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Introduction. Many studies have supported the
significant association between mental illness and smoking
habit, with relative independence of socio-cultural factors.
The aim of this study was to review effective strategies for
smoking cessation of adults with major depression,
schizophrenia and psychosis.

Material and methods. An extensive literature search
was performed in Medline, Embase, PsycINFO, Cochrane
Library, Center for Reviews and Dissemination, ECRI,
clinicaltrials.gov, UK National Research Register, Current
Controlled Trials, Trip Database, NLM Gateway, Networked
Digital Library of Theses and Dissertations (electronic theses
and dissertations (ETDs)), TESEO, Dialnet, Lilacs, SciELO, EMI,
Doyma, and Catalogue et Index des Sites Medical
Francophones. We selected all systematic reviews,
comprehensive reports, clinical trials, observational studies
and recommendations, which had evaluated smoking
cessation programs in patients with severe mental illness.

Results. Few studies focusing on smoking cessation in
severe mental illness were found. In the treatment of smokers
who suffer these mental disorders, it is recommended to
increase and prolong the treatment period, to implement
joint psychoeducation techniques, cognitive-behavioral
techniques and the use of any drug treatment that helps to
control and / or reduce the occurrence of relapses in tobacco
consumption or baseline psychiatric symptoms. However,
there is great heterogeneity in the recommendations given
by the studies.

Conclusions. It remains unclear whether people with
severe mental illness could benefit from access to smoking
cessation treatments. In the best of the scenarios, it was
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seen that drug therapy and psychosocial interventions have
indicated abstinence at 6 months for a few patients.
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Efectividad de los programas de deshabituacion
tabaquica para enfermos mentales graves

Introduccion. Numerosas investigaciones sefialan la
asociacion significativa entre enfermedad mental y fu-
mar, relativamente independiente de factores sociocultu-
rales. El objeto de este estudio fue examinar las estrate-
gias eficaces para la deshabituacion tabaquica en adultos
con depresion mayor, esquizofrenia y psicosis.

Material y meétodos. Se ha realizado una busqueda
bibliografica extensa en Medline, Embase, PsycINFO, Co-
chrane Library, Centre for Reviews and Dissemination,
ECRI, clinicaltrials.gov, UK National Research Register,
Current Controlled Trials, Trip Database, NLM Gateway,
Networked Digital Library of Theses and Dissertations
(electronic theses and dissertations (ETDs)), TESEO, Dial-
net, Lilacs, Scielo, IME, Doyma y Catalogue et Index des
Sites Médicaux Francophones. Se seleccionaron todas las
revisiones sistemdticas, informes completos, ensayos cli-
nicos, estudios observacionales y recomendaciones, que
hubieran evaluado programas de deshabituacidon taba-
quica en enfermos con patologia mental grave.

Resultados. Existen pocos estudios que se centren en
la deshabituacion tabaquica en enfermos mentales graves.
En el tratamiento del tabaquismo en pacientes que padecen
alguna de estas patologias mentales es conveniente: incre-
mentar y prolongar el tiempo de tratamiento, poner en
practica técnicas conjuntas de psicoeducacion, cognitivo-
conductuales y la utilizacion de algun tratamiento farma-
cologico que ayude a controlar y/o reducir la aparicion de
recaidas en el consumo de tabaco o en la sintomatologia
psiquiatrica de base. No obstante, existe una gran hetero-
geneidad en las recomendaciones de los estudios.
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Conclusiones. Permanece confuso si las personas con
enfermedad mental grave pueden beneficiarse del acceso
a tratamientos de deshabituacion tabdquica. En el mejor
de los casos, la terapia farmacoldgica y las intervencio-
nes psicosociales apuntan a la abstinencia a los 6 meses
para muy pocos pacientes.

Palabras clave:
Fumar, psicopatologia, depresion, psicosis, esquizofrenia.

INTRODUCTION

Smoking is a serious public health problem both
nationally and worldwide. It is estimated that smoking is
responsible for almost 5,000,000 premature deaths per year
worldwide, mainly because of the etiological role of smoking
on cardiovascular diseases, chronic obstructive pulmonary
disease and lung disease." In our country, it is estimated that
more than 50,000 deaths occur per year due to smoking. This
accounts for 15.5% of all the deaths in persons over 35
years.?

Tobacco dependence is recognized as a mental and
behavioral disorder in the International Classification of
Disease of the WHO (ICD-10)° and in the Diagnostic and
Statistical Manual of Mental Disorders of the American
Association of Psychiatry (DSM-IV-TR).*

Patients with serious mental disorders have a greater
prevalence of smoking then in the general population.®
Therefore, it has been observed that the likelihood that a
person who smokes may have a mental disorder is twice that
of a person who does not have one.%’ These patients more
frequently meet the nicotine dependence criteria, this also
being more intense, when they are measured by the usually
established criteria.®In general, there isa directly proportional
relationship between the intensity of the psychiatric
symptoms and the severity of the smoking dependence.® ™

Furthermore, in mental patients, smoking has special
scientific connotations: due to the effect they have on the
nicotine receptors in the pathophysiology of diseases such
asschizophrenia.” In other words, the cholinergic stimulating
effect of the nicotine can be interpreted as a self-medication
measure aimed at decreasing the cognitive defect and the
stimulus on the mesolimbic dopaminergic pathway could
improve tolerance to undesirable effects of the
antipsychotics.” It is also speculated that there would be a
common vulnerability that would link tobacco usage and
that of other substances with the mood state and anxiety
disorders,” and, on the other part, culture ones, since
smoking is something embedded in the culture of the mental
health services.

In the management of these patients, this is a generally
accepted fact, even though the tests show that tobacco is
especially harmful for mental patients. Both the patients as
well as the staff'® have demonstrated limited preparation and
an attitude that is not favorable for the approach to nicotine
dependence.’® Because of these circumstances, the problem of
smoking has been overlooked, depriving mental patients of
the necessary interventions for its control and prevention."”
This is especially serious if it is considered that the data show
that reduction or discontinuation of smoking is important to
improve the quality of life and its longevity.”® However, more
recent initiatives have focused their objectives on improving
the physical health of persons with severe mental disease and
guidelines have been published on the smoking cessation
interventions in these patients.'*

The prevention of morbidity and mortality related with
tobacco requires effective interventions aimed at smoking
cessation.

The purpose of this research consisted in gathering the
most relevant documents and summarizing their conclusions
in order to provide information on smoking cessation in
severe mental patients: major depression, schizophrenia and
psychosis.

MATERIAL AND METHODS

A search was made to locate the principal documents
on smoking cessation in severe mental patients. To do so,
the following reference databases were used: MedLine
(including PRE-MEDLINE by OVID), Embase (Evidence Based
Medicine) and PsycINFO, as well as the Cochrane Library,
Centre for Reviews and Dissemination, ECRI, clinicaltrials.
gov, UK National Research Register, Current Controlled
Trials, Trip Database, NLM Gateway, Networked Digital
Library of Theses and Dissertations (electronic theses and
dissertations (ETDs)), TESEO, Dialnet, Lilacs, Scielo, IME,
Doyma and Catalogue et Index des Sites Médicaux
Francophones.

The search strategies used in MedLine, Embase and
PsycINFO are shown in Tables 1, 2 and 3, respectively. Very
open strategies in free text were used in the remaining
databases. Furthermore, manual searches were made in the
list of references.

All of the systematic reviews, complete reports, clinical
trials, observational studies and recommendations that had
evaluated smoking cessation programs in patients with a
severe mental condition were selected.

The review of the literature to identify original studies
and pertinent reviews was made without time limitation.

31 Actas Esp Psiquiatr 2011;39(2):106-14 107



Juan M. Molina-Linde

Effectiveness of smoking cessation programs for seriously mentally ill

Table 1 ‘ Search strategy used in MEDLINE

Table 2 Search strategy used in EMBASE

&l

10.
1.

exp affective disorders, psychotic/ or depressive disorder,
major/ or exp “schizophrenia and disorders with psychotic
features"/ (137640)

(schizo$ or hebephreni$ or psychotic$ or psychos?s or
(depression adj1 major) or bipolar).ti. (93232)

1 or 2 (156292)

exp “Tobacco Use Cessation"/ (16279)

((tobacco or smok$) and (cessation or reduction or quit$
or intervention$ or abstinence)).ti. (8659)

4 0r5(18172)

3 and 6 (258)

limit 7 to (clinical trial, all or comparative study or contro-
lled clinical trial or meta analysis or multicenter study or
randomized controlled trial) (96)

limit 7 to systematic reviews (11)

(trial or random$ or blind$ or review).mp. (2900464)

7 and 10 (131)

12. 8 or 9 or 11 (146)

Table 3

Search strategy used in PsycINFO

11.
12.

13.
14.
15.

17.
18.

exp bipolar disorder/ (15197)

exp Major Depression/ (72564)

psychosis/ or affective psychosis/ or chronic psychosis/ or
exp “paranoia (psychosis)’/ or exp schizophrenia/ (74769)
(psychosis or psychotic or schizophrenia or bipolar or
‘major depression’).id. (83556)

1 or2or3or4(164923)

smoking cessation/ or nicotine withdrawal/ (6835)
("smoking cessation” or abstinence or "quit smoking” or
“stop smoking” or "nicotine withdrawal").id. (7269)

5 and (6 or 7) (361)

(schizophrenia or psychosis).ti. (41113)

. ((major or bipolar or psychotic) and (depression or disor-

der)).ti. (13007)

9 or 10 (53441)

((tobacco or smok*) and (cessation or stop or withdrawal or
quit* or abstinence)).ti. (3939)

11 and 12 (59)

8 or 13 (365)

(“Treatment Outcome/Clinical Trial" or “empirical sudy" or
"quantitative study” or “Followup study” or “meta analy-
sis").md. (567157)

. (((randomi*ed or blind or clinical or controlled) and study)

or trial or meta*analysis or ‘systematic review').ti. (22100)
15 0r 16 (578174)
14 and 17 (160)
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1. 'psychosis'/exp OR ‘major affective disorder'/exp OR 'ma-
nia'lexp (199576)

2. schizo*:ti OR hebepheni*:ti OR psychotic*:ti OR psychos?s:ti
OR (‘depression’ NEXT/2 ‘major):ti OR bipolar:ti (205516)

3. #10R#2 (217300)

. 'smoking cessation'fexp (26726)

5. tobacco:ti OR smok*:ti AND (cessation:ti
OR reduction:ti OR quit*:ti OR intervention®:ti OR
abstinence:ti) (9399)

. #4 OR #5 (28176)

7. #3 AND #6 (516)

8. schizo™*:ti OR hebephreni*:ti OR psychotic*:ti OR
psychos?s:ti OR (‘depression’ NEXT/2 ‘'major’):ti OR
bipolar:ti  (205520)

9. #10R#8 (217304)

10. #6 AND #9 (516)

11. ‘randomized controlled trial':it OR ‘meta analysis':it
OR ‘controlled clinical trial'/exp OR ‘controlled clini-
cal trial' OR trial:ti OR (‘clinical trial":it AND ((‘double’
NEXT/3 'blind"):ab,ti OR (‘phase’ NEXT/4 'study'):ab,ti OR
random*:ab,ti)) (439067)

12. #6 AND #9 AND ([cochrane review]/lim OR [controlled
clinical trial]/lim OR [meta analysis]/lim OR [randomized
controlled trial]/lim OR [systematic review]/lim) (71)

13. #10 AND #11 (49)

14. #12 OR #13 (76)

RESULTS

Most of the interventions with severe mental patients
use a combination of pharmacological treatment together
with an educational approach or cognitive-behavioral
treatment, an approach similar to that used in the
nonpsychiatric population.

Major depression

In regards to the population with major depression, we
have found studies with different approaches.

Thus, Glassman et al.??2 performed a study with 100
smokers with a history of major depression. When they
began treatment, none of the subjects were depressed and
they had been antidepressant treatment-free for at least 6
months. The subjects were randomly assigned to the
sertraline-treated group and to another group with placebo
for 9 weeks. In the follow-up at 6 months, data were
obtained on 76 out of the 100 smokers. Of these, 42 had quit
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smoking and 34 continued to smoke. Of those who continued
to smoke, 2 (6%) had symptoms of major depression. Of
those who had quit smoking, 13 (31%) had symptoms of
major depression. The odds ratio for the latter group was
very significant: 7.17.

In a randomized clinical trial”® with 179 smokers who
had suffered major depressive disorder in the past, the
benefits were compared between on group with a cognitive-
behavioral program for smoking cessation and another
group in which the same program was performed with the
addition of another cognitive -behavioral program for the
treatment of depression. The study recruited smokers with
a background of major depressive determined by structured
interviews, using the Diagnostic and Statistical Manual of
Mental Disorders Manual (DSM-III). In this study, no drug
was administered to the participants. The abstinence rates
at one month were 33.3% for the cognitive-behavior
therapy group for smoking cessation and 37.6% for the
group with the addition of therapy for the depression. At
one year, the rates were 24.7% and 32.5%, respectively,
there being no significant differences found between the
treatments. However, a secondary analysis revealed that
smokers with recurrent major depression and those who
smoked a significant amount had significantly greater
likelihood of smoking cessation if they attended both
treatment programs and not only the standard program
(odds ratio = 2.3 [95% Cl= 1.05 to 5.03] and 2.62 [95% Cl=
1.18 to 5.83]). The authors point out that the additional
program for the treatment of depression can provide some
benefits for smokers with major depression.

In contrast to the study of Glassman et al.,”? Cox et al.?*
state that the use of the pharmacological treatment, in this
case bupropion, seems to be effective to avoid relapses in all
range of smokers with and without a history of major
depression. They observed significant differences between
the smokers who had received the drug versus the control
group (p = 0.007), independently of whether they had a
background or not of major depression.

Along the same line, Kim et al.,** administered bupropion
(150-300 mg/day) to 37 patients for 8 weeks. A total of 28
patients maintained continuous abstinence from the first
week to the fourth and 19 patients had successfully
abstinence at the eighth week. The authors state that
bupropion is useful as a treatment for nicotine dependence
in patients with major depressive disorder.

McClure et al.?® used varenicline and behavioral treatment
for persons with or without a background of major depression
who had intention to quit smoking. The analyses did not show
differences for smoking cessation at 21 days between patients
with major depression and those who did not have major
depression (48.6% for patients with depression. 47.3% for
patients without depression; OR = 1.05; 95% Cl = 0.84-1.33;
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p = 0.66) and at three months (44.8% for patients with
depression vs. 41.98% for patients without depression; OR =
1.13; 95% Cl = 0.89-1.42; p = 0.32).

Kinnunen et al.?’ recruited 608 participants who received
brief therapy plus nicotine replacement treatment, nicotine
gum or placebo. A total of 32% of the participants were
classified as depressed at the onset of the study. At 12
months of follow-up, the nondepressed participants and
those with nicotine replacement therapy were more
successful (20.1%) while the depressed patients with placebo
had the least success (5.7%) (p = 0.004). However, although
the participants with depression and nicotine replacement
treatment (15.1%) were less successful than the nondepressed
with nicotine replacement therapy (20.1%), this difference
was not statistically significant (p = 0.23).

Schizophrenia

In regards to smoking cessation in patients with
schizophrenia, the results are heterogeneous.

The studies show permanence rates of 50% to 94% at
the end of the treatment.

In five studies?®32 in which the participants received
nicotine replacement treatment (NRT) together with
attendance to support groups, the smoking cessation rates
at the end of the treatment were 42-50%, and at 6 months
of follow-up 12-17%.

Of the five studies previously mentioned, Addington et
al.?® conducted a study with 50 outpatients with
schizophrenia. They divided them into 5 groups that met
separately for seven weekly sessions in a smoking cessation
program. The program included a positive reinforcement
group, learning and role-playing of alternative behaviors,
strategies aimed at reduction in control of anxiety as well as
nicotine patches. A total of 42% of the participants quit
smoking at the end of the group sessions, 16% had
maintained abstinence at 3 months and 12% at 6 months.
These changes were statistically significant. There were no
changes in the positive or negative symptoms of the
schizophrenia.

Along this same line, a randomized clinical trial®* was
conduced with 45 smokers diagnosed of schizophrenia or
schizoaffective disorder. They were assigned to a standard
smoking cessation therapy group (n=17) or to a specialized
group therapy program for smokers with schizophrenia
(n=28). All the subjects participated in 10 weekly group
therapy sessions and were administered nicotine patch
treatment (21 mg/day) in addition to receiving their
antipsychotic medication. The abstinence rate did not differ
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between the two types of group therapy programs, although
the smoking cessation rate in the final four weeks of the
trial was greater with the specialized program. However, the
atypical antipsychotic medications combined with the
nicotine patch significantly improved the smoking habit
cessation rate (56% with atypical antipsychotics vs 22%
with conventional antipsychotics at the end of the program).
At 6 months, the results were 16.7% with atypical
antipsychotics and 7.4% with conventional antipsychotics.
In the atypical antipsychotic group, the carbon monoxide
levels significantly decreased. Risperidone and olanzapine
were associated with higher rates of dropout, although the
sample size was very small in these cases. No changes in the
psychiatric  symptoms were observed during the
evaluations.

Other studies have examined the effect of the
nicotine patches together with non-pharmacological
interventions. Gallagher et al.*? evaluated the effects of a
contingent reward with money (with and without
additional nicotine patches), in comparison with a
minimum intervention in a group of patients with severe
mental diseases. They conducted an analysis of subgroups
for the participants with diagnosis of schizophrenia or
schizoaffective disorder (n=80). A total of 32.5% of the
participants expressed their interest to quit smoking. The
abstinence rates at week 20 and week 36 (at the end of
the study) were significantly greater in the group with
contingent reward and nicotine patches compared to the
group with contingent reward without nicotine patches
(week 20: 56.3% vs. 27.8%; week 36: 50% vs. 27.8%) and
also in comparison with the minimum intervention group
(week 20: 10%: week 36: 1000).

In another study** with 23 patients who attended
individual and group therapy together with NRT and
behavioral techniques, the results showed a smoking
cessation rate of 35% after treatment and 21% at one year
of the program.

In studies in which psychosocial treatment was not
possible, but that allowed for treatment with NRT** 3 and
bupropion,* reductions were seen in the smoking behavior
but not in the drop-out. Similarly, combined positive
reinforcement techniques, without the drug treatments
seemed to be effective for short-term reduction of the
smoking rates, but smoking abstinence was not completed.*”

There are several studies that have used bupropion as
part of the smoking cessation treatment with schizophrenics.
In the Williams et al.*® study, it is seen how bupropion may
help to reduce smoking consumption in persons with
schizophrenia, and it does not show deterioration of the
clinical symptoms of the disease.*® This fact, which occurred
with the participation of 53 persons, was not maintained
after the treatment when the relapse rate was high.

10

In a subsequent study,® a combination of NRT and
bupropion improved the abstinence and there was reduction
of cigarette smoking during the treatment. Fifty-one subjects
were randomly assigned to receive bupropion 150 mg or
placebo once a day for 7 days, and then twice a day for 11
weeks. The participants attended a smoking cessation program
for 12 1-hour group sessions held weekly. In the fourth week,
they were provided nicotine patches (Habitrol) and polacrilex
nicotine gum (Nicorette). From the onset to week 12, the
subjects with bupropion plus NRT had a mean change of -21
cigarettes per day (95% Cl = 29-15), and those with placebo
had a mean change of -11 cigarettes per day (95% Cl = -26 to
4.8). At week 24, those who were in the bupropion + NRT
group had a change compared to the baseline of -9.5 (95%
Cl= -19 to -0.4) cigarettes per day and those of the placebo
group plus NRT reported a mean change of -2.9 (95 % Cl= -24
to 18) cigarettes per day. No effect of the antipsychotics
(atypical vs. conventional) on the results of the abstinence
was detected. It is important to point out that the incremental
benefit of bupropion for smoking cessation and its reduction
was only seen during the 12 weeks of duration, that is, during
the treatment period. However, the relapse rates in the
subjects with bupropion plus NRT was 31% (weeks 8-12) and
77% at 12 months of follow-up.

In another trial of George et al.,*' 32 subjects diagnosed
of schizophrenia or schizoaffective disorder and nicotine
dependence with DSM-IV criteria were randomly assigned to
a group with bupropion (300 mg/day) or placebo. Those of
the bupropion group had a significant increase in the
prevalence of smoking cessation at 7 days of treatment
compared to those with placebo [Bupropion, 8 [ 16 (50.0%),
Placebo, 2 [ 16 (12.5%); ¥? = 5.24, df = 1, p = < 0.05], and
the reduction of the carbon monoxide (CO) levels during the
evaluation (Medication x Interaction time; Z = 3.09, p = <
0.01). The positive symptoms of the schizophrenia were not
altered with the use of bupropion, however the negative
symptoms decreased significantly.

A recent double blind trial of George et al.*? studied
whether the combination of bupropion (300 mg/day)
together with the nicotine transdermal patch (21 mg/24h) is
well-tolerated and superior to placebo plus the patch to
achieve smoking cessation in schizophrenia. The study was
performed for 10 weeks with 58 outpatients with
schizophrenia who smoked. The smokers assigned to the
treatment group (n=29) had more probability of being
successful with smoking cessation (8 / 29, 27.6%) then the
placebo group (n=29, 1/ 29, 3.4%) (Fisher's exact test, p = <
0.05] at 4 weeks of the trial and at 6 months of the treatment,
4 [ 29 (13.8%) compared to 0 / 29 (0.0%) (p = 0.11). Neither
bupropion nor having abandoned the smoking habit
significantly altered the positive or negative symptoms of
schizophrenia. The side effects of the combination were, in
general, few, and included lack of concentration, muscular
stiffness and insomnia.
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Jun et al® evaluated the efficacy and safety of
bupropion for smoking cessation in a randomized and
double-blind study. The treatment had a time period of 4
weeks and a follow-up of 8 weeks with an experimental
group (n=36) treated with bupropion and a control group
(n=33) with placebo. A statistically significant decrease
was found in cigarette smoking in the experimental group
(p = < 0.01) after one week and the efficacy rates of
treatment at the end of weeks 4 and 8 of the experimental
group were 33.3% and 27.8%, respectively, these showing
significant differences with the control group (9.1% and
6.1%, respectively) (p = < 0.01). More common adverse
reactions were found in the experimental group, such as
insomnia, dry mouth, restlessness, headache, nauseas and
diaphoresis (p = < 0.05). The authors concluded that
tolerability of bupropion, even though it caused mild
reactions, was effective and safe for smoking cessation in
patients with schizophrenia.

In other studies that have used bupropion but that had
very few subjects, one with 10 subjects* and another one
with 8 subjects,* similar findings were found.*'-** Bupropion
is a safe medication that can be administered to patients
with schizophrenia without exacerbating the positive
symptoms.

There is no evidence for varenicline in smokers with
schizophrenia, except for one case*® that describes the
exacerbation of the symptoms of the disorder during its use.

In astudy with a 2-year follow-up,*” it was demonstrated
that persons with schizophrenia who reduced the amount of
tobacco would probably quit smoking a posteriori.

Psychosis

Only one trial with patients who smoke and who had a
psychotic disorder has been found.*® The authors recruited
298 regular smokers who lived in the community and who
were randomly assigned to the comparison group, that
included baseline treatment and educational leaflets (n=151)
or to the treatment group, that included eight individual 1
hour sessions with motivational interviews and cognitive-
behavior therapy plus NRT, in addition to baseline treatment
for their disorder and the supplying of leaflets to quit
smoking (n=147). Although they did not find differences
between the treatment group and the comparison group in
the smoking cessation rates, asignificantly greater proportion
of the smokers who completed all of the treatment sessions
quit smoking in each one of the follow-up evaluations
(cessation prevalence rates: at 3 months, 30.0 % vs. 6.0%; at
6 months, 18.6% vs. 4.0%, and at 12 months, 18.6% vs.
6.6%). No changes in the symptoms of the disease were
detected.
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Our experience in our country is scarce in this type of
patients although there are experiences with NRT,* with
anti-smoking advice,*® or with prohibiting smoking in a
psychiatric hospitalization unit."" However, the results
cannot be generalized because of the methodology used.

Finally, it is important to indicate that the studies that
analyze the effects of the reduction of smoking are limited
to very short-term results. Therefore, the need exists to have
trials that evaluate if these results can be maintained and, if
they are maintained, if this reduction in the smoking habit
could reduce the harm from exposition and/or produce a
cessation of the habit at a later date.

Some investigations have evaluated if it is feasible to
limit access to smoking within the psychiatric premises due
to the fear that such restrictions may incite problematic
behaviors among the patient population. Specifically, they
have proven the effects of smoking restriction in designated
areas or in psychiatric hospitals,” *' although the
methodological limitations do not make it possible to draw
solid conclusions.

Although there are investigators who outline possible
negative consequences of this approach,> % less than 10%
of those who smoke and have a psychiatric disease find it
difficult to adapt to these restrictions.*

DISCUSSION

Few studies that approach smoking cessation in patients
with severe mental disorders as a primary study population
have been found and those that have been found do not
have high methodology quality. In general, there are
methodological difficulties in grouping and interpreting the
results due to the high rates of dropout, variability of the
interventions and the measurements of the results, contexts,
samples and comparison groups.

Although the strength of the evidence is relatively weak,
with wide confidence intervals, especially for the long-term
benefits, the studies support the efficacy of bupropion in
smoking cessation and the reduction of the smoking habit in
patients with such incapacitating mental diseases such as
schizophrenia. For smoking cessation with other therapeutic
options such as NRT and psychosocial interventions,
sufficient and robust tests have not been found in this
review to support their use in the clinical practice.**

The scarcity of quality studies may be explained, at least
partially, by the non-scientifically based beliefs on the
calming effect of nicotine, especially intense in persons with
psychiatric disorders,®® in which it also reduces inhibition
and social withdrawal (above all, in patients with
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schizophrenia). On the other hand, for some mentally-ill
patients, smoking is one of their principal occupations in
their daily routine, it providing a structure for them within
their day few activities. Smoking has been considered as a
comprehensive part of the psychiatric culture and a belief
that the patient with these diseases is not capable of smoking
cessation.®

The recent clinical trials and those in the on-going
phase, as the one that is being conducted in Spain,”” show
the growing scientific interest on the subject and the
documents recovered manifest the capacity and need that
the mentally ill patient has. In recent years, a change in
attitudes towards the disease has been occurring. In general,
there is a more human view, that is less restrictive and less
authoritarian than before. However, the attitude is still very
paternalistic with these patients.*®

Smoking cessation campaigns and social awareness
have considerably reduced the prevalence of smoking in the
last 20 years. Future projections propose that a high
percentage of the population who smoke will have psychiatric
comorbidity in the next years. The decrease of the prevalence
of smoking from this point on will be slower since the
population without mental disorder is already giving up
smoking.*®

Thus, by way of conclusions, the following points could
be emphasized:

- The trials on treatment available for smokers with a
serious mental disorder have methodological limitations,
including the heterogeneous nature of the samples of
the participants, the small sample sizes, lack of a
definition of the interventions and lack of control
groups.

- The smoking habit should be approached in these
patients because in addition to it meaning a serious risk
of morbidity-mortality, it significantly affects their
quality of life.

- There is little data that conclude when the smoking
habit should be approached in the recovery of the
mental disorder, although it seems to be recommendable
to do so when the disorder is stabilized.

- Astrategy that should often be considered as the best is
that of reducing consumption.

- It is not clear if those persons with serious mental
disease can benefit from access to smoking cessation
treatments. In the best of the cases, pharmacological
therapy (e.g. NRT) and psychosocial interventions point
to abstinence at 6 months for very few patients.

- In general, although the smoking cessation rates of
patients with serious mental disease may be inferior to
those of the non-psychiatric populations, the reasons to
quite smoking, such as health and concerns and costs,
are comparable.
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