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Abstract: There is an association between smoking and many mental illnesses. Smoking prevalence in
all patients with psychiatric pathology is between 35% and 54%. The prevalence of smoking among
patients with schizophrenia is between 74% and 92%, much higher than the one between 22% and 30%
concerning the general population. Male patients with schizophrenia are at increased risk for smoking.
Smoking is implicated in the pathogenesis of many diseases and it is responsible for 90% of lung cancer
deaths, 75% of those in chronic bronchitis and emphysema and around 25% of those involving
cardiovascular diseases. Tobacco is a strong inducer of cytochrome P450 enzyme, the metabolizing
pathway for many antipsychotics. This leads to decreased levels in plasma concentrations of
antipsychotic agents. Higher doses of antipsychotic agents are administered to smoking patients with
schizophrenia to achieve similar therapeutic effects as in non-smoking patients with schizophrenia. The
higher the doses of antipsychotic agents administered, the greater the risk of adverse events. In case of
sudden smoking cessation, the plasma concentrations of antipsychotic agents may exceed the therapeutic
range and may cause side effects. Thus, there is an added risk of adverse reactions to antipsychotics to
the general health risk of smoking. Patients with schizophrenia smoke because nicotine improves the
cognitive symptoms of the disease. Smoking is a habit for patients with schizophrenia and sometimes this
activity is the only source of pleasure. Smoking-related concessions are motivating factors that increase
compliance in patients with schizophrenia. It is well known that compliance rates are low for this
category of patients. It would be preferable to try phasing out smoking in patients with schizophrenia, as

well asin any other patient.

Smoking is common in psychiatric medical practice and
it worries patients, psychiatrists, caregivers and family members.
Epidemiological data show a large discrepancy between the
prevalence of smokers in the general population and among
patients with schizophrenia. World Health Organization indicates
that smoking prevalence in the adult population worldwide is
30%, with a gender distribution of 48% in men and 12% in
women. In 2007, smoking prevalence in the adult population in
Romania was 30%, according to a study conducted by the Center
for Health Policies and Services (1), and in 2011 the prevalence
was 22.1%.(2) Many psychiatric disorders are associated with
smoking and, for smoker patients, with massive amount of
cigarettes consumed.(3) Smoking prevalence among al patients
with psychiatric disorders is 35-54%.(4) The situation worsens
when we analyze patients with schizophrenia because studies
show smoking prevalence of 70% to 92%.(5,6) Schizophreniaisa
risk factor for smoking in men.(7) Patients with schizophrenia
smoke an average 19 cigarettes daily.(4) For the general
population of Romania, only 12-29% of smokers smoke 10-20
cigarettes daily (2), with the remaining smokers consuming less.

It is estimated that smoking is responsible for 90% of
lung cancer deaths, 75% of those in chronic bronchitis and
emphysema and around 25% of those with cardiovascular
disease.(1) The relative risk for lung cancer is 7.8 higher for
smokers than for non-smokers.(1) It is well documented that
smoking isinvolved in the pathogenesis of many diseases.

Smoking is an important factor for the dosage of
antipsychotics, due to the polycyclic aromatic hydrocarbons,

byproducts of tobacco burning, which are inducers of the
cytochrome P450 and UDP-glucoroniltransferase.(3) An extensive
meta-analysis (8) that consulted the scientific literature for along
period of time between 1950 and 2009 revesled changes in
pharmacokinetics in smokers versus nonsmokers; it was also
demonstrated that higher doses of drugs were administered to
smoker patients. Significant differences in sex ratio plasma level
concentrations of olanzapine (9) can be explained by the fact that
smoking prevalence is higher in male patients, and smoking is an
inducer of CYP1A2 metabolic pathway of olanzapine.(10) So,
lower plasma level concentrations of olanzapine are obtained in
males. Haloperidol plasma level concentration in oral
administration is significantly lower in smoker patients.(11)
Smoker patients with schizophrenia receive higher doses of
antipsychotics than non-smoker patients, i.e, 1160 mg
chlorpromazine equivalent daily compared with 542 mg daily (4),
due to the increased metabolism induced by smoking.
Consequently, to achieve the same therapeutic effect in smoker
patients as in non-smokers, higher doses of drugs should be
administered.

There are severa types of side effects of antipsychotics:
neurological, metabolic, endocrine and cardiovascular.
Neurological effects (12) consist of reversible extrapyramidal
effects such as acute dystonia, akathisia and parkinsonism, and
irreversible extrapyramidal effects such as tardive dyskinesia
Metabolic and endocrine effects are represented by
hyperprolactinemia (13) with amenorrhoea or gynaecomastia,
obesity - between 40% and 62% of patients with schizophreniaare
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obese (14) antipsychotics being incriminated in weight gain;(15)
the cardiovascular side effects are represented by orthostatic
hypotension (16), ventricular arhythmias, extended QTc
interval.(17,18) Other adverse effects include sedation (16), M-
cholinolitic  phenomena (19), jaundice, leukopenia and
agranulocytosis (20) and neuroleptic malignant syndrome (21),
metabolic syndrome (22), hyperlipidemia (23,24) diabetes
mellitus.(25) There may also occur disorders of sexual dynamic
(26,27), with serious implications to decreased compliance rates,
because approximately 43% patients complain of these side
effects.(28)

Ever since 1981 Linnoila et a. have shown that
smoking can have implications in pharmacokinetics and
pharmacodynamics in patients with schizophrenia, by lowering
plasma level concentrations of antipsychotics. Consequently,
abrupt cessation of smoking may increase plasma level
concentrations of antipsychotics and potentiating the occurrence
of extrapyramidal adverse effects. It is necessary to reduce the
dose by 30-40% to achieve plasma level concentrations similar to
those of the period previous to smoking cessation.(8) Atypical
antipsychotics can reduce the urge to smoke in some patients with
schizophrenia, paticularly due to ther specia
pharmacodynamics.

In 2009, Prochaska (29), advocated for the treatment of
nicotine addiction in chronic mentally ill inpatients, as this would
be the key to a proper management of the disproportionate
morbidity and mortality of these patients, more over that there are
evidence-based therapies in smoking cessation.

Smoking ban is now legally regulated in the hedlthcare
facilities, so this would represent an excellent opportunity for
smoking cessation due to the consequences of law infringement.
Romania digned its legislation to the European Community’s
policy concerning smoking ban in enclosed spaces and with clear
indications on smoking ban in the public health system and so
smoking is prohibited in all healthcare facilities. These regulations
are contained in Law no. 349/2002 on preventing and combating
the effects of tobacco products, as amended and supplemented.
Seeing that they are not alowed to smoke, psychiatric inpatients
can use nicotine transdermal therapeutic systems. Smoking ban
would motivate patients to stop smoking and would encourage
them in maintai ning abstinence after discharge.

When patients quit smoking, time, human and financia
resources are saved, both for the benefit of the patient and of the
hedlthcare system, because these resources can be relocated to
some poor sectors of the system. It is said that patients can stop
smoking without adverse effects on mental recovery, reguiring
only antipsychotic dose adjustment to prevent side effects for the
antipsychotics influenced by smoking. In principle, quitting
smoking is beneficial for patients' health, but, as noted above, may
cause neuropsychological effects of variable intensity. Some
patients experience a worsening of negative symptoms and /or
Parkinsonism or become more irritable. Others, as presented by
West and Hajek, express a decrease in anxiety, although further
research is needed to confirm.

However, smoking cessation should occur gradually. If
psychiatric inpatients are not capable to quit smoking during
hospitalization there is a high risk of resumption after discharge
with all the negative aspects of this practice.

Authors state that smoking large amount of cigarettesis
not considered an unhealthy habit anymore for patients suffering
of schizophrenia Instead it is regarded as a self-medication against
clinical symptoms and side effects of antipsychotics.(6)

The successful therapy of schizophreniainvolves certain
factors regarding the treatment, the patient and the hedthcare
system. One of the most prominent factors related to patient is
adherence (Buckley, 2008). Adherence to treatment in patients

with schizophrenia is reduced. More than 50% of patients with
schizophrenia are not compliant to treatment.(30) A therapeutic
break of only 1 to 10 days per year increases the risk of
hospitalizations for patients with schizophrenia.(31)

The common goal for doctors, caregivers and family
members is to insurance and/or to increase adherence.
Concessions related to smoking are made to the patient: cigarettes
are offered to increase cooperation to accept the medication in the
psychiatric wards, caregivers and family members take care that
during hospitalization or at home, the patient should have
cigarettes at his disposal. Given that smoking is a strong
motivation factor for patients with schizophrenia, there is a
widespread practice of using cigarettes as positive reinforcement
factor for the administration of medication, presentation to the
medical examination and other behaviours important to control
the therapy.

Although a must, occupational therapy cannot be carried
out in al psychiatric wards, so patients' boredom is cast away by
smoking cigarettes. For some of the chronic patients this activity
may be their one true pleasure. This fact is well known by many
organizations that care for outpatients suffering from
schizophrenia. The socia life of these patients is poor, some may
not be able to establish new socia contacts, and as the disease
progresses maintaining previous social relationships suffer. Thus,
smoking plays a socia role, offering the patient a chance to
interact with the medical staff, with other patients even if suffering
from different pathologies or, to an extent, with passersby.

The lifestyle of patients suffering from schizophrenia is
sedentary. Obesity goes hand in hand with the chronicity of the
disease partially as a side effect of the antipsychotic medication
and physical activities are carried out with difficulty. Under these
conditions, smoking has a comforting role. In addition to the
subjective benefits that have already been presented, we must
stress on the objective benefits: nicotine temporarily relieves the
cognitive and sensory symptoms of schizophrenia, by binding the
nicotinic receptors in the brain. Thus, smoking is relieving for
patients with schizophrenia. The mechanism appears to be smple:
the nicotine contained in the cigarettes is absorbed in the lungs,
enters the bloodstream, penetrates the blood-brain barrier and it
binds the neuronal nicotinic receptors that modify neuronal
response to relieve symptoms. Cognitive deficits in schizophrenia
are common and serious things. Unfortunately, these deficits may
lead to functional disability.(32) This would represent the way in
which nicotine contained in the cigarettes can improve symptoms
of schizophrenia.

The conclusion is that nicotine may improve cognitive
deficits observed in psychiatric diseases.(33) Another possible
explanation for the increased chronic cigarette intake in patients
with schizophrenia may be the self-medication hypothesis,
according to which patients smoke to reduce the cognitive deficits,
part of the disease, but also part of antipsychotic side
effects.(34,35) However, smoking may improve attention and
working memory, but in a modest way similar to that of atypical
antipsychotics. Antipsychotics can cause sedation, may reduce the
ability to concentrate and can affect memory, and nicotine could
prevent these things from happening.(36) Current directions in
research involve deciphering the mechanisms of action of nicotine
in the systems involved in schizophrenia. It is expected that one
day researchers strives be rewarded by creating new drugs (37)
with high efficiency, to improve the lives of patients with
schizophrenia. Mental health professionals should be aware that
smoking is an important activity for many chronic psychiatric
patients in general and for those suffering from schizophrenia in
particular. Given the patient’s needs, it is desirable to encourage
the reduction of smoking in these patients, as well as in any
patient, and to concern about creating a therapeutic environment
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that is warm, welcoming and intimate in order to strengthen the
doctor-patient relationship.
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