
Archived at the Flinders Academic Commons: 
http://dspace.flinders.edu.au/dspace/ 

This is the authors’ version of an article published in 
Australian Health Review. The original publication is 
available by subscription at: 
http://www.publish.csiro.au/nid/270.htm 

doi:10.1071/AH13200

Please cite this article as: 

Lawn S, Hehir A, Indig D, Prosser S, Macleod S and Keller A 
(2014 ) Evaluation of a totally smoke-free forensic 
psychiatry inpatient facility: practice and policy 
implications. Australian Health Review 38(4): 476-482

Journal compilation  ©  the Australian Healthcare & 

Hospitals Association 2014. All rights reserved. Please note 

that any alterations made during the publishing process 

may not appear in this version. 

CORE Metadata, citation and similar papers at core.ac.uk

Provided by Flinders Academic Commons

https://core.ac.uk/display/43334887?utm_source=pdf&utm_medium=banner&utm_campaign=pdf-decoration-v1
http://dspace.flinders.edu.au/dspace/


Title: Evaluation of a totally smoke-free forensic psychiatry inpatient facility: practice 

and policy implications 

Sharon Lawn1 BA, Dip Ed, MSW, PhD  

Angela Hehir2 B Ag Sc, Dip Ed, B Nutr Diet, MPH 

Devon Indig2,3 BSc, MPH, PhD  

Shani Prosser2 RN, RM, MA 

Shona Macleod2 RMN, RN 

Adrian Keller2 MBBS, MHA, FRANZCP 

1 Flinders Human Behaviour and Health Research Unit, Department of Psychiatry, Flinders 
University, GPO Box 2100, Adelaide SA 5001   

2Justice Health and Forensic Mental Health Network. Suite 302, Level 2, 152 Bunnerong Rd, 
Eastgardens, NSW 2036 

3School of Public Health and Community Medicine, University of New South Wales, Sydney 
NSW 2052  

Competing interest: 

The authors declare they have no competing interests.  

Acknowledgement 

Thanks to Forensic Hospital staff, Steering Committee and Advisory Group members, Project 

consultants Dr Kristy Muir and Dr Abigail Powell, Centre for Health Research in Criminal 

Justice staff and staff who facilitated surveys of discharged patients. Thanks to Dr Paula Wye 

for expert advice in the early stages of the research. Finally thanks to the patients who 

participated in surveys and focus groups. 



Abstract:  

Objective:  To evaluate the impact of implementing smoke-free policy in an Australian high 

security forensic psychiatry inpatient hospital.  

Methods: Focus groups (N=21) and surveys with patients (N=45) and surveys with staff 

(N=111, 53.2% nurses) elicited their experience and attitudes towards smoke-free policy. A 

follow-up survey elicited the impact of the policy on 15 patients’ smoking practice post 

discharge.  

Results: Eighty-five percent of patients stated it was easier quitting when no-one else 

smoked.  Over half of discharged patients surveyed (58%) continued to not smoke post-

discharge, despite almost half of staff (41%) perceiving that patients were unlikely to quit 

long-term. Smoking staff were significantly more pessimistic than non-smoking staff. Many 

patients (69%) perceived that their health had improved as a result of not smoking. Most staff 

(80%) viewed nicotine dependence treatment as important, but fewer (66%) felt confident to 

support patients to stop smoking. Increased patient violence and management difficulties 

expected by staff were not realized. 

Conclusions: Smoke-free policy can be successfully implemented in forensic psychiatry 

inpatient units. Nursing staff are a large and important group who need particular support to 

implement smoke-free policy into practice effectively, particularly those who are smokers. 

Continuity of care as part of a coordinated policy and service response is needed. 

 
 
 



Key Question Summary 
 

1. What is known about the topic? 

Health care settings are increasingly going totally smoke-free, with mental health facilities 

the slowest to implement these policy changes. This is partly due to the fear of possible 

increases in violence and aggression among a patient population who have a high prevalence 

of smoking.  

 

2. What does this paper add? 

This paper adds to the evidence base that implementing a smoke-free policy in mental health 

inpatient hospitals is not only feasible but has substantial benefits for both staff and patients. 

In particular, it highlights the policy and practice implications which can assist mental health 

facilities to go smoke-free.  

 

3. What are the implications for practitioners? 

Smoke-free policy can be successfully implemented in forensic psychiatry inpatient units; 

however, more support and education for staff is needed to increase their confidence and 

capacity to implement the policy consistently across service domains.   



Introduction  

Forensic psychiatry inpatient facilities are unique settings caring for people found not guilty 

by reason of mental illness, found unfit to be tried for an offence or found unfit to be tried 

and subsequently found guilty on a limiting term basis because of their mental illness. They 

also accommodate patients transferred from correctional or detention centres while serving a 

sentence of imprisonment, or while on remand, and high risk civilian patients.1 Rates of 

smoking by forensic psychiatry populations, prison populations, and mainstream psychiatric 

populations are disproportionately high, compared with smokers in the general community. A 

number of reports have claimed that almost half of all cigarettes smoked are smoked by 

people with mental illness;2-3 These rates have been questioned as too broad and fairly 

contentious largely because of the large range of definitions used.4  A more recent national 

survey by the US Centers for Disease Control and Prevention has determined that 30.9% of 

all cigarettes smoked are smoked by people with mental illness.5 Their rates of physical 

health comorbidity are also high, with smoking being a leading contributor to their morbidity 

and mortality, as it is for the general population.6 Therefore, a comprehensive and 

coordinated health policy and service response is needed.  

 

People with mental illness are over-represented in correctional systems, with prisoners in the 

United Kingdom having increased psychosis (20-fold)7 and personality disorder risk (130 

fold).8 In Australia, Aboriginal and Torres Strait Islander prisoners, in particular, are over-

represented in Australian prisons and forensic psychiatry facilities.9 In 2009, 76% of NSW 

prisoners reported being current smokers, and 52% accessed psychiatric treatment.10 More 

recent statistics for NSW forensic mental health report 75% of male and 52.4% of female 

prisoners smoke.11 Others have found smoking rates as high as 85% for Australian prison 



populations.12 In Europe, 64-88% of male prisoners (95% of prison population) are 

smokers.13  

 

Traditionally, smoking has been perceived as important for coping with stress, boredom, and 

psychiatric symptoms, and part of the cultural fabric of psychiatric settings; used as a 

management tool, mediating exchanges and relationships between staff and patients, and 

between patients.14 Several myths about smoking and mental illness have contributed to 

widespread acceptance of patients’ smoking and opposition to smoke-free policy, including 

concern that smoking cessation might negatively impact patients’ mental health and lead to 

increased aggression, that they are uninterested in quitting, and that they cannot quit.15-

17These might act as barriers to staff implementing smoke-free policy and providing patients 

with cessation support.18-22 There has also been debate about the ethics of smoke-free policy 

within long-term care settings which could be interpreted as patients’ homes, as part of 

complex debates about patients’ rights and choices which are beyond the scope of this 

study.23,24 This culture has been similar for prisons.25,26  

 

Within both correctional and psychiatric settings, there is increased awareness of the physical 

health harms of second-hand smoke for non-smokers and associated occupational health and 

safety concerns for staff working in these environments.25,27-29 There have therefore been 

significant efforts, nationally and internationally, to make correctional and psychiatric 

environments smoke-free.13,30-32 However, this has met with some resistance. A survey of 

English psychiatric hospital staff found 60% believed they should smoke with patients, 54% 

that smoking played a therapeutic role for patients, and 93% that patients’ mental state would 

deteriorate if denied access to cigarettes whilst hospitalised.33 An Australian study of 

psychiatric staff found however that attitudes have shifted over time towards supporting 



smoke-free policy,34 although strategies to address staff knowledge and capacity are still 

needed.35  

 

More evidence is needed to document experiences of implementing smoke-free mental health 

facilities from the perspective of both patients and staff. This study reports policy and 

practice implications of an evaluation of a newly opened high security forensic inpatient 

hospital in Sydney Australia. Detailed papers have been published on patient and staff 

perspectives related to this evaluation.36,37 This paper seeks to add value to these papers by 

highlighting important findings and identifying policy and practice implications for smoke-

free psychiatric units more broadly.  

 

Methods 

Setting   

The setting is an Australian metropolitan stand-alone 135 bed high security forensic hospital 

for men and women, providing treatment and forensic rehabilitation in line with national and 

international best practice.  In compliance with NSW Health’s Smoke-free Workplace 

Policy,38and following extensive consultation with management, clinical experts and staff 

across facilities, the hospital was opened in 2008 as a totally smoke-free facility where 

patients and staff are unable to smoke inside buildings or on hospital grounds. During the 

evaluation period, the hospital had no provisions for patients to access outside leave.  Staff 

pass through secure foyer screening upon leaving and returning to the hospital.  

 

All forensic patients are admitted to the hospital from NSW correctional centres, many where 

smoking is still allowed in prisoners’ cells and outside spaces. Civilian patients are admitted 

from Local Health Districts where smoking is accessible during outside leave. Existing staff 



were transferred to the new facility from a prison hospital where previously they had been 

able to smoke in designated smoking areas outside. Prior to admission, patients are assessed 

for nicotine dependence and offered nicotine replacement therapy (NRT- patch, lozenge or 

inhaler). Inpatient staff monitor patients’ nicotine withdrawal and offer smoking cessation 

support. All clinical staff are offered training in assessment of nicotine withdrawal and use of 

NRT products, though this is not systematically offered and not mandatory.  

The study was approved by the Justice Health Human Research and Ethics Committee. 

 

Study population 

Current patients considered able to participate due to stable mental state and ability to speak 

English were approached by the researchers to inform them about the study and seek their 

verbal or written consent to participate. Patient study components included a cross-sectional 

survey of current patients (N=45 participants from a sample of 84 patients, 80% previous 

smokers, 54% response rate from a total sample of 106 patients, after exclusion of 17 who 

were too unwell to participate), focus groups (N=21 participants, all previous smokers, 25% 

of eligible patients, N=84) among current patients and a survey among discharged 

contactable patients (N=15 participants of 23 discharged patients, 65% response rate; 80% 

previous smokers). Surveys and focus groups asked participants to describe their smoking 

history, experiences of being admitted to and living in a totally smoke-free environment and 

the impact of smoke-free policy on their smoking intentions. 93% of participating patients 

were male and 62% of staff were female. More detail on the patient survey methodology and 

its findings have been reported elsewhere.36 

 

All staff (N=222) working at the forensic hospital were invited to complete a short tick-box 

cross-sectional survey related to their attitudes and experience of smoke-free policy and its 



impacts on patients. The survey was distributed via email, staff meeting attendance and 

provision of hard copies with a return envelope or a return box in nursing stations, Half of 

staff (50%, N=111) completed the survey. Gender, age and profession reflected current staff 

populations: 62 (55.9%) were female and 49 (44.1%) were male; most were between 30-39 

years (38.7%, N=43) or 50-59 years (26.1%, N=29) with fewer in other age groups; most 

were nurses (53.2%, N=59) with clinical managers being the second largest group (16.2%, 

N=18), allied health professionals being the third largest group (12.6%, N=14) and smaller 

numbers from administration and medical officers/specialists. They identified their smoking 

status as: current smokers (13%, N=14), former smokers (42%, N=47) and never smokers 

(45%, N=50). Most staff participants had worked at the hospital for more than two years 

(54.1%, N=60) or between one and two years (28.8%, N=32), with the remainder being less 

than one year. More information regarding the characteristics of the staff who participated in 

the survey and its detailed findings are described elsewhere.37 

Data analysis 

Data was entered and analysed using IBM SPSS Statistics Version 19. Descriptive statistics 

were used to analyse demographic data and responses to questions about the policy impacts 

and implementation. Pearson chi-square (2-tailed) was used to detect significant differences 

at P<0.05 between staff who identified as smokers compared to non-smokers.  

A limitation of the analysis was that investigation of potential specific gender, ethnicity and 

other differences among patient and staff participant groups was beyond the scope and 

capacity of this research. In particular, higher rates of smoking and greater health inequalities 

for indigenous populations might have implications for how smoke-free policy is 

implemented in these settings, warranting further research that takes account of ethnicity.  

 
 
Results  



The following represent key findings from the evaluation. 

 

Impact of a total ban on patients’ current and future smoking cessation 

Many patients (42%, N=19) stated that they wanted to quit when they arrived at the forensic 

hospital. Whilst 40% (N=18) of surveyed patients were angry with being forced to stop 

smoking, and 76% (N=34) reported difficulty quitting, 85% (N=38) indicated that it was 

easier when no-one else smoked, and many stated that living in a totally smoke-free 

environment was the only way they felt they could quit. Over half (58%, N=7) of the 12 

patients surveyed who had been smoking prior to admission to the forensic hospital and 

discharged to medium secure facilities continued to not smoke post discharge (average 305 

days). Though promising, this finding cannot be extrapolated without conducting further 

research with a larger sample. Many patients indicated that support to help them remain non-

smoking post-discharge would be valuable. Just under half of staff surveyed (41%, N=46) felt 

patients were unlikely to quit long-term, with smoking staff significantly more pessimistic 

than non-smoking staff.   

 

Managing Patient Withdrawal 

Most staff (80%, N=88)) agreed that providing nicotine dependence treatment was as 

important as other roles, but fewer (66%, N=73) felt confident to support patients to stop 

smoking. Just over half (57%, N=63) felt that withdrawal was a significant issue for most 

patients. Most (76%, N=84) patients reported that withdrawal was hard. In the focus groups, 

some patients indicated that their withdrawal symptoms might have been confused, by staff, 

with worsening of their mental illness. Some patients reported stressful incidents triggered by 

nicotine withdrawal not being addressed. These concerns are not unreasonable, given limited 

training received by staff and the consequent lack of confidence by many staff to support 



patients to stop smoking, as reported above. Most patients (82%, N=91) felt that NRT helped 

them with nicotine withdrawal, although some patients reported still struggling and using 

NRT months after admission.  

 

Total smoking bans and patients’ health 

Many patients (69%, N=76) reported health improvements and improved ability to exercise, 

as a result of the smoke-free policy, though many (62%, N=69) also felt they had gained 

weight as a result of not smoking.  

 

Staff support for the policy  

Staff who smoked were significantly less likely (15% vs 38%, p=0.003) than non-smoking 

staff to report feeling supported by smoke-free policy. Despite this difference, over a third of 

the 111 staff surveyed (35%, N=39), regardless of their smoking status, agreed that there was 

a lack of support for staff smokers and over half (57%, N=63) felt it was difficult for staff 

smokers to adhere to the policy.  Staff overwhelmingly preferred to work in a totally smoke-

free environment (88%, N=98), though responses differed significantly for current smokers 

compared to non-smokers (39% vs 95%, p<0.001) and for not forcing patients to stop 

smoking (64% vs 30%, p=0.001). 

 

Patient Care 

Increased violence among patients and potential management difficulties expected by staff 

were not played out in reality. Staff smokers were less likely to find patient care easier (21% 

vs 64%, p=0.009) under the policy and were more likely to report problems with patient 

aggression (39% vs 17%, p=0.016). However, more than half of staff (57%, N=63) felt 



patient care was easier with the policy, indicating that loss of smoking-related management 

tools was not seen as a negative outcome of the policy. 

 

Discussion 

Our findings provide clear evidence to debunk a range of myths held about smokers with 

mental illness in forensic psychiatric units; in particular, that these smokers are uninterested 

in quitting, that they cannot quit, that their mental health will deteriorate if they attempt to 

quit or are subjected to nicotine withdrawal, that there will be an increase in patient 

aggression if inpatient units attempt to be smoke-free, and that their cessation will not be 

sustained post-release,. These and other related results are discussed below. 

 

Myth 1: Forensic patients who smoke do not want to quit or cannot quit 

 

Many people with mental illness want to quit smoking and can quit.39,40 While some forensic 

patients objected to the smoke-free policy, for many this presented an opportunity they had 

not had in any other environment. That is, when given the opportunity and supported to do 

so, patients were interested in quitting and could quit without adverse impacts on their mental 

health. It suggests that allowing smoking to continue in these settings compromises patients’ 

opportunities to quit, and that smoke-free environments are positive learning environments 

where patients can learn to quit smoking, and remain quit following discharge, rather than 

believing that they need to be well before this can occur. However, they are likely to need 

additional support to quit long-term, although paradoxically, they tend to be offered less 

support by healthcare providers.8 Our research suggests that discharge planning should 

address smoking post-discharge from smoke-free facilities and consistency of support across 

the continuum.41  



The results suggest that NRT plays a beneficial role for some patients in clinically managing 

their nicotine withdrawal. However, policies around its provision, cost to health services, and 

availability to patients during hospitalization and beyond when they are discharged or 

transferred, and the extent to which it is used in combination with other quitting aides 

warrants further consideration. Extended courses of NRT42,43 and additional support, rather 

than different approaches to support or exemptions from existing policies,44  have been found 

to lead to better smoking cessation outcomes for people with mental illness.  

The results also suggest more focus on early preventative approaches to patients’ health and 

wellbeing is also needed, ensuring clinicians follow guidelines, and to promote opportunities 

for health promotion within routine care.11 This also has implications for the types of health 

workers employed within such settings (for example, whether more health promotion 

workers, dietitians or exercise physiologists and physiotherapists would be useful), their ratio 

within clinical teams, and training and role expectations held of all clinical staff in providing 

holistic care.  

 

 

Myth 2: The mental health of forensic patients who quit smoking will deteriorate and they 

will be more aggressive 

 

Our study did not find any increase in aggression or deterioration in patient mental health as a 

result of the smoke-free policy. Concerns about patient violence and aggression towards staff 

attempting to enforce the policy are consistent with other research,18,20 as are greater reporting 

of concerns by staff who smoke.22,45,46 In the smaller number of cases where there were issues 

associated with patient aggression, reports suggested these could have been avoided with 

appropriate planning, patient and staff preparation and training.47 Meehan et al’s study with 



27 patients in a forensic psychiatric unit found that the cause of aggressive behaviour centred 

around five major themes: the environment; empty days; staff interactions; medication issues; 

and patient-centred factors.48 Provision of meaningful activities to reduce boredom and 

improve staff attitudes were two strategies identified by patients to reduce their aggressive 

behaviour. This is particularly important for nurses, given their hands-on role in providing 

patient care, managing risk and responding to adverse events. With this in mind, our results 

suggest an even greater imperative for policies and practices that improve care delivery in 

these environments. This includes effective mentoring and supervision, training and 

education for all staff, especially those who struggle to untangle smoking from clinical care. 

The results clearly debunk the myth of increased aggressive incidents in smoke-free 

psychiatric settings. They go further to suggest the opposite is more likely; that is, increased 

effective use of staff time due to not managing and monitoring tobacco distribution. This 

includes perceived increased staff skills in therapeutically engaging and communicating with 

patients, creating opportunities for more therapeutic encounters with patients that no longer 

involved cigarettes as the vehicle for engagement.49  

 

Myth 3: Forensic patients who quit smoking will return to smoking on release 

 

Though this study only had a small sample of 15 patients followed post-release, over half of 

these did not return to smoking when released from the forensic hospital. While other studies 

report rapid returns to smoking,50,51 outcomes for the small sample of discharged patients 

surveyed in this study demonstrated the potential for long term quitting. Patients surveyed in 

this study may differ from those surveyed elsewhere due to their long period of 

hospitalisation and duration of NRT provision. Reasons given by patients for not smoking 

were that they felt better and, having gone through withdrawal, did not want to go through it 



again. There were differences between smoking policies and access to cigarettes in the 

discharge locations which also likely impacted on patient smoking post-release. These 

differences included whether they were totally smoke-free, or had designated smoking areas, 

or other opportunities to smoke. 

 

Myth 4: Forensic patients who smoke are easier to manage 

 

Over half of forensic hospital staff indicated that patient care was easier to manage in the 

smoke-free environment. The results also suggest that staff need education in recognizing 

nicotine withdrawal,  delivering integrated interventions to address the complexity of 

interactions between patients’ psychiatric symptoms and nicotine withdrawal as part of 

holistic consistent clinical care; a view supported by others.35,52,53  With improved staff 

education and training, patient management strategies can be utilised to address  patients who 

are more distressed by nicotine withdrawal, so that clinical teams do not struggle and resort to 

escorting such patients to areas away from other patients where they can provide them with a 

cigarette. This has implications for perpetuating a culture in which the various myths about 

smoking by these populations remain unchallenged. It also has implications for the security 

of the person, staff and premises, creating the potential to incite other patients, and staff then 

relying on this opt-out approach more routinely, or patients then complaining about inequity 

of this approach; all of which can undermine the policy.54 This requires consistently applied 

leave arrangements for patients, given they can trigger potential conflicts between patients 

and staff, and staff and other staff, especially between nurses and doctors.19,54  

 

Further reasons exist for supporting staff through education and training.  A UK study of 135 

forensic healthcare professionals (58 nurses) found high levels of burnout were associated 



with higher reports of unhealthy coping strategies such as smoking.55 Smoking staff were 

more likely to use depersonalization as a defense mechanism to reduce emotional energy 

needed to work with patients, with detrimental implications for patient care (eg. cynical 

attitudes and poor therapeutic relationships). Promoting staff wellbeing through improved 

access to effective training, clinical supervision and support are recommended. With regard 

to promoting patient wellbeing, Happell et al’s systematic review of the most common forms 

of physical healthcare by nurses found that health education and monitoring were prominent 

activities, but how nurses take action to support sustainable patient behaviour change was less 

clear. Significant barriers to enhancing nurses’ capacity included role ambiguity, unclear 

responsibility structures, and lack of preparation of psychiatric nurses for physical health 

tasks.56 Our study found potential barriers included confidence in providing withdrawal 

advice and treatment, limited belief in long-term quitting potential of patients and 

expectations of patient management issues. Smoking staff tended to identify and emphasis 

such barriers more than non-smoking staff. These barriers may be similar for other 

disciplines. 

 

A related issue is how staff are supported to quit smoking. The results show clear support by 

staff for smoke-free work environments in these settings; however, more attention needs to be 

given to understanding and shifting the views of smoking staff and supporting staff smoking 

cessation, at least while they are on duty. In this study site, support provided to staff smokers 

was tailored to quitting and did not provide support options while on duty for those staff who 

did not want to quit. Policy implementation should acknowledge support for such staff to 

manage their smoking and withdrawal while at work especially given staff smokers returning 

to smoke-free units following breaks smelling of cigarettes has been shown to undermine 

success of smoke-free policy.19,54  



A consistent policy approach 

Overall, this study showed clear support for smoke-free policy by both mental health patients 

and staff. However, in order to work, such policy needs to be unambiguous and consistently 

implemented. This involves providing support to all staff, particularly those who smoke, 

preparing patients prior to admission and providing them with NRT and other withdrawal 

support during their admission and discharge as part of transition to other settings.19,20,22 A 

‘whole prison approach’ is recommended,11,13 with clear communication between all 

stakeholders (patients, staff, carer givers, service managers and policy makers)  is important, 

to ensure the views and needs of each are heard and to build uniform support for practice in 

implementing the policy and to avoid tensions that might undermine implementation efforts. 

At a broader system and community level, Banfield et al’s continuity and service 

coordination framework would be useful as it involves: informational (eg. using information 

about past tobacco dependence to make current care more appropriate to individual needs);, 

relational (eg. fostering an ongoing therapeutic relationship to support smoking cessation); 

and management (eg. consistent and coherent approach training for staff and to the 

management of nicotine withdrawal based on individual patients’ needs) requirements from 

services, to enhance their care provision and communication with each other and with 

patients.41, 57  

 

Conclusions 

Few studies have focused on smoke-free policy in forensic psychiatric facilities. High 

smoking prevalence among this vulnerable population underlines the need for a 

comprehensive approach to smoke-free policy within all settings where people with mental 

illness receive treatment. Integrated mental and physical health programs need to support a 



long-term, person-centered perspective to improve patients’ overall health and wellbeing. 

People with mental illness are likely to need additional support to quit long-term, although 

paradoxically, they tend to be offered less holistic support by healthcare providers 58. More 

education and training is needed that provides staff with the capacity to support and respond 

to patients’ smoking cessation needs effectively, and challenges the many myths that abound 

in relation to this population. Discharge policies and practice protocols which provide for 

ongoing mental and physical health support, community links and access to NRT on 

discharge from psychiatric facilities are critical to patients’ long-term smoking cessation. 

Clear protocols on how to implement smoke-free policy in forensic psychiatric inpatient units 

are needed, as are procedures for dealing with patients and staff who experience more 

significant nicotine withdrawal despite the availability of NRT. Non-smoking patients need to 

be supported in not starting smoking inside these facilities, and those who have successfully 

quit need a continuum of care that effectively supports them to remain non-smokers. Inpatient 

facilities, even forensic ones, can lessen harmful physical, social and economic impacts of 

smoking on this population. This includes identifying, acknowledging and responding to the 

needs of staff who smoke.59 The consequences for patients and staff, should there be a failure 

to act on the policy and practice implications identified in the paper, are that an entrenched 

smoking culture will prevail, one in which health inequalities in life expectancy, increased 

risk of physical health conditions, exacerbated poverty and social stigma will continue for 

people with mental illness. 
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