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Smoking & Mental Health

Smoking Prevalence  

Smoking rates are significantly higher among those with mental illnesses compared with the general 
population (Coultard et al, 2000).  This seems to be particularly the case among psychiatric in-patients 
of whom 74% of are smokers (Meltzer et al, 1996).  This smoking rate is over three times higher than 
that found among the general population (see section 1.1).  

Not only are mental health service users more likely to be smokers, but also they are more likely to be 
heavy smokers.  Illustrative of this is data from a survey in the US, which suggested that around 45% of 
all the cigarettes smoked are consumed by individuals with a psychiatric disorder (Lasser et al. 2000).  

Furthermore, smokers with a mental health condition seem to increase the amount smoked over time.  
From a random sample of British adults examined by Ismail et at al (2000), it was evident that people 
with a mental disorder were about 30% more likely to have increased their cigarette smoking over the 
previous year.

Mental health service users are a heterogeneous group, and smoking rates do vary across diagnostic 
categories.   The highest smoking prevalence would seem to be among those living with schizophrenia, 
with Hughes et al. (1986) reporting a smoking rate of 88% within this group.  A later study found 68% of 
patients with schizophrenia who smoked to be classed as heavy smokers (25 or more cigarettes daily) 
(Kelly & McCreadie, 1999).  Notably, this latter study also found that the average age when patients 
with schizophrenia started smoking was the same as in the general population, namely mid-teens. A 
total of 90% of patients who smoked had started smoking before their illness began. 

Physical Impact of Smoking among Mental Health Service Users

Mental health service users generally exhibit poorer physical health and higher death rates than the 
general population.  In particular, people with schizophrenia exhibit a life expectancy roughly 20% 
shorter than that of the general population (Hennekens et al, 2005). A number of factors have been 
hypothesised to underlie the high morbidity and mortality rates among mental health service users.  
These include cigarette smoking, obesity, diabetes and hypertension.  

Brown et al (2000) carried out a 13-year prospective study of 370 community-based people with 
schizophrenia, looking at who died and the causes of their death.   The analysis revealed that the 
standardised mortality ratio (SMR) for all cause mortality was indeed significantly higher than expected 
for all age groups, and that most of this excess mortality was due to cigarette smoking.

Of course, the physical impact of smoking among mental health service users is not just limited to 
higher mortality rates.  This group also exhibits higher rates of many physical illnesses than the general 
population, including many conditions directly related to smoking.  For example Makikyro et al. (1998) 
found respiratory disorders to be twice as prevalent among women with a psychiatric diagnosis than 
among the general female population.

2.1
Prevalence & Impact
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Mental Impact of Smoking among Mental Health Service Users

An increasing amount of research evidence indicates that long-term smoking is actually associated with 
adverse mental health effects.  These effects include the onset and worsening of depression (eg-
Pasco et al., 2008) and anxiety disorders (eg - Johnson et al. 2000).  In several studies, the smoking & 
mental health relationship did not seem to be bi-directional in that mental disorders during adolescence 
were not significantly associated with chronic cigarette smoking during early adulthood.

In addition to predicting the onset of mental health problems, smoking may also have adverse effects 
on the course of existing conditions.  For example, a study by Oquendo et al (2007) suggest that 
smoking among mental health service users increases the risk of suicide.   

The mechanisms hypothesized to underlie the effect of smoking on mental health include the effects of 
smoking on serotonin levels (Malone et al., 2003).  Section 2.3 addresses this issue in more detail.

Social Impact of Smoking among Mental Health Service Users

As discussed in Section 1.2, the effects of smoking go beyond that which can be diagnosed by a 
healthcare practitioner.  For example, there are also costs relating to one’s financial resources from the 
constant spending required to maintain a smoking habit (£1800 per year for 20-cigarettes a day). 
Mental health service users are particularly vulnerable to any factor that drains financial resources.  As 
they they tend to come from the lower socio-economic groups in society.  

The mechanism behind this is likely to be bi-directional, with mental health problems causing poverty 
(due to their effects on one’s ability to sustain employment) and poverty causing mental health 
problems (possibly via effects on stress and social isolation) (Weich & Lewis, 1998; Mueser & McGurk 
SR, 2004).  

The issue of the financial impact of smoking on mental health service users has been addressed 
directly. McReadie & Kelly (2000) estimated that a person living with schizophrenia and smoking an 
average of 26 cigarettes will ‘give back’ between 18 to 31% of his or her state benefit income to the 
treasury in the form of tobacco tax.  The same authors also presented data indicating that mental health 
service users who smoke were over 3 times more likely to report that they did not have enough money 
to take care of their daily needs compared to non-smoking service users.

The social impact of smoking on mental health service users is not limited to financial resources 
however.  Smoking is now a less socially acceptable behaviour in society, and a smoking habit can 
therefore potentially add to the social exclusion many mental health service users already feel and 
experience.  

Possibly the most notable implication of the increasingly lower tolerance of smoking within society for 
mental health service users relates to the settings in mental healthcare is provided.  Due to the recent 
legislation, smoking is now banned in (at least in England) in all in-patient mental health units. While 
this policy serves to protect both non-smoking staff and service users from the effects of second hand 
smoke, it does pose significant difficulties for the service user facing a hospital admission, especially 
given that this admission may come at a time of significant distress.   
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