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Smoking and mental health 
(Adult Psychiatric Morbidity Study, UK, 2007)  Gen Pop prev 22%

Diagnosis Smoking prevalence (95% CI)

A common mental health disorder 34.0 (31.0–37.1)

Depressive episode 39.8 (33.2 - 46.8)

Phobias 42.8 (34.0 - 50.1)

Generalised anxiety disorder 37.4 (31.9 – 43.4)

Obsessive compulsive disorder 40.2 (28.3 – 53.5)

Panic disorder 28.9 (19.6 - 40.4)

Mixed anxiety and depression 31.1 (27.1 - 35.3)

Probable psychosis 56.0 (33.3 – 76.3)

Post-traumatic stress disorder 40.4 (33.1 - 48.2)

Attention deficit hyperactivity disorder 39.1 (23.4 - 57.5)

Eating disorder 25.3 (17.3 - 35.4)



Smoking & longstanding mental disorders over time 
(Szatkowski & McNeill, 2014; Royal College of Physicians, 2016)





Smoking status by severity of illness 
(APMS, 1995 data)



Other ways smoking impedes recovery

• Higher doses of  drugs such as clozapine and 
olanzapine 

• Poverty (clients spent approx a third of their 
income on cigarettes)  

• Exploitation & stigma (begging for cigarettes, 
picking up butts)

• 75% of psychiatric patients who smoke report 
smoking most/all of their cigarettes while alone 
(Prochaska et al, 2006)



Life expectancy of men with serious 
mental illness (Chang et al, 2011)



“The life expectancy difference between current 
smokers with SPD and never smokers without 
SPD is primarily due to smoking. Aiding 
individuals with serious mental illness to avoid 
smoking will translate into sizeable gains in life 
expectancy.”

Am J Prev Med 2016;51(6):958–966. 



Why is there such a strong 
relationship between 
smoking and mental 
illness?



3 main hypotheses

Mental 
illness

Smoking

Other 
factors



Smoking and mental illness

Similar 
neurotransmitters 
and pathways are 
involved in mental 
illness

In smoking, nicotine is 
delivered to the brain within a 
few seconds. Then stimulates 
nicotinic acetylcholine 
receptors located in the 
ventral tegmental area, which 
leads to the release of 
dopamine in the nucleus 
accumbens. Other 
neurotransmitters are 
involved. 



Motivation to quit? 
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Summary so far

18.0%

32%

62%
88%

General population1

Depression & 
Anxiety2

Psychosis3 

Substance use4

1. www.smokinginengland.info 2016 data 
2.   McManus et al (2010) NCSR.
3. Wu C-Y et al. (2013). PLoS ONE 8(9): e74262. 
4. Cookson C, et al (2014) BMC Health Services Research 2014, 14:304

http://www.smokinginengland.info/


Summary so far

• Smoking prevalence declining in general 
population but not among those with 
longstanding mental disorders

• Health inequality impact – cost of smoking, 
stigma

• Smoking impeding recovery 

• Smoking affecting life expectancy

• Smokers want to stop



WHAT WORKS?



Varenicline (Champix) Bupropion (Zyban)

Behavioural support 
Patient education
Close monitoring of  
mood
Regular follow-up

Nicotine replacement therapy

+

OR



Psychiatric 
cohort

n=4116

Non-
psychiatric 

cohort

n=4028

116 
countries

Depression or bipolar disorder = 70%
Anxiety = 20%
Psychosis = 10% 

Neuropsychiatric side effects e.g. anxiety, 
depression, aggression, delusions, 
hallucinations, psychosis, suicidal 
behaviour

Funded by the manufacturers of bupropion & varenicline
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Nicotine patch

18.5% 13%
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Bupropion 
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Varenicline

18%25.5%
18% 13.7%

Efficacy: Quit rates at 9-24 weeks

KEY MESSAGE

Overall the abstinence rates in the psychiatric cohort were 

lower than the non psychiatric cohort, but…… the efficacy of 

the medications in terms of ORs is similar for smokers with 

or without psychiatric disorders

whether you have a psychiatric history or not, varenicline

appears to be the most effective single medication of all the 

first line treatments; whereas  bupropion and nicotine patch 

are more effective than placebo. 
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Nicotine patch

2.5% 5.2%
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Placebo

2.4% 4.9%
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Bupropion

2.2% 6.72%
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Varenicline 

1.3% 6.5%

Safety: Neuropsychiatric effects

KEY MESSAGE

No significant increase in rates of moderate-to-

severe neuropsychiatric adverse events with 

either varenicline or bupropion relative to 

nicotine patch or placebo in those with or without 

psychiatric disorders.
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RR: 4.33 (1.96–9.56)

RR: 4.17 (1.61–10.78)





Szatkowski & McNeill, 2013



Szatkowski & McNeill, 2013



Fewer interventions in primary care
(Szatkowski & McNeill, 2013)

Subgroup Number of 
smokers

% consultations 
where advice was 

recorded

% consultations 
where medication 

prescribed

Patients WITHOUT a 
mental health condition 

387,246 12.30 4.37

Patients  WITH  a mental 
health condition

32,154 7.90 2.90

• Cross sectional:2.5m patients 495 GP Practices
**Interventions lower per consultation for 
smokers with MI **  



Electronic cigarette studies in smokers 
with mental illness





Example outcome: depression



Summary

• Good evidence that the same treatments work as 
with smokers without mental illness

• No significant difference in adverse effects 
between those with and without mental illness

• Some cautions and observe and follow up more 
closely

• Appears smokers with mental illness not being 
offered support as much as other smokers

• Smoking cessation is associated with improved 
mental health



WHAT ELSE IS NEEDED?



What else is needed?

• Smoke-free mental health settings

• National commitment



Smoke free mental health settings

• Smoking culture with regular 
smoking breaksEnforced cycle 
of nicotine withdrawal

• Cigarettes used to reward and 
punish behaviour, to de-
escalate aggression, encourage 
compliance with medication, 
attend to personal hygiene , to 
keep patients occupied etc

• Staff time facilitating smoking 
rather than therapeutic



• Cross sectional Survey with 67 staff from 25 wards in 4 hospitals 
• 18 wards had designated daily supervised smoking breaks 
• Average number of breaks per ward = 7.6 (sd 3.9)
• Average daily clinical time dedicated to supervising smoking was 

2 hours 23 minutes a day per ward 
• Opportunity cost was £18, 503 £86, 870 per ward per year. 

Key message to clinicians and mangers: every 
time staff facilitate smoking clinical time is diverted 
away from therapeutic activities that contribute to 
improved health. 



.

Getting the balance right between  treating tobacco 
dependence & implementing the smoke free policy 

Enhanced 
infrastructure 

Treatment pathway Training pathway



Physical assaults perpetrated by patients 

-towards staff and other patients. 

Extracted data using Datix – online Patient Safety 

Reporting System 

Operationalised the definitions of physical assaults 

according to NHS Protect 



Overall violence 

Results (adjusted for time, seasonality & significant 

confounders )

Patient toward 

staff

Patient toward 

patient 

39% 
(IRR 0.61, 95% CI 0.53-0.70)

47% 
(IRR 0.53, 95% CI 0.44-0.63) 

15% 
(IRR 0.85, 95% CI 0.80-0.92)





The ambition of the Partnership, is to reduce 
smoking rates among people with a mental health 
condition: to 5% by 2035, with an interim target of 
35% by 2020. It sets out clear recommendations for 
the actions needed to make this a reality

• http://ash.org.uk/localt
oolkit/webinar-the-use-
of-e-cigarettes-among-
people-with-a-mental-
health-condition/

http://ash.org.uk/localtoolkit/webinar-the-use-of-e-cigarettes-among-people-with-a-mental-health-condition/

