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Key Policy Issues:Exercising our duty of care as an NHS organisation and specifically, protecting
our patients and staff from the significant health risks associated with smoking
is the driver for this policy.
 To provide a clear and consistent message that smoking and passive smoking kills and

















causes disease, and is not permitted on Trust property. This includes buildings,
doorways, grounds and car parks. There will be no designated smoking areas.
Compliance with Department of Health guidance and legislation. From 1 July 2008
smoking has been against the law in any enclosed or substantially enclosed part of any
mental health establishment.
Compliance with the NICE guidance PH48 Smoking cessation in acute, maternity and
mental health settings November 2013 which recommends supporting “smoking
cessation, temporary abstinence from smoking and smoke free policies in all secondary
care settings”.
The requirement for mental health trusts to be smokefree by 2018 ( NHS Five Year
Forward view for MH)
There are no exceptions to this policy in respect of patients, there are to be no
designated areas within buildings where the use of cigarettes is allowed (this will include
136 suites).
Staff, visitors and contractors are not permitted to smoke on Trust property or grounds.
The provision of a healthy working environment and improving the health of service
users, staff, visitors and contractors.
Protecting non-smokers from the danger to their health of exposure to second hand
smoke.
Provide an environment conducive to giving up smoking and ensure that service users
and staff who want to give up smoking receive the necessary support.
Distinguish the differences between smoking and vaping – reference E-cigarettes in
public places and workplaces
Protection of staff from tobacco smoke when visiting the homes of people who use
mental health secondary care services.
Ensure that all escorted leave plans are negotiated in advance of leaving the ward, so
that the patient is very clear he/she will not be permitted to smoke in the company of
his/her escort. Patients should be given adequate NRT to use whether they are on or off
the ward.
Ensure that any staff wishing to stop smoking will be allowed to access smoking
cessation opportunities with the agreement of their line manager during work time.
Facilitating compliance with and resolve immediately any breaches of smoke free
policies, including a process for staff to report incidences
Reducing the risk of fires being started by smoking and re-chargeable e-cigarettes.
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1.0

INTRODUCTION

1.1

Purpose/Rationale

1.1.1

Sussex Partnership NHS Foundation Trust has a responsibility to provide a safe and healthy
environment for all service users, staff, visitors and contractors. This includes protecting
people from passive smoking whilst on Trust premises.

1.1.2

Compliance with Department of Health guidance and legislation. From 1 July 2008 smoking
has been against the law in any enclosed or substantially enclosed part of any mental health
establishment.

1.1.3

The NICE guidance PH48 Smoking cessation in acute, maternity and mental health settings
November 2013 advises that “Secondary care providers have a duty of care to protect the
health of, and promote healthy behaviour among, people who use, or work in, their
services. This duty of care includes providing them with effective support to stop smoking
or to abstain from smoking while using or working in secondary care services.”

1.1.4

As the UK’s largest employer and principal health treatment and promotion organisation, the
White Paper states that “The NHS can demonstrate leadership by taking the lead in
promoting the no-smoking message, as well as performing its duty to safeguard the
health and well-being of staff and service users against the dangers of second-hand
tobacco smoke”.

1.1.5

Smoking also poses a significant fire risk on NHS premises.

1.1.6

Smoking has environmental and cost implications for the cleaning and maintenance of
buildings.

1.1.7

This policy is about being proud to go smoke free. It is hoped that many people may use this
smoke-free policy to make an attempt to stop smoking and in doing so improve their chances
of living longer and healthier lives.

1.1.8

Smoking is a particular issue for the Trust as follows (ASH Factsheet March 2016):

1.1.9



Smoking rates are much higher among people with mental health problems and staff who
work in mental health services than among the general population.



Smoking has a serious impact on the physical and financial wellbeing of smokers with
mental health problems.



Many smokers with mental health problems want to stop smoking, but do not receive the
advice and support they need to do so.



Good evidence exists that smokers with mental health problems can be helped to stop
smoking.



Smoking can interfere with some medication, so people have to take a higher dose than
they would if they didn’t smoke.

The ongoing burden of smoking on the health care system as outlined in the NHS five year
forward plan and NHS five year forward view for mental health. Recommendation 20 of the
NHS five year forward view for mental health sets out plans for smokefree NHS MH
trusts by 2018.
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1.2

Scope

1.2.1

This policy applies to all service users, staff (including temporary staff), visitors and
contractors.

1.2.2

The Trust encourages staff to refrain from smoking cigarettes outside the times and
circumstances set out in this policy, both in their own interests and as representatives of a
major public body, whose purpose is to improve health. Smoking of e-cigarettes at any time
is not allowed in any trust buildings or sites. However, smoking or vaping whilst not on Trust
duty i.e. whilst on an unpaid break, falls outside the scope of this policy.

1.2.3

Premises are defined as any property (internal and external space) from which the Trust
provides services, irrespective of legal ownership of the property.

1.2.4

Staff, visitors and contractors are not permitted to smoke on any Trust premises.
includes the use of e-cigarettes.

1.2.5

Staff are not permitted to smoke whilst on Trust duty. The Trust, as a provider of healthcare,
will not condone smoking.

1.2.6

Staff are not permitted to smoke in vehicles provided by the Trust or in any vehicles on Trust
premises.

1.2.7

Trust staff are expected to conform to the smoke-free policies of other NHS Trusts and
organisations where Trust services are situated on host sites.

1.2.8

Tobacco products will not be sold on Trust premises.

1.2.9

Members of staff will be supported to comply with this Policy and supported to give up
smoking. Staff who are finding it difficult to comply with the policy will be interviewed by their
line manager and referred to local NHS smoking cessation services.

1.3.

e-cigarettes

1.3.1

e-cigarettes are battery powered devices that produce vapour. Devices come in many forms,
sometimes resembling cigarettes, but others resemble pens or gadgets. Some products are
disposable whilst others are rechargeable and refillable via cartridges or liquids.

1.3.2

Since e-cigarettes do not contain tobacco and are not burnt, they do not result in the
inhalation of cigarette smoke and are around 95% less harmful for users than smoking.
Additionally, there is no evidence of harm to bystanders from exposure to e-cigarette
vapour and the risks to their health are likely to be extremely low. While debate continues
about the absolute level of safety of e-cigarettes, the consensus across England’s public
health community is that they are significantly less harmful for users than tobacco.

1.3.3

The Trust currently supports the use of disposable e-cigarettes. Rechargeable e-cigarettes
with refillable tanks and rechargeable e-cigarettes with replacement pre-filled cartridges are
currently not permitted under any circumstances.

1.3.4

Nicotine Replacement Therapies (NRT) should be the primary pharmacological intervention
whilst abstaining from smoking whilst in hospital buildings and grounds.

1.3.5

If NRT has been unsuccessful or if the patient is unwilling to try NRT then disposable ecigarettes may be used to manage any nicotine withdrawal symptoms.
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This

1.3.6

All use e-cigarettes in in-patient services should be agreed and documented by the clinical
team. There may be circumstances when it is unsafe for a service user to have an ecigarette. This will be managed on an individual basis by re-offering alternative, nicotine
replacement products.

1.3.7

E-cigarette use is not recommended for young people. The sale of e-cigarettes to under- 18s
and purchase of e-cigarettes on behalf of under-18s is prohibited in the UK.

1.3.8

Local Care Delivery Service (CDS) arrangements for the sale of disposable e-cigarettes will
need to form part of local smoke free protocols. These protocols will include but not be
limited to possible restrictions including:










Where disposable e-cigarettes can be used
When disposable e-cigarettes can be used
What brand of disposable cigarettes can be used
Processes for selling disposable e-cigarettes and money handling if applicable
Communication between in-patient and community teams in any changes in smoking
status
The process for clinical teams agreeing the use disposable of e-cigarettes for
individual patients
The safe disposal of disposable e-cigarettes
Arrangements for the storage of any tobacco and lighters
Preferred areas to smoke off Trust premises (including what constitutes not smoking
“immediately outside”) with a risk assessment and mitigation plan for any impact this
may have on local residents

1.3.9

Currently, the government is in the process of reviewing all e-cigarettes through the MHRA
licensing process. As of the 20th May 2017 all disposable e-cigarettes must comply with the
Tobacco Products Directive 2014/14/EU. The requirement is that products with less than
20mg of nicotine are registered with the MHRA.This will ensure that the minimum
safety and quality standards of all e-cigarettes sold are being met.

1.4

Principles

1.4.1

Everyone being cared for, working in, visiting or living on, NHS premises has a right to be in
a smoke-free environment.

1.4.2

Passive smoking kills, causes disease, causes immediate physical damage to cells and
leads to numerous health problems. There is no safe level of exposure to second-hand
smoke and many service users, staff and visitors to NHS premises have been unwilling
passive smokers because smoking was still permitted.

1.4.3

There are compelling reasons for mental health services to go smoke-free. Smoking is the
single greatest cause of preventable illness and premature death in the UK, killing over
120,000 people annually. In contrast to the marked decline in smoking prevalence in the
general population, smoking among those with mental disorders has changed little, if at all,
over the past 20 years. (Royal College of Physicians 2013). Most of the reduction in life
expectancy among people with serious mental illness is attributable to smoking. Smokers
with mental disorders are just as likely to want to stop smoking as those without, but are
more likely to be heavily addicted to smoking and to anticipate difficulty quitting smoking, and
therefore historically much less likely to succeed. NICE therefore recommends intensive in
house support to help those wishing to quit.
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1.4.4

Smoking is an addiction that kills and disproportionately kills service users with a mental
illness. This smoke-free policy will encourage staff and service users who smoke to stop
smoking. Supported by level 2 trained Smoking Cessation Advisors, it will improve and save
lives. On average mentally ill service users live ten years less than the general population.

1.4.5

This smokefree policy will make non-smoking the norm, in line with most other public and
work places. There are specific challenges for service users relating to smoking, in particular
management of their psychotic symptoms and their medication regimes (see “Smoking
Cessation – Effect on Psychotropic Medication including Clozapine - Appendix 1, p14) It is
important that stopping smoking is encouraged and supported, and a smokefree culture is
promoted, celebrated and sustained.

1.4.6

The implementation of this policy will make a positive step to improve the health of all Trust
service users, staff, visitors and contractors.

2.0

Policy

2.1

The aim of this policy is to guarantee the right of non-smokers to breathe smoke-free air,
both whilst being cared for and whilst at work and to ensure smoking is not permitted on any
Trust premises.

2.2

This policy is designed to:











Protect and improve the health of service users, staff, visitors and contractors.
Protect non-smokers from the danger to their health of exposure to second hand smoke.
Provide an environment conducive to giving up smoking and ensure that service users
and staff who want to give up smoking receive the necessary support.
Set an example to other employers and workforces.
Provide a clear and consistent message that smoking or passive smoking kills and
causes disease, and as such will no longer be tolerated on Trust property.
The policy will reduce the risk of fires being started by smoking or re-chargeable ecigarette failures.
Distinguish the differences between smoking and vaping – reference e-cigarettes in
public places and workplaces
Ensure that all escorted leave plans are negotiated in advance of leaving the ward, so
that the patient is very clear he/she will not be permitted to smoke in the company of
his/her escort. Patients should be given adequate NRT to use whether they are on or off
the ward.
Protection of staff from tobacco smoke when visiting the homes of people who use
mental health secondary care services.
Facilitating compliance with and resolve immediately any breaches of smoke free
policies, including a process for staff to report incidences

2.3

The Trust is also committed to supporting people in giving up smoking and will provide
support for smokers who want help with giving up.

3.0

Procedure

3.1

The Trust recognises the key role played by healthcare professionals in improving the health
and well-being of service users, addressing health inequalities and achieving a smoke-free
environment. To that end the Trust will implement the following procedures: 


Nicotine replacement therapies and smoking cessation groups and support must be
available on all wards. Resources can be found on the staff intranet #smokefree
All information published by the Trust’s services including relevant operational policies
will include a clear statement that the Trust is a smoke-free environment.
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Recognising that a ‘one size fits all’ approach is not appropriate, each service/service
area will develop local protocols that take account of local circumstances in implementing
this policy
All service areas will have information (posters and leaflets) advising on the smokefree
policy, which will include local information on to how to access help and support.
As a minimum, contact details of local smoking cessation stop smoking services and the
names of Trust staff that can assist will be included.

3.2

Referrals

3.2.1

Practitioners making referrals to Mental Health Services must advise service users that the
Trust operates a smoke-free policy.

3.3

Assessment

3.3.1

All patients admitted to in-patient wards will be assessed using the SPFT Tobacco
Dependence Treatment Pathway Inpatient Assessment Form (Appendix b). Assessments
will include any details of the individual’s smoking habits. This will be used to inform their
ongoing care and treatment plan. All assessments must be up-loaded under the
“assessments” tab on Carenotes.

3.3.2

The identification and recording of each community patient’s smoking status needs to be
completed regularly, i.e. on first contact, prior to admission or after discharge from hospital
and at each Care Programme Approach (CPA) review. This should be completed on a
community assessment form (appendix b) and must be up-loaded under the “assessments”
tab on Carenotes.

3.4

Treatment and care

3.4.1

The Trust recognises that service users who smoke will require support and help in
modifying their smoking behaviour. Care and treatment of service users who smoke will
include planned interventions to assist them in reducing/stopping smoking. This will include:












Reminding them of the harm they are doing to themselves by continuing to smoke.
Reminding them of the harm from re-chargeable e-cigarette failures.
Reminding them of the potential harm to others if they continue to smoke etc.
Physical health checks.
Referral to smoking cessation groups.
Occupational and diversionary support.
The provision of smoking cessation advice and stop smoking aids i.e. nicotine
replacement products – patches, lozenges, sprays etc. or bupropion and varenicline (as
sole therapies). Nicotine replacement therapy will be available for service users who
wish to stop smoking on admission and a referral to an in-patient level 2 trained smoking
cessation advisor.
It is recognised that a smoke-free policy may create an additional burden for service
users who are admitted to inpatient services in times of crisis. At admission each
individual’s smoking behaviour will be assessed and extra care and support provided to
assist the individual to moderate their smoking in line with both national and Trust policy.
Patients who smoke and are admitted on clozapine must have a medical assessment at
the earliest opportunity
All service users who smoke will be asked whether they would like help to give up
smoking and what would help them to reconsider their current smoking patterns. A
management plan will then be made in collaboration with the service user which could
include, for example, referral to smoking cessation groups, counselling from a smoking
cessation advisor, the provision of nicotine replacement products etc.
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3.5

Discharge and aftercare

3.5.1

Service users’ discharge plans for those who have indicated a wish to modify their smoking
behaviour will include a referral to a local smoking cessation programme provided in primary
care or by the non-statutory sector. Where aftercare arrangements are in place, staff will
work with service users, their carers and families to support them in their continuing efforts to
reduce and/or stop smoking.

3.5.2

Where service users continue to smoke, staff will provide health promotion advice and offer
continuing advice to support service users to reconsider their smoking habits.

3.5.3

Local arrangements must be in place between the in-patient team and the patient’s
community mental health team to any changes in smoking habits that could have an impact
on the patient’s medication should the patient re-start smoking.

3.6

Home visits

3.6.1

All staff visiting or treating service users in their own homes are entitled to the same level of
protection as those working in Trust premises.

3.6.2

Prior to the initial visit service users will be made aware of the Trust’s smoke-free
arrangements and requested to ensure that the service users and/or other occupants do not
smoke during the visit.

3.6.3

In order to protect Trust staff from passive smoking during home visits staff can request that
the service user does not smoke during the visit. Staff should not put the health or safety of
the service user or others at risk by failing to offer appropriate treatment because the service
user refuses to stop smoking (see Patient Breaches, 3.12)

3.7

Responsibilities

3.7.1

Responsibility for implementation
Responsibility for implementing this policy rests with the Trust Chief Executive. Day to day
responsibility for implementation lies with Trust Directors, Clinical Directors and Managers.

3.7.2

The Trust Chief Executive and Directors must:





3.7.3

Ensure that service users, staff, visitors and contractors are made aware of the policy.
Ensure that service users, staff, visitors and contractors adhere to this policy, and that
resources are available to ensure effective implementation.
Comply fully with the policy and provide a suitable role model for staff and service
users.
Ensure that managers are aware of the policy and supported in enforcing the policy
with staff.

Trust Managers and Clinical Directors must:




Ensure that all service users, staff, visitors and contractors adhere to this policy.
Ensure that any staff wishing to stop smoking will be allowed to access smoking
cessation opportunities with the agreement of their line manager during work time and
provide adequate cover to allow staff time to seek this.
Ensure that staff are fully supported in reminding other people of the smoke-free policy.
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3.7.4

Comply fully with the policy and provide a suitable role model for staff and service
users.

Ensure each area of their responsibility has a local smoke-free protocol which is codesigned with service users and ratified by the local management forum.

Ensure each area of responsibility takes into account the implications for going
smokefree on local protocols and practice

Ensure that information on the smoke-free policy is included in publications and on
notices/posters etc within each service area.

Ensure information on how to access support and advice is available in each area.

Encourage and support clinical staff in becoming Smoking Cessation Advisors.

The batteries or chargers for e-cigarettes MUST NOT be re-charged in our buildings or
in our vehicles. Serious fires and explosions have been caused by some chargers and
having reviewed the national evidence and taken the advice of experts in fire safety, we
cannot allow this significant risk in our premises.
.
Trust Staff must:










3.7.5

Not smoke whilst on Trust duty.
Report all smoking related incidents.
Comply fully with the policy and local procedures and provide a suitable role model for
colleagues and service users.
Ensure service users and visitors are informed of the policy at entry points to the
service.
Advise/discuss with service users and visitors, offering support and advice to those
people who smoke and those who wish to reduce their smoking.
When undertaking assessments of service users who smoke, assist in compiling a care
treatment plan with them.
Appraise managers of problems associated with the application of this policy.
Not smoke immediately outside Trust premises.
Ensure that e-cigarettes are not charged on Trust premises or in Trust vehicles.

Service Users:






Are requested to adhere to the smokefree policy and advise families, carers and
visitors accordingly.
Are asked to reflect on the dangers of smoking both to themselves and those who are
subjected to passive smoke.
Are encouraged to seek support from staff in reducing or stopping smoking.
Are requested not to smoke whilst in the company of staff at any time.
Are requested to understand the limits and responsibilities placed on staff in
administering this policy.

3.8

Smoking cessation advice and support

3.8.1

There is a strong evidence-base for the effectiveness of smoking cessation interventions in
helping people give up smoking (NICE Public Health Guidance 48, Smoking: acute,
maternity and mental health services, November 2013).

3.8.2

The Trust is committed to providing opportunities and support for service users and staff that
want to stop smoking.

3.8.3

Whilst Health Promotion Teams are concentrating on primary prevention, mental health may
not get the full attention it deserves. In view of the significant evidence of the mortality rates
due to smoking amongst mental health service users, respective health promotion teams will
be encouraged to see this as a high priority. Furthermore, it should not be limited to smoking

Page 10 of 56

cessation within inpatient settings; it should be part of a detailed healthy living initiative
targeting this patient group and be included in the Wellbeing Support Programme.
3.8.4

It is recognised that some smokers will need to adjust to this policy and may welcome
support. Evidence indicates that the most effective strategy to support smokers who want to
stop smoking is a combination of behavioural support (either one-to-one or in a group),
complemented by the use of stop smoking aids, Nicotine Replacement Therapy (NRT) and
bupropion (Zyban) or varenicline.

3.8.6

The Trust is committed to supporting staff who want to stop smoking. Individuals are entitled
to take time away from work to attend internal stop smoking sessions (group or one-to-one).
Arrangements need to be negotiated with individual line managers prior to attending such
sessions.

3.8.7

Whilst many smokers want to stop smoking, it is equally recognised that many smokers do
not wish to stop, and that they must be helped to cope with the restrictions imposed by this
policy.

3.9

Smoking cessation staff training

3.9.1

The implementation of the policy requires a competent workforce. There are currently two
levels of training; basic training (level 1) should be completed by all staff that have clinical
contact and refreshed annually. Advanced Skills Training (level 2) builds on the knowledge
gained from the basic training (level 1) and enables staff to provide intensive behavioural
support to smokers.

3.9.2

Basic training: Level 1 Mental health and tobacco dependence treatment E Learning Course
(1-2 hours). The NICE guidelines for Smoking Cessation in Secondary Care (NICE, 2013)
recommend that basic training should be mandatory and refreshed annually. The content of
the course covers;
1) Smoking prevalence in mental health settings,
2) Why mental health service users smoke and find it hard to stop. The impact of smoking
and stopping smoking on wellbeing,
3) Evidence based interventions for smoking cessation in mental health settings (including
how to use NRT),
4) How to ask, record, advise and refer a smoker for specialist support.
5) How to provide brief interventions
6) E-cigarettes.

3.9.3

Advanced training: Level 2 Mental health and tobacco treatment dependence skills training
(one day). The aim of the course is to enable staff to provide intensive evidence based
support to help service users manage their tobacco dependence (temporary abstinence,
gradual cessation and planned abrupt cessation), in line with NICE (2013)
guidelines
and the National Centre for Smoking Cessation and Training (NCSCT) Guidelines for
intensive behavioural support (level/stage 2 training). The content of the course covers;
1) Motivating service users to engage in smoking cessation treatment,
2) Assessing severity of tobacco dependence,
3) Using carbon monoxide (CO) monitoring as a motivational and monitoring tool,
4) Facilitating choice of medication to manage temporary abstinence, gradual
cessation or planned abrupt cessation,
5) Adhering to NRT,
6) Providing intensive behavioural support, 7) Staying
smokefree
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3.10

Communicating the Policy

3.10.1 This policy is available via the Trust intranet.
3.10.2 Communications around the policy will make it clear that the policy is the responsibility of all
staff, not just the Trust Board or Senior Managers. All managers should be made aware that
it is their responsibility to ensure that their staff, service users, visitors and contractors
adhere to the policy and be made aware how to manage non-compliance.
3.10.3 All relevant information published by the Trust, including operational policies, will include a
clear statement that the Trust is a smoke-free environment and that smoking is not
permitted.
3.10.4 ‘No Smoking’ signs will be displayed throughout Trust premises and grounds.
3.10.5 Contact details for the local Smoking Cessation Services will be available on appropriate
Trust literature, Trust website and the staff intranet #smokefree
3.10.6 Job advertisements will include the following:
‘Sussex Partnership NHS Foundation Trust is a smoke-free Trust’.
3.10.7 Details of this policy and support available for smokers should be routinely covered in an
employee's induction. Information about the Trust's smoke-free status will be available in
service user and staff handbooks, all recruitment literature and job offers, in departmental
safety policies and on the Trust website.
3.10.8 Contracts with external organisations will contain the following clause:
'Sussex Partnership NHS Foundation Trust is a smoke-free Trust. Smoking is not
permitted on any Trust premises. All contractors must comply with this policy.'
3.10.9 Service Level Agreements with other organisations will contain the following clause:
'Sussex Partnership NHS Foundation Trust is a smoke-free Trust. Smoking is not
permitted on any Trust premises. All employees, service users, visitors and contractors
must fully comply with this policy.'
3.10.10 Service users will be informed of the smoke-free status of the Trust and given the phone
number for the local Smoking Cessation Service.
3.10.11 Service users will be encouraged to consider stopping smoking prior to admission.
3.10.12 Service users will be asked to refrain from smoking during home visits and all appointment
letters will state:
“In the interests of staff safety, the Trust respectfully requests that service users do not
smoke when with Trust staff”.
3.10.13 Members of the public who ignore the policy may be asked to leave the premises.
3.10.14 No additional breaks will be provided to staff who smoke. Regular smoking breaks in work
time are unacceptable.
3.10.15 Smoking will be included in the Health and Safety and Fire Safety risk assessment forms
which are reviewed annually by the senior person based in the building.
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3.11

Staff breaches

3.11.1

In the unlikely event of a member of staff not respecting the policy, their line manager will
attempt to resolve the situation informally in the first instance.

3.11.2

Members of staff will be supported to comply with this Policy and supported to give up
smoking. Staff who are finding it difficult to comply with the policy will be interviewed by
their line manager and referred to local NHS smoking cessation services.

3.11.3

If a member of staff ignores such informal counselling then it may be appropriate to make
recourse to the Trust’s Disciplinary Procedure.

3.12

Patient breaches

3.12.1 Prior to planned hospital admissions patients will be advised that smoking is not permitted in
the hospital or grounds and they will be offered support to temporarily abstain or quit. This
will include nicotine replacement therapy and behavioural support. They will be asked not to
bring tobacco, cigarettes, lighters or matches with them to hospital.
3.12.2 For unplanned admissions patients will not be permitted to keep tobacco, cigarettes, lighters
or matches on their person. If carers or family members accompanied the patient to
hospital, then they will be asked to take the prohibited items home. If the patients are
unaccompanied when they arrive at hospital, staff will store their contraband items and they
will be returned at the point of discharge.
3.12.3 Should a patient be observed breaching the smoke free policy by smoking in the hospital,
staff should ensure the area is safe. If there is an imminent risk then support should be
enlisted immediately using the emergency response systems. Where there is no immediate
risk the staff should discuss the breach with his/her colleagues and agree the most
appropriate time and place to meet with the patient to review the care plan. Patients who are
struggling to comply with the smoke free policy should have a review of their nicotine
replacement therapy, and consideration given to increasing the amount of behavioural
support that has been provided.
3.12.4 Should the patient become aggressive when the smoke free policy is being implemented
then the member of staff should summon assistance and the aggressive incident managed
according to that person’s care plan in line with the Trusts’ Prevention and Management of
Violence and Aggression Policy.
3.12.5 Should a patient be observed breaching the smokefree policy whilst on escorted community
leave then the patient should be reminded of the conditions of their section 17 careplan.
The staff member should discuss the breach with his/her colleagues and agree the most
appropriate time and place to meet with the patient to review the care plan. Patients who are
struggling to comply with the smoke free policy should have a review of their nicotine
replacement therapy, and consideration given to increasing the amount of behavioural
support that has been provided.
3.12.6 In order to protect Trust staff from passive smoking during home visits staff can request that
the service user does not smoke during the visit.
3.12.7 The implications for the smokefree policy must be included in each teams local, written ‘lone
working’ procedure, which states that “All staff members have a duty to safeguard their own
health, safety and welfare and to that of colleagues and service users “and where a risk is
identified, an action plan must be put in place”.
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3.12.8 Clinical teams and staff will undertake a comprehensive risk assessment as part of their
consideration in changes to treatment plans relating to smokefree breaches in patients
homes, and options for alternative treatment delivery.
3.12.9 Where risks have been identified and where local control measures are considered to be
potentially inadequate, directors, managers and supervisors are responsible for escalating
risks up through the levels of risk management to the appropriate person in line with the
Trust Risk Management Strategy and Policy
3.12.10 It should be noted that there are no exceptions to this policy in respect of patients, there are
to be no designated areas within buildings where the use of cigarettes is allowed (this will
include 136 suites).
3.13

Visitor and contractor breaches

3.13.1 Visitors to the Trust will be made aware of the smoke free policy through signs, posters,
leaflets as well as conversations with staff. Carers will be provided with a list of the
contraband items in the hospital which includes tobacco, cigarettes, lighters and matches.
3.13.2 Any visitor who is found to be supplying a patient in hospital with contraband items will be
reminded about the policy and asked to support the patient’s treatment plan. The rationale
for the policy will be explained and carers will be offered support to learn more about the
harmful effects of tobacco dependence. If appropriate they will be directed towards their
local stop smoking service.

3.13.3 It is recommended that where staff choose to approach a patient or visitor to inform them of
the Trust policy, this approach is made only once. The information provided should be limited
and along the lines of; ‘Can I make you aware that this is a smoke free trust within both the
hospital and grounds.’ with a brief explanation of the circumstances and outcome.
3.13.4 If staff observe a contractor smoking on Trust premises, they should make the contractor
aware of the Trust’s smoke free policy and ask them to stop smoking. If the contractor does
not comply they should report the contractor to their line-manager.
3.13.5 A zero tolerance approach will be applied to any individual who becomes abusive when
reminded of the policy. Should the person become aggressive then the member of staff is to
walk away from the situation and seek support from their line-manager.
4.0

Reporting of smoking related incidents

4.1

The Trust has a robust incident reporting system in place called Ulysses (safeguarding
system). The aim of the system is to establish what is going wrong so that action can be
taken to continuously improve the quality and the safety of the service provision. All
members of staff should use the Ulysses system to promptly share information about any
difficulty with implementation of the smoke free policy. Analysis of all recorded incidents
enables the Trust to be both proactive and reactive to reduce the impact and likelihood of
future recurrence.

4.2

The Trust will carefully monitor violence and aggression, fire, and AWOL incidents that are
linked to the smoke free policy. The Ulysses system has been adapted to allow staff to
specifically highlight a breach of the smoke free policy by adding to the subcategory list:
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4.3

Staff should also use Ulysses to record incidents when patients refuse admission or selfdischarge against medical advice because of the smoke free policy. This would also be
relevant if staff had observed smoking but did not feel confident to approach those
concerned, so that the Trust will ensure that appropriate measures are taken to ensure
compliance with the smoke free policy.

5.0

Development and consultation process

5.1

This Smoke Free policy has been developed by the Trust’s Smoke-Free Group.

5.2

The Trust Smoke-Free Group will continue to be actively involved in supporting the
implementation of this policy.

5.3

The policy has been consulted on through the appropriate various staff and management
prior to ratification at the Trust Leadership Team, Staff Partnership Forum and Clinical
Policy and Procedure Group.

5.4

The policy will be reviewed as new evidence of safety and efficacy of e-cigarettes emerges,
as well as further information around there licensing.

6.0

Governance

6.1

The impact of going smokefree on patient’s physical health will take place through the
Physical Health Governance Group. This group will act as the central forum for all
physical health governance including developments such as projects, policies and all Care
Delivery Services will be represented. The core function of this group is to strengthen
internal networks and multi-disciplinary working, to support standardisation of approach,
share learning and best practice.

7.0
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Tobacco Dependence Treatment Pathway
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1. Tobacco Dependence Treatment Pathway
1.1

Introduction

Tobacco dependence is a treatable, chronic and relapsing condition 1. The treatment needs
of a smoker will differ according to their smoking history and behaviour, age, gender,
socioeconomic status, mental health needs, use of other substances, if they are an inpatient
or outpatient and their personal choice about receiving support1.
There are however, essential steps within the tobacco dependence treatment pathway that
apply to all smokers.
1.2

Aims

The aim of the tobacco dependence treatment pathway is to:
1. Ensure we identify the smoking status of every current patient under the care of
the Trust receiving inpatient or community care
2. Ensure early diagnosis of the severity of tobacco dependence
3. Offer every smoker nicotine replacement therapy (NRT) on arrival to an inpatient
service following assessment of that person’s tobacco use and their preferences for
treatment.
4. Offer evidence-based pharmacological, psychological and psycho-education
treatment to smokers in receipt of inpatient and community care
5. Ensure smokers receive continuous, efficient care and treatment at transition
points across the pathway1
6. Ensure SPT meet the recommendations of the NICE guidelines for smoking
cessation in secondary care2. The NICE guidelines describe support during an
inpatient stay2.
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1.3

E-cigarette use

E-cigarettes are battery powered devices that deliver nicotine via inhaled vapor 1. Ecigarettes can be disposable, rechargeable devices with refillable tanks or rechargeable
devices with replacement pre-filled cartridges. Nationally, e-cigarettes have rapidly become
the most popular stop smoking aid with around 2.8m adults using e-cigarettes. Most of
these vapers are smokers or ex-smokers3,4. While experimentation with e-cigarettes among
young people has increased over recent years, long-term use is uncommon and almost
entirely confined to current or ex-smokers5.
Only relatively small randomised control trials have been completed on the use of electronic
cigarettes in supporting quit attempts. However, a 2014 Cochrane Review found that ecigarettes were effective quitting aids and there is a developing body of evidence which
shows that they can be effective in aiding smoking cessation6,7.
Since e-cigarettes do not contain tobacco and are not burnt, they do not result in the
inhalation of cigarette smoke and are around 95% safer for users than smoking 5.
Additionally, there is no evidence of harm to bystanders from exposure to e-cigarette vapour
and the risks to their health are likely to be extremely low5. While debate continues about
the absolute level of safety of e-cigarettes, the consensus across England’s public health
community is that they are significantly safer for users than tobacco 8.
E-cigarette use, known as vaping, is not covered by Smokefree legislation8. E-cigarettes
therefore may support compliance with the Trust smoke free policy and help smokers
manage their nicotine dependence. The Trust currently supports the use of disposable
e-cigarettes9. Rechargeable e-cigarettes with refillable tanks and rechargeable ecigarettes with replacement pre-filled cartridges are currently not permitted under
any circumstances. E-cigarette use is not recommended for young people. The sale of ecigarettes to under-18s and purchase of e-cigarettes on behalf of under-18s is prohibited in
the UK8.
Currently, the government is in the process of reviewing all e-cigarettes through the MHRA
licensing process10,11. As new evidence of safety and efficacy emerges, as well as further
information around the licensing of e-cigarettes, the Trust will review its position on the use
of these products.
Protocols have been developed in each locality of the Trust which describe the way patients
are able to obtain e-cigarettes for use on inpatient units in that locality.

2. Inpatient pathway
2.1

Assessment



All patients admitted to inpatient units should have a Tobacco Dependence
Treatment Pathway Inpatient Assessment Form (see page 10) completed.
The completed form should be uploaded as an attachment on to the ‘Assessment’
section of the patient’s Carenotes record. This should be saved under the title
‘Tobacco Dependence Inpatient Assessment Form – *insert date*’.
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2.2

Identification of smokers




The first step in treating tobacco dependence is to identify current tobacco users.
On the inpatient assessment form complete Section 1 ‘Identification of Smokers’
The identification and recording of each patient’s smoking status needs to be
completed regularly, i.e. on admission and discharge from hospital.
Advise and offer support



To comply with the Trust’s Smoke free Policy and the NICE guidelines for smoking
cessation in secondary care, smokers will need to abstain from smoking whilst in
Trust buildings and grounds during an inpatient admission2,9.
Making an attempt to permanently stop smoking is an opportunity not an obligation.

2.3



During an inpatient admission a smoker has three options:
OPTION 1: to temporarily abstain from smoking whilst in buildings and in the grounds, with
pharmacological and/or psychological support
OPTION 2: to temporarily abstain from smoking whilst in buildings and in the grounds, without
pharmacological and/or psychological support
OPTION 3: to use the opportunity to make a sustained quit attempt, with pharmacological
and/or psychological support. This should be followed up by the offer of tobacco dependence
treatment support from a ward tobacco dependence treatment advisor.



Offering support to quit or manage tobacco withdrawal symptoms during a period of
temporary abstinence, rather than asking a smoker how interested are they in
stopping or telling a person they should stop, leads to more people making a quit
attempt12. The most effective method of quitting or managing tobacco withdrawal
symptoms during a period of temporary abstinence, is with intensive behavioural
support and combination NRT (i.e. a patch and oral product) or varenicline or
buproprion (as sole therapies)2,12. Varenicline and buproprion should be used with
caution in patients who have mental health problems2.
 Advising the smoker that stopping smoking is one of the best things they can do for
their health and wellbeing13.
 Complete Section 2 ‘Advise and offer support’ on the inpatient assessment form
2.4
Act on smoker’s response


2.5

Based on the smoker’s response, choose one of the two pathways as detailed below.
If the patient has chosen Option 1 or 3 (see above), complete section 3 ‘Act on the
smoker’s response’ on the inpatient assessment form.
Nicotine replacement therapy product section



If the smoker has chosen Option 1 or 3 (see above), complete section 4 ‘Nicotine
replacement therapy product section’ on the inpatient assessment form.
 Following selection of NRT products, there are two ways to supply NRT to the
patient:
- Prescription by a medical or non-medical prescriber
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-

Medicines Administered under Protocol (see Group Protocols on Pharmacy
section of SUSI). This is available for lozenges and patches only.
2.6
For smokers choosing OPTION 1 or OPTION 3: Abstaining from smoking whilst in
hospital buildings and grounds or making a sustained quit attempt from smoking with
pharmacological and psychological support
PATHWAY 1: Abstaining from smoking whilst in hospital buildings and grounds or
making a sustained quit attempt from smoking with pharmacological and psychological
support
Follow PATHWAY 2.
No
Does patient want
NRT support for
Assessment
temporary
Yes

How
many
cigarettes
a day do you smoke?
abstinence?







How soon after you wake up do you have your first
cigarette?
Past use of NRT products
Patient choice of NRT products
Known allergies to NRT products
Will smoking cessation impact on their current
medication regime (see document ‘Smoking
Cessation – Effect on Psychotropic Medication’14)

Choose one of the following immediate acting products for any patient wanting NRT support
Nicorette® 15mg Inhalator 15mg/cartridge. Maximum 6 cartridges/day.
Nicorette® 1mg Oral spray 1-2 sprays every 30 minutes to 1 hour. Maximum 64 sprays/day
NiQuitin® Minis 1.5mg & 4mg lozenges 1-2 lozenges every hour. Maximum 15 lozenges/day
Choose one of the following transdermal patch regimens in addition to the immediate acting
product based on the number of cigarettes the patient smokes a day. It is the patient’s choice
whether they have a 16 hour or a 24 hour patch. 24 hour patches left on overnight may cause
sleep disturbances.
Less than 10 cigarettes a day
Consider if the patient’s cravings may be
controlled with an immediate acting
product alone
Nicorette® Invisi 16 hour patch
15mg for 8 weeks then
10mg for final 4 weeks
OR
NiQuitin CQ® Clear 24 hour patch
14mg for 6 weeks then
7mg for final 2 weeks

More than 10 cigarettes a day

Nicorette® Invisi 16 hour patch
25mg for 8 weeks then
15mg for 2 weeks then
10mg for final 2 weeks
OR
NiQuitin CQ® Clear 24 hour patch
21mg for 6 weeks then
14mg for 2 weeks then
7mg for final 2 weeks

Complete section 4 ‘Nicotine replacement
therapy
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2.7
For smokers who choose OPTION 2; to temporarily abstain from smoking whilst in
buildings and in the grounds, without pharmacological and/or psychological support, follow
treatment pathway 2 below:
PATHWAY 2: Abstaining from smoking whilst in hospital buildings and grounds
without pharmacological and psychological support

Provide education and raise awareness of tobacco dependence and treatment
Inform smokers that all Trust buildings and grounds are Smokefree

Daily assessment of nicotine withdrawal symptoms and the impact these may have on mental
health symptoms and wellbeing
Daily assessment of any cigarette use. Consider may this may impact on therapeutic caresee ‘Smoking Cessation – Effect on Psychotropic Medication including Clozapine’14
Manage any occurrence of smoking in buildings and grounds according to therapeutic
management of smoking incidents

Repeat education and the offer of support regularly. Switch to pathway 1 if patient agrees to
support
If the patient has tried NRT and has used it correctly (at the correct dose for the correct length
of time), unsuccessfully for temporary abstinence previously, consider the use of electronic
cigarettes (see 1.3).
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2.8


Provide information

Staff can refer to the ‘Nicotine replacement therapy guideline and product formulary’ for
information on any of the following15:
- How to use the NRT product correctly
- What side effects to expect and how to manage them
- What withdrawal symptoms to expect and how to manage them
- Maximum dose to use of each NRT product
- Importance of adherence

2.9






Assess
Severity and frequency of withdrawal symptoms
Response to treatment
Plasma level of clozapine and other medication (see Appendix 1 ‘Smoking Cessation –
Effect on Psychotropic Medication including Clozapine’14)
Ensure technique for using the NRT product is correct
Adherence with NRT

2.10





Discharge from inpatient care

Ensure that the patient’s current smoking status is documented on Carenotes under
‘Notes’.
When people are discharged from hospital ensure they have sufficient NRT to last at
least 1 week or until their next contact with a stop smoking service
Alert the patient’s community consultant and GP to that person’s changes in smoking
behaviour.
If the patient wants to continue to receive support to stop smoking in the community,
refer to the local NHS Stop Smoking Service:
i.

Discharge from West Sussex: Refer to Smokefree West Sussex using the referral
form or telephone number on the website
https://www.smokefreewestsussex.co.uk/

ii.

Discharge from Brighton and Hove: Refer the patient to one of the GP surgeries
or pharmacies offering the service
Brigton
pharmacists_and_gp_practices_offering_stop_smoking_services_0.pdf

iii.

Discharge from East Sussex: Refer to Quit 51 using the referral form or telephone
number on the website http://www.quit51.co.uk

3. Community Pathway
Staff working in the community have an important role to play in the management of
tobacco dependence before and after a smoker is admitted to hospital and during their care
within community services.
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3.1

Assessment


The identification and recording of each patient’s smoking status needs to be
completed regularly, i.e. on first contact, prior to admission or after discharge from
hospital and at each Care Programme Approach (CPA) review. This should be
completed on a Tobacco Dependence Treatment Pathway Community Assessment
Form (see page 12).
 The completed form should be uploaded as an attachment on to the ‘Assessment’
section of the patient’s Carenotes record. This should be saved under the title
‘Tobacco Dependence Community Assessment Form – *insert date*
3.2
Identification of smokers



The first step in treating tobacco dependence is to identify current tobacco users.
On the community assessment form complete Section 1 ‘Identification of Smokers’
Advise and offer support



Confirming if someone is a smoker, should be followed up with advice on the most
effective way of quitting
Inform smokers that all Trust buildings and grounds are Smokefree
Offering support to quit rather than asking a smoker how interested are they in
stopping or telling a person they should stop, leads to more people making a quit
attempt12. The most effective method of quitting, is with intensive behavioural
support and combination NRT (i.e. a patch and oral product) or varenicline or
buproprion (as sole therapies) 2,12. Varenicline and buproprion should be used with
caution in patients who have mental health problems2.
Advising the smoker that stopping smoking is one of the best things they can do for
their health and wellbeing13.
Complete Section 2 ‘Advise and offer support’ on the inpatient assessment form
Act on smoker’s response

3.3






3.4


If the patient would like specialist support to stop smoking, refer them to their local
smoking cessation service:
i.
Patients living in West Sussex: Refer to Smokefree West Sussex using the
referral form or telephone number on the website
https://www.smokefreewestsussex.co.uk/
ii.
Patients living in the Brighton and Hove: Refer the patient to one of the GP
surgeries or pharmacies offering the service

Brigton
pharmacists_and_gp_practices_offering_stop_smoking_services_0.p

iii.



Patients living in East Sussex: Refer to Quit 51 using the referral form or
telephone number on the website http://www.quit51.co.uk
Check whether smoking cessation will impact on the patient’s current medication regime
(see document ‘Smoking Cessation – Effect on Psychotropic Medication including
Clozapine’14)
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Alert the patient’s community consultant and GP to that person’s changes in smoking
behaviour. Although smoking cessation can require changes to be made to a patient’s
medication regime, this should not impact on their referral to smoking cessation services
and they should continue to be encouraged to quit smoking if they wish to.

Page 26 of 56

4. Tobacco Dependence Treatment Pathway
Inpatient Assessment Form
Surname
First name
CIS No:

Patient Details
Gender

Male/Female

Date of birth
Staff Details

Staff Name
Job Title
Ward

Hospital

Date of assessment
1. Identification of Smokers
The patient has been asked if they smoke
Yes
No
Patient’s current smoking status

Smoker

Non-smoker

If the patient is a smoker continue to section 2
If the patient is a non-smoker or an ex-smoker advise that support and advice is available on
the ward if they wish to access it.
This is the end of the assessment for non-smokers or ex-smokers
Staff signature

2. Advise and offer support
Which option to abstain from smoking during their inpatient admission has the patient
chosen?
OPTION 1: to temporarily abstain from smoking whilst in buildings and in the
grounds, with pharmacological and/or psychological support
OPTION 2: to temporarily abstain from smoking whilst in buildings and in the
grounds, without pharmacological and/or psychological support
OPTION 3: to use the opportunity to make a sustained quit attempt, with
pharmacological and/or psychological support.
Have the benefits of smoking cessation been discussed with the patient? Yes
Does the patient want to see a smoking cessation advisor during their
admission?
If the patient has chosen option 1 or option 3 continue to section 3.
If the patient has chosen option 2 continue to section 6.
Patient surname
CIS NO:
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Yes

No
No

3. Act on the smoker’s response
Does the patient want NRT support for temporary abstinence?
If the patient has said ‘Yes’ continue to the next question
If the patient has said ‘No’ continue to section 6.
How many cigarettes per day (cpd)
Less than 10
does the patient smoke?
How soon after waking up does the Less than 30 minutes
patient have their first cigarette?
Has the patient used NRT successfully in the past?

Yes

Which NRT products
has the patient used in
the past?

10-20

Lozenges

Gum

Oral Spray

Patches

Microtabs

Nasal Spray

Does the patient have any known allergies to NRT products?

Yes

No

More than 20
More than 30 minutes

No
Inhalator

Yes

If ‘Yes’ please state the
nature of the allergy:
Will smoking cessation impact on their current medication regime Yes
(see document ‘Smoking Cessation – Effect on Psychotropic
Medication including clozapine’14)
If ‘Yes’ please state what effect smoking
cessation is likely to have on the
patient’s current medication:
4. Nicotine replacement therapy product section
Would the patient like to use an immediate acting NRT product?
Yes

No

No

No

Which immediate acting product Lozenges
Inhalator
Oral Spray
has the patient chosen?
If the patient has smokes less than 30 minutes after waking advise that they use an
immediate acting nicotine preparation as soon as they wake up.
In addition to the immediate acting NRT product,
Yes
No
would the patient like to use a nicotine patch?
If the patient smokes less than 10 cigarettes per day, Consider if the patient’s cravings may
be controlled with an immediate acting product alone
Which nicotine patch has
Patients who smoke less than 10 cpd:
the patient chosen?
Nicorette® Invisi 15mg
NiQuitin CQ® Clear
16 hour patch
14mg 24 hour patch
Patients who smoke more than 10 cpd:
Nicorette® Invisi 25mg
NiQuitin CQ® Clear
16 hour patch
21mg 24 hour patch
How did the patient access Medicine administered under protocol (MAUP)
NRT following this
Prescription
assessment?
5. Provide information
Refer to the ‘Nicotine replacement therapy guideline and product formulary’ for further
information about the NRT products15.
6. Patients who have chosen Option 2
Follow Pathway 2 in SPT Tobacco Dependence Treatment Pathway
Staff signature
Page 28 of 56

5. Tobacco Dependence Treatment Pathway
Community Assessment Form
Surname
First name
CIS No:

Patient Details
Gender

Male/Female

Date of birth
Staff Details

Staff Name
Job Title
Community base
Date of assessment
1. Identification of Smokers
The patient has been asked if they smoke
Yes
No
Patient’s current smoking status

Smoker

Non-smoker

If the patient is a smoker continue to section 2
If the patient is a non-smoker or an ex-smoker advise that support and advice is available on
the ward if they wish to access it.
This is the end of the assessment for non-smokers or ex-smokers
Staff signature

2. Advise and offer support
Has the patient been informed that all Trust buildings and grounds are
Smokefree?
Have the benefits of smoking cessation been discussed with the patient?
Does the patient want to be referred to the smoking cessation service in
their local area?
Has the patient been referred to the smoking cessation service in their
local area?
Staff signature
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Yes

No

Yes

No

Yes

No

Yes

No
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Appendix 1.1

Smoking Cessation – Effect on Psychotropic Medication including
Clozapine
Summary.
A guide to the adjustment of dose in patients who stop smoking – e.g. on admission to an inpatient unit.
Background.
The hydrocarbons in tobacco smoke induce the production or activity of various liver enzymes, in
particular cytochrome CYP1A2, an enzyme associated with the metabolism of several psychotropic
drugs including clozapine. Therefore, in response to smoking cessation it is possible that the
metabolism of these drugs will decrease and plasma levels will rise. This is particularly the case for
clozapine where it is possible that plasma levels may be elevated to toxicity.
Note – CYP1A2 activity is affected by hydrocarbons and not by nicotine. Therefore nicotine replacement therapy
(NRT) will not affect drug metabolism and there are no known interactions between NRT and drug therapy.

Drugs Most Affected.
Plasma level of these drugs:Is likely to rise, therefore…
a dose reduction may be required. The patient must
be monitored for adverse effects and plasma drug
levels should be monitored if appropriate

May possibly rise, but…
this is not generally found to be clinically significant.
If adverse effects occur, consider decreasing dose.

Is unlikely to rise, therefore…
no interaction is expected. However, data are often
limited so patients should be monitored for adverse
effects.

Psychotropic drugs
chlorpromazine, fluphenazine, haloperidol,
olanzapine, duloxetine, fluvoxamine,
clozapine – see overleaf.
flupentixol, zuclopenthixcol, trifluoperazine,
mirtazapine, tricyclic antidepressants, lamotrigine,
valproate, most benzodiazepines, zolpidem,
propranolol
amisulpride, aripiprazole, quetiapine, risperidone,
citalopram, escitalopram, fluoxetine, paroxetine,
sertraline, moclobemide, reboxetine, venlafaxine,
carbamazepine, chlordiazepoxide.
(Note – lithium levels may reduce).

The most significant effects on plasma levels are seen with clozapine and olanzapine where
increases of up to 70% and 20% respectively have been reported. For olanzapine patients, a
reduction in dose of 2.5 – 5mg may be indicated. For clozapine patients far more drastic
dose reductions may be necessary, as described overleaf.
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Action recommended on admission / assessment.

Ascertain pre-admission smoking status and recent medication compliance


Determine effect of smoking cessation from the table above



Consider adjustment of dose, based also on age, hepatic function, and the time delay for
drug
plasma level changes to occur – usually not within the first 7 days. Continue to
monitor for
emergence of adverse effects



Ascertain and monitor smoking status on leave / discharge. Readjust dose if indicated
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For clozapine:
1. Review latest (outpatient) serum clozapine levels (if available) and order a new baseline
serum clozapine level as soon as practicable. (Note – no ‘call-out’ is required, as dose
reduction need not be immediate. Arrange bloods in normal ‘office hours’).

2. Review side-effects history and, if possible, check against the serum clozapine levels at
which they occurred.
3. Assess the risk of toxicity (i.e. if level exceeds 1000ng/ml) by estimating the non-smoking
serum clozapine level using the formula below:
(Non-smoker)

Serum clozapine

(Smoker)

= [1.5 x Serum clozapine

] + 50

e.g. smoking level of 500ng/ml gives a non-smoking level of 800ng/ml
Note The formula is considered to give a suitably accurate result in approximately 80% of cases.
However, in patients with higher smoking clozapine levels or doses, (e.g. above 700ng/ml or above 700mg
daily), the CYP1A2 enzyme may have been saturated resulting in much higher rates of metabolism.
Greatly increased levels may then occur in these patients when they stop smoking and the formula may
be wildly inaccurate.

4. Set a target (non-smoking) serum clozapine level, taking into consideration the patient’s
current condition and clinical response to current dose / level. If indicated, adjust the
clozapine dose accordingly. (Note – if compliance has been poor prior to admission, the
baseline level may be artificially low. This should be taken into consideration).
For example
Smoker admitted on clozapine 600mg daily and serum level found to be 480ng/ml. Compliant with
medication but clinically unwell on this dose and considered to need a higher level. Estimated serum level
on cessation of smoking is (1.5 x 480) + 50 = 770ng/ml. If clinician considers that a target serum level of
770ng/ml is appropriate then no adjustment of dose may be necessary. However, if it is felt that the target
level should be in the region of 600ng/ml, then the patient’s dose may need reducing to 450mg or 475mg
daily. For levels above 500ng/mL consider seizure prophylaxis.

5. Necessary reductions in daily dose should normally be made at a rate of approximately 10%
per day.
6. If possible, monitor serum clozapine level at day 3 and then weekly (until stabilised to target
level). Also, pre-discharge level (unless done in previous 48 hours).
7. Monitor for adverse effects – bearing in mind that some may take as long as 2 to 3 weeks
after adjustment of dose to become apparent.
8. On discharge or leave, reassess patient’s likelihood to recommence smoking and the
potential reduction in serum clozapine level in response. If this occurs it is likely that the
clozapine dose will have to be increased.
9. Post-discharge, where possible, monitor serum clozapine level once each week, (or
fortnightly if total dose change was less than 20%), until stable.
References:
Maudsley 12th Edition - 2015
Psychotropic Drug Directory 2014 – S.Bazire
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Appendix 2

Nicotine replacement therapy guideline and
product formular

GUIDELINE VERSION
RATIFYING GROUP
DATE PUBLISHED
NEXT REVIEW DATE
FORMULARY SPONSOR
FORMULARY AUTHOR

1
Drugs and Therapeutics Group (DTG)
January 2017
January 2019
Executive Medical Director
Daniel Barry, Lead Pharmacist Mental Health –
Chichester Locality

If you require this document in an alternative format, i.e. easy
read, large text, audio, Braille or a community language
please contact the pharmacy team on 01243 623349 (Text
Relay calls welcome)

Page 34 of 56

Nicotine replacement therapy guideline and product formulary
Nicotine-containing products that are licensed have been given marketing authorisation by
the Medicines Health Regulatory Authority (MHRA), such as nicotine replacement therapy
(NRT) and e-cigarettes1,2. Apart from E-voke®, all other e-cigarette brands are currently
unlicensed and the government is in the process of reviewing these products through the
MHRA licensing process2,3. As new evidence of safety and efficacy emerges, as well as
further information around the licensing of e-cigarettes, the Trust will review its position on
the use of these products.
NRT aims to reduce motivation to smoke and the physiological and psychomotor withdrawal
symptoms often experienced during an attempt to stop smoking. This therefore increases
the likelihood of remaining abstinent4.
NRT is safe and effective1. When provided on prescription and used in isolation (without
additional behavioural support) it approximately doubles the chances of long-term
abstinence from cigarettes 5,6. There are seven different types of NRT: patch, gum, lozenge,
microtab, nasal spray, oral spray and inhalator. There is no evidence to suggest that one
type of NRT is significantly more effective in practice than another so product selection
should be guided by patient preference4,7.
A combination of NRT products (combination therapy) has been shown to have an
advantage over using just one product6,8. It is also considered cost-effective9. Stop smoking
service providers should therefore routinely offer patients a combination of transdermal
patches with a fast-acting product i.e. inhalator, tablets or mouthspray10.
Nicotine Replacement Therapy with special population groups
Adolescents aged 12 and over, pregnant women and people with cardiovascular
disease
NRT can be used by adolescents aged 12 and over, pregnant women and people with
cardiovascular disease4.
Patients with mental illness
Smoking levels are twice the national average in people with mental illness 1. Smoking
cessation treatments that work in the general population work for those with severe mental
illness and appear approximately as effective4. Additionally, treating tobacco dependence in
patients with stable psychiatric conditions does not worsen their mental state 11. Although
people with mental illness are just as likely to want to stop smoking as the general
population, effective smoking cessation treatments are not always offered to them 10.
Combining pharmacotherapy with other support such as counselling can increase
abstinence rates in those with mental health problems to rates similar to those of the
general population12,13.
Heavy Smokers
Heavier smokers are defined as those who smoker more than 20 cigarettes per day14.
Heavy smokers often require more intensive pharmacological and non-pharmacological
interventions4.
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Nicotine Replacement Therapy Recommendations for Use
 All products and dose regimens described are for use in children aged 12 and over and
adults aged 18 and over
 Offer a combination of patches and either the inhalator, mouth spray or lozenges.
 Usually length of treatment is up to three months
 Smoking cessation can have an effect on prescribed medication. For further information,
read the Trust guidance ‘Smoking Cessation – Effect on Psychotropic Medication
including Clozapine’ http://www.sussexpartnership.nhs.uk/node/1527/attachment
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Nicotine Replacement Therapy Product Formulary
OFFER A COMBINATION OF PATCHES AND INHALATOR OR MOUTH SPRAY OR LOZENGES
Product
Dose
Correct use
Very common side effects (>1/10)
Individuals who smoke more than 10 cigarettes per day Should be applied on waking to dry, non-hairy skin on
Patch
Skin reactions are common at the site of
15,16,17
(cpd):
the hip, trunk or upper arm and held in position for 10application and can include burning, swelling,
Nicorette®
20
seconds
to
ensure
adhesion.
Remove
old
patch
rash, pain and irritation. Most resolve within 48
Nicorette® Invisi 16 hour patch: 25mg for 8 weeks then
pack of 7
before
applying
a
new
patch.
Place
next
patch
on
a
hours once the patch is removed.
15mg for 2 weeks then 10mg for 2 weeks
patches
different site and avoid using the same site for seven
NiQuitin CQ® Clear 24 hour patch: 21mg for 6 weeks
Patients who experience excessive side effects
£10.37
days
then 14mg for 2 weeks then 7mg for final 2 weeks
that do not resolve within a few days should
NiQuitin®
change to a lower strength patch
Individuals who smoke less than 10 cpd
Sleep disturbance (insomnia and abnormal dreams)
pack of 7
may occur with 24 hr patch
Nicorette® Invisi 16 hour patch:
Use with caution in patients with skin disorders
patches
15mg for 8 weeks then 10mg for 4 weeks
£9.97
NiQuitin CQ® Clear 24 hour patch:14mg for 6 weeks then
7mg for 2 weeks
Nicorette® 15mg Inhalator
Inhalator
Insert the cartridge into the device and draw air
Nausea, hiccups, cough, throat irritation,
4,15,18
through the mouthpiece. Minimal nicotine reaches the
stomatitis, headache
Use when the urge to smoke occurs or to prevent cravings.
lungs as the nicotine is vapourised and absorbed by
The amount of nicotine from 1 puff of the cartridge is less
Pack of 36
the buccal mucosa. In this way, the more effective
Care should be taken in patients with chronic
than that from a cigarette, therefore it is necessary to inhale technique is to hold the vapour in the oral cavity (like
cartridges
throat disease, obstructive lung disease or
more often than when smoking a cigarette
(£24.03)
smoking a cigar) rather than inhaling the vapour (like
bronchospastic disease.
should last
smoking a cigarette). Each session can last for about
Max 6 cartridges in 24 hours
six days
5 minutes. A single 15mg cartridge lasts for
approximately 40 minutes of intense use.
Nicorette Quickmist® 1mg/metered dose
Mouth
Once primed, point the spray nozzle as close to the
Nausea, hiccups, cough, throat irritation,
Spray4,15,19
open mouth as possible (to avoid the lips) and release stomatitis, headache, dyspepsia, localised
Use 1 or 2 sprays when cigarettes normally would have
one spray into the side of the mouth.
numbness where the spray is administered,
been smoked or if cravings emerge. If after the first spray
If using the spray for the first time or if the spray has
cravings are not controlled within a few minutes, a second
not been used for 2 days, the spray pump must first be
spray should be used. If 2 sprays are required, future doses
1 x 13.2ml
primed:
may be delivered as 2 consecutive sprays.
spray
1. Point the spray safely away from the user or other
Most smokers will require 1-2 sprays every 30 minutes to 1
(£12.12)
persons
hour
should last
2. Press the top of the device 3 times until a fine spray
2½ days
appears
Up to four sprays an hour. Maximum of 64 sprays in 24
Do not inhale while spraying. Do not swallow for a few
hours.
seconds after spraying.
NiQuitin®
Minis
1.5mg
&
4mg
lozenges
Lozenges
Lozenges should be allowed to slowly dissolve in the
Headache, cough, hiccups. Irritation in the mouth
15,20,21
mouth. Periodically move the lozenge from one side of and throat (during the first few days of treatment).
One lozenge should be used every 1-2 hours when the
the mouth to the other.
Most patients will get used to this sensation after
urge to smoke occurs.
Pack of 60
the first few days
Individuals who smoke more than 20 cpd: Use 4mg
Lozenges last for 10-30 minutes, depending on their
lozenges
lozenges
size.
Common side effects include diarrhoea,
(£9.57)
dysphagia, oesophagitis, mouth ulcers, bloating,
Individuals
who
smoke
less
than
20
cpd:
Use
1.5mg
should last
flatulence
lozenges
four days
Maximum 15 lozenges in 24 hours.
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GROUP PROTOCOL FOR THE MANAGEMENT OF NICOTINE WITHDRAWAL
1. CLINICAL CONDITION
1.1

Clinical condition
Prevention of nicotine withdrawal symptoms in regular smokers who are
prevented from smoking due to their admission to a Trust inpatient unit.
Common symptoms of nicotine withdrawal (often occur within 12-14 hours
of stopping smoking, and include:





Depressed mood
Anxiety and restlessness
Irritability and difficulty in concentrating
Increased appetite
Inclusion Criteria – Tobacco smokers who meet the following criteria:

1.2




1.3

Patients 12 years of age and over who normally smoke more than 5 cigarettes
per day, or regularly smoke cigars or pipe tobacco
Consent to Nicotine Replacement Therapy (NRT) as an alternative to smoking, in
advance of a doctor’s assessment and prescription.
Not currently using prescribed or purchased supplies of NRT.
Pregnant and lactating women
Exclusion Criteria













Patients under 12 years of age.
Allergy to any nicotine patches.
Unwilling to cease smoking while being treated with NRT.
Significant / widespread skin disorder e.g. psoriasis, dermatitis etc.
Severe or unstable cardiovascular disease or recent myocardial infarction.
Recent cerebrovascular accident (stroke).
Renal or hepatic impairment
A history of or current peptic ulcer disease
Uncontrolled hyperthyroidism.
Phaeochromocytoma.
Diabetes mellitus – see below
[Patients with diabetes mellitus may be treated under the terms of this protocol,
but as blood glucose levels may be more variable when stopping smoking, the
patient’s blood glucose concentration should be closely monitored with the
patient’s consent].

1.4

Action to be taken if patient is excluded from treatment under protocol
i)
ii)

Check if the patient meets the inclusion criteria for a nicotine lozenge as a
MAUP.
If they meet the inclusion criteria, ask the patient if they would like to use a
nicotine lozenge as NRT.
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If they agree to use a nicotine lozenge, follow ‘Group Protocol for the
Management of Temporary Nicotine Withdrawal (Use of Nicotine
(NiQuitin®) Lozenges)’.
If they do not meet the inclusion criteria for a nicotine lozenge or they
refuse a lozenge, ask the patient if they want to see a doctor.
The patient may stop smoking, without the aid of NRT; however if
withdrawal symptoms are severe, refer to a doctor for assessment.

iii)

iv)
v)
1.5

Action to be taken if patient refuses treatment under protocol
i.

Check if the patient meets the inclusion criteria for a nicotine lozenge as a
MAUP.
If they meet the inclusion criteria, ask the patient if they would like to use a
nicotine lozenge as NRT instead.
If they agree to use a nicotine lozenge, follow ‘Group Protocol for the
Management of Temporary Nicotine Withdrawal (Use of Nicotine (NiQuitin®)
Lozenges)’.
If they do not meet the inclusion criteria for a nicotine lozenge or they refuse a
lozenge, the patient may stop smoking, without the aid of NRT. However if
withdrawal symptoms are severe, refer to a doctor for assessment.

ii.
iii.

iv.

2. LOCATION and STAFF
2.1

Location
Inpatient wards

2.2

Staff
Qualified nursing staff that have been signed off as competent by the Appointed
Practitioner in Charge of the ward, following training and successful completion
of the 'Key Aspects of Pharmacy' questionnaire for nicotine patches.

2.3

Continued Training Requirements.
Not required unless there are significant changes to the protocol

3.

TREATMENT

3.1

Name of product



3.2

NiQuitin CQ® Clear Patches – releasing 14mg/24 hours.
NiQuitin CQ® Clear Patches – releasing 21mg/24 hours.

Mode of action
Nicotine is absorbed transdermally from the patch over the course of 24 hours
replacing the nicotine loss caused by stopping smoking.

3.3

Legal status
GSL (General sales list)

3.4

Dose range and criteria for determining dose


A 14mg patch should be used for those who normally smoke less than 10
cigarettes per day or smoke cigars or a pipe.
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3.5

A 21mg patch should be used for those who normally smoke more than 10
cigarettes per day.

Method of administration
The patch should be applied to a dry, non-hairy area of skin on the hip, trunk or
upper arm and held in position for 10-20 seconds to ensure adhesion. Broken
areas of skin must be avoided. Wherever possible, the same area of skin should
not be reused for patch application for seven days.

3.6

Frequency of administration
The patch is applied once daily and is designed to remain in place for 24 hours
before being removed. However, the patch may be removed before going to bed
if sleep disturbances with 24 hour nicotine patches have been problematic for the
patient in the past. Up to 3 days treatment, (1 patch on three consecutive days),
may be administered under the terms of this protocol.

3.7

Follow up treatment





3.8

The patch must be removed in response to significant side effects including
transient rash, itching, burning, tingling, numbness, swelling, pain and
urticaria or hypersensitivity reactions including contact dermatitis and allergic
dermatitis.
A medical referral must be made if withdrawal symptoms are severe.
It must be ensured that patient does not smoke while on nicotine patches.
If further treatment for nicotine withdrawal is required, inform the ward doctor
or duty doctor and request that they review the patient’s need for NRT.

Side effects of nicotine patches and their management
Note – some effects may be due to smoking cessation rather than the nicotine patch














sc

(SC)

.

Sleep disturbances including abnormal dreams and insomnia
HeadacheSC. Should be transient and will usually respond to paracetamol. If
persistent, report to doctor. Check that the patient is not smoking at the same
time.
DizzinessSC. May indicate that the dose of the patch is too high. Remove
patch and use lower dose if possible. Check that the patient is not smoking at
the same time. If persistent, refer to doctor.
TremorSC
Palpitations
Difficulty breathing
Cough
Sore throat
Gastro-intestinal disturbances
Nausea and vomiting
Cold & flu-like symptoms. (Usually resolve spontaneously after a few days.
Paracetamol may help. If persistent, report to doctor).
Mild to severe skin reaction at site of application. Ensure patches are not
repeated applied to the same area of skin. If the skin reaction is severe, stop
treatment and report the incident to the doctor.
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3.9

With all possible side effects, implement normal patient observations and
document concerns in the patient’s notes.

Interactions
There are no significant interactions between NRT and other medication.

3.10

Arrangements for referral to medical advice
Seek medical advice, including from the doctor on-call:





To ensure that the requirement for NRT is reviewed and prescribed
appropriately when it is indicated.
If there are concerns regarding the patient’s exclusion from treatment
when nicotine patches are indicated
Concerns about the severity of withdrawal
Concerns about possible side effects

4.

INFORMATION AND DOCUMENTATION

4.1

Advice (including written advice) to be given to patient or carer before or
after treatment.


4.2

Provide a copy of the manufacturers Patient Information Leaflet supplied with
the nicotine patches:
http://www.medicines.org.uk/emc/PIL.25529.latest.pdf.

Details of treatment records required



Completion of the ‘MAUP’ section of patient’s Drug Prescription and
Administration chart.
Full record of assessment of patient and supply of the nicotine patch in the
patient’s carenotes record, including confirmation that all exclusion criteria
were addressed.

5.

MANAGEMENT AND MONITORING

5.1

Advisory group approving the protocol
Drugs & Therapeutics Group, Sussex Partnership NHS Foundation Trust.

5.2

Lines of accountability
Appointed Practitioners in Charge.
Associate Directors of Service.

5.3

Method to report any adverse drug reactions to the doctor



5.4

Normal ward policy for communicating with the Medical Officer.
Significant adverse reactions to be reported to the MHRA via ‘Yellow Card’.

Audit Arrangements




Pharmacy supervision.
Audit of Drug Prescription and Administration Chart.
Clinical audit of patient’s notes.
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5.5

Protocol Review Date and by Whom
Every three years by the Drugs and Therapeutics Group, or earlier if significant
new evidence, national guidance or manufacturers advice becomes available.

6.

References.



https://www.medicinescomplete.com/mc/bnf/current/ accessed 04/01/2017.
http://www.medicines.org.uk/emc/medicine/27346 accessed 04/01/2017.
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Staff authorized to work under the Use of Nicotine Patches Protocol
I have read the group protocol and agree to use it.

Nurses agreeing to, and
authorized to, work under the
protocol
Name
Signature

Appointed Practitioner in
Charge assessing competence
Name
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Signature

Date

KEY ASPECTS OF PHARMACY QUESTIONNAIRE
(To be completed without access to the protocol or drug text books, eg BNF.)
Key aspects of pharmacy for Nicotine Patches
Professional's name:

Grade:

1.
Symptoms / criteria under which the patient will be eligible for treatment under
the protocol

2.

Doses available, criteria for dose selection and method of administration

3.

Mode of action

4.

Exclusion criteria

5.

What side effects are there, and what significant drug interactions?

6.

When should medical advice be obtained? Give two examples.

7.

What written / verbal advice must be given to the patient/carer?

Assessment:
I confirm that at the time of completion, the answers provided showed an acceptable level
Appendix 4
of knowledge.
Name:
Designation:

Signature:
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GROUP PROTOCOL FOR THE MANAGEMENT OF TEMPORARY NICOTINE WITHDRAWAL
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1. CLINICAL CONDITION
1.1

Clinical condition
Prevention of nicotine withdrawal symptoms in regular smokers who are
prevented from smoking due to admission to a ‘Place of Safety’ suite or ward.
Common symptoms of nicotine withdrawal often occur within 12-14 hours
of stopping smoking, and include:





Depressed mood
Anxiety and restlessness
Irritability and difficulty in concentrating
Increased appetite
Inclusion Criteria – Tobacco smokers who meet the following criteria:

1.2


Smokers who are concerned that the lack of access to a cigarette may cause
them distress due to nicotine withdrawal.
Consent to Nicotine Replacement Therapy (NRT) as an alternative to smoking, in
advance of a doctor’s assessment and prescription.
Not currently using prescribed or purchased supplies of NRT.
Pregnant and lactating women.




1.5

Exclusion Criteria












Patients under 12 years of age and non-smokers.
Allergy to nicotine or any of the excipients as listed in 6.1of the SPC.
http://www.medicines.org.uk/emc/medicine/22194
Unwilling to cease smoking while being treated with NRT.
Oesophagitis, oral or pharyngeal inflammation, gastritis or peptic ulcers
Severe or unstable cardiovascular disease or recent myocardial infarction.
Recent cerebrovascular accident (stroke).
Uncontrolled hyperthyroidism.
Severe liver or kidney disease
Phaeochromocytoma (tumour of the adrenal glands).
Diabetes mellitus – see below
[Patients with diabetes mellitus may be treated under the terms of this protocol,
but as blood glucose levels may be more variable when stopping smoking, the
patient’s blood glucose concentration should be closely monitored with the
patient’s consent].

1.6

Action to be taken if patient is excluded from treatment under protocol
i.
ii.
iii.
iv.
v.

Check if the patient meets the inclusion criteria for a nicotine patch as a
MAUP.
If they meet the inclusion criteria, ask the patient if they would like to use a
nicotine patch as NRT.
If they agree to use a nicotine patch, follow ‘Group Protocol for the
Management of Nicotine Withdrawal (Use of Nicotine Patch)’.
If they do not meet the inclusion criteria for a nicotine patch or they refuse a
patch, ask the patient if they want to see a doctor.
The patient may stop smoking, without the aid of NRT; however if withdrawal
symptoms are severe, refer to a doctor for assessment.
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1.5

Action to be taken if patient refuses treatment under protocol
v.
vi.
vii.
viii.

Check if the patient meets the inclusion criteria for a nicotine patch as a
MAUP.
If they meet the inclusion criteria, ask the patient if they would like to use a
nicotine patch as NRT instead.
If they agree to use a nicotine patch, follow ‘Group Protocol for the
Management of Nicotine Withdrawal (Use of Nicotine Patch)’.
If they do not meet the inclusion criteria for a nicotine patch or they refuse a
patch, the patient may stop smoking, without the aid of NRT. However if
withdrawal symptoms are severe, refer to a doctor for assessment.

2. LOCATION and STAFF
2.1

Location
‘Place of Safety’ suites and inpatient wards.

2.2

Staff
Qualified nursing staff that have been signed off as competent by the Appointed
Practitioner in Charge of the ‘Place of safety’ suite or ward, following training and
successful completion of the 'Key Aspects of Pharmacy' questionnaire for nicotine
lozenges.

2.3

Continued Training Requirements.
Not required unless there are significant changes to the protocol

3.

TREATMENT

3.1

Name of product
NiQuitin Minis® Lozenge 1.5mg lozenges, containing 1.5mg of nicotine (as
nicotine resinate)
NOTE – there is also a MAUP for nicotine patches that may be more suitable for
some smokers.

3.2

Mode of action
The lozenges contain a resin, which when sucked allow a slow release of
nicotine, which is absorbed through the lining of the mouth.

3.3

Legal status
GSL (General Sales List)

3.4

Dose and frequency of administration
For temporary abstinence, if it is not possible to have a cigarette: Suck one
lozenge every 1-2 hours to control troublesome withdrawal symptoms including
cravings. Up to 15 lozenges may be administered within a 24-hour period.
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3.5

Method of administration

3.6

One lozenge should be placed in the mouth and moved at intervals from one side
of the mouth to the other until it completely dissolves. Normally, this takes 10
minutes. The lozenge should not be chewed or swallowed whole.
Do not eat or drink acidic foods or beverages such as coffee or fruit juice for 15
minutes before, and while a lozenge is in the mouth, as this may reduce the
absorption of nicotine.

3.7

Follow up treatment





3.7

The lozenge should be removed from the mouth in response to any significant
side effects.
A medical referral must be made if withdrawal symptoms are severe.
It must be ensured that patient does not smoke whilst using nicotine
lozenges.
If further treatment for nicotine withdrawal is required, inform the ward doctor
or duty doctor and request that they review the patient’s need for NRT.

Side effects of nicotine lozenges and their management
Note – some effects may be due to smoking cessation rather than the nicotine lozenge













3.10

.

Thirst
Parasthesia of the mouth
Dry mouth
Taste disturbances
Mouth ulcerationSC
Increased salivation
Hiccups
Throat irritation
DizzinessSC
Gastro-intestinal disturbance
Sleep disturbanceSC
 Hot flushes
 Rash
 Chest pain
 Fatigue
 HeadacheSC. Should be transient and will usually respond to paracetamol. If
persistent, report to doctor. Check that the patient is not smoking at the same
time.
 With all possible side effects, implement normal patient observations and
document concerns in the patient’s notes.
Interactions
There are no significant interactions between NRT and other medication.

3.9

(SC)

Arrangements for referral to medical advice
Seek medical advice, including from the doctor on-call:


To ensure that the requirement for NRT is reviewed and prescribed
appropriately when it is indicated.
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If there are concerns regarding the patient’s exclusion from treatment
when nicotine lozenges are indicated
Concerns about the severity of withdrawal
Concerns about possible side effects

4.

INFORMATION AND DOCUMENTATION

4.1

Advice (including written advice) to be given to patient or carer before or
after treatment.


4.2

Provide a copy of the manufacturer’s Patient Information Leaflet supplied with
the nicotine lozenges:
http://www.medicines.org.uk/emc/PIL.24318.latest.pdf.

Details of treatment records required



Completion of the ‘MAUP’ section of patient’s Drug Prescription and
Administration Chart.
Full record of assessment of the patient and administration of the nicotine
lozenge in the patient’s carenotes record, including confirmation that all
exclusion criteria were addressed.

5.

MANAGEMENT AND MONITORING

5.1

Advisory group approving the protocol
Drugs & Therapeutics Group, Sussex Partnership NHS Foundation Trust.

5.2

Lines of accountability
Appointed Practitioners in Charge.
Associate Directors of Service.

5.3

Method to report any adverse drug reactions to the doctor



5.4

Audit Arrangements




5.5

Normal ward policy for communicating with the Medical Officer.
Significant adverse reactions to be reported to the MHRA via ‘Yellow Card’.
Pharmacy supervision.
Audit of Drug Prescription and Administration Chart.
Clinical audit of patient’s notes.

Protocol Review Date and by Whom
Every three years by the Drugs and Therapeutics Group, or earlier if significant
new evidence, national guidance or amended manufacturer’s advice becomes
available.

6.

References.
 BNF Legacy https://www.medicinescomplete.com/mc/bnflegacy/current/
accessed 18/11/2016.
 NiQuitin Minis® Mint Lozenges. Summary of Product Characteristics.
http://www.medicines.org.uk/emc/medicine/22194 accessed 04/01/2016.
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Staff authorised to work under the Use of Nicotine Lozenges Protocol
I have read the group protocol and agree to use it.

Nurses agreeing to, and
authorized to, work under the
protocol
Name
Signature

Appointed Practitioner in
Charge assessing competence
Name
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Signature

Date

KEY ASPECTS OF PHARMACY QUESTIONNAIRE
(To be completed without access to the protocol or drug text books, e.g BNF.)
Key aspects of pharmacy for nicotine lozenges
Professional's name:

Grade:

1.
Symptoms / criteria under which the patient will be eligible for treatment under the
protocol

2.

Dose available and method of administration

3.

Mode of action

4.

Exclusion criteria

5.

What side effects are there, and what significant drug interactions?

6.

When should medical advice be obtained? Give two examples.

7.

What written / verbal advice must be given to the patient/carer?

Assessment:
I confirm that at the time of completion, the answers provided showed an acceptable
level of knowledge.
Name:
Designation:

Signature:
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