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People with mental health problems face some of the greatest health inequalities. They are much more likely 

to suff er chronic physical ill-health and premature death than the general population. This is a fact that must be 

taken into account whenever public health initiatives are considered. 

The ban on smoking in public places is a vivid example. People with mental health problems are far more likely to 

smoke than the general population, and far less likely to be able to give up smoking using the types of support 

which are widely on off er. The situation is even more complex for those people who are living for long periods in 

psychiatric units – where home is both a public place and a workplace, and therefore, in time, also subject to the 

smoking ban. 

Furthermore, there is a very important interplay between smoking and common mental health problems, which 

is fundamental to understanding smoking habits and smoking cessation among the whole population, as well as 

those with diagnosable mental health problems.

The evidence examined in this report shows that care is needed to ensure that the smoking ban brings 

opportunities for people with mental health problems to give up smoking. They will not arise automatically as a 

result of the ban and access to standard treatments. It also shows that careful monitoring is needed to ensure that 

imposition of the ban does not cause unnecessary distress and harm in in-patient settings. 

Only with careful consideration and action can this important initiative deliver on our public health imperative 

and apply to everyone.

Dr Andrew McCulloch

Chief Executive

Mental Health Foundation
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Introduction

A smoking ban covering all public places and workplaces comes into eff ect in England on 1 July 2007. It has been 

the subject of fi erce debate. Up to 15% of smokers have said they would quit in response to a smoking ban, and 

the Government predicts an estimated 600,000 people will give up smoking as a result of the change in the law.

The smoking ban is likely to bring many welcome health benefi ts for the whole population, but there are a 

number of concerns about the likely eff ects of the ban on people with mental health problems. Firstly, the ban 

will leave anyone whose temporary home is also a public place and/or workplace, unable to smoke in their 

own home. This applies to people living for long periods in mental health in-patient units. The Government has 

weighed the rights of smokers in mental health units against the rights of non-smokers and staff  to breathe 

smoke-free air and have concluded that the ban should apply in mental health units.

The ban highlights a range of issues covering many more people living in the community, from those with 

common mental health problems such as anxiety and depression to people with severe and enduring mental 

health problems such as schizophrenia. Giving up smoking is widely acknowledged to be very diffi  cult for the 

general population, but comparatively little consideration is given to the extra needs of people with mental 

health problems. Mounting evidence shows that people with mental health problems are more likely to smoke 

and less likely to be successful at quitting than the general population. Their needs can and should be addressed 

to help them to abide by the smoking ban as easily and positively as possible, and also to improve their chances 

of being among the 600,000 who are likely to quit successfully following the ban.

The smoking ban and mental health

Because prisons, care homes and hospices are considered ‘private dwellings’ they do not have to conform to 

the smoke-free legislation. In some countries mental health units are also exempt. English legislation, however, 

will off er only a limited exemption to the smoking ban in residential mental health units, allowing smoking in 

bedrooms or rooms used only for smoking until the 1st July 2008, after which date all enclosed parts of the unit 

will be required to comply with the ban.

This decision has divided opinion amongst mental health service users, staff , policy makers and practitioners. 

Concerns have been expressed by many people about how a ban will work in mental health units. Major worries 

include the distress caused by stopping people from smoking when they are in a mental health crisis. Much 

research from other countries draws the conclusion that implementation of smoke-free policies in residential 

mental health units has not resulted in many of the negative outcomes anticipated in those countries, but 

concern remains high. Research has also highlighted the often inadequate availability or suitability of smoking 

cessation strategies and support in mental health units. This points to the need for services to develop useful and 

eff ective cessation strategies, where nicotine dependence is taken into account as a routine part of care planning, 

and help with quitting is routinely off ered.

EXECUTIVE SUMMARY
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Links between mental ill-health and smoking 

Although adult tobacco use has shown a slight decline in the last decade among the general population, 

smoking amongst people with mental health problems has shown no appreciable reduction. 

Current estimates show that approximately 26% of the adult population (or 13 million people) smoke. An 

estimated 40% of people with mental health problems smoke. Of the 26% of the general adult population who 

smoke, the proportion smoking more than 20 cigarettes a day (“heavy smokers”) has fallen, from 55% to 33% for 

males and 40% to 27% for females. In contrast, the fi gures for people with mental health problems remain stable, 

and high. Studies of psychiatric patients in mental health units show that up to 70% smoke and around 50% 

are heavy smokers. People with mental health problems living in the community smoke less, but still more than 

people in the general population, with up to 40% smoking and 30% smoking heavily.

The risk factors associated with smoking – social deprivation, stress, alcohol use and poverty, amongst others 

– are also associated with poorer mental health and therefore it is unsurprising that people with mental health 

problems smoke more. However, research has shown that smoking is more common amongst people with 

mental health problems, even when these other factors have been taken into account. 

It is also important to point out that among people with undiagnosed or sub-clinical mental health problems, 

smoking is believed to be an important way of coping with stress, anxiety or low mood. Studies have shown that 

people who smoke report more feelings of stress. An increased number of people trying to give up smoking 

following the ban will need to look for alternative ways of coping with stress and anxiety such as exercise and 

social activities. They are likely to come into contact with providers of smoking cessation services and information 

should be available to meet their needs.

The biological factors involved in smoking relate to the physiology of the brain and its response to nicotine. 

Nicotine is bi-phasic, meaning that it fi rst has a stimulating and then a depressing eff ect in the brain. When a 

person smokes, a dose of nicotine reaches the brain within about ten seconds of inhalation, producing a positive 

feeling. Initially, nicotine can produce eff ects such as improved mood and concentration, decreased anger and 

stress, relaxed muscles, increased heart rate and reduced appetite. However, this also leads to alterations in the 

neurotransmitter systems in the brain (especially dopamine pathways), which then leads to nicotine withdrawal 

symptoms, including headaches, irritability, diffi  culty in concentration, increased appetite and drowsiness. Then 

smoking can become cyclical because it temporarily reduces these withdrawal symptoms. 

In the UK, one study put smoking amongst people with depression at around 56%, compared with 26% of the 

general population. People with depression report more severe withdrawal symptoms during attempts to give up 

smoking, and are at increased risk of developing a new episode of depression for up to six months after quitting. 

This may be due in part to the role that certain neurotransmitters such as dopamine play in both smoking and 

depression. Nicotine has been shown to stimulate dopamine release in the brain for a short time, and dopamine 

is often found to be depleted or inadequate in people with depression. The artifi cial supply of dopamine from 

smoking cigarettes eventually depletes the brain of its own resources and depression may worsen due to the 

diminishing supply.

EXECUTIVE SUMMARY
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People with schizophrenia are more likely to smoke, and smoke more heavily than other populations. Rates 

of smoking among people with schizophrenia remain stable at about 70-74%, regardless of whether they are 

living in mental health units or within the community. Many studies have explored the reasons why people 

with schizophrenia are more likely to smoke and suggestions have included the possibility that they fi nd it 

harder to quit once they start and that they start smoking younger. There are also explanations that consider 

other associated risk factors involved in both smoking and schizophrenia, like substance or alcohol abuse and 

nutritional defi ciencies. In addition, some studies argue that smoking is associated with the culture of inpatient 

psychiatric wards.

One of the most popular explanations proposed to account for the increased smoking rates amongst people 

with schizophrenia is ‘self-medication’. That is, people with schizophrenia use smoking – and the dose of nicotine 

it provides them with – to control or manage some of the symptoms associated with their illness and to reduce 

some of the side eff ects of their medication. There is some evidence to support this biological explanation of 

smoking and it centres around the role dopamine plays in mood and motivation. However a recent Cochrane 

review found no studies that support the theory that nicotine alleviates the symptoms of schizophrenia. 

What is clear is that many smokers with mental health problems say that they would like to stop smoking, but 

struggle when they try to do so. They need eff ective support to help them stop smoking. 

Smoking cessation and mental health

Cessation rates among smokers with mental health problems are two to three times lower than in the general 

population. This, for reasons outlined above, points to the possibility that mainstream smoking cessation 

programmes are not adequately addressing the needs of people with mental health problems. A number of 

methods are analysed in this report, including talking and drug-based approaches, as well as approaches that 

combine the two, for example Nicotine Replacement Therapy combined with Cognitive Behavioural Therapy 

(CBT). 

Some have argued that CBT is eff ective at helping people with depression give up smoking because it helps 

them challenge negative attitudes that stop them from quitting and helps them adopt alternative ways of coping 

with diffi  cult feelings such as stress and anxiety that may lead them to turn to cigarettes. It has been argued that 

improvements can be made in quit-rates for heavy smokers with depression or with people whose depression 

is recurrent if the standard smoking cessation CBT includes a component directly concerned with the smoker’s 

depression. Combined approaches have been found to work in studies of people with depression and also 

schizophrenia. 

The report also examines good practice in mental health services which may help with the implementation of the 

smoking ban (see ‘challenges and strategies for smoke-free mental health units’). Given the high rates of smoking 

among people with mental health problems there is still a comparative lack of evidence about which methods 

are most eff ective for them. If quit rates among people with mental health problems are to increase, both in 

in-patient services where smoking will be banned and within the community, we need to understand which 

cessation strategies recognise the diff erent and related reasons for smoking among these groups and use them. 

These groups should be off ered a combination of drug-based and talking therapies.

EXECUTIVE SUMMARY
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Recommendations

In light of the evidence summarised in the report, the following recommendations are made:

Primary Care staff  should be made aware of higher smoking rates and more reported diffi  culties in quitting 

among people with mental health problems and of any specialist help available, so they can refer eff ectively

ACTION: Department of Health, Primary Care Trusts (PCTs)

People providing information on smoking cessation including helplines should be made aware of the needs 

of people with mental health problems, and should be able to signpost them to other help and support

ACTION: Department of Health, PCTs

Commissioners need to ensure that smoking cessation services including group therapies are tailored to 

meet the needs of vulnerable groups including mental health service users

ACTION: PCTs

Staff  in mental health services must off er nicotine replacement therapy and other smoking cessation support

ACTION: Mental Health Trusts (MHTs)

Mental health services need to commission specialist help with smoking cessation such as CBT

ACTION: MHTs, PCTs

Patients in both in-patient and community services must  be off ered help with smoking cessation as part of 

their care package

ACTION: MHTs

Staff  in mental health services should understand nicotine withdrawal symptoms and how they can 

exacerbate mental distress, so that they can respond eff ectively

ACTION: MHTs, education providers

Information should be made widely available to staff , service-users and visitors to mental health services 

about how their environment will change as a result of the smoking ban, and of any help that is available 

with smoking cessation

ACTION: MHTs

In-patient units need to ensure that there is a sheltered outdoor space that smokers can access, and where 

necessary, regular escorted visits to these spaces should be off ered as a priority

ACTION: MHTs

Any aggression or violence toward patients and staff  in in-patient settings that are believed to be linked to 

the smoking ban should be monitored and reported to senior managers in MHTs

ACTION: MHTs

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.
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1.1 Smoking and physical health

Most adults in the UK are aware of at least some of the health risks associated with cigarette smoking, which 

include cancer, heart and respiratory diseases, miscarriage, stomach ulcers, osteoporosis, cataracts and infertility. 

This awareness is, in part, due to a number of campaigns the Government has run in order to try and cut the £1.5 

billion spent each year on treating and preventing smoking-related diseases in the NHS1 as well as the additional 

costs it incurs through sickness and invalidity benefi ts and lost employment. Such campaigns increase the 

knowledge of risks associated with smoking, but are not always successful in enabling smokers to quit in the 

longer term. This is refl ected in the statistics. Approximately 26% of people in the UK aged over 16 are smokers2, 

and recent estimates suggest that this fi gure is declining by as little as 0.4% each year2. Around 114,000 people die 

from smoking-related causes each year in the UK3, and more deaths are caused by smoking than from drug and 

alcohol misuse, fi res, car accidents, suicides and murders combined3;4.

Smokers themselves are not the only ones whose health is threatened by cigarette smoke. Breathing second hand 

smoke (“passive smoking”) can have immediate and long-term health consequences for non-smoking adults and 

children. Many epidemiological studies have examined the relationship between passive smoking and diseases 

such as lung cancer, coronary heart disease and respiratory disorders. They consistently fi nd that passive smoking 

increases the risk of these diseases in non-smokers by between 25 and 40%, compared to non-smokers not 

exposed to second-hand smoke5.

1.2 Smoking bans

In light of these risks, many countries have introduced nation-wide smoking bans that prohibit smoking in 

workplaces and enclosed public places. In March 2004, Ireland was the fi rst country in the world to ban smoking 

in all indoor workplaces and enclosed public spaces, and this was followed by a number of other countries, as 

listed in Table 1. 

COUNTRY DATE OF IMPLEMENTATION

Norway June 2004

New Zealand December 2004

Bhutan March 2005

Uruguay March 2006

Scotland March 2006

Singapore July 2006

Lithuania January 2007

Wales April 2007

Northern Ireland April 2007

TABLE 1: LIST OF COUNTRIES WITH NATIONAL BAN ON SMOKING IN WORKPLACES

AND PUBLIC PLACES, APRIL 20076

1 INTRODUCTION
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Although public debate has been extensive, many countries have reported high compliance with the ban and 

favourable responses from the general public. For example, 82% of Irish people were still in favour of the smoking 

ban fi ve months after its implementation7 and in Scotland, recent fi gures show that over 95% of workplaces are 

complying with the new regulations8 and that the physical health of people previously exposed to second-hand 

smoke has improved dramatically9. A recent literature review also indicates that smoking bans have signifi cant 

health and economic benefi ts5. 

England is the last country in the United Kingdom to implement a full smoking ban in workplaces and enclosed 

public spaces, coming into eff ect on the 1st July 2007.  Up to 15% of smokers have said they would quit in 

response to a smoking ban10 and the Government predicts an estimated 600,000 people will give up smoking 

as a result of the law change11. As with other countries, the new legislation has provoked much discussion, not 

least concerning which places justify an exemption from the ban. Because prisons, care homes and hospices are 

considered ‘private dwellings’, they do not have to conform to the smoke-free legislation (although smoking areas 

in these establishments must meet certain requirements) and in some countries, residential mental health units 

are also exempt. For example, in Scotland smoking is allowed in hospital bedrooms and designated smoking 

rooms that have ventilation systems that do not ventilate into other parts of the building and are clearly marked 

as a room in which smoking is permitted. These smoking rooms are restricted to the use of residents, not staff  or 

visitors. English legislation, however, will off er only a limited exemption to the smoking ban in residential mental 

health units, allowing smoking in bedrooms or rooms used only for smoking until the 1st July 2008, after which 

date all enclosed parts of the unit will be required to comply with the ban12. 

This decision has divided opinion amongst mental health service users, staff , policy makers and practitioners13. 

There is a need to balance the rights of staff  and non-smoking service users to a smoke-free environment with the 

rights of service users living in residential units as their ‘home’ (sometimes against their own wishes). This resulted 

in a lengthy consultation between the Department of Health (DH) and various public stakeholders before a fi nal 

decision was taken12. DH’s summary of that consultation noted that a minority of submissions argued that a ban 

would run counter to smokers’ rights, but a majority of submissions that believed that the “rights of non-smokers 

to breathe clean air” took precedence13. 

Although this decision is far from universally welcomed, it has served to highlight another issue that is often 

overlooked in the public health arena. Whilst it is clear that the physical health risks associated with smoking are 

well publicised, less is known about the implications of smoking for mental health, despite a wealth of literature 

linking the two. This report explores that literature and identifi es the links between smoking and mental health, 

both generally and in relation to stress, anxiety, depression, schizophrenia and other mental health problems. It 

then goes on to examine the implications that the new smoking legislation will have for those living and working 

in mental health units in England.

INTRODUCTION
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2.1 Trends in smoking and mental health

Although adult tobacco use has shown a slight decline in the last decade, smoking amongst people with 

mental health problems (like anxiety, depression and schizophrenia) has shown no appreciable reduction4. 

Recent analyses that examine trends in cigarette smoking between the years of 1972 and 2004-5 show that the 

proportion of the general population smoking cigarettes has fallen throughout that period, but that the rate of 

decline has been gradually slowing. Current estimates show that approximately 26% of the adult population (or 

13 million people) smoke2. Of those, the proportion smoking more than 20 cigarettes a day (“heavy smokers”) has 

also fallen, from 55% to 33% for males and 40% to 27% for females. In contrast, the fi gures for people with mental 

health problems remain stable, and high. Studies of psychiatric patients in mental health units show that up to 

70% smoke and around 50% are heavy smokers14-16. People with mental health problems living in the community 

smoke less, but still more than people in the general population, with up to 40% smoking and 30% smoking 

heavily17-20 (see Figure 1).

0 10 20 30 40 50 60 70 80

MH problems MH Unit

MH Problems Community

General population

Percentage of smokers and heavy smokers

Percentage smokers

Percentage heavy smokers*

 

FIGURE 1: PERCENTAGE OF SMOKERS AND HEAVY SMOKERS IN THE GENERAL POPULATION, WITH MENTAL 

HEALTH PROBLEMS LIVING IN THE COMMUNITY AND LIVING IN MENTAL HEALTH UNITS. DATA BASED ON 

2004/2005 DATA2;13.

*HEAVY SMOKING IS DEFINED AS SMOKING MORE THAN 20 CIGARETTES A DAY.

The risk factors associated with smoking – social deprivation21 stress22, alcohol use14;19 and poverty23, amongst 

others24;25 – are also those that are associated with poorer mental health and therefore it is unsurprising that 

people with mental health problems smoke more. However, research has shown that smoking is more common 

amongst people with mental health problems, even when these other factors have been taken into account23. 

How then, can we start to explain the marked association between smoking and mental health? 

2 SMOKING AND MENTAL HEALTH
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2.2. Why do people smoke?

Although there are many factors that contribute to the association between smoking and mental health, there are 

some basic biological, social/cultural and psychological motivators for smoking that may help to explain at least 

some of the statistics outlined above.

The biological factors involved in smoking relate to the physiology of the brain and its response to nicotine. 

Nicotine is bi-phasic, meaning that it has a stimulating and then a depressing eff ect in the brain. When a person 

smokes, a dose of nicotine reaches the brain within about ten seconds of inhalation, producing a positive feeling. 

Initially, nicotine can produce eff ects such as improved mood and concentration, decreased anger and stress, 

relaxed muscles, increased heart rate and reduced appetite. These factors reinforce smoking and therefore 

it subsequently increases (e.g. a person smoking ten cigarettes a day self-administers about 100 times daily)4. 

However, this repeated use of nicotine also leads to alterations in the neurotransmitter systems in the brain 

(especially dopamine pathways), which then leads to nicotine withdrawal symptoms, including headaches, 

irritability, diffi  culty in concentration, increased appetite and drowsiness. Then smoking can become reinforcing 

simply because it temporarily reduces these withdrawal symptoms. Smokers therefore often smoke to alleviate or 

self-medicate these withdrawal symptoms and it is through this cyclical mechanism that most become nicotine 

dependent. 

In addition to this biological process, social and environmental factors also play a part in creating dependence. 

The process of becoming addicted to nicotine usually proceeds through a series of stages, starting in late 

childhood or early adulthood, when individuals experiment with smoking with friends or peers. Although few 

11 and 12 year old children smoke, by the age of 15 about a quarter are regular smokers. Young people in the UK 

have one of the highest smoking rates in Europe26 and girls have consistently higher rates of smoking than boys. 

In 2002, 26% of 15-year old girls were regular smokers compared with 20% of boys27(see Figure 2). 

 

FIGURE 2: PERCENTAGE OF CHILDREN AND YOUNG PEOPLE SMOKING REGULARLY BY AGE, ENGLAND 200227
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Although initial experimentation is common amongst a greater percentage of young people, other factors predict 

whether an individual will go on to become a regular smoker. These include having peers and relatives who 

smoke and lack of parental concern about smoking28-32. Tobacco advertising and promotion also increases the 

likelihood that children and young people will experiment with and continue smoking33. Advertising uses the 

media to create positive product imagery or associations and research demonstrates its success. For example, one 

study reports that up to 38% of young people who smoke believe that smokers have more friends34 and others 

have shown that non-smoking young people who were more aware of tobacco advertising were more likely to 

become smokers later33;35.

Routine, habit and environmental context are also powerful social factors that keep people smoking, especially 

amongst people with mental health problems. One report that asked service users for their views on smoking 

and mental health said that a powerful reason for smoking was “that we often have nothing to do – smoking is a 

sociable way of passing the time”36. Other service users have also indicated that smoking is a way of regulating the 

day and “having something to look forward to”, and this is also a common reason given by people without mental 

health problems.

Much research has demonstrated the interaction of smoking with other psychological and social variables, 

including alcohol consumption, drug misuse, fi nancial deprivation and singleness23;24;37. Associated with all of 

these factors is an increased likelihood of a person encountering stress, and therefore smoking may well be one 

strategy that people use to cope with stress in their lives.

2.3 Smoking to cope with stress and/or anxiety

The signs of stress vary from person to person, but some of the more common ones are listed in Table 2.

PHYSICAL SIGNS EMOTIONAL SIGNS BEHAVIOURAL SIGNS

Headaches

Muscle tension or pain

Stomach problems

Sweating

Feeling dizzy

Bowel or bladder problems

Breathlessness or palpitations

Dry mouth

Tingling in body

Sexual problems

Feeling irritable

Feeling anxious or tense

Feeling in low mood

Feeling of apathy

Feeling low in self esteem

Temper outbursts

Drinking or smoking too much

Changes in eating habits

Withdrawing from usual activities

Becoming unreasonable

Being forgetful or clumsy

Rushing around

TABLE 2: SIGNS OF STRESS38

Stress is very common in the UK. Although it is hard to estimate exactly how many people are experiencing stress 

at any given time, a recent survey indicated that around 420,000 individuals in Britain believed that they were 

experiencing work-related stress at a level that was making them ill39. Stress is not only related to work. Many life 

events can increase stress, including death of a loved one, divorce or relationship breakdown, getting married, 

moving house, changes in employment, pregnancy, changes in leisure activities or spiritual habits, minor legal 

problems, fi nancial pressure, lack of time and family gatherings. One of the common consequences of stress is 

mild to moderate anxiety, which is characterised by feelings of nervousness, worry, fear, panic or tension and 

which can often aff ect an individual’s ability to concentrate or relax. 

SMOKING  AND MENTAL HEALTH
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Some research has shown that smoking may be used as self-medication to counter stress and the eff ects of 

anxiety21;40 and this is supported by the suggestion that smokers tend to have more stressful lives than non-

smokers41, although other factors probably also contribute to this association. In one large study in Wales, smoking 

was associated with anxiety, being female, having lower income and educational qualifi cations, looking after the 

family or home and being aged over 2526, some of which are also factors associated with stress and anxiety42. 

Similarly, the 1995 British Household Survey found that 47% of people with a generalised anxiety disorder smoked, 

compared to 29% of the population with no anxiety disorder. The self-medication hypothesis has been explored 

in a number of populations and found to be a consistent explanation for smoking behaviours. For example, one 

study looked at the eff ects of loneliness on health behaviours43. People who found loneliness stressful were 

more likely to smoke and to smoke heavily than non-lonely individuals. Similarly, in a group of women with 

eating disorders, the strongest motivator for smoking was coping with stress, rather than to suppress appetite 

or to lose weight41. One Scottish study describes the barriers faced by women living in deprived circumstances 

if they want to give up smoking24. One of the most frequent reasons the respondents off ered in explaining their 

smoking behaviours was that it was a coping mechanism. Many of the women displayed symptoms of anxiety, 

which they believed smoking helped with. Ironically, one of the key features of their anxiety was a feeling of guilt 

about their inability to stop smoking and its impact on their own and their children’s health, and this anxiety itself 

exacerbated their smoking behaviour.

This last example shows the circular nature of using cigarettes to self-medicate. Although many smokers do report 

that smoking helps to relieve stress, studies show that tobacco does not off er real benefi ts in terms of stress 

control or management, nor does it reduce anxiety in anything other than the immediate term. This is partly 

because of the cyclical nature of nicotine use described earlier: smoking creates an immediate sense of relaxation 

or mental alertness, but this very soon then gives way to withdrawal symptoms, increased cravings and agitation, 

which in provoke the need to smoke more to calm these feelings of anxiety. One review examined the fi ndings of 

over 30 international studies into smoking and stress and reached the conclusion that instead of helping smokers 

to relax, it actually increases anxiety and tension24;44-48. 

This is recognised by many smokers. One report that asked 85 service users for their views on smoking concluded 

that often people “… use smoking as a way of calming down and relaxing. Even if physiologically it doesn’t do this, 

in our minds cigarettes are a good way of dealing with a stressful environment.36” 

This points to the need for smokers to adopt other ways of relaxing if they want to reduce or cut out entirely 

the number of cigarettes they smoke. There are many alternative strategies people can use to help them cope 

with stress and anxiety if they do not want to use cigarettes to do this (see ‘Further information and resources’ 

on page 31), but some strategies that have been consistently shown to help include meditation and breathing 

exercises38, regular exercise49, cutting down on alcohol50 and eating a well-balanced diet51, counselling or talking 

things through with a supportive friend or family member38, identifying the source of the stress/anxiety and 

trying to fi nd ways to reduce or overcome it52, religious or spiritual activities51 and making time for leisure and/or 

entertainment pursuits. 

SMOKING AND MENTAL HEALTH
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2.4 Smoking and depression

Depression is another mental health problem that is associated with smoking. Many people in the UK have 

experienced one or more symptoms of depression at some stage in their lives and approximately 1 in 10 adults at 

any one time will experience levels severe and lasting enough to aff ect their quality of life and ability to function 

well14. Signs of depression are physical, emotional and behavioural and include the following:

feeling miserable and sad

feeling exhausted a lot of the time with no energy

feeling as if even the smallest tasks are sometimes impossible

not enjoying things that you used to enjoy, like sex, food, exercise or socialising

feeling anxious or irritable

fi nding social activity hard or impossible 

fi nding it diffi  cult to think clearly

feeling like a failure and/or feeling guilty a lot of the time

feeling hopeless or that perhaps life isn’t worth living

spending time thinking about what has gone wrong, what will go wrong or what is wrong about 

yourself as a person

diffi  culty sleeping or waking up very early in the morning, unable to sleep again

physical aches and pains which appear to have no physical cause, such as back pain

International studies exploring the association of depression with smoking have shown that people with 

depression are more likely to smoke and smoke earlier in the day, as well as fi nding it harder to quit than people 

without depression53;54. In the UK, smoking amongst people with depression living at home is around 56% and 

is higher among women than men20. A more recent study in England, with a sample of 15,000 adults, found that 

smokers had higher rates of depression than non-smokers, especially amongst women55. Similar results have been 

found in Wales26 and Scotland24 as well as in acute mental health units across the UK53. 

The association of smoking with depression is not restricted to adults. One international study demonstrated that  

depression was strongly associated with smoking in young people (aged 15-19 years)37 and British data is similar. 

Children aged 11-15 years who smoke are 5 times more likely to experience emotional disorders than their non-

smoking peers56 and this trend is likely to continue into adulthood33.

Studies have also shown that people with depression have diffi  culty when they try to stop and that the severity of 

depression predicts how long it will take someone to start smoking again when attempting to quit57. People with 

depression also tend to report more severe withdrawal symptoms during attempts to give up smoking58-60 and 

are also at increased risk of developing a new episode of depression for up to six months after quitting61. 

This may be due in part to the role that certain neurotransmitters play in both smoking and depression. As 

mentioned earlier, nicotine has been shown to stimulate dopamine release in the brain. Dopamine is particularly 

involved in feelings of reward and reinforcement and is often found to be depleted or inadequate in people 

with depression. When the brain is ‘fl ooded’ by an artifi cial supply of a neurotransmitter (for example, dopamine 

triggered by a cigarette), the brain’s receptors respond by ‘closing down’ until the excess has been absorbed or 

‘metabolised’ by the brain. This can create a vicious circle, where the brain receptors close down in response to 

nicotine in cigarettes, which then prompts the smoker to increase their smoking to get the receptors to ‘open up’ 

again. However, because smoking is cyclical, this self-medicating strategy doesn’t really work. The artifi cial supply 

of dopamine from smoking cigarettes eventually depletes the brain’s own resources and the depression may 

worsen due to the ever diminishing supply. This may explain the increased diffi  culties people with depression 

encounter when they try to quit. 

•
•
•
•
•
•
•
•
•
•

•
•
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Stress, anxiety and depression are common mental health problems in the UK2 and many people experience 

some of the symptoms without ever receiving a formal diagnosis from a health practitioner. It is possible that 

many people in the general population smoke to self-medicate mild to moderate levels of these problems, as 

they do with other substances like alcohol and caff eine (for further information, see Mental Health Foundation’s 

publications on the role of alcohol and diet in mental health50;62). The self-medication hypothesis is one that has 

also been proposed to account for the very high number of people with severe and enduring mental health 

problems who are also smokers.

2.5 Smoking and schizophrenia

Schizophrenia is a severe and often enduring mental health problem, characterised by hallucinations, delusions 

and disordered thinking (“positive symptoms”) as well as under-activity, low motivation and social withdrawal 

(“negative symptoms”). It occurs in approximately one in every hundred people, usually developing between age 

15 and 25 in men and 25 and 35 in women. People with schizophrenia are more likely to smoke, and smoke more 

heavily, than other populations21;63-65, including those with neurotic (mood) or other psychiatric disorders66. Rates 

of smoking amongst people with schizophrenia remain stable at about 70-74%, regardless of whether they are 

living in mental health units or in the community67 and on all the indicators of nicotine dependence (number of 

cigarettes smoked per day, perceived diffi  culty in stopping and time to fi rst cigarette after waking up), people 

with schizophrenic illnesses show signs of extremely high dependence53. 

Given these fi gures, it is not surprising that people with schizophrenia are more likely to die from a smoking-

related disease than other people53;65. One study showed that the high rate of smoking amongst people with 

mental illness, alongside a diet lower in fruit and vegetables and higher in saturated fats, means that the risk of 

death from heart or respiratory diseases is greater than the risk posed by suicide, traffi  c accidents or natural (non 

smoking-related) causes68. Furthermore, smokers with schizophrenia are more likely to die of smoking-related 

diseases even when other relevant factors are taken into account13.

Many studies have explored the reasons why people with schizophrenia are more likely to smoke and suggestions 

have included the possibility that they fi nd it harder to quit once they start and that they start smoking younger69. 

There are also explanations that consider other associated psychosocial risk factors involved in both smoking and 

schizophrenia, like substance or alcohol abuse64 and nutritional defi ciencies68;70. In addition, some studies argue 

that smoking is associated with the culture of inpatient psychiatric wards and that smoking rates amongst people 

with mental illness refl ect factors such as boredom, lack of alternative activities, peer pressure, using cigarettes as 

reward, punishment or currency and lack of smoking policies within such settings53;71. Service users themselves 

have said that smoking is a “sociable way of passing the time” because they “often have nothing else to do”36 when 

staying in psychiatric hospitals. 

One of the most popular explanations proposed to account for the increased smoking rates amongst people with 

schizophrenia is the self-medication hypothesis61;64;72-74. That is, people with schizophrenia use smoking – and the 

dose of nicotine it provides them with – to control or manage some of the symptoms associated with their illness 

and to reduce some of the side eff ects of their medication73. There is some evidence to support this biological 

explanation of smoking and it centres around the role dopamine plays in mood and motivation. The positive 

symptoms of schizophrenia appear to be more responsive to medication than the negative symptoms, which are 

suggested to be associated with reduced activity in the prefrontal cortex of the brain75. The medication, however, 

works by blocking dopamine receptors in the brain, thus blocking the passage of nerve signals by dopamine and, 

as a byproduct, reducing feelings of pleasure and reward. In addition, antipsychotic drugs can also cause side 

eff ects, which may include unusual body movements, such as dystonia (prolonged muscle spasms), akathisia 

(restlessness and agitation), and Parkinsonian movement disorders (including stiff ness, shakiness and feeling 
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drowsy). Nicotine use promotes the release of dopamine and this release could, theoretically, reduce the negative 

symptoms associated with schizophrenia and some of the side eff ects of medication. 

There is plenty of research looking at the self-medication hypothesis61;64;72;73;76, although only a few studies 

have asked people with schizophrenia and service users themselves why they smoke. One Canadian study 

that interviewed 100 people with schizophrenia found that the strongest motivators for smoking were relief 

of negative symptoms and reducing side eff ects of medications75 and these were consistent across the group 

regardless of how severe there symptoms were. Others have also found that the major motivators for smoking 

were habit and routine, socialisation, relaxation, addiction77 and to calm nerves78. Other studies have also found 

that relief from the side eff ects of medications is a popularly cited reason for smoking amongst people with 

schizophrenia53;79. Service users in Scotland have said that smoking is a comfort that enables them to relax in an 

otherwise stressful and confi ned environment36.

One reason that the self-medication hypothesis needs further investigation is that whilst it proposes that 

people with schizophrenia smoke to decrease their symptoms, they usually start smoking before the onset 

of their illness and heavy smoking is not consistently associated with fewer symptoms of schizophrenia72. In 

other words, the direction of eff ects between smoking and schizophrenia is unclear: does smoking increase the 

chances of becoming ill or does being ill increase the chances of smoking or does something else contribute to 

both? A recent Cochrane review found no studies that support the theory that nicotine alleviates symptoms of 

schizophrenia80. Therefore, greater attention is needed to understand how a complex interaction of biological, 

social, environmental and psychological factors64 serve to maintain dangerously high smoking rates in people 

with schizophrenia. 

2.6 Smoking and Alzheimer’s Disease

Alzheimer’s Disease (AD) is the most common form of dementia and there are an estimated 400,000 people in the 

UK who have it81. AD is a progressive, physical disease of the brain, in which there is a gradual and continual death 

of brain cells. Symptoms include loss of memory, confusion, mood swings and withdrawal. It has become more 

common in the past fi fty years and is believed to be the result of a combination of factors, including age, genetics 

and environmental factors82. 

Whilst smoking has been reported in some studies to be a risk factor that may increase the likelihood of a 

person developing AD83;83-87, other research has shown a tentative inverse relationship between smoking and 

Alzheimer’s. For example, one English study comparing 198 people with AD to 164 people with other dementias 

and 176 people with no dementia, found that smoking lowered the risk of Alzheimer’s disease, but only in people 

who had not already died of a smoking-related disease and only in males. The fi nding was also more common 

amongst people with a familial disposition to the disease81. 

This is consistent with the argument that nicotine may have a neuroprotective eff ect in AD, as it appears to 

alleviate the neurological impairment associated with the disease83;85;88. It has been hypothesized that nicotine 

from smoking may compensate for the loss of nicotinic receptors reported in AD, hence the observed relatively 

reduced risk in smokers compared to non-smokers85-87. However, the increased risk of other smoking-related 

diseases still outweighs any evidence of the use of nicotine to reduce symptoms of Alzheimer’s. A decade later, a 

Cochrane review concluded that there was still “no evidence on which to recommend nicotine for Alzheimer’s 

disease”89 and the debate appears no less controversial today88;90-92. 
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2.7 Conclusions about smoking and mental health 

With all of the associations identifi ed between smoking and mental health, it is hard to determine the direction 

of eff ects. Does smoking lead to poorer mental health, does poorer mental health lead to smoking, or do other 

underlying and psychosocial factors contribute to both? It is still not entirely clear. This is partly because the 

research required to disentangle and answer these questions is lengthy, expensive and hard to design. Although 

research is increasing our understanding of the complexities and interactions between biological, physical, 

mental, emotional and spiritual dimensions of being human, we still do not have all the answers. 

What is clear is that many smokers with mental health problems say that they would like to stop smoking, but 

struggle when they try to do so. For example, the proportion of smokers with schizophrenia who say that they 

would like to quit is between 40 and 50%, and those with depressive disorders even higher, although quit rates in 

the two populations are signifi cantly lower than those in the general population13. Therefore, it is important that 

intervention and cessation strategies are eff ective in supporting smokers with mental health problems that want 

to quit. Some of these are summarised in the following section.
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3.1 Smoking cessation programmes

Whilst smokers would have been once left to quit smoking through will-power alone, there is now recognition 

that that sudden withdrawal (or going “cold turkey”) is the least eff ective route to quitting smoking in the long 

term4. As such, there are now a vast number of smoking cessation programmes aimed at helping the 70% of the 

smoking population who say that they would like to quit93, to do so. Programmes vary in their approaches, with 

some emphasising psychosocial or cognitive techniques and others encouraging the use of pharmacological 

(e.g. drug and chemical) interventions. Such is the array of potential strategies that the Government has recently 

requested that the National Institute for Health and Clinical Excellence (NICE) develop guidance for the NHS and 

other organisations on the eff ectiveness of diff erent types of smoking cessation services94. They have already 

published guidance on brief interventions and referrals for cessation in primary care and other settings95 and 

a review of smoking behaviour initiatives that address socially disadvantaged populations96. Their most recent 

(draft) guidance on smoking cessation recommends the use of varenicline (Champix), a drug shown to help 

people who want to quit, which should normally be off ered in conjunction with counselling and support. After 

fi nal consultation of these draft recommendations, varenicline should be available on the NHS from July 200797.

In addition, the Cochrane Collaboration has published over 100 reviews of diff erent smoking intervention and 

cessation programmes, the most recent of which are summarised in Table 3. 

Title Authors’ Conclusions

Nicotine receptor partial agonists 

for smoking cessation98, 2007

“The evidence on cytisine is limited at present, and no fi rm conclusions 

can yet be drawn about its eff ectiveness as an aid to quitting.”

Antidepressants for smoking 

cessation99, 2007

“Selective serotonin reuptake inhibitor antidepressants (for example, 

fl uoxetine) have not consistently been shown to help smoking cessation.”

Opioid antagonists for smoking 

cessation100, 2006

“The eff ects of some opioid antagonists (e.g. naltrexone, naloxone) on 

withdrawal symptoms and the pleasurable eff ects of smoking are as yet 

unclear.”

Clinical and cost-eff ectiveness 

of nicotine replacement therapy 

for new licensed indications and 

combination therapy: A summary 

of best evidence101, 2006

There is a need for more robust primary research and regular review of 

the evidence base of the clinical and cost-eff ectiveness of NRT use.”

Telephone counselling for 

smoking cessation102, 2006

“Our review of trials found telephone counselling to be eff ective; multiple 

sessions are likely to be most helpful.”
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Title Authors’ Conclusions

Acupuncture and related 

interventions for smoking 

cessation103, 2006

“The review did not fi nd consistent evidence that active acupuncture 

or related techniques increased the number of people who could 

successfully quit smoking. However, acupuncture may be better than 

doing nothing, at least in the short term; and there is not enough 

evidence to dismiss the possibility that acupuncture might have an 

eff ect greater than placebo.”

Competitions and incentives for 

smoking cessation104, 2005

“Competitions and rewards may attract more people to make a quit 

attempt than might otherwise do so, but cessation rates remain the 

same as for non-contestants.”

Quit and Win contests for 

smoking cessation105, 2005

“International quit and win contests are often well supported, especially 

in developing countries, but there is no clear evidence from trials that 

they are eff ective.”

Healthcare fi nancing systems for 

increasing the use of tobacco 

dependence treatment106, 2005

“There is not enough evidence to show whether off ering fi nancial 

incentives to healthcare providers for identifying and treating smokers is 

eff ective in increasing the number of smokers who quit.”

Individual behavioural 

counselling for smoking 

cessation107, 2005

“The review found that individual counselling could help smokers quit, 

but there was not enough evidence about whether more intensive 

counselling was better.”

Self-help interventions for 

smoking cessation108, 2005

“Advice and behavioural counselling can help smokers to quit.”

Exercise interventions for 

smoking cessation109, 2005

“There is evidence from only one trial that an exercise programme helps 

more smokers quit in the long term than smoking cessation support 

alone.”

TABLE 3: SUMMARY OF RECENT COCHRANE REVIEWS ON SMOKING CESSATION PROGRAMMES

It is clear from Table 3 that cessation programmes for smokers in the general population vary in their eff ectiveness. 

Some approaches seem to work better than others – for certain people – and some require further research to 

determine if and how they can become more useful to people wanting to quit. 
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3.2 Smoking cessation programmes for people with mental health problems

Approximately half of smokers with mental health problems would like to stop smoking53;67 and yet cessation rates 

remain around two to three times lower than those seen in people without mental health problems110. As well as 

the physical addiction of smoking, it involves many psychosocial risk factors (e.g. stress, poverty, social deprivation, 

unemployment, poor diet, etc.) that cannot be changed quickly, and which may serve to maintain smoking, or 

at least hinder eff orts to stop. Smokers with mental health problems may also have less support than others or 

be living in an environment (e.g. an inpatient psychiatric unit) where smoking is the norm and to try to give up 

would involve isolation, or a dramatic reduction in social contact with other people, which in itself can be stressful 

or unpleasant38. One service user in Scotland reported being “totally isolated” in hospital because she avoided the 

smoking room and others have suggested that they would refuse to be admitted if they couldn’t smoke or that 

they would be more inclined to leave earlier if stopped from smoking36. 

This points to the possibility that mainstream smoking cessation programmes may not adequately address 

and meet the needs of people with mental health problems. If quit rates amongst people with mental health 

problems are to increase, we need to understand which cessation strategies recognise the diff erent and inter-

related reasons for smoking and identify those that adopt an integrated approach that empower people to stop. 

Smoking cessation is not likely to be successful when a person with mental health problems is experiencing 

a crisis or when psychotropic medications are being changed4. However, if a person decides that they want 

to quit smoking when they are feeling stable, there are two broad approaches that may empower them to 

do so, especially if techniques from both approaches are combined to best meet the needs of the individual. 

Psychosocial strategies, like counselling and cognitive therapy, and pharmacological interventions, like nicotine 

replacement therapy (NRT) or medication, are available to smokers wanting to quit and research examining the 

effi  cacy of both approaches is summarised below.

3.2.1 Psychosocial approaches to smoking cessation

Although some therapeutic techniques (e.g. acupuncture and hypnotherapy) may benefi t some individuals 

wishing to quit smoking, there is not suffi  cient evidence of their effi  cacy for them to be routinely off ered within 

the NHS103;111. Therefore, this section focuses on those approaches that are more widely available. 

Diff erent types of counselling have been shown to be eff ective in helping people stop smoking. A recent review 

of the literature looked at trials of individual counselling by a trained therapist providing one or more face-to-

face sessions, separate from medical care. All the trials involved sessions of more than 10 minutes, with most also 

including further telephone contact for support. The review found that individual counselling could help smokers 

quit, but there was not enough evidence about whether more intensive counselling was better107. Equally 

eff ective is group counselling. In a review of studies of group therapy where individuals have the opportunity 

to provide each other with mutual support, it was found that group therapy is better for helping people stop 

smoking than self-help programmes, and other less intensive interventions. There was not enough evidence to 

evaluate whether groups are more eff ective, or cost-eff ective, than intensive individual counselling, although 

both are better than some other forms of treatment112. Even telephone counselling helps smokers interested 

in quitting. One recent review examined how useful telephone counselling is in helping smokers to quit and 

remain abstinent for at least 6 months102. They found that although one or two brief calls are less likely to provide 

a measurable benefi t, three or more calls increased the odds of quitting compared to a minimal intervention such 

as providing standard self-help materials, brief advice, or compared to nicotine replacement therapy alone. 
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Many counselling programmes incorporate cognitive behavioural therapeutic techniques and social skills into 

their training. Cognitive behavioural therapy (CBT) aims to try and change both a person’s cognitions (mental 

processes, perceptions and assumptions) and their behaviour, and several studies have shown that it may 

be particularly eff ective in smokers with depression or schizophrenia. For example, one study compared the 

eff ectiveness of CBT with health education (HE) as a smoking cessation tool in smokers with major depressive 

disorder (MDD)113. It found that smokers with a history of recurrent MDD had higher rates of abstinence in CBT 

compared with HE even when taking into account other relevant factors. Further improvements can be made 

in smoking cessation for heavy smokers with depression or with people whose depression is recurrent, if the 

standard smoking cessation CBT includes a component directly concerned with the smoker’s depression114.

Some have argued that CBT is eff ective as a smoking cessation technique in people with depression because 

it empowers individuals to change unhelpful attitudes, decrease the use of inappropriate coping techniques, 

increase their use of adaptive coping and improve negative mood in a way that other techniques may not115. 

Furthermore, continuous abstinence after a programme of CBT has been associated with short- and long-term 

reductions in depressive symptoms. This suggests that depression aff ects smoking behaviour, smoking aff ects 

depression and both aff ect the likely success of trying to quit116.

 

CBT has also proven to be an eff ective technique in smokers with schizophrenia who want to quit, although 

studies have only examined such programmes in combination with pharmacological interventions117-119. Some of 

these are described below.

3.2.2 Pharmacological approaches to smoking cessation

Broadly speaking, there are three types of pharmacological intervention associated with smoking cessation: 

nicotine replacement therapy (NRT, in the form of gum, transdermal patches, nasal spray or vapour inhaler), 

antidepressants (specifi cally Buproprion (also called Zyban) and nortryptiline) and other medications. All of these 

have been shown to be eff ective in helping smokers without mental health problems to stop smoking99;120;121. 

There are few studies that explore the effi  cacy of these interventions in people with diff erent mental health 

problems, although those that have show some promising results. For example, NRT has been shown to be 

safe and eff ective with inpatient psychiatric populations122, although higher strength patches (21mg per day) 

may require supplementation with gum or spray because individuals in acute care tend to be heavier smokers. 

Similarly, smokers with depression are likely to benefi t from treatment with Buproprion or nortriptyline in attempts 

to quit, although the medication needs to be prescribed for longer than the recommended 8 week duration for 

non-depressed smokers123-125. The remaining studies that have considered the eff ectiveness of pharmacological 

interventions in people with mental health problems have usually considered them in combination with another 

approach.

3.2.3 Combined approaches to smoking cessation

Nicotine replacement therapy has proven benefi t for smokers wishing to quit, but appears to be more eff ective 

when combined with a psychosocial intervention, such as counselling or CBT101;117. One study has also shown 

that this combination is eff ective among individuals with psychotic disorders118. It compared routine care 

(NRT only) with NRT, CBT and motivational interviewing combined. At three months follow up, smokers who 

completed all treatment sessions were also more likely to have achieved continuous abstinence than those in 

the other group or those who did not attend all sessions. CBT also seems to improve quit rates amongst smokers 

with schizophrenia when used in combination with other pharmacological interventions. For example, one 

randomized controlled trial looked at the eff ect of including sustained-release Bupropion alongside CBT on 

SMOKING CESSATION AND MENTAL HEALTH



23 Smoking and mental health

smoking behaviour and stability of symptoms in people with schizophrenia117. The combined intervention was 

associated with signifi cantly greater reduction in smoking during the 3-month active treatment period and the 

3-month follow-up period. It was also associated with improvement in negative symptoms and greater stability of 

psychotic and depressive symptoms during the quit attempt. 

One study has shown that a combined approach may also be eff ective in smokers with depression who want to 

stop smoking126. It compared smoking cessation rates amongst people who had received 10 weeks of CBT and 

fl uoxetine together with those who had just received the antidepressant. Results showed that smoking rates in 

the combined group were greater than those in the control group for people experiencing moderate (but not 

mild) levels of depression. Another study, however, did not fi nd any improvement in smoking cessation rates 

using fl uoxetine with CBT, either for those with or without depressive disorders127. 

Given the high rates of smoking amongst people with mental health problems and the contrasting lack of 

evidence identifying which cessations may most empower them to quit, the Government needs to prioritise 

research in this area. Although one review is underway that will evaluate the eff ectiveness of smoking cessation 

interventions in people with schizophrenia and other psychotic disorders128, research is also needed that better 

understands the way in which genetic, neurobiological, social, environmental and psychological factors interact 

to maintain smoking in vulnerable populations4. 

Some have argued that implementing smoke-free bans in inpatient mental health units will go some way in 

helping smokers with mental health problems to quit4, although others have responded by suggesting that such 

bans do not recognize individuals’ rights and are not an appropriate environment in which to enable smokers to 

stop smoking, should they want to74. The introduction of new smoking legislation in England has fuelled much 

debate about the possible consequences of a ban in mental health settings129-134.
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4.1 Smoking and UK Legislation

In 1998, the UK White Paper ‘Smoking Kills’ outlined a Code of Practice on passive smoking in workplaces in 

order to prevent workers being exposed to the risks created by second-hand smoke135. It was followed by the 

Government White Paper ‘Choosing Health: Making Healthier Choices Easier’, which promised new action to 

tackle smoking136. Since then, the Department of  Health has introduced a tobacco programme consisting of six 

strands137:

 

legislation to introduce measures reducing exposure to second-hand smoke

tobacco media and education campaigns

reducing availability and regulating supply of tobacco

NHS stop smoking services and nicotine replacement therapy

regulating tobacco products

international issues

The most recent legislation to progress through Parliament – the Health Act 2006 – introduces smoke-free public 

places and workplaces throughout England and Wales (legislation in Scotland was introduced in 2006). Although 

the NHS has been working towards smoke free hospitals for a few years now21 and aimed to be completely smoke 

free by the end of 2006136, exceptions for inpatient mental health service users were allowed to be made on a 

case-by-case basis. This changes under the regulations of the new Act. Only mental health units that normally 

provide long-term residential accommodation for over 6 months will be exempt and permitted to provide 

designated smoking rooms. Those not meeting this criteria are not exempt from the ban and are obliged under 

the new regulations to implement a full smoking ban within one year of the Act becoming law.

4.2 Smoking bans and mental health services

The Health Act has divided opinion amongst practitioners, health professionals and service users. Some have 

argued that a total ban on smoking will help to lower the exceptionally high rates of smoking seen amongst 

inpatient mental health service users, including amongst young service users138. One study that supports this 

view asked psychiatric inpatients their views and beliefs on smoking and found that over 77% cited “seeing staff  

and other patients smoking, as well as the smoky atmosphere” as the greatest barrier they faced in quitting139. 

Participants in another study argued that non-smoking policies in mental health units would help individuals 

to avoid the isolation or social exclusion that often comes with attempting to quit (or being a non-smoker), as 

smokers usually congregate within a designated area and use their time smoking to engage socially with others79 

or pursue other leisure activities (e.g. reading the newspapers or watching TV, both of which are often situated in 

the smoking room). Others have also argued that smoking bans in inpatient units are essential because “it is very 

diffi  cult to motivate patients to quit … where smoking is permitted.”4 

In light of these arguments, clinicians and researchers in the UK have strongly endorsed the new legislation and 

also called for a reconsideration of the proposal to exempt mental health units where service users stay for more 

than six months140. They argue that exemption from the Act will “exclude mental health patients from mainstream 

health improvement strategies and exacerbate the inequalities they already experience” and that similar 

arguments apply to those living in prisons, who also have a higher rate of mental health and substance abuse 

problems140. Furthermore, as many as one third of all inpatient units have people who live there for a year or more, 

which implies that the ban cannot be implemented. Service users have themselves picked up on this issue and 

argued that it is unfair to implement a ban when for some people “hospital … literally is home”36. 

1.

2.

3.

4.

5.

6.
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Some employees of the NHS seem ideally placed to help smokers stop smoking. Recent Cochrane Reviews have 

found that advice from nurses and doctors helps smokers quit, especially if they are in hospital141;142. However, 

NHS staff  working in acute mental health services are some of the more vocal critics of the new legislation, 

perhaps because it may be a more challenging and controversial issue in mental health care143. One study 

asked 2574 NHS staff  working in England about their attitudes towards the smoking ban and about their role 

in smoking interventions143. Results were analysed according to whether the staff  were general hospital staff  or 

worked in a mental health setting. The analyses showed that staff  members working in a mental health setting 

were signifi cantly less in favour of smoke-free health care settings (60%) than general staff  (82%) and that these 

diff erences remained even when controlling for age, sex, smoking status and professional group. These results are 

consistent with a previous survey of staff  in an English psychiatric hospital, which found that 60% of staff  believed 

that they should smoke with patients, 54% believed that smoking had a therapeutic role and 93% believed that 

patients would deteriorate without access to cigarettes144. 

The fear that banning smoking would lead to deterioration in patients’ mental state has also been reported 

in other surveys13;61;132;145. For example, a recent King’s Fund survey of 151 mental health units13 found that 

respondents repeatedly stated that smoke-free regulations would provoke aggressive and agitated behaviour, 

verbal abuse and violence from patients. Others, meanwhile, have found that non-smoking policies are generally 

accepted as necessary by nursing staff  working in psychiatric hospitals, but that such policies are not eff ective 

in motivating staff  themselves to stop smoking and/or that insuffi  cient support is given to help staff  implement 

them146. The intensity of the debate amongst mental health nurses may also be a refl ection of the high rates 

of smoking amongst mental health nurses both in the UK144 and internationally145. Given that service users say 

that one of the barriers to stopping smoking is seeing other patients and staff  smoking4;139;147, then nurses’ own 

smoking behaviour and attitudes need to be fully taken into account during the implementation phase of the 

new smoking legislation. 

Service users have also recorded other barriers to stopping smoking, such as weight gain21, fear of isolation or 

exclusion from the ‘smoking culture’ prevalent in psychiatric settings139, impact of quitting on medication148 and 

lack of awareness that Nicotine Replacement Therapy was available on prescription21. Alongside these fears and 

perceptions of the implementation of a smoking ban in mental health units is the argument that it is unrealistic 

and unfair to require people to stop smoking at the time of admission to hospital, due to their level of distress at 

this time74. One report summarised service users’ views by saying that smokers with mental health problems “need 

to be helped to fi nd ways to give up when we are ready and prepared to do so. This would probably not be at a 

point in our lives where we are already dealing with a host of other problems”36. One UK mental health charity 

has argued that inpatient units should have “a designated, enclosed but well ventilated place where smoking is 

permitted”74 (such as they have in Scotland and Ireland, for example) and another has suggested that a complete 

smoking ban was diffi  cult to imagine as a “signifi cant portion of patients will be there under compulsion”149. Both 

of these organisations underline the right of residential mental health service users to choose their lifestyle, a right 

which would enable them to smoke in their home, if they so desired. 

The right of smokers with mental health problems was considered during the consultation phase of the Bill, but 

the Department of Health concluded that the “rights of non-smokers to breathe clean air” took precedence149. In 

light of this, and the subsequent decision to deny mental health units an exemption from the smoking ban, it is 

worth considering how such legislation has been implemented in other countries.
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4.3 Smoking bans in other countries

The smoke-free legislation in England and Wales could be an asset to staff  and users of psychiatric services who 

want to quit smoking. Studies from around the world have shown that it is possible to introduce smoking bans in 

psychiatric units without negative consequences. One review of the international literature looked at 26 studies 

concerned with partial or full smoking bans in psychiatric inpatient settings132. The conclusion it drew was that 

clear and simple policies implemented in a consistent manner to all patients were more eff ective than partial or 

gradual bans, which often led to increased possibilities for confl ict, complaints and verbal aggression. The review 

found no increase in violence or aggression in 90% of the sites imposing a total ban and attitudes to a smoking 

ban often became more positive after implementation. Similar results were found in an earlier review of 22 studies 

from around the world150.

Because smoking is still allowed in designated rooms in psychiatric units in Scotland, it is not possible to gain 

an idea of how the smoking ban will aff ect English mental health units by examining how Scottish mental 

health units have fared in the last year, although initial reports seem to suggest a general tolerance of the ban36. 

However, a few units in England have introduced smoke-free policies ahead of the legislation and have found 

them to provide the staff  with an opportunity to take seriously the physical health of patients and embrace a 

more holistic approach to their care151. Although staff  did get some complaints from patients, these did not result 

in overt defi ance of the ban, especially when the reasons for the ban had been explained and understood. Some 

of the staff  indicated that the removal of cigarettes as bargaining tools encouraged them to fi nd other ways of 

interacting with patients and smoking rooms were being used for activities that benefi ted the entire community 

of people living there151. 

It seems likely that smoking bans in mental health units are not destined to result in the increased levels of 

aggression, verbal abuse or deterioration in service users’ mental states that some staff  anticipate. However, 

little research has examined whether smoke-free policy improves rates of quitting or relapse amongst service 

users or staff . One review concluded that whilst “policies have had no major longstanding untoward eff ect 

in terms of behavioural indicators of unrest or compliance … they appear to have had little or no eff ect on 

smoking cessation.”150 An earlier study found that “abrupt cessation of smoking did not signifi cantly aff ect either 

the severity or the improvement of psychopathological symptoms during hospitalisation”152, although others 

have argued that users of inpatient mental health services can only be expected to limit their smoking if given 

adequate and appropriate support13;61;132. 

This is well illustrated by a study that examined delivery of tobacco cessation services in a smoke-free inpatient 

psychiatric setting148. It reviewed the medical records of 250 psychiatric inpatients, of whom 105 were identifi ed 

as current smokers. None of the smokers received a diagnosis of nicotine dependence or withdrawal, and 

smoking status was not included in treatment planning for any patient. Nicotine replacement therapy (NRT) 

was prescribed for 59 smokers (56%), of whom 54 used it. The results showed that smokers who were not given 

NRT were more than twice as likely as nonsmokers and smokers given NRT to be discharged from the hospital 

against medical advice. Only one smoker was encouraged to quit smoking, referred for cessation treatment, or 

provided with nicotine replacement therapy on discharge. Other studies have also shown that abrupt withdrawal 

of cigarettes without support (“cold turkey”) is the least eff ective method of smoking cessation4 and that mental 

health service users respond well to NRT, especially if used in combination with psychosocial techniques like 

cognitive behavioural therapy53 (see Section 3.2). 

If smoking bans in mental health units are to succeed in helping those who want to quit to do so, a good 

understanding of the challenges and some clear strategies to overcoming them are required. The fi nal section 

explores some of the main challenges encountered by staff  and service users in the inpatient setting and presents 

some strategies for addressing them.
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4.4 Challenges and strategies for smoke-free mental health units 

Many of the challenges facing staff  and service users of mental health services have been outlined above. 

Challenges for service users include:

strength of the physical addiction

fear of withdrawal eff ects

lack of awareness of health benefi ts of quitting

perceived cost of NRT 

lack of knowledge or availability of cessation interventions

diffi  culty in being around other smokers

fear of isolation or exclusion when most other service users smoke

co-occurring psychosocial disadvantages

possible increase in substance misuse

power of habit and routine

fear of weight gain

uncertainty of how cessation may aff ect medications or side eff ects of illness

not being ready to quit

Challenges for staff  include:

fear of increased aggression or verbal abuse if cessation ‘forced upon’ service users

high rates of smoking in mental health staff 

lack of support to implement smoke-free policy

lack of information concerning details of legislation

not enough time or training to off er alternative cessation methods to service users

feeling “hypocritical” if insisting that service users cannot smoke if they themselves are smokers

lack of joined-up working between inpatient, outpatient and smoking cessation services

A further challenge for both service users and staff  is the likelihood that an enforced smoking ban will encourage 

people to go outside to smoke and therefore there may be an increase in the number of people either 

absconding or going absent without permission. As service users themselves report, going outside to smoke can 

be unpleasant in poor weather and intimidating for other people36. In addition, it imposes an increased burden on 

staff  to do escorted leave duties to accompany smokers outside.

A number of papers have also summarised strategies that may be useful in helping services introduce adequate 

and relevant support for smokers wanting to stop smoking in light of the smoke-free policies. For example, a 

King’s Fund survey interviewed fi ve English mental health units that were already smoke-free to fi nd out how they 

had introduced their no smoking policies13. The key elements of their strategies were:

regular consultation with staff  and service users to explain the reasons for smoke-free policy, and to 

allow staff  and patients to register their fears and objections

information for staff , service users and visitors about the smoke-free policy, on posters and banners 

and in information leafl ets, and reminders about the ban in user group meetings

training for staff  in smoking cessation and nicotine replacement therapy, in distinguishing mental 

illness symptoms from nicotine withdrawal symptoms and in diff erent ways of managing patients

education for staff  and patients about the health eff ects of smoking and its interaction with 

medication and psychiatric conditions

co-ordination with existing smoking cessation services

•
•
•
•
•
•
•
•
•
•
•
•
•

•
•
•
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access to nicotine replacement therapy for staff  and patients and access to advice and support for 

quitting

planning the closure of the smoking room and its replacement with a safe, outdoor smoking area, and

creation of alternative activities to interest patients.”13

Some strategies were also identifi ed in a recent event on smoking, mental health and well-being in Scotland162. 

After listening to a number of service users and health care workers talk about their experiences in stopping 

smoking or supporting those with mental health problems to stop smoking, a number of key learning points 

were distilled. These included:

the need for understanding why people smoke, so that smoking cessation support services can be 

tailored to individual needs

a recognition that typical approaches to smoking cessation do not work for everyone, particularly for 

people with mental health problems, and that support services need to be fl exible in terms of group 

size, type of support off ered and length of time for which support is off ered

the need for confi dence-building and stress management techniques to be off ered to those people 

wanting to stop smoking

the need for smoking cessation practitioners to be able to direct people to other services that might 

help them (e.g. fi nancial advisory services)

the need for tobacco policies to allow suffi  cient time to involve all stakeholders to build support for 

and commitment to the policy, and

the need for joint working, communication and information sharing to improve the eff ectiveness of 

policy implementation.

In addition to these strategies, ASH Scotland recommend that targeted health promotion campaigns and printed 

resources should be focused towards people with mental health problems and specifi cally address mental health 

service users’ diagnoses, symptoms and treatments67. 

As the largest employer in the UK154, the NHS is not unaware that mental health services will require support 

during the implementation phase of smoke-free policies and this raises a number of questions. For example, 

what resources will be made available to those in clinical practice who will have fi rst-line responsibility for 

implementing the ban? What training needs to be made available to nurses and other mental health staff ? What 

support will there be for mental health staff  who are themselves smokers wishing to quit? Will mental health 

services be off ered additional funding to provide treatments for those wishing to stop smoking?

In conjunction with the Tobacco Control Collaborating Centre, the NHS has produced a support pack for smoke 

free mental health services that attempts to answer some of the questions raised and which integrates some 

of the strategies outlined above155. How far these will go in helping services to implement a successful and 

helpful smoke-free environment – and the subsequent impact that has on smoking cessation and relapse 

rates – will no doubt be the focus of attention from many agencies over the coming year. In the meantime, it is 

not unreasonable to hope that smoke-free legislation may prove itself to be an opportunity to pursue a more 

integrated and holistic approach to mental health care. 
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5.1 Conclusion

Most adults in the UK are aware of the physical health risks associated with cigarette smoking, but few recognise 

or acknowledge the links between smoking and mental health. Current estimates show that just over one quarter 

of the adult population (or 13 million people) smoke2. Studies of psychiatric patients in mental health units show 

that up to 70% smoke and around 50% are heavy smokers14-16. People with mental health problems living in the 

community smoke less, but still more than people in the general population, with up to 40% smoking and 30% 

smoking heavily17-20.

Although there are many factors that contribute to the association between smoking and mental health, some 

research has shown that smoking may be used as a kind of self-medication to counter stress and the eff ects of 

anxiety21;40. The self-medication hypothesis has also been explored in amongst people with more severe and 

enduring mental illnesses, like schizophrenia and Alzheimer’s disease, and similarly found to be a consistent 

explanation for smoking behaviours.

In order to try and reduce the risks of smoking and the associated health implications of breathing second-hand 

smoke (‘passive smoking’), many countries have introduced nation-wide smoking bans that prohibit smoking in 

workplaces and enclosed public places. England is the last country in the United Kingdom to implement a full 

smoking ban in workplaces and enclosed public spaces, which comes into eff ect on the 1st July 2007. As with 

other countries, the new legislation has provoked much discussion, not least concerning which places justify 

an exemption from the ban. In some countries, residential mental health units are exempt. English legislation, 

however, will off er only a limited exemption to the smoking ban in residential mental health units, allowing 

smoking in bedrooms or rooms used only for smoking until the 1st July 2008, after which date all enclosed parts 

of the unit will be required to comply with the ban12. 

This decision has divided opinion amongst mental health service users, staff , policy makers and practitioners13, 

although research from other countries draws the conclusion that implementation of smoke-free policies in 

residential mental health units has not resulted in the negative outcomes anticipated. However, it has also 

highlighted the often inadequate availability or suitability of smoking cessation strategies and support in mental 

health units. This points to the need for services to develop useful and eff ective cessation strategies, which should 

include a combination of pharmacological and psychosocial interventions.

The research outlined in this report emphasises the need to understand the inter-related factors that are involved 

in mental health, wellbeing and illness. It is likely that smoking interacts with these factors in a variety of ways , 

and this needs to be refl ected in the strategies available to support people wanting to stop smoking. 
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5.2 Recommendations

In light of the evidence summarised in the report, the following recommendations are made:

Primary Care staff  should be made aware of higher smoking rates and more reported diffi  culties in quitting 

among people with mental health problems and of any specialist help available, so they can refer eff ectively

ACTION: Department of Health, Primary Care Trusts (PCTs)

People providing information on smoking cessation including helplines should be made aware of the needs 

of people with mental health problems, and should be able to signpost them to other help and support

ACTION: Department of Health, PCTs

Commissioners need to ensure that smoking cessation services including group therapies are tailored to 

meet the needs of vulnerable groups including mental health service users

ACTION: PCTs

Staff  in mental health services must off er nicotine replacement therapy and other smoking cessation support

ACTION: Mental Health Trusts (MHTs)

Mental health services need to commission specialist help with smoking cessation such as CBT

ACTION: MHTs, PCTs

Patients in both in-patient and community services must  be off ered help with smoking cessation as part of 

their care package

ACTION: MHTs

Staff  in mental health services should understand nicotine withdrawal symptoms and how they can 

exacerbate mental distress, so that they can respond eff ectively

ACTION: MHTs, education providers

Information should be made widely available to staff , service-users and visitors to mental health services 

about how their environment will change as a result of the smoking ban, and of any help that is available 

with smoking cessation

ACTION: MHTs

In-patient units need to ensure that there is a sheltered outdoor space that smokers can access, and where 

necessary, regular escorted visits to these spaces should be off ered as a priority

ACTION: MHTs

Any aggression or violence toward patients and staff  in in-patient settings that are believed to be linked to 

the smoking ban should be monitored and reported to senior managers in MHTs

ACTION: MHTs
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6.1 Information about mental health problems

Mental Health Foundation

Founded in 1949, the Mental Health Foundation is a leading UK charity that provides information, carries out 

research, campaigns and works to improve services for anyone aff ected by mental health problems, whatever 

their age and wherever they live.

 London Offi  ce    Scotland Offi  ce

 9th Floor Sea Containers House  Merchants House

 20 Upper Ground    30 George Square

 London     Glasgow

 SE1 9QB     G2 1EG

 0207 803 1100    0141 572 0125

 www.mentalhealth.org.uk 

Coping with stress and anxiety

Self-help guides from Newcastle and Newcastle, North Tyneside and Northumberland Mental Health NHS Trust:

 Stress   www.nnt.nhs.uk/mh/leafl ets/stress%20A5.pdf 

 Stress and Anxiety www.ntw.nhs.uk/pic/docs/selfhelp/Stress%20and%20Anxiety.pdf

Factsheet for young people experiencing stress from the Royal College of Psychiatrists:

 www.rcpsych.ac.uk/mentalhealthinformation/mentalhealthandgrowingup/32copingwithstress.aspx 

Depression Alliance

Depression Alliance is the leading UK charity for people aff ected by depression.

 

 212 Spitfi re Studios

 63-71 Collier Street

 London 

 N1 9BE

 0845 123 2320

 www.depressionalliance.org 

Rethink

Working together to help everyone aff ected by severe mental illness recover a better quality of life.

 

 5th Floor, Royal London House

 22-25 Finsbury Square

 London

 EC2A 1DX

 0845 456 0455

 www.rethink.org 

6 FURTHER INFORMATION AND RESOURCES



32 Smoking and mental health

The Alzheimer’s Society 

The UK’s leading care and research charity for people with dementia, their families and carers.

 Gordon House

 10 Greencoat Place

 London

 SW1P 1PH

 020 7306 0606

 www.alzheimers.org.uk 

6.2 Information about smoking cessation

Giving Up Smoking

A UK-wide NHS website for helping smokers to give up smoking. 

 www.givingupsmoking.co.uk 

NHS Smoking Helplines

 England and Wales: 0800 169 0 169

 Northern Ireland:  0800 85 85 85

 Scotland:  0800 84 84 84

ASH

ASH is a campaigning public health charity working towards achieving a sharp reduction and eventual 

elimination of the health problems caused by tobacco.

 www.ash.org.uk 

GASP Online

The GASP online catalogue contains over 400 stop smoking and tobacco control resources including leafl ets, 

books, activity packs, training materials, displays, posters, models, carbon monoxide monitors and promotional 

items.

 www.gasp.org.uk 

Cancer Research UK

 P.O. Box 123

 Lincoln’s Inn Fields

 London WC2A 3PX

 020 7242 0200

 http://info.cancerresearchuk.org/healthyliving/smokingandtobacco/givingup/ 
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Quit

Quit is an independent charity to help smokers stop. 

 

 211 Old Street

 London EC1V 9NR

 020 7251 1551

 0800 00 22 00

 www.quit.org.uk 

SMOKEFREE

NHS website off ering advice and resources to stop smoking:

 www.gosmokefree.co.uk

NICE reviews on smoking cessation

Brief interventions and referral for smoking cessation in primary care and other settings:

 www.nice.org.uk/guidance/PHI1 

Guidance on the optimal provision of smoking cessation services with particular reference to manual groups, 

pregnant smokers and hard to reach communities. Guidance due November 2007:

 

 www.nice.org.uk/page.aspx?o=SmokingCessationPGMain

6.3 Information about smoke-free legislation

Smoke Free England

Information about the smoking ban in England

 www.smokefreeengland.co.uk

Clearing The Air Scotland

Information about the smoking ban in Scotland

 www.clearingtheairscotland.com 

Smoking Ban Wales

Information about the smoking ban in Wales

 www.smokingbanwales.co.uk
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