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I. INTRODUCTION 

Nicotine dependence is highly prevalent among patients 

with psychiatric disorders compared to general population 

[1]. Smokers with mental health problems smoke more 

heavily, are more nicotine-dependent and have smoked for 

longer than smokers in the general population [2]. As a group, 

smokers with psychiatric disorders consume a 

disproportionate number of cigarettes [3]. Nicotine intake per 

cigarette is higher in patients with chronic mental illness, 

which contributes to high serum nicotine levels in these 

patients compared to control without mental illnesses. The 

high nicotine levels result in dependence and withdrawal 

symptoms, even with moderate amounts of smoking [4].  

The national Commissioning for Quality and Innovation 

(CQUIN) for hospitals in the UK, has given incentives to 

screen for tobacco use and offering National health service 

(NHS)-funded tobacco treatment to all inpatients to assist 

providers to implement [5]. The National Institute for Health 

and Care Excellence (NICE) guidance on reducing smoking 

in acute and mental health settings such screening and support 

need to be optimized. 

There is need to develop and implement smoking cessation 

interventions in clinical settings such as inpatient 

rehabilitation wards for patients with severe and chronic 

mental illnesses. A survey of NHS staff revealed that mental 

healthcare professionals are significantly less positive about 

taking a role in supporting service users to quit smoking than 
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their general healthcare colleagues [6], although mental 

health patients are as a likely to want quit smoking and they 

can do so with appropriate support as general population [7]. 

People with mental health problems need good access to 

services aimed at improving health including stop smoking 

services. 

Health care professionals should always remember the 

importance of promoting healthy lifestyles and should 

encourage service users to consider the action they can take 

to promote their own physical wellbeing. Staff should raise 

service users’ awareness about smoking cessation. 

Given the growing body of evidence showing that quitting 

smoking is typically not detrimental to psychiatric symptoms 

and, in fact, may lead to improvements in mental health and 

wellbeing [8]. Nonetheless, people with a mental illness 

should be offered the same smoking cessation interventions 

that have been shown to be effective in the general 

population, with optimal treatment comprising behavioural 

and pharmacotherapy interventions, alone or in combination 

[9]. Smokers with chronic mental illness can successfully quit 

with standard cessation approaches, and longer maintenance 

on pharmacotherapy can reduce the typically high rates of 

relapse without detrimental effects on psychiatric symptoms 

[10]. An important consideration in treating nicotine 

dependence is the impact of smoking on psychiatric 

treatment. Smoking complicates the treatment and course of 

psychiatric disorders through its profound effect on the 

metabolism of pharmacotherapies and is therefore one of the 

factors that leads to individual differences in drug responses 

[11]. For example, smoking can interfere with the 

medications taken for schizophrenia and depression, 

therefore the doses of some psychotropic medications may 

need to be decreased following cessation [12]. 

Patients with mental illness can be offered the same 

cessation medications as the general population but should be 

monitored closely [13].  

Progress in the development of cessation treatments for 

people with mental health problems has traditionally been 

slow, in part because smokers with a current mental disorder 

have been excluded from most smoking cessation trials [14]. 

Our study aimed to find out prevalence characteristics of 

smoking amongst inpatients in a community rehabilitation 

service ward. We also wanted to examine whether tobacco 

dependence was formally registered as a concurrent ICD 10 

diagnoses on patients’ records. The study also assessed if 

patients have been formally advised regarding their smoking 

and whether they were referred to a smoking cessation 

programme. 

 

II. METHOD 

All patients admitted to an inpatient community 

rehabilitation service ward in Northwest London were 

interviewed to find out the type, quantity, and duration of 

their tobacco use (such as cigarette smoking). Their electronic 

clinical records were reviewed to confirm their gender, age, 

ICD 10 Primary Diagnosis, ICD10 Tobacco dependence 

diagnosis, medications, record of ECG and presence of 

Cardiopulmonary problems. Then their records were checked 

if they were given Advice regarding their smoking habit, 

desire to quit smoking and referral to a smoking cessation 

program. 

 

III. RESULTS AND DISCUSSION 

A total of 12 patients were admitted to the inpatient 

community rehabilitation service ward. Of those patients 2 

(17%) were females and 10 (83%) were males.  

The diagnosis of patients were schizophrenia 7 patients, 

Schizoaffective Disorder 2 patients, Bipolar Affective 

Disorder 2 patients, and Unspecified Pervasive 

Developmental Disorder 1 patient. The duration of smoking 

was ranging from 1 to 30 years. 

The number of patients who were currently smokers or 

non-smokers was evenly divided (50% in either group). There 

were discrepancies between what the patients were reporting 

as their current smoking state and what was recorded on their 

recorded. Two patients reported that they were smokers, but 

their smoking status (ICD 10 diagnosis of smoking) was not 

recorded, and two patients denied being currently smokers, 

were recorded (having an ICD 10 diagnosis) of being 

smokers. Four patients (three smokers and one nonsmoker) in 

the study had history of illicit drug abuse. 

All the patients were on psychiatric medications and three 

of them were also on medications for physical health 

problems. One patient had a Cardiopulmonary problem. All 

patients except one had an ECG don during in the last 12 

months. 

Four of the six smokers in the study were given advice 

regarding smoking and they were also referred to a smoking 

cessation program. However, one of them did not accept to 

be referred.  

Tobacco use is common in psychiatric patients and 50% of 

patients in the study were tobacco smokers. This is slightly 

higher than reported figures of the current prevalence of 

smoking (41%) in patients with past-month mental illness 

[15]. 

The overwhelming majority of the patients had diagnosis 

of schizophrenia and related disorders. These diagnoses 

proportionately smoke more compared to patients having 

other psychiatric diagnosis. Recording the current smoking 

status on the patient records are not accurate. In our study a 

third of patients had inaccurate recording of the smoking 

status as an ICD 10 concurrent diagnosis. It is important to 

record the diagnosis of tobacco use accurately and keep it up 

to. Once the smoking status is established, psychiatric 

patients who smoke need to be offered help and guidance 

including referral to a smoking cessation program. It is 

reported that psychiatric patients have similar success rates to 

general population of stopping smoking. 

History of polysubstance abuse is higher in smokers versus 

nonsmokers. Those with positive history of polysubstance in 

the study, 75% were cigarette smokers.  

Smoking contributes to physical health problems, and they 

need regular monitoring. All patients except one had an ECG 

done in the last year, which is a good rate but since these 

patients were in a rehabilitation setting in the community, that 

is closely related and accessible to a hospital, monitoring of 

every patient would be expected. Cardiopulmonary illness 

was present in only one patient, which is lower than expected 

in this population.  
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Two thirds of patients who smoked were given advice 

regarding smoking and all of them were offered a referral to 

a smoking cessation program. However, all patients 

particularly those who are in rehabilitation due to chronic and 

severe mental illness, should be given advice regarding 

smoking and its harmful effect on the health, and all who 

smoke should be advised and referred to smoking cessation 

programs. Like general population patients with severe 

mental illness would benefit from smoking cessation 

programs with good outcomes. 

 

IV. CONCLUSION 

Cigarette smoking and Nicotine dependence are highly 

prevalent in patients with severe and chronic mental illness. 

Current smoking status must be accurately documented in 

patients going through rehabilitation for severe psychiatric 

conditions. Appropriate counseling regarding smoking and 

referral to smoking cessations programs will benefit these 

patients.  
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