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Prevalence of current cigarette smoking among 
adults in England

https://www.cancerresearchuk.org/health-
professional/cancer-statistics/risk/tobacco https://smokinginengland.info/resources/latest-statistics
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20.2% versus 11.3%



Housing status 

33.5% versus 14.8%



Risk of alcohol dependence

Current smoking prevalence was 57·9% among those at 
risk of alcohol dependence



Inclusion health groups
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Homeless Link Health Audit People in treatment for opiate use
Patients identified by GPs as opiate users Find & Treat (London)

Homeless Link Health Audit https://homeless.org.uk/knowledge-hub/unhealthy-state-of-homelessness-2022-findings-from-the-homeless-health-needs-audit/
Patients identified by GPs as opiate users http://doi:10.1016/S2468-2667(21)00254-1
People in treatment for opiate use
Find & Treat (London) http://doi:10.1136/bmjopen-2018-025192



20-year gap in securing smokefree goal
Projected rate of decline among smokers with & without a mental health condition 

Richardson & Robson (2021) Adapted from Richardson et al (2019) Smoking and quitting behaviours by mental health conditions in Great Britain (1993-2014) 
Addictive Behaviours 90:14-10. Projected from data from Adult Psychiatric Morbidity Survey (2014) 



Reasons why quitting is hard(er)

• Peer influence, family and friendship groups
• Social and cultural norms
• Availability 
• Illicit market 
• Feelings of stress reduction and enjoyment
• Ability to cope with withdrawal within current lived 

environment
• Boredom
• Lack of support to quit
• Lack of opportunity to quit



Quit attempts?



Hard to reach?



Evidence: What works?

Place based

Choice

Harm 
reduction

Understanding 

Integrated care
Time sensitive
Familiar faces
Easy access 

Person-centered approach 

Staff training
Person first language
Switching not quitting
Breaking myths    

Layered approach
Combined products
Enhanced behavioural
support  

Person-led goals
Non-medicalized approach  
Reduction as a route to cessation 



Evidence: What works?
• Integrated care – backdrop of other types of support (e.g., food, 

housing estates, safer injecting access)

• Place based – easily accessible, no additional appointments, open 
access, familiar faces

• Staff training – improves knowledge, >understanding of the nuanced 
issues of tobacco smoking beyond health, increases willingness and 
ability to discuss cessation and harm reduction



Evidence: What works?

• Types of support - Nicotine > behavioural support alone

• Behavioural support in more than one form > no or minimal support

• E-cigarettes are a preferred choice (choice of liquids, strengths, free of 
charge or low cost), and may be better at reducing harm from smoking

• More choice – layered approach, more support = better outcomes (e.g., 
quit rates, reductions and appointments attended)

Some evidence…

• Combined nicotine products

• Goals related to reduction, reducing unpleasant tobacco acquisition 
important



Conclusion and thoughts

• Smoking is dangerous to all people and exacerbates 
health inequalities. 

• Integrating an evidenced-based approach into a 
broader social care and harm reduction agenda shows 
signs of promise.

• Doing nothing maintains the status quo.
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