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Background

Mental health service users are more likely to smoke tobacco and are as likely to make quit attempts as people not experiencing SMI, but they are less likely to succeed. Quitting tobacco can be harder for people experiencing SMI due to higher levels of nicotine dependence, more severe withdrawal, and many other complex factors. The Quitlink study was a randomized controlled trial combining a tailored 8-week Quitline intervention delivered by dedicated Quitline counsellors plus combination nicotine replacement therapy for people who experience SMI. The purpose of this paper is to report on the medium- and longer-term findings from interviews conducted at 5 and 8 months.





Methods

As a part of the broader Quitlink study, participants were invited to qualitative interviews at 2, 5 and 8 months following recruitment, in line with quantitative follow-up time points. Interviews were conducted with 28 participants in the Quitlink trial (intervention group n = 12, control group n = 16). Interviews were transcribed and analyzed with a thematic analysis methodology using NVivo 12. Key themes were determined using inductive coding.





Results

Six key themes were identified. These included: internal/external attributions for tobacco smoking, social relationships and relapse, the role of hopefulness in quitting, the role of clinicians in initiating and maintaining a quit attempt, increasing cessation literacy, and efficacy of the study intervention. Overall, findings suggested that participants’ quit attempts were often precarious and vulnerable, but active support and feelings of social connectedness were key to supporting participants to initiate a quit attempt and maintain gains.





Conclusions

People who experience SMI can make attempts to quit smoking tobacco with support from clinicians and social networks. Connectedness and hope are significant enablers of making and sustaining quit attempts.





Trial registration

The Quitlink trial was registered with ANZCTR (www.anzctr.org.au): ACTRN12619000244101 prior to the accrual of the first participant and updated regularly as per registry guidelines.
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Background

People who experience severe mental illness (SMI) are more likely to smoke tobacco and more likely to die from smoking-related causes than the general population (1–4). However, they are just as likely to have made or planned to make a quit attempt – defined by Chaiton et al. (5) as a period of abstinence with the intention of not smoking again – as people not living with SMI (6). Yet, cessation attempts for this group of people are less likely to be successful (7).

Challenges can include higher physical and psychological dependence on nicotine (8), more severe nicotine withdrawal (9, 10), and lack of support from health and other service providers (11) that may be related to perceptions that quitting smoking interferes with recovery from mental illness (12). A common challenge for achieving tobacco smoking cessation is that smoking can fulfill needs that are not being addressed elsewhere. For people living with SMI these needs may include alleviating isolation and despair associated with social exclusion and trauma (13).

Treatments that work in the general population (e.g. nicotine replacement therapy, focused psychological strategies) work for those with SMI and appear approximately equally effective (14). Best practice treatment for smoking cessation for people with or without mental illness combines multi-session behavioral intervention with pharmacotherapy (e.g., combination nicotine replacement therapy and/or a smoking cessation medication) (15). However, despite evidence-based interventions for tobacco treatment, the unique barriers experienced by people who experience SMI have meant gaining support and achieving success to quit has been challenging.

This qualitative study was a nested component of the ‘Quitlink’ study, a randomized controlled trial (RCT) of peer worker facilitated telephone support for smokers receiving mental health services. This was a tailored intervention for smokers who experience SMI, which has been described elsewhere (16–20).

Briefly, this study involved two conditions. The control condition included brief advice to quit from the peer worker, encouragement to use cNRT (combination nicotine replacement therapy) and to contact Quitline (a telephone support service), and provision of a pack of written materials which featured information about the Quitline service and motivational content relating to starting a quit attempt. Participants could call Quitline at their own discretion during the intervention period (2 months), and so the number and length of the calls varied (20). During the intervention period the average number of sessions were 3.3 (1-4) for the control and 5.2 for intervention group (1-15). The intervention condition included the same provision as the control condition, with the addition of a proactive referral to Quitline counselling based on cognitive behavioral therapy and tailored to meet the needs of people experiencing SMI, and up to 8 weeks of cNRT. Tailored Quitline counselling with a dedicated counsellor included structured monitoring of mental health symptoms, nicotine withdrawal symptoms, and medication side-effects to help distinguish temporary withdrawal symptoms from psychiatric symptoms; and a focus on psychoeducation including the relationship between smoking and mood; goal setting; identification of triggers to smoke; and facilitating problem solving and skills building, including the use of mood management strategies that also act to aid cessation (20).

Participants who completed qualitative interviews at the Quitlink 2 month follow-up timepoint identified enormous challenges when quitting (19). However, these interviews indicated that a tailored intervention had the potential to assist people on their journey to quitting while they continued their journey of mental health recovery (19). Through interviewing participants at medium and longer term timepoints (5 and 8 months), we sought to identify factors that sustained their attempts to quit and those that represented their most difficult challenges, thus complementing and building on the shorter term follow up findings. The purpose of this paper is to report on the medium- and longer-term findings from these interviews.





Methods

Participants were invited to the Quitlink trial via face-to-face peer researcher facilitated recruitment. There were no formal relationships between participants and the Quitlink trial researchers prior to their recruitment in the main trial, although individual researchers were able to use contacts in the two partner organizations to facilitate recruitment. Ethical approval was granted by St Vincent’s Hospital, Melbourne (HREC Reference Number: HREC/18/SVHM/154), the University of Newcastle HREC (HREC Reference Number: H-2018-0192) and the Cancer Council Victoria, HREC (HREC Reference Number: 1807).




Participants

In this qualitative sub-study, participants were those who participated in the ‘Quitlink’ RCT and provided consent to be contacted about participating in qualitative interviews at 2, 5 and 8 months post-recruitment. This paper reports findings from all participants in the Quitlink RCT who consented to be interviewed at the 5 or 8 month timepoints. Supply of pharmacotherapy ended at 2 months, but, as Quitline is a public service, participants could continue to access it after the intervention had ended. This paper is from participant’s reflections 3 and 6 months following the conclusion of the 2 month intervention period.

To be eligible for the main RCT, participants smoked at least 10 cigarettes a day and were accessing the two mental health services that were our organizational partners. When recruitment proved to be slower than expected it was supplemented by direct mail postcards and online recruitment methods. At this stage, inclusion criteria were also expanded to people who were accessing support or treatment (including from general practitioners) for mental health and/or alcohol or other drug problems beyond our initial two partner organizations to anywhere in the state of Victoria, Australia (18).

Delayed recruitment into the main trial and the impact of COVID-19 pandemic restrictions led to delays in commencing the qualitative interviews. Consequently, the first 25 people who had agreed to be contacted about an interview were already at the 5 or 8 month follow-up stage and missed the opportunity to be interviewed at the 2 month follow up.

Recruitment included the whole cohort of Quitlink participants and was not based on which condition (intervention or control) participants were placed in for the Quitlink trial. Participants were those who agreed to qualitative interviews. However, this meant that participants differed in how much they were exposed to the intervention. Participants were asked the same questions and overall, the identified themes reported in this paper are relevant to both the intervention and control groups. Our intention was not to make comparisons but some differences in experience between the control or intervention group participants did emerge, such as appreciating the continuity of care offered to those in the intervention.





Procedures

Recruitment and interviewing were undertaken by a team of researchers including the peer researchers (NC, MM and CB) and the trial coordinator (KM).

Recruitment was conducted as a convenience sample with all Quitlink participants who provided consent to be contacted considered eligible to participate in the qualitative interviews. To facilitate engagement at the 5 or 8 month timepoints, researchers made telephone calls to people who had been recruited to the study to invite them to undertake a qualitative interview, including those who had already had a two month interview. Only one participant agreed to take part at both 5 and 8 months. As a result, there were 28 participants in the 5 and 8 months interviews but 29 total interviews.

Interviews were conducted via telephone with only the interviewer and interviewee present. Interviews were not conducted by the same person who recruited the participant to the main trial to reduce any potential for bias. A semi-structured interview guide was used (available as a Supplementary File). This guide was designed by the research team and modified based on specific advice from peer researchers. The interview guide included questions such as “what has been your experience of attempts to Quit?”, “Have you had different needs over time depending on whether you have attempted to quit or not, or relapsed?”, and “What role did any telephone counselling you have had play in your attempts to Quit?”.

The interviews were audio recorded and transcribed verbatim by a professional transcription service. Interviews varied in length, from 15 minutes to one hour. Participants received an AU$40 gift card per interview as remuneration for participation, consistent with the values outlined by the National Health and Medical Research Council (21). Following analysis of the data, participants were provided with an overall summary of findings, including key themes, and asked to contact the research team via post or reply email if they had any feedback.





Data analysis

Thematic analysis, using a general inductive approach, was applied following Thomas (22), with no preconceived theories applied to the data. Thomas (22, 237) described the aims of inductive data analysis to be: ‘(a) condense raw textual data into a brief, summary format; (b) establish clear links between the evaluation or research objectives and the summary findings derived from the raw data; and (c) develop a framework of the underlying structure of experiences or processes that are evident in the raw data’.

TZ was recruited to the project after data collection had been completed. TZ and MM led the data analysis for this paper in collaboration with the full qualitative research team who met every two weeks to discuss the findings and agree on the coding and themes. Specifically, TZ conducted open coding of all transcripts independently of the other authors, using NVivo 12. MM contributed by creating their own codes and guiding a comparison with TZ’s codes. LB participated in the coding process by assisting TZ and MM with reviewing and refining existing codes. Axial coding was then performed by TZ to draw connections between codes. In collaboration with the rest of the team, the themes were identified and refined via consensus. As multiple lived experience researchers were employed on this project, there was opportunity to discuss and explore the findings of the research from multiple lived experience lenses.

Once the key themes were identified, the researchers posted out a one-page summary to all people who participated at 5 and/or 8 months. Participants had a period of just over one month to contact the research team to provide feedback, but none chose to do so.





Patient and public involvement

Consumer engagement and accurate reporting of their contributions to research is an increasingly appreciated imperative in academic research (23). Our efforts to do this are reflected in the project by engaging peer researchers at all stages of the project. Several investigators (CB, NC, MM, TZ) were employed in consumer (or lived experience) roles and two had personal experiences of quitting tobacco smoking.






Results




Participants

Table 1 indicates that the sample of 28 participants had slightly more men than women, most were single, and almost half were unemployed. Hence, participants in our study shared the demographic characteristics of many people who experience SMI (24), and were generally consistent with the characteristics of participants in the broader Quitlink RCT (20).


Table 1 | Participant demographics.



Most participants were recruited from the study’s two partner organizations: a large inner city clinical mental health service, and a state-wide community mental health support service (a non-government agency). Both offered a range of residential and community-based services to people living with mental health conditions (Table 2). Table 3 below outlines the number of participants who completed 5 or 8 month interviews, whether they were in the control or intervention group, and any change in smoking status.


Table 2 | Recruitment Pathways.




Table 3 | Changes in smoking behavior of participants.



Of the 13 participants interviewed at 5 months, four were also interviewed at 2 months. Of these participants, two quit, one cut down, and one relapsed. Of the 16 participants interviewed at 8 months, 10 were also interviewed at 2 months. Of these participants, six cut down, two relapsed and two quit. One participant was interviewed at 5 and 8 months.

No participants completed interviews at all 2, 5, and 8 month time-points. Hence, there was limited opportunity to consider individual participants’ situations in a longitudinal way, and our analysis focused on specific points in time. Regardless, the data participants provided illuminated the challenges of smoking cessation and/or reduction and demonstrated how reflections on tobacco smoking by people living with mental illness may change over time.





Themes

Six key themes were identified. These were: internal and external attributions for smoking, social relationships, the role of hopefulness, the role of clinicians, increasing cessation literacy, and engagement and connection during the study. In this section, we address each of these themes in turn. Each theme is outlined in detail below, and Table 4 contains a brief outline of the key finding associated with it.


Table 4 | Summary of identified themes.






Internal/external attributions for smoking


‘I’ve relapsed a couple of times the last few months – but that’s only because I have had difficult situations in my life’ – Participant 92, intervention, quit and relapsed.



As the above quote suggests, it appears that participants at 5 or 8 months post recruitment were becoming more aware of external and internal factors that influenced their cessation attempts. For the above participant, experiencing stressors was the catalyst for relapse externally generated (rather than psychological) barriers remained significant for some participants. For example, one participant referenced COVID-19 as a significant external factor that formed a barrier to quitting. They said:


‘But I think that that was a really, really bad time to – I guess even be alive, yeah. [ … ] I guess my quit smoking was a failure’ – Participant 41, intervention, cut down and relapsed to previous levels.



However, some participants described the reason that their quit attempt had been unsuccessful as internal, highlighting their own psychological readiness as imperative to a successful quit attempt. One participant said:


‘I did try, but no I’m not ready, I’m really not ready’ – Participant 25, control, cut down.



Another participant was more forthcoming about the impact of psychological readiness on their ability to cut down or make a quit attempt:


‘It’s a matter of discipline if you’re disciplined enough in what you set your mind to, you’re more likely to achieve what you set out for yourself and discipline is what I lack’ – Participant 49, control, cut down.



These experiences indicate that internal psychosocial resources were commonly indicated as imperative to quitting smoking by participants. For this reason, advice to quit is not sufficient to facilitate a quit attempt, it requires a commitment from the person. One participant articulated this need, claiming:


‘But you’ve got to be, your mind’s got to be in it, you know what I mean, it’s not enough for someone to say just quit today, you’ve got to be ready to quit’ – Participant 30, intervention, no change.







Social relationships and relapse


‘If I’d see [my friend] [ … ] if he’s got a smoke, I’d just grab it and have a couple of drags and give it back to him. [ … ] Once you’d had that little drag, that was it’ – Participant 34, intervention, cut down.



Social relationships influence could be both helpful and detrimental in maintaining a quit attempt. As the participant above outlines, circumstantial contact with a friend who smokes was likely to lead to relapse and one “drag” was all the was required to end their quit attempt.

Another participant described having the support of other people who had also quit smoking helped them to see quitting as possible for themselves. They said:


‘My other brother has managed to quit, and he only smokes a vape, so his example is a good support’ – Participant 74, intervention, cut down.



Another participant highlighted that this positive influence could also be found in non-smoking intimate partners. While this participant had not experienced a current change in their smoking, they reflected on a time in their life when they had been able to quit with the support of a partner:


‘When I quit in my 20s my husband helped me through. And that made a big difference, I think’ – Participant 30, control, no change.



These experiences indicate that our participant’s quit attempts were vulnerable to relapse – but that active support from others was a protective factor. One participant presented an idea for how practical support from their daughter could be helpful in maintaining their quit attempt:


‘If someone had control of my money, which I’ve actually spoken to my younger daughter about, [ … ] at least then I can’t go and buy tobacco for 10 bucks. Just I think she’d be strong enough to stand her ground and say “no Mum”‘ – Participant 34, intervention, cut down.



Thus, participants experienced their social relationships as potential enablers of cessation and triggers for relapse based on if the person smoked, and if they were supportive of the quit attempt.





The role of hopefulness in quitting

Participants found that believing that a future where they didn’t smoke was possible facilitated making and maintaining a quit attempt. Conversely, participants who did not feel that a different future was possible described a lack of hopefulness as a barrier to quitting. One participant said:


‘I find at night I am very sad at night and depressed [ … ] some nights I feel like I should go out and get a packet of smokes just to sort of you know [ … ] I just find at night that I find it difficult’– Participant 92, intervention, quit.



For this participant, being able to smoke helped them with their feelings of sadness, suggesting that smoking was of some comfort to them. Without being able to smoke, participants may need other ways to cope with negative emotions that have previously been addressed by smoking.

Another participant expressed that their capacity to see a different future for themselves was hindered by the COVID-19 pandemic:


‘I could save money and I could go on holidays, or I could buy this, but you can’t plan anymore for anything you can’t, there’s just no reason you know there’s no reason, no future, no hope’ – Participant 54, control, no change.



The feelings of hopelessness and despair that can accompany living with SMI was a barrier to being able to believe a quit attempt would be successful. The comments from these participants suggest that hope is essential in deciding to make a quit attempt –participants were less likely to make a quit attempt if they did not have hope they could quit. Lack of hope impacted other aspects of participant’s lives. One participant said:


‘When I’m not feeling very hopeful it’s pretty hard to sort of motivate yourself with something’ – Participant 52, intervention, cut down.



Participants who did not have hope that they could stop smoking lost motivation to continue their quit attempt, as they saw little value in suffering for a better future:


‘I’m really hoping, I don’t want to continue smoking but I just can’t see my way forward [ … ]I made a promise to a grandchild and I broke that promise you know, when he was quite young he said to me can you give up Nan, and I went yeah just for you I’m going to do it, and I broke that promise’ – Participant 25, control, no change.



Holding hope that a successful quit attempt was possible seemed to serve the participants in our study. Participants did experience hope about their potential to quit through access to the support provided both for the control and intervention conditions (noting that the intervention cohort received more proactive support). One said that the Quitline staff:


‘Told me a lot that I could do it even though I do suffer from mental illness and stress and … that it was still possible’ – Participant 95, intervention, no change.







Role of clinicians in initiating and maintaining a quit attempt

All participants in the current interviews reported thinking about or making quit attempts. Having clinicians supporting quit attempts was important to participants. For one participant, they reminded them to quit smoking and cultivated a sense that the person was not alone in their quitting journey. They said:


‘The fact that all the health professionals involved in my mental health were pushing for me to quit was good for my mental health as well, so I had them supporting me’ – Participant 49, control, cut down.



However, active support was not the norm. One participant shared that their General Practitioner (GP) had subordinated their smoking attempt to their mental health recovery, suggesting that clinicians are wary to encourage smoking cessation if they perceive this goal to conflict with the person’s mental wellbeing:


‘He had no concerns about me smoking which I thought was unusual because normally they sort of discourage that sort of thing, [ … ] he knows what I’ve gone through for the last 18 months too so maybe he thought that [smoking] might help me mentally’ – Participant 92, intervention, quit and relapsed.



Another explained that the treatment offered by GPs is only useful in the context of the patient-clinician relationship. Clinicians simply suggesting standard treatments were not sufficient for participants to feel supported in their quit attempt. This participant said:


‘GPs handing out NRT is such a blanket response you know – yeah – unless you’ve got a really good rapport, not a good rapport but if you’ve got rapport, he might kind of talk to you a bit about it or give you some information or flyers or websites to look up, but the one I’ve got is more yeah – not really that helpful’ – Participant 96, control, cut down and relapsed



Findings in this section suggest that giving people experiencing SMI the option of active support, without forcing it on them, was preferred.





Increasing cessation literacy


‘I mean there’s a lot of people out there that really struggle with [ … ] their quit attempts, and then I found with the support they provided me with extra guidance, and so pointed me in the right direction along the way’ – Participant 31, intervention, quit.



Participants indicated that they had a desire for more information about smoking, quitting, and available services like appointments with clinicians, mental health support and cessation-specific support. This is linked to the last theme and indicates that participants did not want to make cessation attempts without support. One participant outlined how knowledge of services that came about through their participation in the study was essential to them being able to accept further help:


‘Now I’m aware that they’re there and that I can use them for whatever I may need at that time, it’s I guess, it’s empowering, so to now know that they’re there and that you can utilize these things is good, it is really good’ – Participant 41, intervention, cut down.



However, one participant in the control group expressed that the information they needed to motivate them to quit was only provided to them through their participation in the study – even though the control condition were only provided with publicly available services. As such, one of their key motivations for enrolling in the study was to understand more about how their smoking impacts their body:


‘there’s a lot of things that are wrong and bad for you, but I am more concerned about my body – and whether my body feels bad when I am smoking cigarettes [ … ] yeah, that’s what I am trying to learn – what does a cigarette come down to[]?’ – Participant 83, control, quit.



This theme and the supporting quotes suggest that information helped participants to feel empowered to quit and strengthened their resolve. That control participants may not have been able to access publicly available information outside the context of the trial suggests that participants benefitted from the connections with researchers as a part of their participation in the trial.





Engagement and connection in the course of the study

Participants in the intervention group found the Quitlink intervention elements (Quitline, cNRT and peer researcher engagement) useful to varying degrees, often depending on their circumstances and their existing relationships with clinicians. One said:


‘It probably would’ve been better if the situation wasn’t what it was, but I felt like the support was probably the only thing that kept me in touch with the outside world through all this’ – Participant 41, intervention, cut down.



Participants in the intervention cohort found the continuity of having the same counsellor useful. They found that having someone available to connect with helped them to continue their quit attempt. One participant said:


‘You know there’s always someone there, it may not be my counsellor, but no I would never have used the excuse of you know only being able to speak to my counsellor once a week [ … ] A lot of people probably would benefit from [ … ] their own personal counsellor’ – Participant 34, intervention, cut down.



Participant 34 is also highlighting the value of having their counsellor nested in a service that can provide support around the clock – even if their usual counsellor isn’t available.

Some control participants were reluctant to call Quitline for a variety of reasons. One said:


‘I suppose I don’t really like counselling services ‘ – Participant 40, control, cut down.



Some participants indicated that there was a need to have more engagement from peer workers and peer researchers, rather than reliance on counselors who may not have experience of SMI or quitting themselves. When asked directly about the role of peer researchers in the intervention, one participant in the control group (who did not have regular calls from a Quitline counsellor) said:


‘Having you guys more would be some form of motivation [ … ], if you have someone checking on your progress frequently, you’re less likely to fall back on to your bad habits – because it will take a couple of weeks and I’d forget about you guys and then back at it again or I increase or something’ – Participant 49, control, cut down.



Peer workers and Quitline counsellors also had a role in helping participants to feel connected even independently from their cessation attempt. One participant described how this contributed positively to their life:


‘It was just nice to speak to somebody you know – on my isolated, I’m on my own, just nice to speak to somebody even if it was a few minutes – [ … ] nice to have that kind of connection’ – Participant 92, intervention, cut down.









Discussion

The results from this study highlight the significance of hopefulness in making and maintaining a quit attempt. The findings suggest that people experiencing SMI who smoke may benefit from engagement with professionals who can hold on to the hope that they can quit over the long term. These findings can be used to inform further research into enablers of smoking cessation and guide clinicians in the support offered to people experiencing SMI who smoke.

The interviews at 2 months highlighted that people who experience SMI face enormous challenges when quitting (19). The findings at this timepoint suggested that a tailored smoking treatment intervention has the potential to assist people to quit, and that compassionate support encapsulating a recovery-oriented approach is highly valued. In the short term, participants were more likely to identify their smoking challenges as external to themselves – participants mentioned factors such as ‘grief, homelessness, trauma, their poor mental health and other problematic substance use’ as barriers to quitting (19, 5). Participants ‘described a lack of desire to quit smoking as being linked to living with their mental health challenges, including the will to live, and not feeling deserving of a better, healthy life’ (19, 7).

Findings in this paper corroborate the findings at the 2 month follow up timepoint of our study (19), but with some key differences. In the later follow up interviews, it appears that many participants had reframed what the barriers and enablers for smoking cessation were for them, with emphasis on new themes. This included greater awareness of how their willingness to quit served to increase the likelihood of their quit attempt being successful. Readiness to quit was initially identified as a theme at 2 months, and by 5 and 8 months, participants had been persistently invited to reflect on their smoking in follow up interviews, which enabled greater recognition of the patterns of behavior and thinking linked to their attempts to quit.

Participants in our study illustrated how an unsuccessful quit attempt could help them to recognize why they were smoking and address this in a future quit attempt. As such, many participants did not recognize an unsuccessful attempt to quit as a negative outcome in and of itself, but rather found the experience gained from repeated quit attempts to be opportunities for learning.

Barriers to quitting for participants included a lack of hope that a different (non-smoking) future is possible. Like Twyman et al. (25), the findings in this study indicate that a lack of hope or optimism on the part of clinicians can impact the quit attempts of service users. Low mood challenged the capacity of participants to see positive futures for themselves, encouraging pessimism and lack of confidence that the journey to quit smoking will be worth the effort – suggesting that lack of hopefulness may be a more significant barrier for people experiencing SMI. A systematic review by Zabeen et al. (26) on physical health support for people who experience SMI (which included some analysis of smoking cessation as a secondary aim) similarly illustrated that this group struggled to hold on to the hope that their physical health could be better. However, caregivers in their study were able to hold on to hope for people who experience SMI, which was associated with positive physical health outcomes. Mental distress remained an ongoing challenge that participants in our study were facing well beyond the conclusion of the intervention; this was also found in other, similar studies (27), reflecting an ongoing need for encouragement and support.

We found that that quitting is possible for people who experience SMI, but that their quit attempts were vulnerable to relapse. However, these attempts benefit from connections with others who believe that the person can quit. Clinicians working with participants in this study sometimes did not address smoking behavior in favor of addressing other mental or physical health concerns. While mixed support from clinicians has been identified in another study by Prochaska (12), neglecting the capacity for smoking cessation among people who experience SMI is a health justice issue (4). Neglect of smoking behavior on the part of clinicians may be related to the commonly held yet disproven myth that people who experience SMI are at an unacceptable risk of increased distress if they attempt to quit smoking (28). This is consistent with other examples of risk aversion being a prominent feature of mental health service delivery, linked to fear and sometimes stigma (4, 25, 29).

In a study by Hammett et al. (30), participants in the US with and without the experience of SMI were more likely to utilize cessation treatments if they were encouraged to do so by a health practitioner. This illustrates the important role that clinicians have in helping people to initiate a quit attempt. The same study found that ‘smokers with SMI utilized cessation treatments at higher rates than those without SMI’, although the authors indicate that this may be because people who experience SMI were more likely to have a regular health care provider who they were familiar with (30, 6).

The present study confirms there is a need for clinicians, such as GPs, case managers and other formal supporters to provide active support for people who experience SMI attempting to quit smoking. Clinicians should follow the evidence and not inappropriately wait for what they see as the best conditions for a quit attempt. This may result in lost opportunities to support a quit attempt. Clinicians can assist by confirming with patients that smoking treatment is likely to be of benefit to both their physical and mental health and serve as an anchoring point for smoking cessation encouragement and resources. It also appears that brief advice is insufficient to help people experiencing SMI to quit (31). As suggested by McCarter et al. (19), participants need to be supported as individuals with complex and diverse needs that do not necessarily mean that quitting is not possible.

Informal social networks also play an important role in supporting people during a relapse or following a quit attempt, and this was apparent in our study. Evidence from a trial of people who experience SMI in the United States found that social relationships were key to commencing a quit attempt and preventing or enabling relapse (32). As with our study, more participants in Aschbrenner et al.’s (32) study made and continued a quit attempt with support from their social network. However, many of the participants in both Aschbrenner et al.’s (32) study and the current study identified pro-smoking norms in their social circles, including amongst social connections they had made by smoking in mental health services, suggesting that social networks conducive to successful quit attempts may be difficult to cultivate.

Smoking may have a role in addressing people’s unmet needs, including social isolation and boredom (4). It appears that the Quitlink intervention was useful in helping people who experience SMI to feel connected. There is evidence that people who experience SMI also experience social isolation at higher rates than the general population (33). Including opportunities for connection – through support groups, peer mentoring, etc. – in smoking interventions may be a way to support people who experience SMI beyond the goal of smoking cessation.

The findings in this study suggest that people who experience SMI require consistent, non-judgmental support to quit smoking. Participants seemed to benefit from relationships where others believed they were capable of quitting smoking, or when they held this belief themselves. Findings from the 5 or 8 month interviews suggest that a compassionate, hopeful, and supportive approach must incorporate family, friends and other mental health clinicians and health service providers that inform the context in which the quit attempt is made. In this way, people who experience SMI making a quit attempt are centered in a whole of community approach.

Evidence based strategies, such as cNRT and Quitline counselling, were appreciated by participants in the long term, especially when these encouraged more self-efficacy and hope that quitting was possible. However, findings suggest the need for innovation in how smoking efforts can be sustained and relapses prevented. For example, support groups and 1:1 support matched based on participants values and needs warrant further investigation. Further efforts to involve family members, friends, peer workers and clinicians to support quit attempts and acknowledging that being in or creating relationships where quitting is encouraged and supported may be essential to successful smoking cessation by people who experience SMI.




COVID-19

Our previous paper on recruitment for this study outlined that engagement with potential participants was hampered by the impact of COVID-19 (18). However, COVID-19 continued to have an impact on participants after they were recruited to the study.

Another similar study by Leutwyler and Hubbard (34) found that the COVID-19 pandemic and its associated disruption in routine was found to be a barrier to quitting tobacco smoking, as people experienced more stress and boredom – two factors associated with increased tobacco smoking.

In our study, some participants made direct reference to COVID-19, largely to indicate how health restrictions increased the social isolation that made their quitting journey more difficult.





Limitations

One limitation of the study was the lack of longitudinal qualitative data on individual participants. Due to slow recruitment, participant availability, and complications due to the COVID-19 pandemic, only one participant did both 5 and 8 month interviews, limiting the capacity for a meaningful comparison between these timepoints. Further, this study had a relatively small sample size and is not intended to be generalizable. Regardless of these limitations, the research team were able to contribute to improved understanding of the experiences of the participants of the overall study at different time points post intervention. These insights will support the development and implementation of future smoking cessation interventions with people with SMI.

People with English as a first language were overrepresented in this study. Participants were mostly those recruited through community mental health services, and so people accessing residential services – and consequently those that may have higher needs than people living in the community – were not well represented in this study. The small numbers and difference in social demographic characteristics of participants from the control and intervention groups means that comparisons need to be interpreted with caution.






Conclusion

It is possible for people who experience SMI to successfully quit smoking. Overall, the participants in our study demonstrated that every smoking attempt – no matter the outcome – has value on the journey to quitting. We believe that this is the primary strength of this study. We found that for many of our participants, a quit attempt can lead to improved awareness of factors important to their next attempt – including their social circumstances and psychological readiness. People who live with the impact of SMI need others in their formal and informal network of supporters to be encouraging and ‘hold the hope’, especially when a quit attempt is unsuccessful. People living with SMI often have complex needs that must be addressed to support smoking cessation. Despite restrictions on access to cigarettes generated by public health measures, people who experience mental health conditions encounter frequent exposure to cigarettes and other people who smoke – making quitting a bigger challenge and this may be a factor that contributes to the gap between those with mental health conditions and the rest of the community regarding smoking rates. Future interventions should focus on how to address the social as well as physical and psychological needs of this group to help increase rates of sustained smoking cessation.
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Total 1(3.6) 23 (82.1) 4 (14.3)
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Internal and external attributions for smoking Participants felt that their quit attempts failed because of factors outside of them (e.g. COVID-19, relationship
breakdown) or because of their emotional resources (e.g. willpower, resilience).

Social relationships Interpersonal connections enabled and challenged participants. Relationships with supportive and non-smoking
peers helped participants to maintain motivation, while spending time with peers who smoked created vulnerability
to relapse.

The role of hopefulness Participants found that believing that they could quit was essential to making or continuing a quit attempt.

Support from clinicians in making a quit attempt was essential, but participants did not find unsolicited advice to

quit useful.

Increasing cessation literacy Participants in both cohorts valued the support offered by the Quitlink study, but much of this was publicly
available, suggesting that there is a need for increased communication regarding these resources to people living
with SMI.

Engagement and connection with the broader Participants found that the continuity offered by the Quitlink study was useful in their attempts to quit.
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Married/De Facto 4(14.3) 1(83) 3(18.8)
‘Widowed 2(7.1) 2(16.7) 0(0.0)
Other 1(3.6) 1(83) 0(0.0)
Has children under 18 (%) 5(17.9) 3(25.0) 2 (12.5)

Highest level of education (%)

TAFE certificate, diploma, trade certificate or apprenticeship 13 (46.4) 5(41.7) 8 (50.0)
School Certificate/Intermediate/Year 10/4™ Form 8(28.6) 2(16.7) 6(37.5)
University/College of Advanced Education/some other tertiary institute degree or higher 3(10.7) 1(83) 2(12.5)
Years 7 to 9 2(7.1) 2 (16.7) 0 (0.0)
HSC/Leaving/Year 12/6™ Form 1(3.6) 1(83) 0 (0.0)
Other 1(3.6) 1(83) 0(0.0)

Current employment (%)

Unemployed 13 (46.4) 4(33.3) 9 (56.3)

Part time or casually employed 6 (21.4) 2(167) 4(25.0)
Employed full time 3(10.7) 2(167) 1(63)
Studying 3(10.7) 1(83) 2(125)
Other 2(7.1) 2(167) 0(0.0)

Stay at home parent 1(3.6) 1(83) 0(0.0)





