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Executive summary 

Key points 
 

1. Approximately four times as many people in prisons smoke than in the general 

population, with similarly high levels of smoking found among those in police 

custody and probation. 

2. These extraordinarily high rates of smoking damage health, and, when compared 

with the general population, cause marked health inequalities for offenders. 

3. Given the high rates of smoking, exposure to second-hand smoke is extensive 

across the CJS and damaging to health of smoking and non-smoking offenders, 

visitors and staff.  

4. Comprehensive smoke-free policies can protect staff and prisoners from second-

hand smoke, provide an environment conducive to non-smoking and should be 

promoted. However, many smokers will need support with nicotine withdrawal when 

placed in such settings. 

5. Stop smoking service provision is variable across the whole of the prison estate and 

is not joined-up between criminal justice system (CJS) settings or between the CJS 

and the community. 

6. Due to the often complex needs of prisoners and the security issues required to 

maintain the custodial environment, there are some specific considerations when 

supporting smoking cessation in these settings. However, in the main these 

interventions are the same as those delivered to the general population. 

7. Reducing smoking should be given the highest priority across the CJS and 

comprehensive nicotine dependence treatment (cessation and/or harm reduction) 

should be delivered to all smokers in the CJS.  

8. The national government is supportive of action in this area.
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1. Introduction to tobacco use in prisons 

1.1 Smoking prevalence among offenders 

Nationally around 80% of prisoners smoke compared with around 20% in the general 

population.1-4 The last national survey (England and Wales) of offenders was carried out 

in 1997 and found 85% of male remand, 78% of male sentenced, 83% of female 

remand and 81% of female sentenced prisoners were current smokers compared with 

28% in the population at that time.1 More recently, a 2014 survey of smoking in six 

prisons across Kent, Surry and Sussex reported smoking rates of between 62% and 

81%.4  

 

Similar high rates of smoking have also been observed across the criminal justice 

system (CJS).5-7  For example, a 2007 survey of offenders on probation in 

Nottinghamshire and Derbyshire found 83% to be smokers, compared with a national 

average at the time of 22%.6 In another survey that year, 63% of detainees in police 

custody in London reported dependence on cigarettes.5 

 

Smoking is reported to be an integral part of life in prison and other CJS settings.7 This 

quote from a male prisoner in an English prison encapsulates the views of many 

smokers in the CJS: 

 

“[Tobacco is] everybody’s lifeline in here” 8 

 

As discussed in Section 2, the offender population has a high prevalence of poor mental 

health and other substance misuse and is predominantly from disadvantaged 

backgrounds,9-12 all of which are associated with elevated smoking prevalence.  

 

Over the last 50 years, smoking has decreased significantly in the UK,13 though far less 

quickly among the more disadvantaged groups in society. A recent study that scored 

people in England according to the number of personal indicators of low socio-economic 

status (SES) found that 15% of those with no indicators of low SES smoked, compared 

with 61% of those with the most (6 to 7) indicators of low SES.14 Smokers from more 

deprived groups also have higher levels of cigarette consumption and are less likely to 

be successful when trying to quit.15 

 

As shown above, smoking rates among offenders appear to have changed relatively 

little over the last few decades.  
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1.2 Smoking and health inequalitiess 

Smoking kills one out of every two regular persistent smokers16 and in the UK smoking 

is responsible for just under one fifth of all deaths.13 Second-hand smoke also kills and 

is estimated to be responsible for 11,000 deaths annually in the UK.17   

 

The high rates of smoking among offenders also cause them to suffer marked health 

inequalities compared with the general population, both through active smoking and 

breathing in other people’s smoke. Indeed richer smokers have lower life-expectancy 

than poorer non-smokers, with over half of the difference in mortality between the 

poorest and richest groups caused by smoking-related diseases.18,19 

 

Stopping smoking is therefore the single most important thing most smokers can do to 

improve their health. 

 

1.3 Impact of engagement with the CJS on smoking behaviour 

Recent reviews have identified the various ways prison influences smoking 

behaviour.7,20 Limited access to tobacco can reduce the volume or frequency of 

smoking and the cost of tobacco can also be an inhibiting factor. However, smoking is 

reported to be a coping strategy to manage stressful situations such as imprisonment, 

transfers, court appearances, sanctions and prison visits, and helps to alleviate 

boredom. Given the high prevalence of smoking, it is thought that prisoners also smoke 
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for social reasons, as being a non-smoker in such a high prevalence population could 

be socially isolating. Smoking and tobacco are also used as currency among offenders. 

 

The majority of prisoners who smoked in the 1997 survey reported smoking prior to 

prison; some increased their smoking in prison (Table 1). 

 

Table 1. Change in smoking behaviour after entry to prison from 1997 survey1 

 Male % Female % 

Remand Sentenced Remand Sentenced 

Smokes more 38 35 36 41 

Smokes about the 
same 

22 21 22 21 

Smokes less 40 44 42 38 

Base N* 994 658 146 386 
*Base: current smokers in prison < 2 years and who had smoked prior to prison entry 

 

This is similar to other countries. For example, a review of the 2012 Australian National 

Prisoner Health Data Collection21 focusing on smoking and smoking cessation 

behaviour of prisoners showed that overall, “80% of dischargees reported being 

smokers on entry and the same proportion were current smokers as they were 

approaching being released (80%). Nevertheless, some changes were observed. While 

about 1 in 5 dischargees (20%) were ex- or non-smokers, 21 (5%) who were non-

smokers on entry to prison reported that they started smoking while in prison.”  

 

The highest rates of smoking in the general population are among people aged 20-24, a 

group that currently dominates the offender population. However, whereas in the 

general population smoking peaks at age 24 and then steadily declines with age, 

evidence suggests that smoking tends to be sustained lifelong among offenders and 

remains high across all age groups.22 
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2. Why is smoking so prevalent in offender 

and prisoner populations? 

2.1 The exemption of prisons from smokefree legislation 

In 2007 a comprehensive national smoke-free policy was introduced in England. Adult 

prisons were the only setting exempted (mental health settings were given an extra year 

to introduce smoke-free policies). The exemption for the prison estate only allowed 

prisoners to smoke in their own cells and nowhere else in the prison. Secure 

establishments/places of detention accommodating children and young people under 

the age of 18 years were not exempted, to bring them in line with national policy as the 

age of sale of cigarettes was raised from 16 to 18 years old. 

 

Smoking presents a risk not only to the smoker, it also exposes other prisoners, prison 

staff and visitors to second hand smoke. Given the high smoking rates among prisoners 

described above this exposure is likely to be significant. There is an urgent need to 

ensure the same protection for offenders, staff and visitors as afforded to the general 

population. 

 

2.2 Offender population characteristics 

Between June 1993 and June 2012 the prison population in England and Wales 

increased by 41,800 prisoners to over 86,000.23 By March 2014 the prison population 

was estimated to be  85,265 24 of whom 11,800 were on remand. The vast majority 

were adults: 45% were less than 30 years of age with 762 being aged 15-17 years. Only 

a small minority overall, 3,888 (4.5%), were female and approximately 28% were from 

black or minority ethnic groups (almost one in three of the latter being foreign nationals). 

 

Offenders are over-represented among deprived and socially excluded communities.  

For example, around half of prisoners have no educational qualifications, nearly half 

have experienced exclusion from school and over two-thirds are unemployed prior to 

entering prison. Offenders are also more likely to have experienced poverty and 

unemployment than those in the general population. Adverse family and social 

experience prior to entering prison is common: for example, 24% reported having spent 

time in local authority care as a child, levels of domestic violence and sexual abuse are 

high among female prisoners, and homelessness is prevalent.25 

 

The 2013 inquiry into the illicit trade in tobacco products by the All Party Parliamentary 

Group on Smoking and Health summarised that “Illicit tobacco causes harm by: 

increasing the availability of tobacco to the most deprived socioeconomic groups 
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leading to widening health inequalities; increasing the availability of tobacco to children; 

and developing links with organised criminal activity in communities.”26 Given the 

majority of the prison population comes from more deprived groups, smokers may be 

drawn towards cheaper illicit tobacco, resulting in developing links to the criminal 

fraternity and provide a potential route to re-offending. The links between smoking, 

stopping smoking and re-offending therefore warrant research. 

 

2.3 Offending, deprivation and smoking 

Given the strong relationship between high smoking prevalence and low socio-

economic status described above, it is perhaps not surprising, given the similarly strong 

association between offending and deprivation, that smoking is more common among 

offenders. However, smoking prevalence is much higher among prisoners than among 

lower socio-economic groups as a whole. 

 

In the 1997 survey1 over half of prisoners were moderate or heavy smokers (Table 2) 

and this appeared to be a much more common behaviour than among lower socio-

economic groups in the general population at that time. Only 4% of male remands, 8% 

male sentenced and 3% of female remand and sentenced reported being ex-regular 

smokers, compared to 22% in the general population at that time. This quit ratio, the 

percentage of those who report being ex-smokers, has improved in more recent studies, 

but the greater dependence of smokers in the offender population implies that more 

intensive stop smoking support is more likely to be effective (see below). 

 

Table 2. Smoking in the 1997 national survey of offenders1 

 Male % Female % 

Remand Sentenced Remand Sentenced 

Heavy smoker 
(20+/day) 

31 24 41 34 

Moderate (10-19/day) 36 34 31 32 

Light smoker 
(<10/day) 

18 19 11 15 

All smokers 85 78 83 81 

Non-smoker 10 14 15 15 

Ex-smoker 4 8 3 3 

N 1235 1109 185 581 

 

2.4 Other substance use 

In the general population, people who use other substances or misuse alcohol tend to 

smoke more. There is a strong association between offending and use of substances, 

which may also help to explain the preponderance of smoking in offenders.The national 

study in England and Wales in 1997 indicated that a majority of prisoners reported 
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having used illegal drugs prior to custody and some initiated drug use in prison.1,27 

Furthermore, moderate or severe drug use prior to custody were reported by just under 

half of offenders (Table 3). In 2007, a further study found that just over half (52%) of 

arrestees reported illegal drug use in the month prior to arrest and 30% a dependency 

on heroin or crack cocaine, with cannabis was the most frequently reported drug used 

across all populations surveyed (71%), followed by cocaine (45%) and crack cocaine 

(43%); just under one-third (30%) of these reported having injected drugs and 27% 

reported that they had overdosed.28 The high use of cannabis and the fact that tobacco 

is frequently used to take cannabis might affect attempts to stop smoking.29 

 

Less is known about alcohol use in offender populations. The 1997 survey1 indicated 

high levels of hazardous drinking in the 12 months prior to coming into prison: 63% of 

male sentenced, 58% of male remands, 39% of female sentenced and 36% of female 

remands (Table 3). More recent data suggests that alcohol use is still a problem. Using 

the prison based offender assessment system (OASys) data from 2009/10, 19% of 

prisoners were reported to have needs in relation to alcohol misuse (19% of male and 

17% of female prisoners) and 36% were reported to have exhibited violent behaviour 

related to their alcohol use (37% of male prisoners and 27% of female prisoners).30 

 

Table 3. Smoking, drinking and drug use among sentenced prisoners from the 
1997 survey1,10 

Characteristic Male  Female 

Smokers  78% 81% 

Admitting to hazardous drinking which carries the risk of physical or 
mental harm  in year prior to prison 

63% 39% 

Admitting to hazardous drinking which indicates severe alcohol 
problems  in year prior to prison 

30% 19% 

Reported moderate drug dependence in year prior to prison  11% 8% 

Reported severe drug dependence in year prior to prison  32% 34% 

Reported 2 or more out of smoking, hazardous drinking or drug 
dependence  in year prior to prison 

68% 55% 

 

2.5 Mental health problems 

Smoking is also more prevalent among those with mental health problems in the 

general population (about twice as high on average and there is a dose response rate 

between the heaviness of smoking and the severity of the mental disorder).31 There is a 

very strong relationship between offending and having mental health problems which 

may again help explain the higher smoking prevalence in this population (Table 4). A 

recent review, identified that 80% of prisoners have mental health problems and 72% of 

sentenced male and 70% of sentenced female prisoners suffer from two or more mental 

disorders, compared with 5% and 2% (respectively) in the general population. 32 33 
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Table 4. Mental health problems among prisoners 

Characteristic Total Male  Female 

Prisoners having mental health problems  80%   

Sentenced prisoners having two or more mental disorders 

(defined as drug or alcohol dependence, personality disorder, 
psychosis and/or affective disorder) 

 

 

72% 70% 

Sentenced prisoners having four or more mental disorders    14% 18% 

Sentenced prisoners having a neurotic disorder   40% 63% 

Sentenced prisoners having a psychotic disorder   7% 14% 

Sentenced prisoners previously having been admitted to a psychiatric 
hospital 

 8% 15% 

Offenders have learning difficulties or learning disabilities which 
interfere with their ability to cope with the criminal justice system 

20-30%   

Young prisoners aged 15-21 have a mental disorder 95%   

Young prisoners aged 15-21 have at least two mental disorders 80%   

Sources: (10,31) 

 

In conclusion, offenders are more likely to be from a background of deprivation, display 

problematic drugs and alcohol use, and be diagnosed with a mental health problem. All 

these factors are associated with increased use of tobacco and decreased likeliness of 

attempts at cessation. There is also a history of tobacco being used as a currency in 

prisons and reports from prisoners that tobacco is an integral part of the prison routine. 

These are all contributing factors to the high rates of smoking observed in this 

population. 
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3. Existing interventions to support stopping 

smoking across the criminal justice system 

3.1 Government support for reducing smoking in prisons 

A strong case for addressing smoking among offenders is endorsed in ‘Improving 

health, supporting justice’,34 which recognised high levels of health needs among 

offenders, whether in police custody or under community supervision and included key 

objectives such as working in partnership, equity of access to services, improving 

pathways and continuity of care. 

 

A basic principle underpinning health provision within prisons is that services are based 

upon need and offered to an equivalent standard to those available in the wider 

community. Recent tobacco control policy documents for England and Wales also 

emphasised the importance of smoking cessation support across the CJS.35,36 

 

3.2 Successful stop smoking interventions in prisons 

Pilot work in four prisons of different categories37 resulted in the development of the 

‘Acquitted toolkit’20 for service delivery, which provided guidance for prisons and for 

external providers. This mapping exercise found that nearly 80% of prisons reported 

that they provided smoking cessation support for prisoners in the previous year. Stop 

smoking service data for April 2013 to March 201438 showed that 10,833 prisoners set a 

quit date and 54% of these were successful quitters at four weeks. This success rate is 

higher than for other settings (which averaged 51%) and this is especially striking when 

considering the client group and environment. A range of models were observed, 

typically offering individual and/or group support together with pharmacotherapy 

although individual support is sometimes required for reasons of security or through 

choice. Rolling groups were also useful in reducing waiting time for support. Prisons 

differed over the use of trained prison service staff, or specialists from stop smoking 

services, to deliver support and there is no conclusive evidence on the relative 

effectiveness of these approaches.20 A best practice checklist is also included in the 

current national stop smoking service delivery and monitoring guidance.39 

 

In April 2013 NHS England became responsible for commissioning public health 

services for people in prison, and local authorities began commissioning services for 

people in the community. There is a concern that the provision of smoking cessation 

services in prisons has been disrupted during this transfer process. In some prisons 

access to stop smoking services are efficient and timely whereas in others they are 

unable to meet the current need. As the responsible commissioning authority, NHS 
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England is now in a position to optimise service delivery so that across the board 

current need is met. This also presents an excellent opportunity to ensure that services 

are set up to meet future needs and any requirement for extended capacity. Doing this 

will require consideration of the different ways in which stop smoking services can be 

effectively delivered across the estate and may mean that healthcare is not the only 

point of access to pharmacotherapy or support. 

 

3.3 Strengthening the care pathway in line with the offender pathway 

Prisoners may be a ‘captive audience’ but they are also very mobile and smoking 

cessation support is less accessible across all criminal justice settings than in prisons, 

with care often not joined-up through the offender pathway. This pathway incorporates 

police custody, court appearances, movement from prison to prison, and within the 

probation services as well as other social care agencies. Many prisoners have short 

sentences, which provide little time to initiate cessation support. In addition, smoke-free 

policies vary across the offender pathway and where smoke-free policies are in place, 

offenders are often not given appropriate support to mitigate nicotine withdrawal 

symptoms. 

 

It is therefore important that understanding of the opportunities presented for promoting 

and supporting stopping smoking is reinforced across the CJS and that consistent 

messages and a smoke-free environment are available throughout. There are many 

opportunities for joined-up working across the CJS, to raise the issue of smoking and 

encourage access to specialist support where appropriate. One example is the 

developing role of offender health trainers in probation settings, which includes raising 

awareness of and referring prisoners to health improvement oportunities such as stop 

smoking services.40 Helping prisoners to stop smoking may also have a positive impact 

for the families of offenders and the wider communities in which they live. 

 

A recent pilot study assessed the barriers and facilitators to implementing smoking 

cessation support across the CJS in England.41 This also identified that the availability 

of a regional coordinator could enhance and provide better coordination and 

consistency of support. 

 

3.4 Monitoring and reporting outcomes of the care pathway 

The pilot study 41 also identified a knowledge gap regarding how best to monitor quitting 

behaviour and outcomes in the CJS. The optimum standard used is the Russell 

Standard.42 Using this standard a ‘treated smoker’ is one who sets a quit date and has 

at least one treatment session on or before the quit date. A ‘self-reported four-week 

quitter’ is a treated smoker who is assessed (either face to face, by postal questionnaire 

or by telephone) around four weeks after the designated quit date (minus three days or 

plus 14 days) and declares that he/she has not smoked even a single puff of a cigarette 
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within the past two weeks. A ‘carbon-monoxide (CO)-verified four-week quitter’ is a self-

reported four-week quitter who also had his/her expired-air CO assessed at four weeks 

and the reading was less than 10ppm. These definitions are covered in greater detail in 

the stop smoking service delivery guidance 2014-15.39 

 

Outcomes from stop smoking service interventions, delivered according to the Russell 

Standard, can be reported through the local authority commissioner to the Health and 

Social Care Information Centre (HSCIC). HSCIC provides quarterly and annual reports 

on stop smoking service activity.38 Where services are provided outside local authority 

commissioning structures, local arrangements should be made to ensure that this data 

are reported consistently and accurately. Any enquiries that are not resolved through 

conversation with the local authority commissioner of stop smoking services should be 

addressed to HSCIC directly. 

 

Prisons use SystmOne, but at present this is a closed system. A shared electronic 

system across the CJS for recording smoking and regular updating of attempts to stop 

smoking, nicotine treatment and referral mechanisms is recommended wherever 

possible. This would enable smoking to be recorded at every new contact, and regular 

updates on smoking cessation efforts and treatment can be made. Medical records 

need to be accessible across the CJS or be transferred with patients. Such systems 

should ensure continuity of care when prisoners are released or transferred to other 

prisons. This could include automatic referrals to the stop smoking service near where 

they live on release. In such cases the local stop smoking service should be given the 

contact numbers of the ex-offender. Release into the community can be a stressful time 

and relapse is likely during this time. In a US study, only 18% of prisoners released from 

a tobacco-free correctional facility remained abstinent by the end of the first week of 

release.43 NHS England’s ambition is to build into the secure estate the second 

generation Information Technology (IT) system that will be available from 2016 when 

the SystmOne contract ends. The premise of the new IT system is that it will talk to 

other secure environments, and connect secure and community environments. 
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4. Treatment for nicotine dependence 

4.1 Smoking as nicotine dependence 

Most people smoke to ingest nicotine and smoking is now recognised as a drug 

dependence disorder. In 2001 the RCP stated that “it is now well established that users 

of tobacco tend to regulate or titrate their nicotine intake to maintain body levels within a 

certain range.” 44   

 

When smokers go without nicotine, withdrawal onset can be as short as 30 minutes.45 

Some of the characteristic symptoms of nicotine withdrawal include impaired 

concentration, irritability, tension, disturbed sleep or drowsiness, intense longing or 

craving for a cigarette, and headaches. These symptoms mean that people frequently 

relapse back to smoking. In addition, people who experience any of these symptoms 

are less likely to perform well in cognitive tasks.46,47 

 

A variety of measures can be taken to reduce withdrawal and support people in 

stopping smoking which are discussed in later sections. 

 

4.2 Benefits of stopping smoking 

The health benefits of stopping smoking are well established and include immediate 

improvements in certain diseases as well as long-term health benefits such as years of 

healthy life gained.48 Emphasising immediate benefits may be better than emphasising 

far-reaching benefits of stopping smoking which might have limited relevance for the 

prison population due to the day-by-day nature of prison living.49 

 

Between April 2011 and March 2012, 26.5% of offenders reoffended within a year.50 

Stopping smoking may help break links with the criminal world for those offenders who 

would use illicit tobacco on release. Should the offender also manage to stop using 

other substances, then this may also help to limit or break contact with criminal fraternity 

in the community on release. 

 

4.3 Motivation to stop smoking 

Some evidence suggests that a significant majority of offenders who smoke are 

motivated to stop. For example, a study of smokers in a prison in Cardiff revealed 79% 

wished to stop.2 Studies of offenders in contact with other CJS settings have also 

revealed an interest in support to stop smoking.51 The prison setting, in particular, 

presents a valuable opportunity to engage marginalised groups with very high smoking 

prevalence in cessation initiatives. Prisoners themselves have described imprisonment 
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as an opportunity to access cessation services,52 an opportunity that is viewed by some 

as a means of achieving something positive while in prison.51 

 

4.4 Interventions to support stopping smoking 

Smokers are more likely to succeed in stopping if they receive support to do so. Support 

comes in many forms: behavioural support, such as in groups or individuals face-to-

face, telephone or text messaging support, internet programmes, and pharmacological 

support, such as proven effective nicotine replacement therapies, bupropion and 

varenicline. The best support, which increases the chances of successful stopping by 

up to four times when compared with no support, is a combination of behavioural and 

pharmacological support as delivered by the national network of stop smoking 

services.53 Smoking cessation interventions have been identified as the most cost-

effective healthcare intervention.54 A brief summary of the evidence base for the main 

treatments follows. 

 

4.4.1 Behavioural support 

Receiving brief advice from a healthcare professional has been shown to trigger 

attempts to quit. Part of the brief advice should include the offer of a referral for stop 

smoking behavioural support.  

 

Behavioural support consists of advice-giving, discussion and exercises, delivered on a 

weekly basis for at least six weeks, to provide evidence based support for stopping 

smoking. Though not all of these methods may be used in every custodial setting, 

support can be delivered face-to-face on an individual or group basis, and through 

channels such as the telephone, text messages, social media or the websites. 

Behavioural support can be effective when delivered through all these avenues and 

there is evidence to suggest that group support is more effective than individual support. 

The most important factors in success are that the behavioural support is delivered by a 

trained advisor and follows a clear evidence-based structure.39 An example of this is the 

National Centre for Smoking Cessation and Training standard treatment programme.55 

Though we know that these methods in general have successful outcomes, research is 

ongoing to identify what the key components are for maximising this in the CJS setting. 

                                              

4.4.2 Pharmacological support 

There are several different medications which are currently licensed for smoking 

cessation, these are NRT, bupropion and varenicline. This section provides an overview 

of their place in smoking cessation and clinicians are advised to access national clinical 

guidance39 including the manufacturer’s summary of product characteristics and latest 

British National Formulary for further information. A recent Cochrane Review concluded 

that “NRT, bupropion [and] varenicline… have been shown to improve the chances of 
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quitting. Combination NRT and varenicline are equally effective as quitting aids.” 56 

However, the medications have differing side effect profiles and contraindications and 

the most up to date evidence can be found on the Medicines and Healthcare Regulatory 

Products Authority (MHRA) website.57 The best decision of which medication to use, is 

made by a combination of health professional advice, client preference and 

consideration of any side-effects, contraindications (eg, pregnancy or breast-feeding) or 

cautions. The use of NRT is supported for children and young people from the age of 

12, however varenicline and bupropion are licensed only for those aged 18 or over. 

 

NRT consists of nicotine-containing products, generally regarded as safe, which are 

designed to deliver nicotine to the body in a form that does not involve smoking and 

hence taking in all the other smoke constituents, many of which are proven carcinogens 

or other toxins. There are several different forms including: 

 

 16-hour or 24-hour transdermal patches 

 2mg or 4mg chewing gum 

 1mg, 1.5mg, 2mg or 4mg nicotine lozenges 

 2mg sublingual tablet 

 nasal spray 

 inhalator 

 oral film 

 mouth spray 

 

There is not enough evidence to conclude that one form of NRT is more effective than 

another, but overall evidence suggests that higher dose forms might be more effective 

than lower dose forms.56 Combining a patch with a more rapid delivery form (such as 

the gum) has been shown to be more effective over using just one form. NRT can be 

purchased over-the-counter or is available on medical prescription. 

 

Bupropion (trade name Zyban) is an atypical antidepressant: a typical course is 300mg 

per day for 7-8 weeks, beginning a week prior to the designated quit date. Bupropion is 

accessed via a medical prescription. Bupropion is not suitable for everyone, for example 

it should not be given to people with seizures. 57 

 

Varenicline (trade name Champix) is also a prescription-only medication. It is a partial 

agonist which binds to nicotine receptors in the brain and reduces the enjoyment of 

smoking as well as some symptoms of nicotine withdrawal such as craving. A typical 

course of treatment is 1mg per day beginning one week before the designated quit date, 

then 11 weeks at 2mg per day. The MHRA suggests that people with psychiatric 

problems should consult a doctor before using varenicline and that “people who are 

taking varenicline who develop suicidal thoughts, agitation, depressed mood, or display 

any changes in behaviour or thinking that are of concern for the doctor, patient, family, 

or caregiver should stop varenicline and contact their doctor immediately.”57 However, a 
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recent study has shown that varenicline can be used in those with mental health 

disorders without problems and observed no increase in psychiatric problems when 

used.58           

  

4.5 Interventions for harm reduction 

More recently, the importance of offering support to smokers who cannot, or do not 

want to stop smoking, has been identified and in 2013 NICE published public health 

guidance (PH45) tobacco harm reduction.59 Such support is aimed at reducing the 

harmfulness of on-going smoking and there are several different ways to do this: 

 

 stopping smoking: using one or more licensed nicotine-containing products as long 

as needed to prevent relapse 

 cutting down prior to stopping smoking (cutting down to quit): with the help of one or 

more licensed nicotine-containing products (the products may be used as long as 

needed to prevent relapse) or without using licensed nicotine-containing products 

 smoking reduction: with the help of one or more licensed nicotine-containing 

products (the products may be used as long as needed to prevent relapse) or 

without using licensed nicotine containing products 

 temporary abstinence from smoking: with the help of one or more licensed nicotine-

containing products or without using licensed nicotine-containing products 

 

Traditionally, all smokers have been encouraged to stop abruptly, though recent 

evidence suggests that cutting down the number of cigarettes smoked may help 

smokers to control their smoking and result in complete cessation. This may be 

especially important for those smokers who are unable to stop completely and in one 

step, such as those in the prison population. In addition, the use of replacements or 

substitutes for nicotine (such as NRT) is recommended for times where temporary 

abstinence is desired (see below). 

 

The provision of NRT to support people who are continuing to smoke is an important 

part of a harm reduction strategy. Where people attempt to reduce the numbers of 

cigarettes they smoke without replacing the nicotine that they are losing they tend to 

over-compensate by taking longer, deeper drags on each cigarette. This results in little 

or no actual reduction in quantity of smoke inhaled. Conversely, use of NRT decreases 

the need for compensatory smoking, allowing the user to more effectively reduce the 

amount of nicotine required, and hence smoke obtained from each cigarette. Smokers 

may also wish to use these nicotine substitutes on a long-term basis as a means of 

reducing the harmfulness of their smoking. 
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4.5.1 Accessibility of nicotine replacement therapy (NRT) for managing nicotine 

withdrawal 

NRT is available in some prison settings to help patients with nicotine withdrawal and 

this practice should be extended across the whole estate.  

 

There are several points within the CJS whereby a prisoner or person within the CJS 

will not be permitted to smoke, such as police stations, court cells and while being 

transferred between settings. Given the impact of nicotine withdrawal on performance 

and mental state, it is appropriate to give smokers a replacement for the nicotine in 

cigarettes to combat withdrawal. These measures were implemented recently, when 

significant pressure on the prison estate necessitated the occupancy of court cells by 

sentenced prisoners. 

 

Where evidence exists that NRT is being used as currency by prisoners in a similar way 

to cigarettes solutions, such as introducing exchange schemes where new patches are 

only provided on return of used ones, can be implemented. Most prisons use 

transparent nicotine patches so that prisoners cannot conceal illicit substances beneath 

them. Also most prisons prohibit chewing gum, and some foil wrappings or plastic 

containers. Nevertheless given there are currently several forms of NRT available, there 

is still the opportunity to offer offenders one or more NRT products. From the range of 

products currently available, the clear patches, mini-lozenges and oral film seem the 

most suitable. 

 

A short supply of pharmacotherapy should also be supplied for those about to transfer 

in order to tide the offender over until prescribing can be renewed in the new setting. 60 

Staff who smoke should be allowed to use such medications if appropriate and these 

may be available from their GPs or local stop smoking service. 

 

4.6 Electronic cigarettes or nicotine vapourisers 

The recent popularity of electronic cigarettes (e-cigarettes) has demonstrated that many 

smokers are interested in trying and using less harmful sources of nicotine. E-cigarettes 

are nicotine delivery devices that heat nicotine and do not involve combustion. Two 

recent reports for Public Health England provide a useful source of information on e-

cigarettes.61,62  One of these commented in relation to electronic cigarettes that: “the 

hazards associated with use of products currently on the market is likely to be extremely 

low, and certainly much lower than smoking”.62  

 

This review also concluded that e-cigarettes can help smokers to stop smoking. More 

recently, a Cochrane review on electronic cigarettes based on evidence from two trials 

concluded that electronic cigarettes help smokers to stop smoking long-term compared 

with placebo electronic cigarettes.63 
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Additonally, the health risks of passive exposure to electronic cigarette vapour were 

reported as ‘likely to be extremely low’.61 This is consistent with another review which 

concluded that the effects of e-cigarette use on bystanders are minimal compared with 

conventional cigarettes.64 

 

Public Health England, Action on Smoking and Health, the NCSCT, NICE and the three 

regional offices of tobacco control, have co-produced supporting material based on 

feedback from six regional workshops to support commissioners and practitioners in 

implementing this guidance, which is available on the Smokfree Action on website.65 

 

4.7 Supporting people with co-morbidities 

There is a traditionally held belief that people with a mental health disorder, those with 

co-morbidities and those who are polysubstance users are generally incapable of 

stopping smoking until they have sorted out their other problems. There is no evidence 

for this. 

 

Smokers presenting with comorbidities can have complex needs and are highly likely to 

require greater support than those without. For those with mental illness, evidence 

indicates that smoking cessation treatments used with general population smokers are 

as effective with those with mental health problems.31,66 As specific cautions and contra-

indications exist with certain smoking cessation pharmacotherapies, closer supervision 

is required. In addition, tobacco smoking increases the metabolism of some medicines 

by stimulating the hepatic enzyme CYP1A2. When people reduce or stop smoking, the 

dose of these medicines, in particular theophylline, cinacalcet, ropinirole, and some 

antipsychotics (including clozapine, olanzapine, chlorpromazine and haloperidol), may 

need to be reduced. Regular monitoring for adverse effects is advised.67 The NHS care 

programme approach (CPA) team and other relevant professionals should be kept 

informed of cessation/reduction attempts. Further guidance on treating smokers with 

mental health problems is available.67 

 

A frequently expressed concern is that mental health may deteriorate on stopping 

smoking. A recent review of research identified in general, that “smoking cessation is 

associated with reduced depression, anxiety, and stress and improved positive mood 

and quality of life compared with continuing to smoke. The effect size seems as large 

for those with psychiatric disorders as those without. The effect sizes are equal or larger 

than those of antidepressant treatment for mood and anxiety disorders.” 68 

 

Stopping smoking does not appear to impact negatively on the success of stopping the 

use of other substances. A body of evidence suggests continued nicotine dependence 

may be a risk factor for relapse in other substance use although the evidence is not 

always consistent. 69-71 However, best current practice would be to support the user to 
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stop smoking when trying to stop other substance misuse. Guidance for treating the use 

of other substances in prisons is available from the Department of Health.72 

 

4.8 Supporting young smokers 

In line with national policy and the age of sale of cigarettes being raised to 18, secure 

establishments/places of detention accommodating children and young people under 18 

were not exempted from the smokefree legislation. Currently there is no single 

mechanism for collecting data on the number of young people smoking, with some parts 

of the estate using SystmOne and others collecting and inputting information on local 

systems only. This means that admission, treatment and discharge information is not 

currently available. 

 

To date there have been variable levels of support, either pharmacological or 

behavioural provided to this group. An attitude that young people ‘should not be 

smoking because they are too young’ and therefore do not require any treatment is not 

helpful in these settings. In actuality, young people are as likely to experience 

withdrawal as older people and are as likely to experience the frustration and anxiety 

that it may bring. 

 

A 2014 audit of healthcare standards for children and young people in secure settings in 

England reported that “some establishments did not appear to have smoking cessation 

services in place and argued that this was because smoking cessation treatment was 

not available for under 18s, that NHS smoking cessation services were not ‘secure 

setting focused’ or were targeted at adults.” 73 In addition, NRT was seldom provided to 

aid withdrawal. NICE Public Health Guidance on smoking cessation  states that 

“professional judgement should be used to decide whether or not to offer NRT to young 

people over 12 years who show clear evidence of nicotine dependence. If NRT is 

prescribed, offer it as part of a supervised regime.” 74  Young people who smoke must 

be treated with an understanding that they will often have a longstanding addiction to 

nicotine and must be provided with the same level of care as their peers in the 

community. 

 



Reducing Smoking in Prisons: Management of tobacco use and nicotine withdrawal 

22 

 

4.5.1 Monitoring harm reduction approaches 

Currently harm reduction activity is not recorded nationally. However, suggested outcomes that could be captured locally are 

in the table below. NCP refers to any nicotine containing product. 

The light blue vertical text boxes indicate the suggested minimum set information that shold be recorded, in addition to the 

gold standard at each point. 
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5. Establishing a care pathway throughout 

the CJS 

5.1 Achieving multiple aims 

Establishing an effective care pathway throughout the CJS for smokers will achieve 

multiple aims: 

 

 help people to change a health damaging behaviour, smoking 

 help people to avoid the problems of nicotine withdrawal 

 reduce health inequalities 

 give people control over an aspect of their lives which might increase confidence 

and self-respect 

 improve mental health of offenders 

 potentially break the links between smoking and other substance abuse 

 potentially reduce re-offending 

 provide a smoke-free environment to protect people from tobacco smoke pollution 

and also help to prepare individuals to adopt ways, rules and norms of greater 

society 

 

In addition to providing treatment, increased activities to alleviate boredom and/or 

loneliness, employment, and education may be important support mechanisms.75 

 

Extended periods of abstinence from smoking increase the likelihood of complete 

cessation. In cases where complete cessation occurs there are additional benefits to be 

realised by the families of offenders and the wider communities within which they live. 

 

5.2 Strengthening the smoke-free pathway in line with the offender pathway 

Embedding smoking cessation support across the CJS requires a wide range of 

stakeholders, providers and target groups to work together to: 

 

 raise the profile and priority of addressing smoking to ensure all professionals 

working in the CJS are aware of the importance of cessation 

 work with offenders to understand their needs, promoting access to services 

delivered by trained advisors and in line with NICE guidance 

 commit to ongoing staff training and ensure all prison staff are appropriately trained 

(see below) 

 ensure nicotine medications are available in settings where offenders are kept for 

short periods to help them manage any nicotine withdrawal (see below)  
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 ensure that all licensed stop smoking medications that are considered safe for use 

within the custodial environment are available on appropriate formularies 

 ensure, where clinically appropriate, that children and young people have access to 

NRT and support when they are required to stay in smokefree environments 

 ensure all nicotine dependence treatment is delivered according to NICE standards 

 use existing electronic services and referral mechanisms to support the nicotine 

dependence treatment care pathway across the CJS to ensure continuity of care 

pathway on release or transfer to other prisons 

 as many offenders misuse other substances and/or have mental health disorders, 

smoking dependence treatment should be integrated with treatment programmes for 

these conditions 

 

5.3 What does the care pathway involve? 

The type of treatment provided might vary depending on the setting. In some CJS 

settings, for example, stop smoking services provide support primarily to advisors 

(mainly through tailored training) and these advisors then support offenders who smoke 

directly. In other settings, the services provide support of offenders directly. 

 

Implementing a comprehensive nicotine dependence care pathway across the CJS will 

require a wide range of stakeholders, providers and target groups to work together to 

ensure the following are in place: 

 

5.3.1 A simple decision support tree 

Assessment of smoking status is undertaken during the screening process every time a 

person moves through the system. The simple decision tree (detailed overleaf) can be 

applied in each case and will ensure that smoking status is recorded and appropriate 

action taken to address need. 

 

5.3.2 Awareness raising activities 

Raising the profile and priority of addressing smoking will ensure that all professionals 

working in the CJS are aware of its importance. Smoking cessation support materials 

which are suitable for low literacy levels should be available throughout the CJS. The 

use of prison champions from healthcare and from custody staff will facilitate this 

process and numbers required should be guided by local need. 
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5.3.3 Training  

All front line staff (prisons officers, healthcare and recovery staff) within the CJS should 

be trained to give very brief advice (VBA)76  on smoking, identify relevant support, and in 

how to access medication or specialist support for stopping smoking or managing 

nicotine withdrawal. This very basic training  should also cover the prevalence of 

smoking in the general population compared with the offender population, the benefits 

of stopping and the inequalities caused by the higher smoking prevalence in the 

offender population.  Training could also identify support for staff to reduce the 

harmfulness of their smoking. 

 

Additionally, all prisons should have access to a specialist stop smoking service or 

advisors trained to give specialist support (offering the best treatment available, so 

maximising a smoker’s chance of stopping for good). 

 

It’s good practice for a range of staff and peers to complete relevant NCSCT training 

programmes77 to help support others to stop smoking. The numbers of staff and peers 

Assess smoking status

Non-smokeror longer-term ex-
smoker (> 1 year)  including non-
smokers using nicotine containing 

products

Does not want any support with 
stopping smoking , harm reduction

or managment of nicotine 
withdrawal (ensure aware where to 
go for support should they wish to in 

the future)

Receiving or interested in receiving  
stop smoking support , harm 

reduction or treatment to help with 
nicotine withdrawl

Assess for other co morbidities such as 
mental illness, including substance 

misuse. If present, then refer to 
substance misuse and/or mental 

health team as appropriate, as these 
people may need closer supervision 
and a greater level of support whilst

stopping smoking

Arrange for immediate provision of NRT 
where appropriate and refer to and work 

alongside trained staff member to 

provide on-going support

Smoker or recent ex-smoker (<1 year) 
including smokers using nicotine 

containing products   

Advise about the local Smokefree 
support policy

Document advice given and support 
provided in notes 

Agree review date as appropriate
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who require training will vary between locations and should be based on a local needs 

assessment so that smokers can be supported as soon as possible.  

 

Staff time should be protected to support the nicotine dependence delivery pathway. 

 

5.3.4 Accessibility of pharmacotherapies and behavioural support  

NRT products should be available in all settings, including those where offenders are 

kept for short periods, and those areas where non-smoking is enforced, such as across 

the children and young people’s secure estate, so that offenders can manage their 

nicotine withdrawal. The currently available products that seem most suitable are clear 

patches, mini-lozenges and oral film. In addition, varenicline and bupropion should be 

accessible across the CJS. This will require the medication to be on formularies and in 

stock. 

 

Evidence does not suggest that NRT, bupropion and varenicline held ‘in-possession’ in 

residential custodial settings to be problematic, unless the risk assessment outcome for 

an individual patient suggests otherwise. Some prisons have introduced checking 

processes to minimise over-supply and prevent misuse.78 

 

Clear information should be included highlighting the cautions and contra-indications, 

and involving multidisciplinary partnerships in prescribing and monitoring these 

medications for patients with mental health co-morbidities. A short supply of 

pharmacotherapy should be supplied for those about to transfer, as outlined above, until 

prescribed medications can be renewed.  

 

Staff who wish to stop smoking or manage their smoking while at work should be 

referred to their local NHS stop smoking service for support. Where local policies are in 

place staff may be supported with pharmacotherapy and behavioural support through 

the service provided in the prison, though of course there will be cost implications for 

this service. 

 

Intensive behavioural and pharmacological support is likely to be necessary for many 

smokers in the CJS because of the greater nicotine dependency. In addition, each 

prison will have access to a specialist service or advisor providing behavioural and 

pharmacological support and in some cases, harm reduction advice and support. This 

can be provided by the local stop smoking service or by trained prison staff with 

dedicated protected time. 

 

Where there is an identified need for support, this must be delivered in a timely fashion, 

to the standards set out in the most recent version of the local stop smoking service 

delivery and monitoring guidance and in every case, all nicotine dependence treatment 
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should be delivered by staff who are certified by NCSCT and according to NICE 

guidance. 

 

5.3.5 Treatment for other substance misuse 

Nicotine dependence treatment should form part of any other substance misuse 

treatment being offered. Those offering substance misuse treatment should be trained 

to give brief advice on smoking and signpost and refer further support. Smoking with 

prisoners should not be allowed under any circumstances. 

 

5.3.6 Alternative recreational activities 

In agreement with the prison establishment, alternative recreational activities should be 

provided as they will help alleviate prisoner’s boredom, one of the key reasons given for 

smoking. They also provide opportunites to improve mental health and increase 

socialisation. 

 

5.4 Smokefree policies 

Prisons have a legal duty to ensure that the working environment for staff, prisoners, 

contractors and visitors are safe and without risk to health. The smokefree legislation 

(Health Act 2006) took effect from 1 July 2007 and included an exemption to allow 

smoking in cells (a ‘place of residence’ in law) under certain circumstances, as laid out 

in PSI 09/2007.79 However, smoke-free policies across the CJS will protect workers in 

offender settings and will also provide offenders with the most conducive atmosphere 

for reducing and ultimately stopping smoking. In any case policies should at the least: 

 

 guarantee a healthy working environment and protect the current and future health 

of employees, contractors, visitors and prisoners 

 guarantee the right of non-smokers to breathe in air free from tobacco smoke 

 comply with health and safety legislation and employment law 

 raise awareness of the dangers associated with exposure to tobacco smoke 

 take account of the needs of those who smoke and support those who wish to stop 
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6. Conclusions 

The extraordinarily high smoking prevalence found among offenders is of great concern. 

Smoking damages the health of offenders and those around them, exacerbates existing 

health inequalities for offenders compared with the general population and is likely to 

contribute to feelings of marginalisation. Stopping smoking will therefore result in many 

benefits for offenders. It may also reduce contact with the criminal fraternity given the 

attraction of illicit tobacco to those on reduced incomes, and it may also reduce the 

likelihood of re-offending.  

 

There are many reasons for the high levels of smoking in prisons, including the 

relationship between smoking and other substance use, and smoking and mental health 

problems, and the lack of comprehensive smoke-free policies in prisons. Nevertheless, 

smoke-free policies are now being introduced and effective treatments exist to help 

offenders reduce or stop smoking, including those with co-morbidities, so the time is 

right to tackle this situation. Government documents have also highlighted the 

importance of tackling smoking in the offender population and across the CJS. 

 

In recent years accessibility to effective stop smoking support in some prisons has 

improved markedly. However, the recent transfer of responsibility for commissioning 

public health services for prisoners to NHS England and for people in the community to 

local authorities has raised concerns that the provision of smoking cessation services in 

prisons might have been disrupted during this transfer process. Support is patchy 

elsewhere across the CJS and is not joined-up between CJS settings or between the 

CJS and the community. Addressing smoking and delivering a joined up approach to its 

management across the CJS will therefore maximise opportunities to reduce relapse, 

reinforce non-smoking and may have a knock-on effect on smoking among the families 

of offenders. 

 

Reducing smoking should be afforded the highest priority across the CJS and there is a 

strong case for delivering comprehensive nicotine dependence treatment to all smokers 

in the CJS. This guidance has outlined a joined-up care pathway to do this. 

  



Reducing Smoking in Prisons: Management of tobacco use and nicotine withdrawal 

29 

7. Acknowledgements 

PHE would like to acknowledge Professor Ann McNeill, Professor of Tobacco Addiction 

King’s College London, for her contribution to this guidance. 

 

We also are grateful to colleagues from the National Offender Management Service, 

NHS England Health and Justice and those govenors and staff who provided valuable 

feedback into the process. 

 

  



Reducing Smoking in Prisons: Management of tobacco use and nicotine withdrawal 

30 

8. References 

1. Singleton N, Farrell M & Meltzer H. Substance Misuse among Prisoners in England and Wales. London: 
Office for National Statistics. 1999 

2. Lester C, Hamilton-Kirkwood L, Jones N. Health Indicators in a prison population: asking prisoners. Health 
Education Journal 2003;62:341-349. 

3. Plugge EH, Foster CE, Yudkin PL, Douglas N. Cardiovascular disease risk factors and women prisoners in 
the UK: the impact of imprisonment. Health Promotion International 2009;24:334-343. 

4. Public Health England (PHE).  Survey of local prisons. Unpublished, 2014. 
5. Payne-James JJ, Green PG, Green N, McLachlan GM, Munro MH, Moore TC. Healthcare issues of 

detainees in police custody in London, UK. Journal of Forensic and Legal Medicine 2010;17:11-17. 
6. Brooker C, Fox C, Barrett P, Syson-Nibbs L. A Health Needs Assessment of Offenders on Probation 

Caseloads in Nottinghamshire & Derbyshire: Report of a Pilot Study. Lincoln: CCAWI University of Lincoln, 
2008. Available at: http://www.nacro.org.uk/data/files/nacro-2008071500-176.pdf   

7. MacLeod L, MacAskill S, Eadie D. Rapid literature review of smoking cessation and tobacco control issues 
across criminal justice system settings. Stirling: Institute for Social Marketing, 2010. 

8. de Viggiani N. Unhealthy prisons: exploring structural determinants of prison health. Sociology of Health & 
Illness 2007;29:115-135. 

9. Scott D, Codd H. Controversial Issues in Prisons. Berkshire: Open University Press, 2010. 
10. Singleton N, Meltzer H, Gatward R. Psychiatric Morbidity among Prisoners. London: Office of National 

Statistics, 1998. 
11. Social Exclusion Unit. Reducing Reoffending by Ex-prisoners. London: Social Exclusion Unit, 2002 
12. Home Office. National Reducing Re-offending Action Plan. London: Home Office Communications 

Directorate, 2004. 
13. The NHS Information Centre, Lifestyles Statistics. Statistics on Smoking: England, 2013: The Health and 

Social Care Information Centre, 2013. 
14. Hiscock R, Amos A, Platt S. Smoking and socioeconomic status in England: the rise of the never smoker 

and the disadvantaged smoker. J Public Health (Oxf) 2012;34:390-6. doi: 10.1093/pubmed/fds012. Epub 
2012 Feb 28. 

15. Jarvis M, Wardle J. Social patterning of individual health behaviours: the case of cigarette smoking. In: 
Marmot M, Wilkinson R (Eds) Social determinants of health. Oxford: OUP, 2005. 

16. Doll R, Peto R, Boreham J, Sutherland I. Mortality in relation to smoking: 50 years' observations on male 
British doctors BMJ 2004;328:1519. 

17. Jamrozik K. Estimate of deaths attributable to passive smoking among UK adults: database analysis. BMJ 
2005;330:812–17. 

18. Jha P, Peto R, Zatonski W, Boreham J, Jarvis MJ, Lopez AD. Social inequalities in male mortality, and in 
male mortality from smoking: indirect estimation from national death rates in England and Wales, Poland, 
and North America. Lancet 2006;368:367-370. 

19. Marmot M. Fair Society, Healthy Lives: strategic review of health inequalities in England post-2010. 
London: The Marmot Review, 2010. 

20. Department of Health. Acquitted: Best Practice guidance for developing smoking cessation services in 
prisons. London, Department of Health, 2003. 

21. Australian Institute of Health and Welfare. Smoking and quitting smoking among prisoners in Australia 
2012. Bulletin no. 119. Cat. no. AUS 176 Canberra: AIHW, 2013. 

22. Devitt K. Young adults today: substance misuse and young adults in the criminal justice system. Fact File. 
Brighton: Young People in Focus, 2011. 

23. Ministry of Justice. The story of the prison population: 1993 – 2012 England and Wales (January 2013). 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/218185/story-prison-
population.pdf. Epub 13 Mar 15 

24. Ministry of Justice, National Offender Management Service and HM Prison Service. Prison population 
figures: 2014: Population bulletin: weekly 19 September 2014. 
https://www.gov.uk/government/statistics/prison-population-figures-2014. Epub 2014 Sept 19. 

25. Ministry of Justice. Surveying Prisoner Crime Reduction. 2014. 
https://www.gov.uk/government/collections/surveying-prisoner-crime-reduction-spcr Epub 2014 February 
11. 

26. All Party Parliamentary Group on Smoking and Health. Inquiry into the illicit trade in tobacco products. 
2013. http://www.ash.org.uk/APPGillicit2013. Epub 2013. 

http://www.nacro.org.uk/data/files/nacro-2008071500-176.pdf
https://www.gov.uk/government/statistics/prison-population-figures-2014.%20Epub%202014%20Sept%2019
https://www.gov.uk/government/collections/surveying-prisoner-crime-reduction-spcr
http://www.ash.org.uk/APPGillicit2013.%20Epub%202013


Reducing Smoking in Prisons: Management of tobacco use and nicotine withdrawal 

31 

27. Boys A, Farrell M, Bebbington P, Brugha T, Coid J, Jenkins R, Lewis G, Marsden J, Meltzer H, Singleton 
N, Taylor C. Drug use and initiation in prison: results from a national prison survey in England and Wales. 
Addiction, 2002; 97: 1551-60. 

28. Boreham, R., Cronberg, A., Dollin, L., and Pudney, S. The Arrestee Survey 2003–2006. Home Office 
Statistical Bulletin, 2007; 12:07. 

29. Amos A, Wiltshire S, Bostock Y, Haw S, McNeill A. You can’t go without a fag . . . you need it for your 
hash’—a qualitative exploration of smoking, cannabis and young people. Addiction. 2004;99:77-81. 

30. Light M, Grant E, Hopkins K. Gender differences in substance misuse and mental health amongst 
prisoners. Results from the Surveying Prisoner Crime Reduction (SPCR) longitudinal cohort study of 
prisoners. Ministry of Justice Analytical Services. Ministry of Justice Analytical series 2013. 

31. Royal College of Physicians Tobacco Advisory Group. Smoking and Mental Health. RCP, London, 2013 
32. Mental Health Network NHS Confederation. Key facts and trends in mental health. NHS Confederation 

2011. 
http://www.nhsconfed.org/~/media/Confederation/Files/Publications/Documents/Key_facts_mental_health
_080911.pdf 

33. McManus McManus S, Meltzer H, Brugha T,  Bebbington P, Jenkins R. Adult psychiatric morbidity in 
England, 2007. Results of a household survey. 2007. A survey carried out for the NHS Information Centre 
for health and social careby the National Centre for Social Research and the Department of Health 
Sciences, University of Leicester. 

34. Department of Health. Improving Health, Supporting Justice. London: Department of Health. 2007 
35. Department of Health. A Smokefree Future: A comprehensive Tobacco Control Strategy for England. 

London: Department of Health. 2010 
36. Department of Health. Healthy Lives, Healthy People: A Tobacco Control Plan for England. London: 

Department of Health, 2011 
37. MacAskill S, Eadie D. Evaluation of a pilot project on smoking cessation in prisons: Final Report 2002. 

Centre for Social Marketing, September 2002. 
38. Health and Social Care Information Centre. Statistics on NHS Stop Smoking Services, England - April 

2013 to March 2014. HSCIC, London, 2014. 
39. NCSCT Local Stop Smoking Service: Service and Delivery Guidance 2014/15 

http://www.ncsct.co.uk/publication_service_and_delivery_guidance_2014.php 
40. Sirdifield C, Bevan L, Calverley M, Mitchell L, Craven J, Brooker C. A Guide to Implementing the New 

Futures Health Trainer Role across the Criminal Justice System. University of Lincoln; 2007. Available at: 
http://www.ohrn.nhs.uk/resource/Policy/NewFuturesHealthTrainer.pdf  

41. Eadie D, MacAskill S, McKell J, Baybutt M. Barriers and facilitators to a criminal justice tobacco control 
coordinator: an innovative approach to supporting smoking cessation among offenders. Addiction 
2012;107:26–38. 

42. West R, et al. Outcome criteria in smoking cessation trials: proposal for the common standard. Addiction 
2005;100:299-303. 

43. Lincoln T, Tuthill RW, Roberts CA, et al. Resumption of smoking after release from a tobacco-free 
correctional facility. Journal of Correctional Healthcare 2009;15:190–16. 

44. Royal College of Physicians Tobacco Advisory Group. Nicotine Addiction in Britain: A report of the 
Tobacco Advisory Group of the Royal College of Physicians, 2001; (Section 6.1). 

45. Jarvis MJ. Why do people smoke British Medical Journal 2004 Jan 31;328:277-9. 
46. Domier CP et al. Effects of cigarette smoking and abstinence on stroop task performance. 

Psychopharmacology Berlin, 2007;195:1–9. 
47. Merritt PS, Cobb AR, Moissinac L, Hirshman E. Evidence that episodic memory impairment during 

tobacco abstinence is independent of attentional mechanisms. Journal of General Psychology 
2010;137:331–342. 

48. US Surgeon General. The Health Benefits of Smoking Cessation: A report of the Surgeon General. US 
DHHS, 1990. 

49. Baker A, Ivers RG, Bowman J, Butler T, Kay-Lambkin FJ, Wye P, et al. Where there's smoke, there's fire: 
high prevalence of smoking among some sub-populations and recommendations for intervention, 2006; 
Vol. 25, pp. 85-96. 

50. Ministry of Justice. Proven Re-offending Statistics Quarterly Bulletin April 2011 to March 2012, England 
and Wales. MoJ Statistic bulletin 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/276104/proven-reoffending-
apr11-mar12.pdf EPub 2014 January 30. 

51. MacAskill S, Lindridge A, Stead M, Eadie D, Hayton P, Braham M. Social marketing with challenging 
target groups: Smoking cessation in prisons in England and Wales. International  Journal of Nonprofit and 
Voluntary Sector Marketing, 2008;13:251-261 

http://www.nhsconfed.org/~/media/Confederation/Files/Publications/Documents/Key_facts_mental_health_080911.pdf
http://www.nhsconfed.org/~/media/Confederation/Files/Publications/Documents/Key_facts_mental_health_080911.pdf
http://www.ncsct.co.uk/publication_service_and_delivery_guidance_2014.php
http://www.ohrn.nhs.uk/resource/Policy/NewFuturesHealthTrainer.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/276104/proven-reoffending-apr11-mar12.pdf%20EPub%202014%20January%2030
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/276104/proven-reoffending-apr11-mar12.pdf%20EPub%202014%20January%2030


Reducing Smoking in Prisons: Management of tobacco use and nicotine withdrawal 

32 

52. Condon L, Hek G, Harris F. Public health, health promotion and the health of people in prison. 2006;73:19-
22. 

53. West R. Stop smoking services: increased chances of quitting. NCSCT Briefing #8. London; National 
Centre for Smoking Cessation and Training; 2012. 

54. Parrott S, Godfrey C, Raw M, West R, McNeill A. Guidance for commissioners on the cost-effectiveness of 
smoking cessation interventions. Thorax. 1998;53(Suppl.5(2)):S1-S38 

55. National Centre for Smoking Cessation and Training standard treatment programme. Available at: 
www.ncsct.co.uk/publication_ncsct-standard-treatment-programme.php 

56. Cahill K, Stevens S, Perera R, Lancaster T. Pharmacological interventions for smoking cessation: an 
overview and network meta-analysis. Cochrane Addiction Tobacco Group. May 2013. Available at: 
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD009329.pub2/abstract 

57. MHRA Stop smoking treatments. Available at: 
http://www.mhra.gov.uk/Safetyinformation/Generalsafetyinformationandadvice/Product-
specificinformationandadvice/Product-
specificinformationandadvice%E2%80%93M%E2%80%93T/Stopsmokingtreatments/index.htm 

58. Stapleton JA, Watson L, Spirling LI, Smith R, Milbrandt A, Ratcliffe M, Sutherland G. Varenicline in the 
routine treatment of tobacco dependence: a pre-post comparison with nicotine replacement therapy and 
an evaluation in those with mental illness. Addiction 2008;103:146-154. 

59. NICE Public Health Guidance (PH45) Tobacco: harm-reduction approaches to smoking; 2013 June 
60. MacAskill S, Hayton P. Stop smoking support in HM prisons: the impact of nicotine replacement therapy. 

Executive summary and best practice checklist. Stirling: Institute for Social Marketing, University of Stirling 
& The Open University, 2006. 

61. Britton J, Bogdanovica I. Electronic cigarettes. A report commissioned by Public Health England, London, 
2014. 

62. Bauld L, Angus K, de Andrade M. E-cigarette uptake and marketing. A report commissioned by Public 
Health England, London, 2014. 

63. McRobbie H, Bullen C, Hartmann-Boyce J, Hajek P. Electronic cigarettes for smoking cessation and 
reduction. Cochrane Database of Systematic Reviews 2014, Issue 12. Art. No.: CD010216. DOI: 
10.1002/14651858.CD010216.pub2. 

64. Farsalinos KE, Polosa R. Safety evaluation and risk assessment of electronic cigarettes as tobacco 
cigarette substitutes: a systematic review. Therapeutic Advances in Drug Safety 2014;5:67–86. 

65. Smokefree Action. Tobacco Harm Reduction. Available at: 
http://www.smokefreeaction.org.uk/harmreduct.html. 

66. Banham L, Gilbody S. Smoking cessation in severe mental illness: what works? Addiction. 2010;105:1176-
89. Epub 2010 May 11 

67. National Centre for Smoking Cessation and Training. Smoking cessation and mental health: a briefing. 
Robson D, Potts J (authors). McEwen A, McIlvar M (editors). NCSCT, London, 2014. Available at: 
http://www.ncsct.co.uk/publication_Smoking_cessation_and_Mental_Health_briefing.php  

68. Taylor G, McNeill A, Girling A, Farley A, Lindson-Hawley N, Aveyard P. Change in mental health after 
smoking cessation: systematic review and meta-analysis. BHJ 2014;318:g1151.  

69. Baca CT, Yahen CE. Smoking cessation during substance abuse treatment: What you need to know. 
Journal of Substance Abuse Treatment, 2009;36,205-219 

70. Tsoh J, Chi F, Mertens J, Weisner C.  Stopping smoking during first year of substance use treatment 
predicted 9-year alcohol and drug treatment outcomes. Drug and Alcohol Dependence 2011;114:110-118. 

71. Joseph AM, Willenbring, M.L., Nugent, S.M. & Nelson, D.B. A randomized trial of concurrent versus 
delayed smoking intervention for patients in alcohol dependence treatment. Journal of Studies of Alcohol 
2004;65:681-91. 

72. Department of Health. Clinical Management of Drug Dependence in the Adult Prison Setting. London, 
2007. 

73. Sylvester-Forbury Company Ltd in association with Emily Nicol Consulting. Audit of ‘Healthcare Standards 
for Children and Young People in Secure Settings in England’ A benchmarking study, February 2014. 

74. NICE Public Health Guidance (PH10) Smoking cessation services. Issued: February 2008; last modified: 
November 2013. 

75. Ritter C et al. Smoking in prisons: The need for effective and acceptable interventions. Journal of Public 
Health Policy 2011;32:32–45. 

76. National Centre for Smoking Cessation and Training. Online training. Very brief advice. Available at: 
http://elearning.ncsct.co.uk/vba-launch  

77. National Centre for Smoking Cessation and Training. Training (all that are available). Available at: 
http://www.ncsct.co.uk/pub_training.php   

http://www.ncsct.co.uk/publication_ncsct-standard-treatment-programme.php
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD009329.pub2/abstract
http://www.mhra.gov.uk/Safetyinformation/Generalsafetyinformationandadvice/Product-specificinformationandadvice/Product-specificinformationandadvice%E2%80%93M%E2%80%93T/Stopsmokingtreatments/index.htm
http://www.mhra.gov.uk/Safetyinformation/Generalsafetyinformationandadvice/Product-specificinformationandadvice/Product-specificinformationandadvice%E2%80%93M%E2%80%93T/Stopsmokingtreatments/index.htm
http://www.mhra.gov.uk/Safetyinformation/Generalsafetyinformationandadvice/Product-specificinformationandadvice/Product-specificinformationandadvice%E2%80%93M%E2%80%93T/Stopsmokingtreatments/index.htm
http://www.smokefreeaction.org.uk/harmreduct.html
http://www.ncsct.co.uk/publication_Smoking_cessation_and_Mental_Health_briefing.php
http://elearning.ncsct.co.uk/vba-launch
http://www.ncsct.co.uk/pub_training.php


Reducing Smoking in Prisons: Management of tobacco use and nicotine withdrawal 

33 

78. MacAskill S. The Impact of DH Funded Provision of NRT in HM Prisons. Revised Findings. Stirling: 
Institute for Social Marketing, University of Stirling, November 2005. Available at: 
http://www.stir.ac.uk/media/schools/management/documents/NRT%20FOLLOW-
UP%20REVISED%20FINDINGS%20final.pdf  

79. Prison Service Instruction PSI 09/2007. 2007. Available at: 
http://www.legislation.gov.uk/ukpga/2006/28/contents 

 

                                                                                                               

 

http://www.stir.ac.uk/media/schools/management/documents/NRT%20FOLLOW-UP%20REVISED%20FINDINGS%20final.pdf
http://www.stir.ac.uk/media/schools/management/documents/NRT%20FOLLOW-UP%20REVISED%20FINDINGS%20final.pdf

