The petitioner questions, in particular, a reference to the 
17% reduction in heart attack admissions and specifically the conflict between 
this figure and figures gathered from routine data.  
 
The 17% figure is taken from a study published in the New England Journal of 
Medicineiii. The goal of the study was to prospectively compare the number of 
admissions for acute coronary syndrome before and after the implementation 
of the legislation.  
 
A precise case definition of acute coronary syndrome, verified by troponin 
assay was used, across 9 Scottish hospitals. This differs from routine data 
highlighted by the petitioner as the experimental case definition allowed 
diagnosis of acute coronary syndrome with a greater degree of accuracy. The 
authors of the study highlight in the discussion section of their paper the 
limitations of retrospective studies with routine data, as many cases can be 
uninformatively coded, or miscoded. The use of more accurate biochemical 
verification of patient status is the reason why the figures in the study differ 
from the routine data the petitioner presents. This feature is a methodological 
strength of the study. 
 
Eight similar studies have been conducted internationally in this 
areaiv, , , , , , ,v vi vii viii ix x xi, showing a similar reduction in admissions, with varying 
magnitude. In this context, it is accurate for the consultation to claim ‘After the 

 2



ban was introduced there was: a 17% reduction in heart attack admissions’. 
This was what the study measured with some accuracy. A reference should 
have been provided to allow the reader to judge the quality of the evidence 
themselves. 
 
ASH Scotland produced its own factsheet to support the consultation, which 
we launched at the Symposium on Mental Health and Tobacco in January 
2009, at the start of the consultation period.  I enclose a copy for your 
information; it summarises much of the relevant evidence on the health 
inequalities faced by mental health service users. 
 
Involvement of mental health service users 
Our work to promote the consultation and to encourage responses explicitly 
sought to reach service users through existing networks.  A small number of 
service users attended our Symposium.  We were pleased to see that such a 
large number of responses had been received to the consultation, including a 
significant number of service users. 
 
Focus of the questions in the consultation document 
The consultation reference group, of which ASH Scotland was a member, 
strongly expressed the view from the outset that the focus of the consultation 
should be on how best to tackle the significant and unacceptable health 
inequalities faced by mental health service users.  It is for the Scottish 
Government to decide the line of questioning to be taken in one of its 
consultations; however it was consistently made clear by the government that 
this exemption to the smoke-free law would be reviewed. 
 
I believe that the high level of response to the consultation shows that 
consultees were able to engage with the process effectively.  I look forward to 
seeing the report of the consultation when it is published. 
 
Action being taken to address the issues raised 
Your letter asks us to set out the action ASH Scotland is taking to address the 
concerns raised in the petition.  I believe this is most appropriately dealt with 
by the Scottish Government, whose consultation process is being questioned 
here.  ASH Scotland will continue to call for evidence-based measures to 
improve Scotland’s health through tobacco control, and we will continue to set 
out the evidence and engage constructively in the policy-making process as 
best we can. 
 
Please don’t hesitate to contact me if you require any further information. 
 
Yours sincerely, 
 

 
Sheila Duffy 
Chief Executive 
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ASH Scotland
Tobacco and 

mental well-being
January 2009

 
Key points: 
• giving up smoking improves general health and overall quality of life 
• tobacco use causes dependence and is associated with anxiety and 

depression 
• smoking prevalence is significantly higher among people with mental 

health problems than in the general population 
• smoking-related illnesses are the most common form of ill health in 

people with mental health problems 
• many smokers with mental health problems want to stop smoking but do 

not receive the advice and support they need to do so 
• smoking cannabis can be detrimental to both mental and physical health 
• smoking and trying to give up smoking can affect the required dosage of 

some medications used to treat mental illness. 
 
One in four of us will experience a serious problem with mental well-being at 
some point in our lives. Public health professionals and the public are more 
aware that good mental and physical health are inter-linked and depend on 
adopting a range of healthy life-style measures.  ‘Social prescribing’ or 
‘community referrals’ in the form of health promotion interventions may 
therefore increasingly come to include non-medical sources of support such 
as access to exercise classes, dietary advice, relationship counselling, access 
to leisure and learning classes, and stop smoking services. 

Nicotine and the brain 
Nicotine temporarily relieves feelings of stress, anxiety and low mood 
because it releases dopamine (a chemical which affects attention, cognition, 
movement, pleasure, and hormonal processes) into the brain.  Because 
smoking encourages the brain to switch off its own mechanism for making 
dopamine the supply decreases, which in turn prompts people to compensate 
by smoking even more.  Although many smokers believe that smoking is a 
way of coping with stress, research suggests that in fact they experience 
above-average stress prior to smoking, rather than below-average stress after 
smoking. Smokers smoke mainly to avoid the stress that nicotine depletion 
causesxii. 
 
Prevalence of smoking amongst those with mental health 
problems 

People with mental health problems are twice as likely to smoke as the 
general populationxiii.  Smokers with mental health problems also tend to 
smoke more heavily and be more dependent than smokers without mental 
health problemsxiv.  For example, 51% of people with a diagnosis of 
schizophrenia and 50% of those with a bipolar affective disorder smoked over 
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20 cigarettes a day compared to only 8% of the general populationxv.    
Furthermore, having a mental health problem can predict a higher risk of 
cardiovascular disease, coronary heart disease, respiratory disease and 
suicidexvi.   
 
Nicotine quickly becomes addictive and daily smoking may increase the 
likelihood of subsequent depression and anxiety disorders.  Quit attempts 
may even spark depressionxvii and there is an elevated risk of suicidality for 
occasional and regular smokersxviii.  Smoking increases the risk of developing 
a mental health problemxix and is associated with an increased prevalence of 
all mental illnessxx.   

Smoking in mental health settings 
According to the mental health charity Mind, 70% of people in mental health 
inpatient units smokexxi.   In April 2008 exemptions in Northern Ireland ended 
and in July 2008 mental health units in England became completely smoke-
free. In Scotland consultation about moving towards smoke-free units is still 
underway.   In Wales, designated rooms in residential mental health treatment 
settings are currently exempt from smoke-free legislation but psychiatric 
hospitals are not. 
 
Smoking bans in psychiatric settings can lead to better patient care.  Before a 
ban in Italy, it was clear that little thought was given to the impact of smoking 
because it was such a way of life for staff and patients and some staff even 
believed that their smoking with patients had therapeutic value. However, after 
an initial phase of opposition, both patients and staff adapted to the new 
policyxxii.  Fears that banning smoking causes an increase in aggression are 
unfounded; in a systematic review of relevant American, Canadian and 
Australian data, the frequency of aggression, use of seclusion, discharge 
against medical advice or use of as-needed medication did not increase 
following a banxxiii.  Non-smoking environments and support for quit attempts 
improve the overall health and well-being of both staff and patients. 
 
Smoking cessation for people with mental health problems 
Even though people with mental health problems are twice as likely to 
smokexxiv and more likely to experience ill health than the general 
populationxxv, they are far less likely to be offered advice about lifestyle 
changes such as giving up smoking.  They experience ‘diagnostic 
overshadowing’, or reports of physical ill health being viewed as part of the 
mental health problem and so not investigated or treated.  As in primary 
health care, those in mental health settings are less likely to be offered advice 
about stopping smokingxxvi. However, a review of the effectiveness of 
interventions for people with mental health problemsxxvii notes that giving up 
smoking does work for people with mental health problems.  There are 
effective measures to increase the chances of positive health benefits of 
giving up smoking for people with mental health problems.  Measures could 
include diagnosis and treatment planning with nicotine replacement therapy or 
bupropion, on-unit dedicated smoking cessation counselling, reasonably 
extensive behavioural support, and post-discharge referral for treatment of 
nicotine dependencexxviii.  Stop-smoking medication and support and advice 
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from individuals or groups, healthcare professionals or via the 
telephone/internet, can increase abstinence rates in those with mental health 
problems to as high as those in the general populationxxix. 
 
Smoking and some antipsychotic medication 
Because nicotine affects brain chemistry and the rate at which drugs are 
absorbed, people using certain medications might find that required dosages 
need to be altered not only if they start to smoke but when they try to stop.  
Care must be taken to avoid adverse medication interactions and to monitor 
antipsychotic medication in particular as cigarette consumption reducesxxx. 
 
A guide to which medications must be carefully monitored when used in 
conjunction with cigarettes or when attempting to stop smoking is available 
online in ‘Smoking and patients with mental health problems’ by Ann McNeill, 
at: www.nice.org.uk/niceMedia/documents/smoking_mentalhealth.pdfxxxi

 
Champix 
Champix (varenicline) is a non-nicotine aid to smoking cessation. It can help 
to relieve the cravings and withdrawal symptoms associated with stopping 
smoking.   People who have an underlying mental illness may have suicidal 
thoughts if they use Champix and doctors should be aware of this. They also 
need to be aware of the possibility that people who are trying to stop smoking 
can develop symptoms of depression, and advise them accordinglyxxxii.  
 
Smoking cannabis and mental health problems 
Researchxxxiii suggests a strong link between early cannabis use and later 
mental health problems in those with a genetic vulnerability, and regularly 
smoking cannabis appears to double the risk of developing a psychotic 
episode or long-term schizophrenia.  Those who start smoking cannabis 
before the age of 15 are four times more likely to develop a psychotic disorder 
by the age of 26.  Adolescent brains, perhaps because they are still 
developing, seem particularly susceptible to the adverse effects of smoking 
cannabis.   
 
Three to four cannabis cigarettes a day are associated with the same 
evidence of acute and chronic bronchitis and the same degree of damage to 
the bronchial mucus membrane as 20 or more tobacco cigarettes a day xxxiv.  
When cannabis and tobacco are smoked together, the effects are more 
serious because the tar from cannabis cigarettes contains 50% more cancer- 
causing carcinogens than tobacco.  
 
 
For more information on any of these topics, please contact ASH 
Scotland’s Information Service. 
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Resources 
 
Moving towards smoke-free mental health services in Scotland 
McNeill A, Bauld L, Ferguson J.  NHS Health Scotland (February 2008) 
www.healthscotland.com/documents/2387.aspx  {accessed 11.12.08] 
 
Quality and Outcomes Framework - mental health 
British Medical Association (April 2008) 
www.bma.org.uk/ap.nsf/Content/qof06~clinincalind~mentalhealth  
[accessed 11.12.08] 
 
Smoking and patients with mental health problems 
NICE (April 2004) 
www.nice.org.uk/aboutnice/whoweare/aboutthehda/hdapublications/smoking_
and_patients_with_mental_health_problems.jsp  
[accessed 11.12.08] 
 
Addressing tobacco among individuals with a mental illness or an 
addiction 
William, Jill M, Ziedonis, Douglas, Addictive Behaviors 29, (2004) 1067 - 1083 
www.quitnownc.org/pdfs/williams2004.pdf  
[accessed 11.12.08] 
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