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What is Severe Mental Illness?  
The term “severe mental illness” is a frequently used phrase, but is imprecise in its nature.  
In the generally accepted form, the term has three elements: Diagnosis, Disability and 
Duration. 

 Diagnosis: a diagnosis of schizophrenia, bipolar disorder, or other psychotic disorder 
is usually implied. 

 Disability:  The disorder causes significant disability. 

 Duration: The disorder has lasted for a significant duration, usually at least two 
years. 

 
What happens in the general population?  

 Smoking rates around the world vary a great deal – Ethiopia has the lowest rates at 9%, 

and the Indonesia the highest at 76%. 

 In the Americas, Australasia, and Europe the rates of smoking are below 30%; in Asia, the 

rates are much higher. 

 The WHO recommends a public health approach to change the social climate around 

smoking, and a health systems approach that focusses on promoting and integrating 

best clinical practice. 

 A variety of interventions have been shown to be effective to support smoking cessation – 

these include brief interventions from a doctor, individual group or telephone 

counselling, behavioural therapy, and programmes to deliver treatment using mobile 

phones.  

 Medication that has been shown to be effective include nicotine replacement products, 

and drugs such as bupropion and varenicline. 

 
What is the prevalence of the disorder in people with severe mental illness? 

 One in three of all cigarettes smoked, are smoked by people with a mental health 

condition.  

 Smoking amongst the general population has fallen by 25% in the last two decades, 

there has not been a similar decline in smoking amongst people with a mental health 

condition. 

 Smoking is more prevalent amongst people with mental health disorders e.g. 45% of 

people with schizophrenia smoke cigarettes. 

 The groups most likely to smoke are 

o Young (16 – 25). 

o Have long standing mental health problems e.g. schizophrenia. 

o To come from lower socio-economic groupings. 



 
What are the risk factors for people with severe mental illness? 

 People living in mental health institutions have a much higher prevalence of smoking, at 

around 80%. 

 People with a long term mental health problem wish to quit smoking, but are more likely 

to expect to fail, compared to the general population. 

 
What are the effects of anti-psychotic medication? 

 Nicotine increases the metabolism of some anti-psychotic medication so that to achieve 

the same drug response, a higher dose of medication is needed in smokers. 

 Evidence for clozapine demonstrates that a reduction of 25% of the dose is required 

when a patient stops smoking.  Leaving the dose unchanged, risks the patient suffering 

toxic levels of the medication. 

 
What is the effect of life style choices and social determinants of health? 

 Programmes tailored specifically for the needs of those with a severe mental illness are 
effective 

 Acceptance rates for these programmes are similar to programmes designed for the 
general population 

 Outcomes are similar to programmes designed for the general population 

 Medication such as varenicline used in smoking cessation programmes is safe for people 
with severe mental illness. 

 
What is the effect of multi-morbidity? 

 40% of all cases of all chronic respiratory disease are caused by smoking. 

 COPD is more common amongst people with severe mental illness. 

 Rates vary around the world, but is 2 – 3 times more common for people with severe 
mental illness living in the community, and for institutions where up to 80% of in-
patients smoke, very much greater. 

 The commonest cause of death amongst people with severe mental illness is 
pneumonia. 

 Smoking will exacerbate the management of diabetes, the management of 
cardiovascular disease, and increase the risk of thrombosis – all of which are more 
common in people with severe mental illness. 

 After deprivation, and smoking is factored into the statistics, lung cancer is not more 
common in people with severe mental illness.  However proportionately lung cancer 
is more common because a greater proportion of people with severe mental illness 
smoke, and as they present later for diagnosis and treatment, it is more likely to be 
fatal. 

 
What Are Recommendations for Clinical Care? 

 In all countries, every person with severe mental illness should be asked on an 
annual basis if they smoke tobacco.  The response should be recorded in the clinical 
record. 



 In every country smoking cessation advice should be offered to people with severe 
mental illness who do smoke tobacco.  Advice that is effective utilises the principals 
of motivational interviewing. 

 For those people with severe mental illness who do smoke tobacco, they should be 
offered simple spirometry investigations, to assess if they are developing chronic 
respiratory diseases such as chronic obstructive pulmonary disease.  Where chronic 
respiratory conditions are developing, early treatment and advice should be offered, 
and these people should be followed up in the same way that others without severe 
mental illness are followed and regularly reviewed. 

 Mental Health hospitals should be encouraged to ban smoking for its in-patients and 
for its staff. 

 There are numerous country specific training packages available for primary care 
staff to address smoking cessation.  There is also a WHO developed toolkit for 
delivering smoking cessation interventions in primary care (see the section on 
“Further reading”)  

 Assess each patient’s beliefs and preferences, and assess levels of health literacy and 
barriers to care. 

 Use interpreters as appropriate for patients with language barriers. 

 Patients should have available self-management support from people who are 
themselves recovering from severe mental illness.  
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