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Eliminating Tobacco Use
in Mental Health Facilities
Patients’ Rights, Public Health, and Policy Issues
Jill M. Williams, MD

THE US PUBLIC MENTAL HEALTH SYSTEM MUST AD-
dress the issue of tobacco use in psychiatric hospi-
tals. Programs that treat behavioral health prob-
lems such as depression or schizophrenia are the

only remaining sector of health care that fail to systemati-
cally help patients quit smoking. At state-funded psychiat-
ric hospitals, medical directors and administrators are at-
tempting to enact policies that restrict tobacco use in these
facilities—not only in buildings but on all adjacent out-
door areas or grounds. Some advocates for the mentally ill
are opposing these policy changes, using legal means to stall
or overturn them. A lawsuit was filed in September 2007
by 6 patients against the largest state hospital in Connecti-
cut, claiming a violation of their civil rights by the restric-
tion of smoking at the facility.1 Other psychiatric hospitals
have faced similar cases and opposition from local disabil-
ity rights groups.2-4 The mere threat of legal or political ac-
tion has been effective in getting states to rescind or ex-
empt psychiatric or addictions treatment facilities from
tobacco-free policies.3,5

Tobacco-free hospital policies are intended to create a
healthy environment for everyone who receives care, visits
a patient, or works in these facilities. The state psychiatric
hospitals of several states including New Jersey, Connecti-
cut, and the Commonwealth of Virginia are in the early stages
of becoming tobacco free and need the help and support of
mental health advocates. As mental health systems move to-
ward addressing tobacco use, advocates can provide an im-
portant role in demanding increased access to tobacco de-
pendence treatment and increasing staff education on the
evidence-based treatments. Only then can more individu-
als with mental illness successfully overcome nicotine ad-
diction and strive toward full mental health recovery.

In 2006, a report from the National Association of State
Mental Health Program Directors showed that individuals
with serious mental illness die, on average, at least 25 years
earlier than the general population.6 Cardiovascular or heart
disease is the leading cause of death among patients with
serious mental illnesses, resulting in more deaths than from
injuries or obesity-related diseases such as diabetes.7 A sur-
vey of 222 state-operated psychiatric facilities in the United
States found that the majority of hospitals had begun the
process of becoming tobacco-free facilities or were plan-
ning to do so in the subsequent year.3 Facilities that had un-
dergone these changes indicated improved patient health,
cleaner indoor environments and hospital grounds, in-
creases in staff satisfaction, and more time to provide treat-
ment. These findings are consistent with national trends call-
ing for a transformation of US mental health care to be more
oriented toward wellness and recovery.8

State psychiatric hospitals are faced with the daunting task
of treating society’s most fragile members and out of com-
passion there are calls to “let them smoke.” Smoking is an
accepted part of the culture of care in some psychiatric hos-
pitals in which staff (often those who smoke themselves)
take patients outdoors to smoking shelters at several times
during the day. These smoke breaks can serve both as fill-
ers of time and as a reward activity for patients who have
been cooperative with the day’s events. For example, a pa-
tient newly admitted to a hospital might be under observa-
tion and not allowed to leave the ward. However, with im-
provement in behavior and symptoms, patients are granted
privileges to go outside to smoke. Facilities often allow only
a certain number of smoking breaks per day (eg, 1 per 8-hour
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staff shift) or restrict the number of cigarettes allowed to
be smoked in a day to less than 10. The National Associa-
tion of State Mental Health Program Directors survey of state-
operated psychiatric facilities indicated that on average both
short- and long-term hospitals provided 5 smoke breaks per
day3. These well-meaning practices that allow smoking might
put smokers at risk for experiencing significant nicotine with-
drawal symptoms throughout the day if they smoked much
more before coming to the hospital.

Since patients are rarely allowed to have possession of to-
bacco products and lighters, staff (usually nursing or reha-
bilitation assistants) must alternatively distribute and gather
tobacco paraphernalia at times of smoking breaks. Much time
is spent in the bartering and control of tobacco products be-
tween staff and patients and this can be the source of con-
flicts and incident reports. Not surprisingly, studies of psy-
chiatric hospitals becoming tobacco free report fewer
behavioral problems and less violence after policies take
effect.9,10

Tobacco use should be characterized as an addiction and
not merely a habit.11 In fact, most individuals who use to-
bacco meet criteria for addiction.12 There is also evidence
that individuals who have mental illness smoke at higher
rates, consume more tobacco, and have greater difficulty in
quitting smoking.13-15 These trends are particularly true for
individuals with the most severe forms of mental illnesses,
who often are disabled from their illness and who use the
services of the state psychiatric hospital. While nicotine may
provide temporary benefit for schizophrenia16 and perhaps
other illnesses,17 this benefit should not be a rationale for
continued smoking. Until better treatments are available,
individuals should not be subjected to a lifetime of expo-
sure to tobacco smoke toxins and carcinogens when safe US
Food and Drug Administration–approved treatments, in-
cluding nicotine replacement medications, are readily avail-
able.

In the hospital setting, all patients should be given ac-
cess to a safe and comfortable detoxification from tobacco,
as is done with other addicting substances, to prevent the
emergence of nicotine withdrawal symptoms. Pharmaco-
therapy may be particularly important for smokers with se-
rious mental illness who have high levels of nicotine de-
pendence.18,19 Psychiatric inpatients who were not given a
prescription for nicotine replacement therapy were more than
twice as likely to be discharged from the hospital against
medical advice.20 Moreover, patients with schizophrenia have
not shown worsening of symptoms during a period of to-
bacco abstinence.21

Why then is there continued resistance and slow move-
ment toward making all psychiatric hospitals tobacco free?
The most frequently cited obstacles to change involve the
professional staff and not the patients. Staff are often op-
posed to such policies for a variety of reasons including fear
that patients will become violent, despite evidence to the
contrary.3,9 After these changes are in place, staff typically

report that they anticipated more smoking-related prob-
lems than actually occurred.3,9 Hospitals providing general
medical care have made numerous strides becoming to-
bacco free. General hospitals are also a successful example
of a nationwide smoke-free workplace that in addition to
helping patients, improves employee health, and reduces em-
ployer costs including health care costs.22

Exempting mental health hospitals from smoke-free
laws aimed at protecting the public also has the potential
to worsen health inequalities for people with mental illness
and further their stigmatization. When certain groups are
outside the protection of public policies or laws, that is
often perceived as a form of stigma. Stigma is a resonating
issue as the mental health community collectively and
individually strives for greater community acceptance and
integration of individuals with mental illnesses. Smokers
increasingly face stigma as tobacco use rates decline and
smoking is further marginalized from general society.
Thus, advocacy that aims to protect smoking can further
marginalize and stigmatize smokers with mental illness
who are looking to succeed in securing housing and
employment.

Lawsuits made on behalf of mental health patients or pa-
tient advocacy groups have almost all been in the name of
smokers’ rights despite the fact that the legal precedent for
support of smokers’ rights has been almost nonexistent.23

Legally, tobacco use has been deemed in courts through-
out the United States to not be a right but a privilege that
can be restricted when it is detrimental to others.24 Orga-
nizations like the National Disability Rights Network25 that
form a network of congressionally mandated, legally based
agencies for the protection and advocacy of individuals with
disabilities should be leading tobacco-free initiatives and dis-
seminating this information to local and state constituents.
There is little legal support for the continued use of addict-
ing substances in a supervised treatment setting that is being
supported by public funds. Patients with mental illnesses
deserve the same protection from tobacco exposure that ben-
efits the rest of the public.
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