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15

Introduction
Smoking rates amongst people with a mental health disorder are significantly higher than in the
general population and there is growing evidence to show a strong association between smoking
and mental health disorders. 1 2 3 4 5 This association becomes stronger relative to the severity of
the mental disorder, with the highest levels of smoking found in psychiatric in-patients.5 6 7 8 It is
estimated that of the 10 million smokers in the UK about 3 million have a mental disorder.7
It is not clear whether smoking is the cause or effect of mental illness. However, some researchers
believe that smoking could act as a trigger for mental ill-health. 9 There is also some evidence
which suggests that smoking may play a role in the onset of mental illness. 10
As a result of high smoking rates, people with a mental health disorder also have high mortality
rates compared to the general population.

What is a mental disorder?
Defining what constitutes a "mental disorder" is complex with no universally accepted consensus
on the meaning of the term. Mental disorders comprise a broad range of psychological conditions,
with varying symptoms, characterised by a combination of abnormal thoughts, emotions,
behaviour and relationships with others. 11 As mental illnesses are often defined as much by the
severity of their symptoms as by the occurrence of specific symptoms, diagnosis frequently relies
7
on an assessment of the impact of symptoms on functioning.
The two principal diagnostic classifications used by mental health professionals are the World
Health Organisation's International Classification of Diseases (ICD-10) 12 and the Diagnostic and
Statistical Manual of Mental Disorders 13 (DSM IV) published by the American Psychiatric
Association, both of which can be viewed on their respective websites. The DSM is currently being
updated with Version 5 expected to be published in 2013. Information about this version is also
available on the APA website.
A more straightforward definition of mental illness is provided by the International Society for
Psychological and Social Approaches to Psychosis, that is, “a significant change in a person's
thinking, feelings or behaviour. The changes need to be bad enough to affect how the person
functions or to cause distress to them or other people”. 14

Smoking trends among the mentally ill
Smoking prevalence amongst people with a mental illness is substantially higher than in the
general population. A 2013 study from the Centers for Disease Control in the United States found
that a person with a mental illness was 70% more likely to smoke than a person without a mental
disorder. 15 In addition to this, people with mental health problems smoke significantly more, have
increased levels of nicotine dependency and are therefore at even greater risk of smoking-related
2
harm.
Studies which examine prevalence within individual mental disorders have found prevalence of
40% to 50% in people with depressive and anxiety disorders and 70% in people with
schizophrenia. 16 In the UK, smoking prevalence in forensic psychiatric units (those treating
ASH Fact Sheet: Smoking and mental health

Planned review date: March 2015

offenders with a mental disorder) was also extremely high prior to implementation of the
smokefree law in mental health premises in 2008. 17 18
•

The 2010 Health Survey for England found that smoking prevalence amongst people with a
long standing mental health disorder was 37% 19 compared to 20% in the general
population. 20
The 2007 Adult Psychiatric Morbidity Survey (APMS) found the following smoking
prevalence among the disorders in the table below. 21

•

Depressive episode
Phobias
Generalised anxiety disorder
Obsessive compulsive
disorder
Panic disorder
Mixed anxiety and
depression
Probable psychosis
Post-traumatic stress
disorder
Attention deficit hyperactivity
disorder
Eating disorder
•

Smoking prevalence
(%)
37
37
36
34
31
29
40
37
31
20

The Health Improvement Network (THIN) is an electronic dataset capturing GP medical
records from around 8 million patients across the United Kingdom. Data collected between
2009 and 2010 reported smoking prevalence amongst patients recorded as having a mental
disorder:
Smoking prevalence (%)
Schizophrenia, schizotypal and
delusional disorders
Bipolar affective disorder
Depression
Neurotic, stress-related and
somatoform disorders
Eating disorders
Specific personality disorders
Hyperkinetic disorders,
including ADHD
Patients prescribed one or
more psychoactive
medications
Antipsychotic
Lithium (antimanic)
Antidepressant
Anxiolytic (anti-anxiety agent)

44.6
36.7
31.4
28.9
23.1
47.1
27.2

27.1
34.4
30.2
27.2
29.5

Some of these figures will be slightly elevated because a person with multiple diagnoses will be
registered as a smoker across several categories. However, using this data, the Royal College of
Physicians has estimated that there are approximately 2.6 million smokers in the UK with a
common mental disorder and around 3 million with a mental disorder of any kind. This means that
7
of the 10 million smokers in the UK, approximately 30% have a mental disorder.
Smokers with a mental disorder are more heavily addicted to tobacco and smoke substantially
27
more cigarettes per day than smokers in general.
In the United States, the National Health Interview Survey (an annual population level survey
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conducted by the National Center for Health Statistics) found that people with higher levels of
2
psychosocial stress smoked higher numbers of cigarettes per day.
Estimates about the proportion of cigarettes smoked by people with a mental illness vary. APMS
data suggests that 43% of all cigarettes smoked in the UK are smoked by someone with a mental
disorder (including alcohol and drug dependence). If only mental illnesses are counted this figures
7
falls to 33%. However, figures from a study in the United States have estimated that nearly half of
all cigarettes sold in the US are bought by a person with a mental illness. 22

Why there are high smoking rates amongst the mentally ill
Tobacco contains nicotine, a highly addictive chemical which is quickly absorbed into the
bloodstream. Nicotine in turn stimulates dopamine production, a chemical associated with
pleasurable feelings. 23 24 Smokers quickly develop regular smoking patterns which ensure release
of a steady stream of dopamine. When the nicotine content in their blood drops below a certain
level, smokers begin to crave a cigarette. This craving causes a feeling of ‘stress’ until the craving
is relieved. The relief felt when this craving is finally satisfied is the feeling that smokers commonly
mistake as ‘relaxing’. Eventually, smokers need increasing levels of nicotine to feel ‘normal’.2 25
See also: ASH Fact Sheet: Nicotine and Addiction
For smokers with a mental illness, the association between smoking and feeling relaxed is more
pronounced. 26 27 It is commonly believed that people with a mental illness use cigarettes to selfmedicate. 28 Smokers with a mental disorder are more heavily addicted to smoking; the higher the
number of cigarettes smoked per day, the greater the likelihood of mental illness. The more
severe the mental illness, the more likely a person is to be a smoker.7 29
There is some evidence that smoking is associated with first-ever incidence of a mental disorder. 30
31
A population-level study found that people who smoked but had no history of mental disorder
had an increased risk of developing one.10 Conversely, mental disorders such as anxiety and
depression may be a factor in smoking initiation. 32 Studies with teenagers and young people
found that depression and anxiety are strong predictors of smoking experimentation and the
transition to daily smoking. 33 31
Other possible explanations for the particularly high rates of smoking amongst the mentally ill
include a common genetic vulnerability;7 a greater susceptibility to addiction because of a greater
subjective experience of reward or pleasure; 34 that tobacco helps relieve some of the symptoms
related to a behavioural disorder25 or that people with a mental illness are less susceptible to antismoking messages.2 Cigarette smoking may be an attempt to self-medicate symptoms of
depression, anxiety, boredom or loneliness.3 27 Another possible explanation for continuing to
smoke is an increase in withdrawal symptoms.9 25

Consequence of tobacco use
Tobacco use contributes significantly to the main causes of ill-health and mortality in people with
mental health disorders.25 35 The rates of cancer, heart disease and respiratory diseases among
individuals with schizophrenia, who have the highest rates of smoking of any group, are up to
double those of age-matched controls.9 People with schizophrenia have life expectancy 20%
shorter than the general population, 36 a tenfold increase in risk of dying from respiratory disease 37
and two thirds will die of cardiovascular disease.25 Tobacco interacts with some psychiatric
medication making it less effective, resulting in increased dosages and more side effects
associated with these drugs.
Given that half of all long-term smokers will die of a smoking related illness, 38 it is unsurprising that
there are high levels of smoking-related mortality amongst the mentally ill.25

Smoking and stress
Cigarette smokers often report that smoking helps to relieve feelings of anxiety and stress. The
high smoking prevalence among people facing social and economic deprivation suggests that
smoking may be used as a self-medicating method of coping with stress. 39 40 However, instead of
helping people relax, smoking actually increases anxiety and tension. The feeling of relaxation is
temporary and soon gives way to withdrawal symptoms and increased cravings. So, although
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smoking reduces withdrawal symptoms, which are similar to the feelings of anxiety, it does not
reduce anxiety or deal with the underlying causes.2 41 While the self-medication theory is widely
believed by many people working in mental health, smoking is not, in fact, an effective means of
managing a mental health problem. 42

Depression

Tobacco use is associated with increased risk of major depression.1 43 44 45 Smoking rates among
adults with depression are twice as high as among adults without depression. 1 5 46
Levels of dopamine are often low in people with depression, and these individuals may then use
cigarettes as a way of temporarily increasing their dopamine supply (to increase pleasurable
feelings). 47 However, smoking adversely affects the brain’s own mechanism for making dopamine
so that, in the long term, the supply decreases, which in turn prompts people to smoke more.25
Most people start to smoke before they show signs of depression and there is some evidence to
indicate that smoking is a causal factor in depression or that depression encourages people to
start smoking.31 48 Numerous studies have found that smoking significantly increases the risk of
major depression.1 30
The relationship between smoking and depression may be the result of a genetic predisposition.7
49 50
Other potential shared causes are factors in the social environment, genetics, personality (for
example, low self-esteem), and coping styles. 51 Nicotine may act as an anti-depressant in some
smokers and could therefore be viewed as a form of self-medication.3 52
One study showed that only 37% of the depressed smokers in a sample population were able to
abstain for one week, whereas 56% of the non-depressed were able to do so. 53 However, a
meta-analysis of published studies found no differences in either short-term (≤ 3 months) or longterm abstinence rates (≥ 6 months) between smokers with or without a history of depression. 54

Bipolar disorder
Bipolar disorder, previously known as manic depression is characterised by shifts in a person’s
mood, energy and ability to function. An association between smoking and bipolar disorder has
not been firmly established although smoking prevalence rates among people with bipolar are
significantly higher than in the general population, 7 55 in one study as high as 82.5%.3
One study found that among patients treated for bipolar disorder, smokers were more likely to
have an earlier onset of the disorder, greater severity of symptoms, a history of suicide attempt,
and co-morbid anxiety or substance use disorder. 56 The association with suicide ideation was
confirmed in a separate study. 57

ADHD
The link between Attention Deficit Hyperactivity Disorder (ADHD) and smoking is well established
58 59
with both children and adults with ADHD significantly more likely to smoke than those
without. 60 Also, there is strong evidence to show that maternal smoking during pregnancy is a risk
factor for ADHD in children. 61 62 63
Studies suggest that people with ADHD use smoking to improve attention and cognitive
performance. 64 65 66 67 Laboratory studies have also shown that nicotine reduces the symptoms of
ADHD and, in fact, acts in a similar way to medication used to treat ADHD which may explain why
7
people with ADHD use tobacco to self-medicate.
A four-year prospective study of adolescents found that ADHD symptoms were significantly
related to smoking initiation. Seventy-one per cent of smokers with ADHD started smoking before
age 17 compared to 27% of smokers without ADHD. 68
Teenagers with untreated ADHD were more likely to initiate smoking and smoked more
regularly. 69 70 Smokers with ADHD also appear to be at greater risk of severe tobacco
dependence. 71 In addition to this, smokers with ADHD are more likely to develop drug and alcohol
disorders. 72
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Schizophrenia
Smoking rates among people with schizophrenia are significantly higher than in the general
population, with prevalence estimated to be between 58% and 88%. 73 One possible explanation is
that people with schizophrenia use smoking to manage some of the symptoms associated with
their illness and that tobacco lessens some of the side effects of their medication.7 74 75 76
Research has also shown that smoking may improve attention and short-term memory in people
with schizophrenia.75 77 It may also be that nicotine stimulates the subcortical reward system and
the prefrontal cortex both of which malfunction in people with schizophrenia. 78
The metabolism of psychotropic drugs can be increased in cigarette smokers.7 As a result,
smokers frequently need higher doses of this type of medication to have the same therapeutic
effect. A smoker with schizophrenia on Clozapine, for example, should have medication cut by
25% in the first week following a quit attempt. 79 Another study found that patients smoke more
when treated with the neuroleptic (anti-psychotic drug) Haloperidol than during a medication-free
state. 80
Studies have shown that stopping smoking will not lead to an exacerbation of schizophrenia
symptoms 5 81 although there is some evidence to suggest that people with this disorder may
experience more severe withdrawal symptoms during the first week of a quit attempt than other
would-be quitters. 82

Alzheimer’s Disease and Dementia
Alzheimer’s Disease (AD) is a common form of senile dementia, the other being vascular
dementia. Loss of neurons (brain cells) that use acetylcholine as their neurotransmitter, and loss
of memory are prominent features of AD.
Studies conducted in the early 1990s suggested that smoking had a protective effect against
AD. 83 Although research on this subject has failed to be conclusive, it was thought that nicotine
could delay the onset of familial AD. Acetylcholine binds to nicotinic receptors to exert its effect. A
loss of neurons leads to a loss of these receptors and this is associated with the aetiology of AD. It
was hypothesised that nicotine from cigarettes may compensate for the loss of nicotinic receptors
in AD and therefore postpone the onset of the disease.
More recent research has shown that smoking is a risk factor for Alzheimers and vascular
dementia by increasing the amount of free radicals, which impair brain and body cell functions and
undermine immunity. 84 Other studies have found that nicotine use appears to worsen the effects
of a brain protein called tau, responsible for the fibrous tangles that are an indicator of the
disease. 85 While there is still some minor disagreement about the relationship between smoking
and dementia, the belief that smoking has a protective effect against Alzheimer's Disease has
been discredited.7 86
A study involving 17, 600 people aged 65 and over, screened participants for dementia. The
survey, conducted in Britain, Denmark, France and the Netherlands looked at the effect of
smoking on cognition in non-demented elderly. It concluded that smoking may indeed accelerate
cognitive decline in this population. 87 Independent meta analyses. 88 89 and one large scale cohort
study 90 confirm that current smoking is a risk factor for dementia.

Post Traumatic Stress Disorder

There is a clear link between Post-Traumatic Stress Disorder (PTSD) and smoking. 91 92 A 2007
review of the relationship between smoking and PTSD found a causal bidirectional link between
the two. 93 In the United States, war veterans with PTSD have smoking prevalence of between 53
and 63%. Women with PTSD following domestic violence were also more likely to be smokers. 94
Among US veterans of the Vietnam war with PTSD 48% were classified as heavy smokers,
compared to 28% of veterans without PTSD. 95 Veterans with PTSD who smoke also reported
higher levels of PTSD symptoms. 96 These smokers are also significantly more likely to be heavy
smokers and to have significantly higher levels of nicotine craving92 and lower quit rates.93
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Impact of smokefree policies
Since July 2008, mental health facilities in England have been required by law to be smokefree
indoors. Since the introduction of the law, an increasing number of mental health facilities have
offered stop smoking support to patients who express an interest in quitting.27
Prior to the introduction of the law, a large survey of NHS staff found that one third of psychiatric
staff disagreed with smokefree legislation compared to only one in ten of general staff. 97 A survey
of mental health units in England in January 2007 found that the vast majority (91%) believed
mental health premises faced particular challenges due to the high smoking prevalence among
patients, associated safety risks, and potential interactions with anti-psychotic medication. 98
However, despite the challenges, the smokefree policy introduction has been rated positive
overall. Advantages cited include: reduced exposure of patients and staff to secondhand smoke,
an enhancement in patients’ motivation to stop smoking, better sleeping patterns among patients,
and the conversion of former smoking rooms into new recreational spaces.98 An analysis of one
medium secure unit's experience of implementing a smokefree policy found no significant
difficulties and that widely-anticipated problems did not materialise.18

Smoking cessation
There is a long-standing perception that people with a mental illness are less able or less willing to
quit smoking.26 99 Nevertheless, new evidence suggests that mental health professionals in the
UK are starting to routinely offer stop smoking support to their clients and that these smokers are
able to quit.7 A large UK study found that about half of smokers with indicators of poor mental
health were given advice to quit smoking. However, cessation support was offered in a lower
proportion of primary care consultations for smokers with mental health indicators than to those
without. 100 The Royal College of Physicians report, Smoking and Mental Health, recommends that
because smokers with a mental illness are usually more heavily addicted to nicotine they should
be prescribed a combination of nicotine replacement therapy products to support a quit attempt.7
Smokers with mental illness are frequently motivated to quit and are generally able to do so
provided they are given evidence-based support.3 101 102 103 The 2010 Health Survey for England
found 66% of smokers with a mental illness would like to quit, with the figure rising to 69% of
smokers taking a psychoactive medication. The survey also found that smokers with a mental
illness are more likely to have been offered support to quit and more likely to have been
prescribed stop smoking medication than smokers in the general population.19
•

•

•

•

A review of smoking cessation treatments for people with mental illnesses concluded that
pharmacological aids given to the general population can be as effective in helping people
with mental illness to stop smoking as those in the general community. However, care must
be taken to avoid adverse medication interactions and to monitor anti-psychotic medication
as cigarette consumption declines.25 Particular caution should be exercised in the
prescribing of varenicline and bupropion to smokers with a mental illness. This group should
be closely monitored during the first few weeks of taking the medication.
A Cochrane review of smoking cessation for people with schizophrenia reported evidence
that bupropion increases smoking abstinence without jeopardising mental state. 104 A
separate, smaller study investigating the effectiveness of bupropion use amongst smokers
with PTSD found that 80% of people in the study group successfully quit using the
medication.92
A review of smoking cessation interventions aimed at smokers with a severe mental illness
found that these programmes enjoy moderate success. Stop smoking support offered to
smokers with a mental illness was as successful as that offered to smokers in the general
population and cessation did not lead to worsened mental state. 105 Other studies have also
found that quitting smoking did not lead to a deterioration of the person's mental health 106
and that, following a successful quit attempt, lower levels of anxiety are reported amongst
former smokers. 107 This contradicts the belief that cessation will lead to an exacerbation of
mental health symptoms.
Lower quit rates may occur if treatments are not adapted to the needs of patients with mental
health problems. 108 Mental health professionals are starting to recognise that programmes
designed specifically for smokers with a mental illness are necessary. A stop smoking
programme for smokers with post traumatic stress disorder developed in the United States,
for example, has doubled the chance of this group of smokers quitting successfully. 109 The
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•

Royal College of Physicians is now recommending that the NHS Stop Smoking Services
develop services specifically for smokers with a mental disorder and that the Government
considers introducing incentives for them to do so.7 [See key recommendations below.]
A 2010 review of the Stop Smoking Services in London found that only a minority of services
routinely checked the mental health status or mental health service use of their clients, and
few implemented checks or measures when mental health problems are revealed. 110 A 2011
study of a NHS Stop Smoking Service which had implemented a policy of screening for
mental disorders found that 12% of stop smoking service users considered themselves to
have a mental health problem. The study authors recommended that all NHS Stop Smoking
Services should implement a policy of screening for mental health problems so that this
group can be offered appropriate levels of support. 111

Attitudes of mental health staff
Despite overwhelming evidence about the dangers of tobacco use, many mental health
professionals maintain the view that smoking is as an effective coping mechanism for their
patients and a means of self-medicating to cope with symptoms. Furthermore, cigarettes continue
to be used as a means of reward and punishment for in-patients. 112 Research suggests that staff
objections to offering stop smoking support may stem from their own prejudices about smoking, or
their own smoking status. 113
A lack of knowledge among mental health staff about tobacco dependence, treatment and its
interaction with psychotic medication may limit the support given to patients to quit smoking. 114 A
survey of clinical staff in one NHS mental health trust found that 41% of doctors were unaware
that smoking can decrease blood levels of antipsychotic drugs, and 36% were unaware that
stopping smoking could reduce the dose needed. Staff who smoked were more likely to have
reservations about the importance of the smokefree policy and the treatment of nicotine
dependence among patients. 115
A specialist cessation programme for smokers accessing the mental health service in the London
Borough of Merton was established in 2008. The greatest challenge to overcome in establishing
the service was the negative attitudes of staff and their refusal to engage with the cessation
programme. It is clear that much work needs to be done to raise awareness amongst mental
health professionals about the dangers of smoking and the benefits of quitting. A similar
programme established in Nottingham also cited staff attitudes as one of the main barriers to the
programme.7

The tobacco industry and mentally ill smokers
The tobacco industry has a well documented history of marketing to vulnerable groups and there
is evidence to show that it has specifically targeted the mentally ill.3 22 26 In the United States there
was a long standing practice of providing cigarettes to psychiatric hospitals, supporting efforts to
block hospital smoking bans and engaging in a variety of activities that slowed development of
treatment for nicotine dependence treatment for this population group. 25 116
A recent study of secret tobacco industry documents found industry-funded research supporting
the idea that individuals with schizophrenia were less susceptible to the harms of tobacco and that
they needed tobacco as self-medication.116 The idea that tobacco is a useful tool for self
medicating has been widely supported by cigarette companies.26
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Policy implications
The Royal College of Physicians’ report on Smoking and mental health makes the following
recommendations: 7
• Smoke-free policy is crucial to promoting smoking cessation in mental health settings.
• All healthcare settings used by people with mental disorders should therefore be completely
smoke free.
• Smokers with mental disorders using primary and secondary care services, at all levels, should
be identified and provided routinely and immediately with specialist smoking cessation behavioural
support, and pharmacotherapy to relieve nicotine withdrawal, promote cessation and reduce harm.
• Commissioners should require mental health service settings to be smoke free, and to provide
support for cessation, temporary abstinence and harm reduction.
• Service indicators, such as the primary care Quality Outcome Framework (QOF) and
Commissioning for Quality and Innovation (CQUIN), should measure and incentivise cessation,
not just delivery of advice to quit.
• All professionals working with or caring for people with mental disorders should be trained in
awareness of smoking as a major health issue, to deliver brief cessation advice, to provide or
arrange further support for those who want help to quit and to provide positive (i.e. non-smoking)
role models. Such training should be mandatory.
• Research funding agencies should consider encouraging and investing in research to address
this leading cause of ill-health, and health inequalities, in British society.
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