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The dental role in smoking cessation advice for
patients with mental and behavioural disorders
— time for improvement?
R. A. Baker1

The past few years have seen an increasing emphasis upon the role of the dental team in smoking cessation. The recent
advances in knowledge of the level and role of tobacco use in patients with mental and behavioural disorders, the biological
factors involved and the influences of tobacco on psychiatric medication metabolism and side effects has not been reflected
in dental postgraduate education. Perhaps it is time for an evidence based improvement in care standards by referring these
patients for specialist cessation advice? 
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INTRODUCTION
Today, smoking is established as a recog-
nised cause of general diseases such as
cancer, lung disease, coronary heart dis-
ease and stroke. It is also associated with
oral diseases such as oral cancer, peri-
odontal disease and premature tooth loss.
As such, smoking is thought to be the
largest single preventable cause of death
and disability in the UK. 

Smoking cessation delivers major health
improvements to the individual and it is
incumbent upon professionals to promote
and assist all efforts to reduce tobacco con-
sumption.1 General population surveys
have shown a significant association
between psychiatric symptoms and smok-
ing.2,3 Lasser et al.3showed that patients
with a mental illness were about twice as
likely to smoke as other persons, on the
basis of the National Comorbidity Survey
population data. In addition it was reported
that the 41% of persons who reported hav-
ing mental illness in the past month were
current smokers and represented 40.6% of

all current smokers in the US. Studies of
selected populations of patients with men-
tal and behavioural disorders have also
shown high rates of smoking.4,5 Positive
associations between psychiatric disorders,
eg depression, and smoking have been
noted in epidemiological studies.6,7 Patients
with mental and behavioural disorders who
smoke, as might be anticipated, have a
higher risk of tobacco related medical ill-
ness. Smoking related fatal disease is signif-
icantly more prominent than in the general
population.8 It is therefore unfortunate that
those of our patients who have perhaps the
most to gain from smoking cessation —
those with mental and behavioural disor-
ders — have by and large, been omitted
from dental postgraduate education. 

The reader without a background in
psychiatry should be aware of two impor-
tant points. 

Firstly there are internationally accepted
criteria for the diagnosis of psychiatric dis-
orders published in the Diagnostic and Sta-
tistical Manual of Mental Disorders IV,9

which readily permit identification and
comparisons of psychiatric diseases. Sec-
ondly, most patients diagnosed with mental
and behavioural disorders are living within
the general community (accessing general
dental practices) and should not be con-
fused with those even more unfortunate
patients with the same disorders who are
institutionalised and have an even higher
rate of smoking.10

An unrecognised problem in this area for
dentists
There is a strong relationship between
smoking and mental and behavioural dis-
orders. Patients with these disorders have a
higher rate of tobacco use due to the
effects of smoking, and in turn these disor-
ders affect the patients’ ability to quit. An
understanding of this will alter the dental
management of these patients: many will
choose to refer these patients for smoking
cessation advice.

Why smoking rates are higher
The smoking rates are higher for patients
with mental and behavioural disorders for
five reasons:
• Neurobiological factors
• Genetic factors
• Enzyme induction
• Exposure to trauma
• Self medication.

These factors will affect smoking cessation
management in this population.

Neurobiological factors
The neurobiology of patients with mental
and behavioural disorders is affected by
the chemicals contained in tobacco.
Nicotine acts on the dopamine receptor
system,5,11 and non-nicotine chemicals
inhibit monoamine oxidase type B,
enhancing the induction of dopamine
transmission.

 There is a high comorbidity of smoking and mental and behavioural disorders.
 Smoking affects blood levels of some psychiatric medications and mental and behavioural

disorders affect quitting smoking.
 Smoking cessation management for patients with mental and behavioural disorders may be

outside the professional training of dentists.
 Patients with mental and behavioural disorders who smoke should be identified and referred

for medically supervised cessation management.

I N  B R I E F VERIFIABLE 
CPD PAPER



OPINION

530 BRITISH DENTAL JOURNAL VOLUME 198 NO. 9 MAY 14 2005

Genetic factors
Common genetic factors may predispose to
both smoking and depression,12 and also
smoking and schizophrenia.13

Enzyme induction
Induction of the P450 liver enzymes by
metabolism of tobacco tars, benzopyrenes,
in the liver increases the rate of metabo-
lism of some psychiatric medications.
Smokers are therefore prescribed higher
levels of neuroleptic medication than non-
smokers, otherwise their blood levels of
medication would be suboptimal.14,15

Exposure to trauma
Exposure to trauma as seen in post-trau-
matic stress disorders increases the level of
substance abuse, including cigarette smok-
ing as part of the maladaptive behaviour.16

Self medication
Self-medication has been hypothesised,
since neurophysiological deficits such as
eye-tracking abnormalities in schizophre-
nia may be improved by nicotine use.20

Glynn and Sussman state, as quoted by
Goff et al.,14 that smokers report that
smoking reduces the side effects of med-
ication.15 Smoking may also reduce dys-
phoria.7

Why quit rates are lower
Individuals with mental and behavioural
disorders (or for depression, merely a 
history of depression)7 have significantly
lower quit rates than individuals with no
mental illness.3 Glassman6 reports a differ-
ence of 14% for patients with a lifetime
diagnosis of major depression and 31% for
patients without a psychiatric diagnosis.
This may be because of the impact of men-
tal and behavioural disorders on motiva-
tion.

The internal determinants of treatment
motivation, both before and during treat-
ment, have been described by Driescher et
al.

17 as:
• Level of suffering
• Outcome expectancy
• Problem recognition
• Perceived suitability of treatment
• Perceived cost of treatment
• Perceived external pressure.

These are thought to be inter-related. It
will be readily appreciated that smokers
with mental and behavioural disorders
may have differing perceptions to those
without.

Level of suffering
Many of the symptoms of mental and
behavioural disorders, such as the apathy of
depression and the hallucinations and delu-
sions suffered in schizophrenia18 are so 

terrible for the patient that the minor symp-
toms suffered before major smoking related
illness develops may not be important.

Outcome expectancy
Patients with depression and anxiety report
low levels of self-esteem and energy which
in turn can lead to hopelessness.18 Their fail-
ure to believe that they will quit, reinforced
by previous failure(s) to quit and learned
helplessness, may reduce their motivation to
try.19

Problem recognition
Many patients with mental and behavioural
disorders may not view smoking as a prob-
lem because they obtain a benefit from it,
for example reduced eye-tracking in schizo-
phrenia or relief of dysphoria in 
depression.18

Perceived suitability of treatment
It has been theorised that patients manage

their symptoms by smoking20 and it is
known that depression developing follow-
ing cessation disappears within hours of
resumption of cigarette smoking in case
evidence.6

Perceived cost of treatment
Withdrawal symptoms, such as anxiety,
irritability, insomnia, restlessness and
depression may be mistaken for other men-
tal and behavioural disorders, or appear to
make existing conditions worse.15 Changes
in psychiatric medication produced by ces-
sation of smoking can cause unwanted side
effects such as tremor, or neuroleptic
induced Parkinsonism, akathisia, depres-
sion and insomnia.15 Glassman et al.21

suggest that nicotine alters vulnerability to
depression: relapse of depression,6,7 bipolar
disorder, alcohol abuse and drug abuse 
disorders are associated with smoking ces-
sation.15,21,22

Perceived external pressure
Many disease processes involved in mental
and behavioural disorders result in alter-
ation to the patient’s thought processes.
Patients with schizophrenia suffer from
delusions and changes in thinking and
perception. Patients with depression may
find group processes threatening23 and
have reduced attention and concentra-
tion.18 It must therefore be difficult to
judge each individual’s response to 
external pressure.

It has been theorised and there is evi-
dence in patients with depression4 that as
the rate of smoking falls in the general
population, there is a rise in the proportion
of the smoking population with psychi-
atric disorders. However mental illness
should be seen as a complicating factor to
the success of cessation, not an excuse not
to try.

Management of smoking cessation for
patients with mental and behavioural
disorders
The management of smoking cessation
therapy for these patients is more com-
plicated. Careful prior assessment and
written planning is required. Guidelines
published in the US15 and Australia24

suggest that all such patients should be
monitored by the managing physician.
Regular assessments should be made of:
their smoking status, their readiness to
quit (although it appears that most
psychiatric patients are not ready to make
an attempt)15 and the risks of cessation;
cessation advice should be given as
appropriate.

Patients with current depression will
require management prior to cessation,15

and it may be necessary to restart 
psychotherapy or pharmacotherapy for

Fig. 1 Proposed management of smoking cessation
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patients whose depression intensified with
previous cessation.15 They will also require
management during the cessation attempt.
‘Psychiatric casualties’ ie patients who suf-
fer a deterioration in their psychological
status from smoking cessation may be
expected;6 Glassman quotes figures of 2%
for patients with no psychiatric diagnosis
compared to 18% for patients with major
depression. These patients may reverse this
by being advised to resume smoking
again. 

A simple quit message may be inade-
quate. Most of the research work on smok-
ing cessation has been done on patients
without mental or behavioural disorders,15

but what evidence there is suggests that a
combination of different therapies is
required, for example a combination of
nicotine replacement and antipsychotic
medication.15,24,24

Blood levels of neuroleptic drugs will
change with cessation and will need to be
monitored during the attempt.15 Bupropion
[Zyban] alone may not be suitable for
patients with schizophrenia since it may
precipitate or exacerbate psychosis,24but
used with atypical antipsychotics will
encourage smoking cessation.20

The quit message
Usual quit messages may not be appropri-
ate for this group of patients because many
patients with mental and behavioural dis-
orders have higher levels of anxiety than
the general population. Janis and Fesh-
bach26 investigated the effects of different
levels of emotionality of an oral health
message about dental pain and cancer.
This suggested that a message can be too
powerful to achieve its purpose. High anx-
iety individuals are consistently less influ-
enced by strong fear appeal than low 
anxiety individuals. It has been proposed
that there is a link with the Yerkes-Dodson
‘Law of Arousal’.19 This states that extreme
arousal reduces effective action as the per-
son is too agitated to act effectively. Moti-
vational advice should avoid fear-arous-
ing statements about agonising death.
These are likely to have a ‘boomerang
effect’ by creating defensive reactions
such as inattentiveness, mishearing and
repression of ideas.

The dental role
With recent advances in this field it is now
understood that this group will require a
level of specialised management, which for
many dentists will be beyond their abilities.
In fact it would be possible for well-inten-

tioned, but misguided, advice to do harm to
these patients by: altering the blood levels
of neuroleptic drugs (with the consequent
side effects); failure to identify and manage
appropriately the symptoms of withdrawal;
and creating unrecognised psychiatric
casualties. Perhaps the challenge of the
dental management of these patients is
sufficient without undertaking an addi-
tional role for which we are not qualified.

However, what matters is the best inter-
ests of our patients: we may have to recog-
nise that we can improve our patients’ care
by not undertaking this role. I would sug-
gest that we should modify our practice as
suggested by Schmitz et al.2 Prior to
including smoking cessation advice within
a treatment plan, the dentist should review
the medical history, especially the drug
history, (patients will often include a med-
ication, but omit mention of a disorder
they may feel is embarrassing) to identify
these patients. If there is a history of past
or present mental and behavioural disor-
ders then the usual smoking cessation
advice should be omitted. Instead we
should offer: advice relating to the posi-
tive, specific dental benefits of cessation;
referral to a more appropriate source of
smoking cessation management; subse-
quent close liaison between the dentist and
the patient’s physician or psychiatrist.

CONCLUSION
All smokers may benefit from education
about the hazards of smoking and cessa-
tion therapy. They should have access to
the best treatment. Patients with mental
and behavioural disorders may benefit
the most, however this group has been
largely ignored by the dental profession
to date. As a profession we should make
an effort to acquire evidence based train-
ing in appropriate management of all our
patients’ needs. At present there have
been few studies of the management of
smokers with mental and behavioural
disorders and more research is required.
Further research and subsequent educa-
tion of dentists in smoking cessation
management should help more of our
patients successfully quit.
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