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ABSTRACT 

 

Beliefs of mental health nurses about smoking by clients of inpatient mental health 

facilities 

 

Background: The prevalence of tobacco smoking among people with mental disorders is 

higher than the general population, and has a negative impact upon the physical health of this 

group. Tobacco has a unique place in mental health culture. The beliefs of nurses influence their 

attitudes towards smoking by clients. 

 

Objective: This study aimed to ascertain the beliefs of mental health nurses about smoking by 

clients in inpatient mental health facilities, and to identify if years of experience as a mental 

health nurse, smoke-free status and workplace influence these beliefs. 

 

Method: A cross-sectional survey was distributed to a sample of mental health nurses across 

New Zealand. Responses were cross-tabulated with reference to the three variables above. 

 

Results: Smoke-free status made the biggest difference to nurses’ beliefs relating to prohibition 

of smoking for clients, staff and visitors; concern about the effects of passive smoking; the role 

of smoking in the development of therapeutic relationships; smoking as a source of pleasure and 

the role of smoking in symptom management.  In particular smoke-free nurses were more 

supportive of smoke-free policies than those who were nicotine dependent.  Smoke-free nurses 

also expressed more concern about the effects of passive smoking on smoke-free staff and 

clients.  Nicotine dependent nurses were more likely to perceive a positive role for smoking in 

the development of therapeutic relationships and symptom management, and were more likely 

to believe that smoking is a source of pleasure for people with mental disorders. 

 

Nurses working in inpatient services were more likely to believe that smoking was helpful in 

developing a therapeutic relationship and to consider supporting clients to become smoke-free 

as part of their role than those who work in community services.  

 

The survey also elicited a lack of consensus amongst the nurses about the relationship between 

nicotine withdrawal and mental disorder changes. 

 

Discussion: Routine screening of smoking status, with interventions and support offered if 

indicated should be core practice of all nurses working with people with mental disorders. All 

nurses working with this group should be provided with the skill and knowledge to deliver 
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effective smoking cessation interventions and support, including the ability to differentiate 

between the symptoms of nicotine withdrawal and mental disorders. In addition, all practicable 

support should be provided to nicotine addicted nurses to become smoke-free. 
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CHAPTER 1 

 

INTRODUCTION 

 

1.1 Background 

 

Tobacco use is commonplace within inpatient and residential psychiatric facilities (Goldsack, 

2004; Jochelson & Majrowski, 2006; El Guebaly, Cathcart, Currie, Brown & Gloster, 2002).  

People with mental disorders have been found to have higher rates of nicotine dependence than 

the general population. It has been estimated that up to eighty per cent of people with chronic 

schizophrenia are nicotine dependent (SANE, 2007). In addition people with mental disorders 

who are nicotine dependent have been found to smoke more than people without mental 

disorders. A national survey in the United States found that the seven per cent of people who 

were both nicotine dependent and mentally ill smoked thirty-four per cent of the country’s 

cigarettes (Grant, Hasin, Chou, Stinson, & Dawson, 2004). The same study reported that people 

with mood, anxiety and personality disorders were between three and six times more likely to 

be nicotine dependent than the general population. 

 

In addition, tobacco use is believed to be a major contributing factor to the higher incidence of 

physical illnesses amongst people with mental disorders. (Handiside, 2004; Harris & 

Baraclough, 1998). Handiside reports that people with mental disorders are more than twice as 

likely to die from heart disease, one and a half times more likely to die from cancer, five times 

more likely to die from influenza, three times more likely to die from diabetes and four times 

more likely to die from respiratory disease than the general population. A study by Dembling, 

Chen and Vachon (1999) found that people with serious mental disorders had a mean life 

expectancy nine years less than the general population. Phelan, Stradins and Morrison (2001) 

suggest that people using mental health services are twice as likely to die as the general 

population, and suggest that this is closely related to lifestyle factors such as tobacco use, poor 

diet and lack of exercise. Other papers (Miller, Pashcall & Svendsen, 2006; Tiihonen et al., 

2009) suggest that the reduction in life expectancy for people with severe mental disorders such 

as schizophrenia may be as much as twenty-five years.  

 

Goldsack (2004), Jochelson and Majrowski (2006) and McNeill (2004) all report that in the past 

cigarettes have been used extensively to control and manage clients, and as a focus of social 

activity in mental health facilities. Lawn and Pols (2005) report that “the culture of smoking in 

psychiatric settings is perceived to be an entrenched process that has been central to the history 

of mental institutions over the past three centuries”.  
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In many cases mental health nurses have been closely involved in this use of tobacco, even as 

the potentially harmful effects have become widely known and accepted (Lawn & Pols, 2005; 

Reilly, Murphy & Alderton, 2006; Dickens, Stubbs & Haw, 2004). Cigarettes have been used as 

rewards for good behaviour, as tools to calm down agitated clients, as prizes in ward bingo 

sessions and as a source of commonality between staff and clients (Lawn & Pols, 2005; 

Jochelson & Majrowski, 2006; Goldsack, 2005). Nurses have devised individual and collective 

tobacco regimes to ensure that clients do not smoke beyond their means (Goldsack, 2004). A 

number of facilities have maintained supplies of cigarettes or tobacco for times when a client’s 

own supply may run out, or when clients have been admitted without any cigarettes (Lawn & 

Campion, 2008). Supporting clients’ access to tobacco has been accepted as a legitimate care 

function of mental health staff, either by escorting clients to the local shop, or making a special 

visit to the shop if the client is unable to leave the facility (Lawn & Pols, 2005).  

 

1.2 Researcher’s interest 

 

Having worked as a mental health nurse for over twenty years I have been aware of the high rate 

of tobacco use by people with mental disorders. I trained in an old style psychiatric hospital 

where tobacco played a large part in clients’ lives. Tobacco was a currency which could be 

exchanged for food, drinks, and sex. In some areas of the hospital tobacco was used by staff as a 

reward for good behaviour. As a student nurse I was taught by nursing staff that smoking with 

clients was an effective way to develop a therapeutic relationship. Each ward of the hospital had 

a supply of cigarettes to ensure that clients did not go without them. 

 

Over time the role of tobacco in mental health care has changed, but despite this I have 

developed an awareness that mental health nurses have a duty to address the needs of clients 

holistically, and this includes paying more attention to their physical health needs. 

 

In the acute mental health service where I am employed as clinical leader, tobacco is still a 

source of tension between clients, and between clients and staff. I encounter a range of views 

and beliefs from nurses and others in relation to tobacco use. When the Smoke-free 

Environments Amendments Act 2003 was implemented in 2004 the mental health service 

received an exemption under that law, allowing tobacco to be smoked in a designated room. At 

this time I began to consider the possibility of the whole service becoming smoke-free, and 

began to read about the subject. My interest began to focus upon the beliefs of nurses about 

tobacco use by clients in inpatient facilities. 
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1.3 Significance of the study 

 

McNeill (2004) identified a belief amongst mental health staff that tobacco provides a source of 

pleasure for people with mental disorders, and that this belief reduced the motivation of staff to 

address nicotine dependence in clients. However, as noted above, people with long-term mental 

disorders are known to smoke at higher rates than the rest of the population and people with 

mental disorders have higher mortality from tobacco related conditions such as respiratory 

illness, heart disease and some cancers (Goldsack, 2004; Jochelson & Majrowski, 2006; el 

Guebaly et al., 2002).  

 

As legislation in many counties has changed to reflect a growing consensus that smoke-free 

people should not be exposed to the risks of second hand tobacco smoke, a number of countries, 

including New Zealand, have included exceptions for psychiatric facilities within the legislation 

(Goldsack, 2004; Jochelson & Majrowski, 2006). However, there appears to be a groundswell 

of opinion that all hospital facilities should be covered by smoke-free legislation (Banham, 

Gilbody & Lester, 2008). A number of studies have been carried out overseas to observe and 

describe the impact of smoke-free policies and legislation on residential mental health facilities. 

Some of these have surveyed different aspects of nurse’s beliefs, attitudes and expectations in 

relation to smoke-free policies. Other studies have considered the beliefs of mental health nurses 

in relation to tobacco use by clients, in comparison with other staff. These studies will be 

explored in the literature review chapter. 

 

There has been no published study considering the beliefs of mental health nurses in New 

Zealand in relation to tobacco use by clients. It has been suggested that mental health nurses are 

ideally placed to deliver smoking cessation interventions to clients (McCloughlen, 2003). 

However, in practice this does not appear to be happening on a regular basis, despite simple 

screening interventions being encouraged. This research will investigate the beliefs of mental 

health nurses in relation to smoking by clients in inpatient mental health facilities. It will 

analyse the information to determine whether a nurse’s years of experience, work setting and 

smoke-free status influence his or her beliefs about the topic. It is envisaged that this research 

will inform training and skill development programmes for mental health nurses in relation to 

smoking cessation interventions. An assumption in this is that beliefs which underpinned 

previous practices outlined above still inform the practice of some mental health nurses.  
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1.4 Research question 

 

This research sets out to answer the question, “What are mental health nurse’s beliefs about 

smoking by clients within inpatient mental health facilities”. Beliefs related to tobacco use by 

non-hospitalised clients will not be considered. Nurses working in both inpatient and 

community mental health facilities will be surveyed. Most of the literature relating to smoke-

free policy relates to inpatient and residential facilities, partly due to the fact that these are 

environments where nurses can have an influence on tobacco use by clients.  

 

1.5 Definition of terms 

 

The term smoke-free is currently accepted as the correct way to refer to a non-smoker, and 

nicotine dependent as the way to refer to a smoker. These terms are used throughout this thesis. 

The words smoke and smoking are used to refer to the use of tobacco products. 

 

There has been much debate about how to refer collectively to people who use mental health 

services. The term “people with mental disorders” is used in this thesis when referring to the 

general population of mentally-ill people, and “client” or “clients” when referring to more 

specific individuals or groups.  
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Chapter Two 

 

Literature Review 

 

2.1 Introduction 

 

There is a growing body of literature relating to smoking and mental disorders, including the 

relationship between nicotine and the symptoms of mental disorder, reasons for the high 

incidence of nicotine dependence amongst people with mental disorders, strategies to support 

smoking cessation amongst people with mental disorders, and the implementation of smoke-

free policies in inpatient and residential mental health facilities. A number of the studies 

relating to the implementation of smoke-free policies in mental health facilities consider the 

beliefs and attitudes of nurses and other disciplines towards smoking by clients. This usually 

takes the form of canvassing the beliefs and attitudes of people before the implementation of 

smoke-free policies, then repeating the exercise following the implementation. The methods 

used to canvass opinions are staff surveys, focus groups, discussions in nurses meetings and 

semi-structured interviews. 

 

The consideration of nurses’ beliefs and attitudes forms part of the evaluations of the policy 

implementation. Other measures considered in the evaluations include changes in the number 

of assaults, the use of seclusion, the use of PRN (Pro Re Nata, or “as required”) medication, 

client satisfaction, and the number of unauthorised absences and discharges against medical 

advice. 

 

In addition there are a few studies which have considered the beliefs of nurses and other mental 

health professionals in detail.  This literature review will consider the aspects of the studies 

evaluating the implementation of smoke-free policies which relate to the research topic, and 

focus in detail on the second group.  

 

2.2 Search strategy 

 

Searches of Cumulative Index of Nursing and Allied Health Literature (CINAHL), Pub Med 

and Proquest were undertaken using the terms “smoking” “mental health”, “mental illness” and 

“inpatients” in various combinations. A number of studies and reviews were found. In addition 

two literature reviews highlighted other studies which the searches did not uncover (el-Guebaly 

et al., 2002, Lawn & Pols, 2005). As the author’s interest in this topic became known amongst 
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colleagues further papers were brought to my attention. Since the original literature search there 

has been more literature published on this topic, which has strengthened the literature review. 

 

2.3 The beliefs of mental health nurses in relation to smoke-free policies 

 

A study by Quinn, Inman and Fadow (2000) considered the effect of a smoke-free policy on the 

levels of violence in a state run mental health hospital in the United States. Staff were surveyed 

before the ban was introduced, and most staff expected to see an increase in the amount of 

violence and aggression. This suggests staff considered that nicotine helped reduce the level of 

violence. The study does not specify what proportion, if any, of the staff surveyed were nurses. 

The authors used the Overt Aggression Scale, a validated measure of aggressive behaviour in 

inpatient mental health facilities. The fact that levels of violence and aggression fell by 50% led 

the authors to the conclusion that nicotine contributed to an increased level of violence and 

aggression, possibly due to disparities in distribution. 

 

Haller McNeil and Binder (1996) evaluated a total smoke–free policy introduced at a secure 

mental health facility in the United States. Staff were surveyed before and after the policy was 

introduced. As with Quinn et al.’s study there is no indication of how many of the staff were 

nurses. Prior to the implementation staff expressed concerns relating to the potential increase of 

restlessness and agitation amongst clients, a greater use of PRN medication to manage this, and 

an increase in unauthorised absences from the facility. The post-implementation evaluation 

found little significant change in any of these measures.  

 

In 2005 Mathews et al. conducted a similar study in a crisis stabilisation unit in the United 

States. An anonymous questionnaire was administered to nursing staff before and after a 

smoke-free policy was implemented. These questionnaires again indicated a difference between 

nurses’ expectations and reality. Prior to the implementation only six of fourteen nurses who 

completed the questionnaire felt that the ban would be beneficial for clients, whilst all thirteen 

post-implementation respondents reported some client benefit. The number of nurses who felt 

that a smoke-free policy was ethical doubled from five to ten. Eight of the fourteen nurses who 

responded prior to the implementation were concerned that problematic behaviour would 

increase; whilst the post-implementation survey revealed that none of the nurses were 

concerned about this.  

 

Anderson and Larrabee (2006) used similar pre and post evaluations of the implementation of a 

smoke-free policy in a United States mental health hospital. As part of their data collection they 

used informal discussions with nursing staff of the hospital in staff meetings to ascertain the 
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beliefs and feelings of nursing staff about the potential effects of the policy. The overall feeling 

was that the policy would lead to an increase in the level of aggressive behaviour by clients. 

They also used the Ward Atmosphere Scale, an internationally validated tool containing forty 

true-false questions with ten sub-scales which measures the actual, preferred and expected 

environment of inpatient mental health facilities amongst nurses before and after the 

implementation of the smoke-free policy. In addition further discussions took place in nursing 

staff meetings following the implementation of the policy, along with more objective statistical 

measures. It was found that the perceptions of staff had changed for the better in relation to the 

potential increase in aggressive behaviour and they were more positive about the impact of the 

smoke-free policy. 

 

Hempel et al. (2002) found similar results in a maximum security mental health hospital in the 

United States. Structured interviews with staff were carried out before the implementation of a 

smoke-free policy. They found that staff expected increases in the frequency of the use of 

restraint and seclusion, more verbal abuse of staff, more contact with medical staff in relation to 

physical ailments and more disruptive behaviour as a result of the smoke-free policy. Post 

implementation interviews with staff and reviews of incident records and client files found that 

the opposite had occurred in all the above measures. 

 

2.4 Beliefs of mental health nurses regarding smoking by clients 

 

A number of papers have looked specifically at the beliefs and attitudes of mental health nurses 

with respect to smoking by clients.  Dickens et al. (2004) surveyed nurses’ beliefs and attitudes 

towards smoking by people with mental disorders. They paid particular attention to the 

differences between respondents who were smoke-free and those who were nicotine dependent. 

They employed a cross-sectional survey design utilizing two self-reported questionnaires, one 

for the smoke-free nurses and one for those who were nicotine dependent. The purpose of their 

research was to identify differences in beliefs between the two groups.  They found that nurses 

who were nicotine dependent were in general more tolerant towards smoking by clients than 

those who were smoke-free, and the nicotine dependent nurses were more likely to feel that 

nurses should be able to smoke with clients. The study also compared the beliefs of nurses with 

respect to smoking by and with clients with other health professionals. The authors did not 

differentiate between different professions, but surveyed them as one group. This comparison 

found that nurses had a more tolerant view of staff smoking with clients, but were less likely 

than other health professionals to believe that visitors should be allowed to smoke with clients.  
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Lawn and Condon (2006) utilised a variety of data collection methods including individual 

interviews, focus groups and observations, as part of a grounded theory based study of mental 

health nurses’ ethical stances on smoking by clients. They found that nurses in inpatient 

settings were generally accepting of smoking by clients, citing times of acute mental illness as 

being the wrong time for a person to become smoke-free, and the pleasure clients got from 

tobacco as reasons for this acceptance. Nurses working in community settings were also 

accepting of smoking by clients, describing it as a personal choice. Community nurses also 

believed that an inpatient episode was the wrong time to become smoke-free. The inpatient 

group felt that if people were denied access to tobacco whilst in hospital then there would be a 

number of negative consequences. These consequences included more aggression towards staff, 

greater levels of anxiety amongst clients, less opportunity for therapeutic engagement and the 

denial of one of the few pleasures and choices left for clients of inpatient facilities.  Their study 

focussed on the ethics underpinning the stance of nurses relating to client’s smoking. The 

principle of autonomy was used by nurses to support a benign attitude towards smoking by 

clients. Nurses felt that it was a client’s right to make an informed choice about smoking. Most 

of the nurses recognised a conflict between the principle of autonomy and that of non-

maleficence. 

 

Some of the nurses interviewed justified the ethics of their stance with a utilitarian view.  

Specifically they felt that by allowing clients to smoke, and thus allowing them to do long-term 

harm to themselves, they were preventing harm to the greater inpatient community in the short-

term by preventing violent acts perpetrated by those clients denied access to tobacco. This 

stance is based upon the assumption that when deprived of nicotine, people with mental 

disorders are more likely to behave in a violent and aggressive manner.  The use of a hierarchy 

of ethics which places autonomy above non-maleficence was acknowledged by the nurses, 

though it was also acknowledged by some that preventing access to tobacco within an inpatient 

mental health environment was too great a challenge. 

 

McNally et al (2006) used an eight item postal questionnaire to conduct a cross-sectional 

survey of all clinical staff across three National Health Service Trusts in the United Kingdom. 

They achieved a response from 2574 staff, an overall response rate of 51%. Of these, 1737 

responders were from the general hospital services (a 53% response rate) and 837 were from 

mental health services (a 46% response rate). Nurses comprised 68% of the total sample, 

including midwives and nursing assistants. The proportion of respondents who were nurses was 

similar between the general hospital and mental health settings.  They surveyed staff attitudes 

towards smoke-free policy and intervention, comparing mental health and general care settings. 
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They found that staff in mental health care settings had a less favourable attitude towards 

policies and interventions aimed at reducing smoking than those in general health care settings. 

  

Jochelson and Marjowski (2006) used a structured questionnaire along with unstructured 

questions in a postal survey of four hundred and twenty-seven inpatient and residential mental 

health facilities as part of a paper debating the arguments for and against exempting inpatient 

and residential mental health facilities from the requirement of the United Kingdom’s proposed 

Health Bill banning smoking in public places. They achieved a response rate of 35%, from a 

self-selecting range of staff and care settings. Responses came from hospital directors, senior 

managers, ward managers and nurses. They received responses from large and small acute 

facilities, secure units, rehabilitation units, elderly mentally ill units as well as specialist units 

such as those providing services to people suffering from eating disorders and addiction 

problems. All the respondents spoke on behalf of the facility they worked in.  

 

The responses fell broadly into those who were against smoke-free policies, and those in 

favour.  They found that many respondents who opposed such a policy thought that a totally 

smoke-free policy was “impossible”, “unachievable” and “unrealistic”. Concern was expressed 

that there would be an increase in unauthorised absences, increased anxiety for clients and more 

aggression and violence. The belief that smoking was a comfort and pleasure for clients was 

apparent. Some respondents felt that tobacco was a useful tool in controlling clients’ behaviour, 

particularly when it came to defusing challenging situations.  

 

Although respondents recognised that becoming smoke-free could have a positive impact on 

the physical health of clients, some felt that it would have a negative impact upon their mental 

health. Amongst those who expressed negative attitudes towards smoke-free facilities, there 

emerged a defeatist attitude, expressed by comments such as “nothing much could be done 

about it” and such a policy would be “a step too far for service users” 

 

Concern was expressed that smoke-free policies infringed human rights and limited client 

choice. In addition it was commented that clients would perceive smoke-free policies as further 

punishment for being mentally-ill. The respondents opposed to smoke-free policies also felt 

that there would be an increase in staff turnover as staff that were nicotine dependent left. They 

also felt that managing the environment would become more difficult, as a result of the removal 

of a tool for pacifying clients.  

 

The respondents supporting smoke-free policies came largely from facilities which had already 

introduced full or partial smoke-free environments. These respondents rejected the idea of 
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increased aggression and violence as a result of the implementation of smoke-free policies. 

They found that there were greater opportunities for therapeutic interaction as a result of clients 

not spending their time in tobacco related activities. This group reported that there were few 

problems related to the implementation of smoke-free policies, and the problems which did 

emerge soon resolved themselves as a smoke-free environment became the norm. 

 

Each of the above studies also investigated the beliefs amongst nurses and other clinicians 

relating to the use of tobacco as a therapeutic tool. These beliefs are also considered in papers 

by McCloughen (2003) and Lawn and Pols (2005). All of these studies found that a belief 

exists among a majority of mental health nurses that smoking tobacco with clients is of value in 

the development of therapeutic relationships (Dickens, et al, 2004, Lawn & Condon, 2006, 

Jochelson & Marjowski, 2006, McNally et al., 2006). Dickens et al. found that seventy-eight 

percent of nurses who were nicotine dependent believed that smoking tobacco with clients 

helped in the development of therapeutic relationships, compared with fifty-three percent of 

smoke-free nurses. 

 

Dickens et al. considered in detail the beliefs of nurses and other health professionals about 

their experience of clients being less calm when they do not have access to tobacco. There was 

little difference between the nurses who were nicotine dependent and those who were smoke-

free although other health professionals were more likely than nurses to report that clients were 

less calm when they did not have access to tobacco. Dickens et al. also asked about 

deterioration in the clients’ conditions. There was no statistical difference between nurses who 

were nicotine dependent and those who were smoke-free but almost twice as many nurses as 

other health professionals expressed a belief that there is deterioration in the clients’ conditions 

when they are not allowed to smoke. On the question of offering help and support to clients 

who wished to become smoke-free there was little difference between nurses and other health 

professionals.  However, 91% of nurses who were smoke-free were of the opinion that such 

help and support should be available, as opposed to 53% of nurses who were nicotine 

dependent. 

 

A New Zealand survey by Wong et al. (2007) into knowledge and attitudes related to smoking, 

and the smoking history of nurses in New Zealand used a postal questionnaire to survey a 

random selection of one thousand nurses from the register of the New Zealand nursing council. 

In addition they used data from the 2006 New Zealand census to provide information about the 

total number of nurses by gender, practice area and smoke-free status. They obtained a response 

rate of 37%, of which 4% identified themselves as mental health nurses. They found the rate of 

smoking amongst mental health nurses to be 29%, compared with 14% of all nurses who 
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identified as nicotine dependent in the 2006 census. They raise this as a concern, citing 

evidence from Becker et al. (1986) and Padula (1992) which shows that the smoke-free status 

of nurses affects their attitudes towards smoking and the provision of smoking cessation 

treatments to clients. The study found a large gap in the knowledge of nurses relating to the role 

of smoking in the cause of disease, but did not provide the results specific to mental health 

nurses. The authors felt that this gap in the knowledge should be addressed through education 

and training if nurses are to enhance their role in providing smoking cessation treatment to 

clients. They identified people suffering from mental disorders as a priority group, leading them 

to suggest that mental health nurses would benefit from enhanced education and training, in 

addition to greater support to become smoke-free themselves. 

 

In August 2009 Sharp, Blaakman, Cole & Evinger published a survey of American mental 

health nurses perspectives concerning smoking cessation interventions. They used a 29 item 

questionnaire which they distributed via email to members of the American Psychiatric Nurses 

Association. The purpose of the research was to inform practice, education, research and policy 

initiatives to support nurses in helping clients to become smoke-free. 

 

They found that nurses with a higher level of education were more likely to provide 

interventions to support clients to become smoke-free. Nurses working in smoke-free 

environments were more likely to refer clients to smoking cessation services or to provide 

interventions themselves. They reported that nurses were not confident about the motivation of 

clients to become smoke-free, and that a generally low priority was given to smoking cessation. 

A quarter of respondents did not consider smoking cessation as integral to a client’s recovery. 

Their sample included a number of nurse educators working in under-graduate programmes, 

40% of whom reported that they provided less than 1 hour of education related to nicotine 

dependence assessment and treatment in their curricula. They surprisingly found that a nurse’s 

smoke-free status did not affect the likelihood of them referring a client for smoking cessation 

support, or providing interventions themselves. The authors suggest this anomaly may be due to 

the self-selecting nature of the sample, in that only those with an interest in smoking cessation 

responded. 

 

2.5 Summary 

 

In summary, the literature relating to beliefs and attitudes of mental health nurses suggests that 

mental health nurses have a high tolerance of smoking by people with mental disorders. This is 

higher than other health professionals and may be because nurses are the professionals who 
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have most contact with clients, and have accepted smoking as a part of the culture of inpatient 

facilities. 

 

In studies which have considered the views of staff in relation to the expected impact of the 

implementation of smoke-free policies there has been an almost universal expectation that there 

will be some negative impact. Staff have expressed the views that there will be more use of 

PRN medication, more use of restraint and seclusion, more verbal and physical aggression by 

clients towards staff and other clients, more self-discharges, more unauthorised absences and 

worsening of clients’ physical and mental conditions. In all the studies where the smoke-free 

policy has been implemented in a planned way, with support for clients in the form of nicotine 

replacement therapy (NRT) and psychological support these outcomes have not eventuated. 

Indeed, there is little evidence to support the view that not having access to tobacco causes an 

increase in aggressive or other disruptive behaviour. It is suggested in the research that the 

views of staff change when they experience firsthand the effects of a smoke-free policy. 

Similarly the studies which looked at the use of PRN medication have also found no evidence to 

support the belief that a lack of tobacco causes an increased use of medication. Indeed, there is 

some evidence that nicotine has an effect upon the metabolism of neuroleptic medications, and 

when people become smoke-free they need less medication (McNeill, 2004). 

 

Unfortunately most of these studies do not differentiate between nursing and other staff. 

However, given that nurses make up the majority of staff in inpatient mental health facilities it 

may be safe to assume that nurses were part of the groups whose views were considered. 

 

The belief that smoking with clients is helpful in developing therapeutic relationships has been 

challenged by McCloughlen (2003), McNally et al. (2006) and Lawn and Condon (2006). They 

each point out that the skill of developing an effective therapeutic relationship is core to mental 

health nursing, and is not dependent upon the smoke-free status of the nurse or the client. 

 

2.6 Conclusion 

 

There is evidence to suggest that the beliefs of mental health nurses in relation to smoking by 

clients in inpatient facilities may based upon a number of false assumptions, and that these 

beliefs are open to change in the light of evidence to the contrary.  There is currently no 

published literature regarding the beliefs of New Zealand mental health nurses about smoking 

by people using inpatient mental health facilities. 
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Chapter 3  

 

Methodology 

 

3.1 Introduction 

 

The purpose of this research was to ascertain the beliefs of mental health nurses about smoking 

by clients within inpatient mental health facilities. Wood and Ross-Kerr (2006) refer to research 

design as “… a set of instructions to the researcher to gather and analyse data in certain ways 

that will control who and what are to be studied”. 

 

This set of instructions identified the best way to answer the research question. At the time of 

the study there was little information relating directly to the research question, and none 

relating to New Zealand mental health nurses in particular. A paper by Wong et al. (2007) 

studied knowledge and attitudes towards smoking, smoke-free workplaces and provision of 

smoking cessation advice and treatment amongst nurses working in all care settings in New 

Zealand. 

 

3.2 Research design 

 

A non-experimental, descriptive design, using a quantitative methodology was selected for this 

research. The data were collected by a questionnaire-based cross-sectional survey (see appendix 

i). The rationale for this selection is outlined below. A non-experimental descriptive study 

allows for the collection of data about a group of people (Elliot & Thompson, 2007). It collects 

phenomena as they naturally occur, and does not involve the manipulation of any variables 

(LoBiondo-Wood & Haber, 2002).  

 

Wood and Ross-Kerr (2006) describe three levels of research questions. A level one question is 

used when there is little information relating to the subject being studied. This type of question 

will provide a description of the variables. In a study using a level one question there is 

uncertainty about what results to expect, and therefore a method which will collect a broad 

range of data, such as open-ended interviews, questionnaires and observation is most 

appropriate. A level two question is usually one which builds on existing knowledge, and 

considers the relationship between two or more variables. A level three question seeks to 

explain the relationship between variables, and will usually lead to an experimental research 

design. 
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This piece of research set out to describe the beliefs of a group of people, mental health nurses 

in New Zealand, about a subject, smoking by patients in inpatient mental health facilities. It did 

not set out to describe or explain a relationship between two or more variables. It did not aim to 

build on existing knowledge. There was only one variable in the research question, nurses 

beliefs, therefore the question is a level one question according to the above classification. 

Level one questions are best answered by quantitative methods, based in the positivist research 

paradigm (Gillis & Jackson, 2002). Wood and Ross-Kerr (2006) suggest that a descriptive 

approach be used to answer a level one question. 

 

A descriptive study is described as one which examines one or more characteristics of a 

population. The study did not lend itself to direct observation, but asked nurses to describe their 

beliefs about the subject. This suggested the use of either face-to-face structured interviews, or 

a survey using a questionnaire. Surveys are the most common data collection method used in 

descriptive studies.  They collect information about existing variables, and can enable the data 

to be used to assess current conditions and to make effective plans for change (LoBiondo-

Wood & Haber, 2002). 

 

According to Pollit and Beck (2004) cross-sectional designs are appropriate for describing the 

status of phenomena at a fixed point in time. They are able to collect a broad range of data 

about the sample group, and the researcher is able to make inferences about the relationships 

between different pieces of data (Elliott & Thompson, 2007). A cross-sectional design does not 

measure changes over time, and cannot describe a cause and effect relationship (Pollit & Beck, 

2004). 

 

This research sought information about peoples’ beliefs, and to describe and analyse that 

information statistically (Gillis & Jackson, 2002). Polger and Thomas (1995) suggest that this 

leads to a naturalistic non-experimental design. Naturalistic studies aim to observe and record 

behaviour as it occurs in natural settings, without making any attempt to alter the setting. Non-

experimental studies do not attempt to manipulate the variable being studied, nor study the 

effectiveness of a particular intervention. 

 

A questionnaire allows for a New Zealand-wide sample to be selected, so should, according to 

Wood and Ross-Kerr (2006), provide a higher number of responses than an interview 

conducted across a smaller sample. Other benefits of the questionnaire include less 

susceptibility to researcher bias (Polger & Thomas, 1995), a greater sense of anonymity by the 

respondent and a standardised format that is consistent across all data collection events (Wood 

& Ross-Kerr, 2006). As well as the above a questionnaire is a more pragmatic approach than 
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face-to-face interviews, in that it allows for more individuals’ beliefs to be surveyed in a shorter 

time and for less cost (Elliott & Thompson, 2007). Therefore a questionnaire was selected as 

the data collection tool. 

 

According to Polger and Thomas (1995) a questionnaire is a commonly used tool in health 

research for the purpose of establishing the attitudes, beliefs or opinions of people concerning 

health related issues. They have been used extensively in nursing research for over 50 years, 

and there is no reason to suggest that this will change in the near future (Gillis & Jackson, 

2002). The same authors suggest that a well designed questionnaire should be easy for the 

respondent to understand and follow, and should not require too much of their time. The 

questions should be clear and unambiguous, which will increase the likelihood of successful 

completion (Polit & Beck, 2004).  A major disadvantage of questionnaires is the generally low 

response rate.  This can be offset by the ability to reach a large sample (Gillis & Jackson, 

2002). 

 

The purpose of this research was to provide a snapshot view of the beliefs of mental health 

nurses in relation to smoking by clients in inpatient mental health facilities. It is acknowledged 

that beliefs may change over time as a result of new learning and experiences. The research did 

not consider individual respondents level of knowledge in relation to smoking or smoking 

cessation. 

 

3.3 Sample 

 

The questionnaire was distributed via the nursing leadership network of Te Pou, an 

organisation within the Ministry of Health charged with workforce development across the 

mental health sector. Te Pou runs regular workshops across New Zealand for nursing leaders 

within the sector, and has an extensive network of such nurses. The nursing leaders were asked 

to distribute the questionnaire amongst their own local networks of mental health nurses. This 

included nurses working in clinical practice, education and leadership and management. 

Respondents were self-selecting, and there were no inducements or coercion to take part in the 

study.  

 

The sample would meet Haber’s (2002) definition of a convenience sample. Haber describes 

such a sample as the most readily accessible people as subjects of the study. There was no 

attempt to place subjects into strata and establish quotas, for example those nurses who work in 

in-patient services as opposed to those working in community services, or nicotine dependent 

nurses and nurses who were smoke-free. 
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Pollit and Beck (2004) support this view, citing the example of a nurse researcher who 

distributes a questionnaire to nursing students in a classroom as convenience sampling. A 

refinement of convenience sampling identified by Pollit and Beck (2004) is snowball sampling. 

This refers to the selection of early sample members, who are then asked to identify and refer 

further sample members. In this study the initial sample members were initially those on the Te 

Pou national nursing leadership network, who were asked to distribute the survey amongst their 

own local networks. Schneider and Elliott (2007) also refer to snowball sampling as an 

effective strategy to access populations who are difficult to locate. 

 

There is a high risk of bias inherent in this type of sampling (Haber, 2002, Schneider & Elliot, 

2007). Schneider and Elliot attribute this bias to the self-selecting nature of survey respondents, 

and suggest the researcher should consider the motivation of the respondents, consider if the 

results would be different if non-respondents had responded, and ask how representative of the 

surveyed population were the respondents.  

 

3.4 Ethical approval 

 

Ethical approval for the study was obtained from the Multi-region Ethics Committee of the 

Ministry of Health. (see Appendix II) and from the Eastern Institute of Technology ethics board 

prior to commencement of the study (EIT #19/08). Due to the author being employed in a 

leadership position with Hawke’s Bay District Health Board’s Mental Health and Addiction 

Service nurses employed by Hawke’s Bay District Health Board were excluded from the study 

to avoid any possibility of coercion to partake in the study or respondents being influenced by 

the author. 

 

3.5 Survey design 

 

The survey was designed using a commercial web-based survey service, Survey Monkey® (see 

Appendix III). Survey Monkey® provides for a web-link to be attached to an email or other 

electronic communication.  Interested participants then access the survey via the web link, 

complete the survey anonymously and log out.  The responses are collected anonymously by 

Survey Monkey® and they can then be accessed via the website by use of a password selected 

by the surveyor. Survey Monkey® is also able to identify the computers which responses come 

from, blocking attempts to respond to the survey more than once from that computer, and thus 

decreases the likelihood of multiple responses from one person. 
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3.6 Data collection 

 

The questionnaire was sent out electronically to nursing leaders via the Te Pou network by 

email. This method of data collection was selected for pragmatic reasons: ease of access to the 

subjects of the study; the cost of sending the survey by mail and to make it easier for subjects to 

return the survey. The email included a covering letter explaining the purpose of the study, 

ethics approval and confidentiality (See Appendix IV). The covering letter contained a web-

link to the survey, and a link to Survey Monkey’s® privacy policy. 

 

The survey took the form of a questionnaire containing fourteen questions, with a final question 

for any other comments the respondents would like to make. It was based upon the survey used 

by Dickens et al. (2004), with permission. Some changes were made to the survey, as the 

original survey was designed for use amongst nurses and other health professionals, and it 

sought information about attitudes of the people surveyed towards smoking by inpatients. The 

purpose of this study was to examine the beliefs of nurses only. Questions relating to details of 

respondents history of smoking, intention to become smoke-free, knowledge of smoking and 

disease were removed. 

 

The questionnaire was piloted amongst a group of inpatient and community nurses working for 

Hawke’s Bay District Health Board’s Mental Health and Addiction Service. Valuable feedback 

was received relating to some ambiguities in some questions and face validity of the 

questionnaire as a whole. Changes were made in response to this feedback and the changes 

were approved by the same group. 

 

3.7 Data analysis 

 

Pearson Chi Square tests were used to explore the association between smoking status, number 

of years worked and workplace setting (i.e. inpatient, community, other) on opinions about 

smoking by people using inpatient mental health facilities. For two × two tables with an 

expected frequency of less than five, Fisher's exact test was used instead of Pearson Chi Square 

 

3.8 Reliability 

 

Reliability is defined as “The degree of consistency or dependability with which an instrument 

measures the attribute it is designed to measure.” (Polit & Beck, 2004). The pilot group of 

nurses felt that the final questionnaire would provide consistent answers, and reliably ascertain 

the respondent’s beliefs about the subject. This was due to the use of a number of closed 
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questions within the questionnaire and the reduced ambiguity of the questionnaire as a whole.  

The original questionnaire used by Dickens et al (2004) had undergone reliability testing prior 

to being implemented. 

 

3.9 Validity 

 

The term validity refers to the degree which a measurement tool accurately measures what it 

sets out to measure (Polit & Beck, 2004). The term face validity refers to an intuitive form of 

validity where people with knowledge of the subject being studied evaluate whether the tool is 

valid (LoBiondo-Wood & Haber, 2002). The pilot group of nurses felt that the final 

questionnaire had face validity.  

 

Another form of validity is external validity. This relates to the ability of the findings to be 

generalised to other settings or samples (Polit & Beck, 2004). Although there are problems with 

bias associated with convenience sampling as noted above, the sampling method may be 

assumed to have elicited responses from a representative group of New Zealand mental health 

nurses, thus giving the findings a degree of generalisability.  

 

The original questionnaire used by Dickens et al (2004) had been found to have a high degree 

of face validity when reviewed by a multi-disciplinary reference group. 

 

3.10 Limitations 

 

Beliefs held by nurses about smoking will be influenced by their values and attitudes towards 

tobacco, and vice versa. Attitudes, values and beliefs combine to determine how an individual 

nurse will address smoking by clients. (Becker et al, 1986; Padula, 1992). The research was 

designed to identify the beliefs of nurses, not their attitudes and values.  

 

The research did not consider variables such as gender, age or ethnicity of the sample members. 

The sample was self-selecting, which, as noted above may introduce a high risk of sample bias.  
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Chapter Four 

 

Findings and Discussion 

 

4.1 Introduction 

 

This section will consider the results of the survey, and analyse the differences that years of 

work experience, smoke-free status, and primary workplace make to mental health nurses’ 

beliefs about smoking by clients. 

 

There were 104 responses to the survey.  While the author has been unable to verify the number 

of mental health nurses currently working for New Zealand District Health Boards, the number 

has been estimated at 1500.  This gives and approximate response rate of seven percent. 

 

Fifty-seven percent of respondents had ten or more years of nursing experience, 21% had 

between five and ten years, and 22% had less than five years. Seventy percent of respondents 

reported that they were smoke-free. Nurses working in inpatient services were represented by 

45% of respondents, with 46% working in community services. Nine percent reported that they 

worked in other areas, such as education and administration. 

 

4.2 Smoke-free status of nurses 

 

Nurses with between five and ten years experience were more likely to be nicotine dependent, 

with 38% of them identifying themselves as such.  For those with less than five years 

experience the figure was 28%, and for those with more than ten years experience it was 27%.  

 

Sixty-seven percent of survey respondents working in inpatient settings were smoke-free, as 

were 69% of those working in community settings. Of the small group who work in other areas, 

89% were smoke-free. 

 

Altogether 30% of respondents identified themselves as nicotine dependent. This figure is 

similar to the finding by Wong et al. (2007) that 29% of mental health nurses are nicotine 

dependent, compared with 14% of nurses across all specialities, and 21% in the general 

population. The reasons why smoking is more prevalent amongst mental health nurses are 

unclear, although smoking may be perceived differently by this group due to its historic role in 

mental health culture. Sarna, Bialous, Wewers, Froelicher, and Danao (2005) report that nurses 

in general settings will try to hide their nicotine dependence from clients and their families, 
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suggesting that these nurses may not feel it is acceptable for nurses to be seen to smoke. The 

place of smoking within the mental health culture may make smoking by nurses more 

acceptable to clients and families, and thus one trigger for becoming smoke-free, the 

opprobrium associated with smoking in health care settings, may not apply to mental health 

nurses. 

 

4.3 Smoking on wards 

 

4.3.1 Smoking by clients 

 

Respondents were asked if they believed that clients should be allowed to smoke in inpatient 

wards, and were given three options: 1) No; 2) Only in designated areas; and 3) Anywhere. 

Overall 28% of nurses believed that clients should not be permitted to smoke on the ward. The 

rest believed that smoking should be allowed in designated areas only. None believed that 

smoking should be unrestricted. 

 

Twenty-seven percent of people with less than five years experience believed that clients should 

not be allowed to smoke in the ward, and the remainder believed that smoking by clients should 

be permitted only in designated areas of the ward. Of the people with between five and ten years 

experience only 20% believed that smoking should not be allowed by clients on the ward, and 

80% believed that  there should be a designated area for smoking by clients. Those who have 

worked as mental health nurses for ten years or more were most likely to believe that wards 

should be smoke-free, with 31% of this group expressing this belief. Once again none of this 

group believed that smoking should be unrestricted. Years of experience made no significant 

difference to beliefs about clients smoking on wards (P= 0.636). 

 

Thirty-six percent of smoke-free nurses believed that inpatient facilities should be smoke-free. 

In contrast, a significantly smaller percentage of nicotine dependent nurses believed this should 

be so, with 90% of them supporting smoking in designated areas (P = 0.008). 

 

Twenty-six percent of nurses who work in inpatient settings believed that smoking by clients 

should not be allowed on the ward, and 28% of community based nurses believed the same. A 

slightly higher percentage (33%) of those who work in other areas believed that clients should 

not be allowed to smoke on the wards, although there were no significant differences between 

workplace settings (P = 0.879). 
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Other authors have commented on the finding that nicotine dependent nurses take a more 

benign view of smoking by clients (Becker et al.; 1986, Padula; 1992, Dickens et al., 2004), and 

this is reinforced by the findings above. Baker (2004) has hypothesised reasons for the apparent 

lack of concern by service providers about smoking by people with mental disorders. She 

suggests that negative preconceptions about the abilities and motivations of people with mental 

disorders, along with the idea that smoking provides a source of pleasure for people who have 

much to contend with in their lives, makes providers reluctant to engage in smoking cessation 

interventions with their clients. 

 

The effects of smoking upon the health of people with mental disorders are beyond dispute, and 

cannot be ignored. The support amongst nurses for the provision of designated smoking areas is 

laudable on first reading. However, partial bans have been found to be ineffective in supporting 

clients to be smoke-free (Lawn & Pols, 2005), and could undermine efforts by some clients who 

do wish to become smoke-free. As long as smoking is allowed in part of the ward, there is a risk 

that those clients who are nicotine dependent will gravitate there, and that the smoking area 

becomes the main social area of the ward. It is also difficult to prevent some smoke drifting into 

smoke-free areas, particularly in warm weather when windows and doors may be open. The 

adverse health effects and other problems associated with tobacco use, such as those brought 

about by the unequal distribution of tobacco and clients spending time smoking instead of 

engaging with structured therapeutic interventions, will remain as long as smoking is allowed in 

any area of the ward. 

 

The exemption from smoke-free legislation is another form of discrimination against a group 

who already experience a significant amount of stigma (George & Ziedonis, 2009). The right to 

smoke is often used, along with the principle of client choice, to support this discrimination. 

This view appears to dismiss the right of those clients who are smoke-free to be protected from 

environmental smoke. It further reinforces the preconceptions, identified by Baker (2004), that 

people with mental disorders are somehow less able to become smoke-free and, by implication, 

less able to exercise control over other areas of their lives.  This flies in the face of 

empowerment-based recovery approaches to mental disorders, which work from the assumption 

that people have the ability to take control of their lives and their health in a positive way, with 

the right support from others. 

 

4.3.2 Smoking by staff 
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Respondents were asked if they believed that staff should be allowed to smoke with clients on 

wards, and given the same three options as above. Thirty percent of respondents felt this should 

be allowed in designated areas only. The rest believed that staff should not smoke with clients. 

 

The group with five to ten years experience were more likely than the other two groups to 

believe that staff should be allowed to smoke with clients in designated areas, with 43% 

expressing this view. Only 22% of staff with ten or more years experience concurred with this, 

and 36% of those nurses with less than five years experience. These differences were not 

statistically significant (P= 0.143). 

 

Only 21% of smoke-free nurses believed that staff should be permitted to smoke with clients in 

designated areas. Unsurprisingly, 52% of nicotine dependent nurses believed this. Smoking 

status was associated with a more liberal view of whether staff should be allowed to smoke with 

clients on wards (P = 0.002).  

 

Seventy percent of inpatient nurses, 67% of community nurses and 89% of nurses working in 

other areas believed that staff should not be allowed to smoke with clients. The primary 

workplace setting did not make a significant difference to the responses (P = 0.409). 

 

Chalmers, Seguire, and Brown (2003), Dickens et al. (2004), McCann, Clarke, and Rowe 

(2005) and Lawn and Condon (2006) have all identified the nurse as an important role model 

when it comes to promoting smoke-free lifestyles amongst clients. This is an important part of 

the nurse’s role, and the effects of positive role modelling could be lost if nurses continue to 

smoke with clients. In addition, McCloughen (2003) has highlighted the unique place the nurse 

occupies in the care of people with mental disorders as providing an ideal opportunity to support 

smoking cessation interventions. It would be difficult for nurses to provide this support with any 

credibility if they continued to smoke with clients. 

 

For smoke-free policies to be implemented successfully in inpatient mental health facilities the 

support of nursing staff is imperative. To implement a smoking ban for clients, whilst allowing 

staff to continue to smoke would be a recipe for chaos. A survey of the smoking habits of clients 

and staff in psychiatric hospitals in Israel reported that 29% of clients found that staff smoking 

encouraged them to smoke (Mester, Toren, Ben Moshe, & Weizman, 1993). For those staff who 

continue to smoke opportunities to become smoke-free must be available and supported by 

employers. It must be remembered that the 2003 amendments to the smoke-free environments 

acts specifically referred to workplaces, and any exemptions to the amendments related to 

clients only, and not staff. Even if staff continue to smoke, then clear expectations relating to 
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smoking in the workplace must exist. It may be necessary for employers to provide nicotine 

replacement for staff to use whilst they are on duty. 

 

 

4.3.2 Smoking by visitors 

 

The survey asked if visitors should be allowed to smoke with clients on the wards, and the same 

three options as above were given. In total, 32% of respondents believed that visitors should be 

allowed to smoke in designated areas of the ward with clients. 

 

The above question elicited no significant difference (P = 0.143) in relation to years of 

experience. Sixty-eight percent of the group with less than five years experience, 67% of the 

group with five to ten years, and 66% of those with more than ten years experience said that 

they believed that visitors should not be allowed to smoke with clients on the ward. 

 

Although not significant, (P = 0.061) there was a strong trend for nurses who are nicotine 

dependent to agree that visitors should be allowed to smoke with clients on wards, with 45% of 

nicotine dependent nurses and 29% of smoke-free nurses indicating agreement.  

 

As with the previous two questions, primary workplace setting made no significant difference 

(P = 0.409) to the responses. Inpatient and community based nurses expressed similar beliefs, 

with 65% and 66% respectively believing that visitors should not be permitted to smoke when 

visiting clients in hospital. Those working in other areas were more likely to believe this, with 

79% opposed to visitors smoking on the ward. 

 

The above findings contrast with the findings of Dickens el al. (2004), who reported that 55% of 

nurses believed that visitors should be allowed to smoke on the ward. As noted above, if a 

facility is to be smoke-free then the smoke-free policy should apply to everybody. Anything else 

could lead to chaos and resentment. This difference may be attributed to a difference between 

nurses in New Zealand, and those in the United Kingdom, where Dickens’ study was carried 

out. It also suggests that there may have been a change in beliefs over time, as the issue of 

smoking by people with mental disorders has become more generally discussed, and the 

marketing of the smoke-free message has become more widespread and effective. 

 

If clients are to continue to be smoke-free when they leave hospital support from family 

members and others can make a difference (Lee & Kahende, 2007). An opportunity exists 
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during a client’s inpatient stay for nurses to engage this support, and this can best be done in a 

totally smoke-free environment.  

 

Those nurses with between five and ten years experience were more tolerant of smoking by 

clients, staff and visitors than nurses with less than five years or more than ten years. 

Interestingly, this group also contained the highest percentage of nicotine dependent nurses. 

 

With the exception of nurses who work in areas other than inpatient and community settings, 

the primary workplace made no significant difference to nurses’ beliefs about smoking on 

wards, either by clients, staff or visitors. 

 

Nicotine dependent people were less likely to believe that wards should be smoke-free, either 

for clients, staff or visitors. There was little support amongst nicotine dependent nurses for 

clients being prohibited from smoking, though none felt that smoking should be unrestricted. 

Almost half of this group believed that staff should not be allowed to smoke with clients in 

inpatient facilities, and only slightly more than half believed that visitors should not be allowed 

to smoke when visiting clients in hospital. The difference amongst this group in their beliefs 

about smoking by clients when compared with beliefs about smoking by staff or visitors may be 

explained by the belief that smoking is a source of pleasure, and helps people with mental 

disorders to manage their symptoms. As will be seen below in sections 4.8 and 4.9, both these 

beliefs are highly prevalent amongst mental health nurses. 

 

4.4 The effects of passive smoking 

 

People were asked if they were concerned about the effects of passive smoking on smoke-free 

staff and clients. Seventy-three percent of respondents answered yes. 

 

Only 48% of nurses with five to ten years of experience said that they were concerned about the 

effects of passive smoking on smoke-free clients and staff. Once again this group expressed a 

significantly differeny belief (P=0.017) to the other two groups, with 76% of the less 

experienced nurses reporting that they were concerned, and 80% of those with ten or more years 

experience expressing the same concern. 

 

There was also significantly (P=0.008) less concern about passive smoking amongst nicotine 

dependent nurses, with 55% reporting concern, compared to those who were smoke-free, of 

whom 80% expressed concern. 
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Seventy-five percent of nurses working in inpatient settings were concerned about passive 

smoking, compared with 68% of community nurses and 89% of those working in other areas.  

 

Passive smoking, the involuntary inhalation of environmental cigarette smoke by smoke-free 

people, has been found to be a significant contributor to respiratory and cardio-vascular illnesses 

(Centre for Disease Control and Prevention, 2006). The beliefs of mental health nurses in 

relation to passive smoking have not been previously canvassed. That 27% of nurses, including 

45% of nicotine dependent nurses, are not concerned about the effects of passive smoking is 

worth further scrutiny. It may be that those nurses work in smoke-free environments where 

passive smoking is not an issue, but this is unlikely. What is more likely is that addressing 

environmental tobacco smoke appears low on the list of priorities for mental health nurses.  

 

The risks to health of passive smoking are well documented and the apparent lack of concern 

identified is difficult to justify. Nurses have a responsibility to ensure that they promote an 

environment that enables and supports safety and health (Nursing Council of New Zealand, 

2007). This responsibility relates to the ethical obligation of the nurse to avoid doing harm to 

people under her care. Lawn and Condon (2006) highlighted the principle of autonomy as an 

ethical justification for nurses’ benign attitude to smoking by people with mental disorders. 

However, when considering environments such as inpatient facilities the autonomy of smoke-

free people using the facility should be taken into account. When discussing autonomy, the 

ability to make choices for oneself, Johnstone (1995, p.91) reminds us “…that people should be 

free to choose and act on their preferences provided their decisions and actions do not stand to 

violate, or impinge on, the significant moral interests of others.” If we accept Johnstone’s 

provision then to continue to allow smoking in a place where smoke-free people will be exposed 

to environmental tobacco smoke cannot be justified on the grounds of autonomy. 

 

4.5 Smoking and the therapeutic relationship 

 

The survey asked if respondents believed that smoking with clients was of value in creating 

therapeutic relationships. The responses showed a relatively even split between those who 

believed that smoking was of value in creating therapeutic relationships and those who didn’t.  

 

Those nurses with more than ten years experience were slightly less likely to believe this, with 

only 46% indicating agreement. Nurses with five to ten years experience were most likely to 

believe this, with 58% of them sharing this belief, along with 55% of nurses with less than five 

years experience. Analysis of these results did not show any significant difference (P= 0.578). 
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Forty-two percent of smoke-free nurses believed that smoking was of value in creating 

therapeutic relationships, while the figure for nicotine dependent nurses was 70%. This was a 

significant difference (P = 0.011). Although the first figure may be appear contradictory, it is 

possible that some smoke-free nurses are willing to spend time with clients who are smoking, 

working to build rapport, show acceptance, develop trust and other activities integral to the 

development of a therapeutic relationship. 

 

There was an insignificant difference (P = 0.482) between nurses from different workplaces, 

with 57% of inpatient nurses agreeing that smoking was of value in creating therapeutic 

relationships. Forty-five percent of community nurses shared this belief, along with 44% of 

those nurses who work in other areas. 

 

Dickens et al. (2004) found that 58% of nurses believed that smoking with clients was helpful in 

creating therapeutic relationships, with 79% of nicotine dependent nurses and 53% of smoke-

free nurses agreeing with this. These figures are slightly higher than those in the current study. 

Again, differences may be a reflection of differing beliefs between nurses from New Zealand 

and the United Kingdom, or possibly an indication of beliefs changing over time as awareness 

grows of the impact of smoking on people with mental disorders. 

 

The development, maintenance and termination of a therapeutic relationship are core skills of 

mental health nurses (Peplau, 1952; Barker, 2003). The belief that smoking is of value in 

creating such a relationship has been challenged by McCloughen (2003), McNally et al. (2006), 

and Lawn and Condon (2006). McNally et al. and Lawn and Condon have raised the issue of 

nurses using smoking as therapeutic tool, suggesting that this is deskilling nurses by 

discouraging the use of interpersonal skills. McCloughen has questioned the need of nurses to 

use a harmful substance in order to help people with mental disorders. She asks whether this 

practice suggests that nurses who do not use smoking as a tool to develop a therapeutic 

relationship are perceived as less effective than those who do. The fact that 42% of smoke-free 

nurses believe smoking is helpful in developing therapeutic relationships may be indicative of 

the place smoking continues to hold in the culture of mental health services. 

 

The belief that smoking can support the development of a therapeutic relationship is more 

prevalent amongst nicotine dependent nurses. The fundamentals of a therapeutic relationship 

have been identified by Peplau (1952) and Rogers (1951) as including genuineness, empathy, 

warmth and a non-judgemental, accepting approach to the client. These fundamentals have not 

changed in the intervening years. It may be that by smoking with a client a nurse is exhibiting 

genuineness, and demonstrating her own humanity and fallibility. This can be way to connect 
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with a client, but should be used judiciously. Some authors suggest that any form of self-

disclosure should be avoided and is unhelpful in a therapeutic relationship, which should be 

focussed upon the client. (Forchuk & Boyd, 2005). Sharing of simple activities within a ward 

environment can help to build rapport and develop a therapeutic relationship. It may also be that 

clients are more willing or able to engage with staff when partaking in a shared activity.  It is 

easy to see how smoking together could be construed as a form of shared activity which may 

facilitate communication. However, such activities should not be harmful, but should, as with 

all nursing activity, promote health and growth of the client.  

 

Being accepting of the client, and maintaining a non-judgemental stance does not require the 

nurse to condone behaviours and habits which are unhealthy. If a relationship is to be helpful, 

then there is a place for the nurse to challenge and confront the client about behaviours and 

habits that may be hindering recovery. If a truly therapeutic relationship exists, then this can be 

done with warmth, respect and a genuine desire to help the client, and the client will perceive it 

as such. 

 

That half of the nurses who responded believe that smoking is helpful in the creation of 

therapeutic relationships is of concern. The therapeutic nurse-client relationship has been called 

the cornerstone of nursing practice (Reynolds, 2003). It is important that nurses find less 

harmful ways of creating such relationships. 

 

4.6 Nurses distributing cigarettes 

 

Respondents were asked if they believed that cigarettes should be given out by nursing staff to 

clients. Only 28% of respondents believed that nurses should do this. 

 

Years of experience made little difference to the responses, with 29% of nurses with less than 

five years experience, and the same percentage of nurses with five to ten years believing that 

nurses should do this. For nurses with more than ten years experience the figure was 26%. 

 

The smoke-free status of respondents also made no significant difference, with only 29% of 

smoke-free nurses and 27% of nicotine dependent nurses believing that nurses should distribute 

cigarettes to clients. 

 

Twenty-eight percent of nurses who work in inpatient services believed that nurses should 

distribute cigarettes to clients. Slightly less, 24%, of community nurses believed this, and 44% 

of nurses working in other areas. 
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Overall no significant differences of opinion based on smoking status (P = 0.846), number of 

years worked (P = 0.969) or workplace setting (P = 0.450) were detected. 

 

That just less than three quarters of nurses who responded believe that it is not part of a nurse’s 

role to distribute cigarettes to clients suggests that there is an emerging consensus amongst 

nurses about this issue. There was little difference related to length of experience, indeed those 

with more than ten years experience, i.e. those more likely to have worked in a mental health 

system where managing clients’ tobacco was part of the culture, were slightly less likely to 

believe this. Likewise, smoke-free status and workplace made little difference to this belief. 

Dickens et al. (2004) found that 16% of nurses believed that cigarettes should be given out by 

nursing staff to achieve therapeutic goals. They did not specify what was meant by therapeutic 

goals. 

 

The managing of clients’ cigarettes and tobacco rations was once commonplace in mental health 

facilities (Lawn & Pols, 2005), and the use of tobacco to control and manage clients’ behaviour 

has been reported by Goldsack (2004), Jochelson and Majrowski (2006), and McNeill (2004), 

amongst others. Historically nurses have played a large part in this use of tobacco in mental 

health care. Symptoms of nicotine withdrawal can be severe, and adversely affect any person’s 

behaviour, whether they have a mental disorder or not. It may be that in the past the practice of 

managing cigarettes was seen as a way of preventing these symptoms, and the resulting 

behavioural disturbance. Although this is now a smaller part of the nurses’ role, it is still felt 

necessary for nurses to do this, mainly for pragmatic reasons. The fact that people with mental 

disorders generally smoke more than the general population (Grant et al., 2004) can lead to 

nicotine dependent clients running out of cigarettes, and experiencing nicotine withdrawal. The 

unequal distribution of cigarettes within a ward, so that some people have a ready supply, and 

others have none, can lead to intimidation and theft being used to obtain cigarettes. Some nurses 

continue to manage the above by taking control of clients’ cigarettes, and rationing them to 

ensure that they last (Jochelson and Marjowski, 2006). That little over a quarter of nurses now 

believe this to be part of modern nursing practice may be seen as indicative of the changing 

attitudes to smoking within mental health culture. 

 

If smoke-free policies are to become the norm in mental health facilities then the role of nurses 

in managing the supply and use of tobacco will cease. Instead nurses will be supporting clients 

to become smoke-free through the provision of NRT, monitoring nicotine withdrawal and 

providing interpersonal support. 
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4.7 Effects on clients of not having access to cigarettes 

 

The survey asked nurses what they observed if clients were unable to smoke for any reason, and 

offered three options: 1) the client is less calm; 2) the client’s condition worsens; and 3) there is 

no change. Respondents were able to select more than one option. 

 

Fifty-two percent of nurses with less than five years experience, 73% of those with five to ten 

years, and 53% of those with more than ten years experience report clients being less calm when 

they are unable to smoke for any reason. Nurses were less likely to believe that clients’ 

conditions worsen, that is, there is an observable change for the worse in their mental disorder, 

with 39%, 23%, and 38% of each group respectively believing this. Nine, five, and nine percent 

of each group respectively reported no effect. 

 

For smoke-free nurses, 61% reported clients as being less calm when unable to smoke, whilst 

39% believed that their condition deteriorated, and seven percent reported no change in clients’ 

conditions or levels of agitation. Sixty-seven percent of nicotine dependent nurses believed 

clients were less calm when unable to smoke, 33% reported deterioration in their condition, and 

12% reported no change.  

 

Fifty percent of inpatient nurses, 65% of community nurses, and 46% of other nurses believed 

that clients were less calm when unable to smoke. The figures for those from each group who 

believed that clients’ conditions deteriorated were 42%, 29%, and 36% respectively. No 

changes in the clients’ conditions or levels of agitation were reported by eight percent of 

inpatient nurses, six percent of community nurses, and 18% of nurses from other areas. 

 

In general it was agreed that clients are less calm if they are nicotine dependent and not 

permitted to smoke. No differences of opinion based on smoking status (P = 0.695), number of 

years worked (P = 0.232) or workplace setting (P = 0.140) were detected.  Likewise it was 

agreed that nicotine dependent clients’ conditions do not deteriorate if not permitted to smoke. 

There were no significant differences of opinion based on smoking status (P = 0.441), number 

of years worked (P = 0.417) or workplace setting (P = 0.436). 

  

The length of nurses’ experience made a difference to the perception of the impact of not having 

access to cigarettes. Those nurses with between five and ten years experience were more likely 

to interpret changes as an increase in agitation levels (i.e. clients were less calm), and less likely 

to see changes as a worsening of the client’s mental disorder, than the other two groups. As 

stated earlier, this group contained a greater proportion of nicotine dependent nurses than the 



30 
 

other two groups. When compared with smoke-free nurses, nicotine dependent nurses were also 

more likely to see a client as less calm rather than more unwell when unable to access tobacco. 

This may be attributed to the nicotine dependent nurses having some subjective experience of 

nicotine withdrawals. The primary workplace of respondents also made a difference in the 

perception of what happened to clients when they could not smoke for any reason. Nurses 

working in community settings were more likely than the other two groups to see clients as 

being less calm, and less likely to consider the effects of not having access to tobacco as 

indicative of deteriorating mental health. This group contained a similar percentage of smoke-

free nurses as the inpatient group. The overall result suggests that the effects of not having 

access to cigarettes are more likely to be attributed to clients being less calm rather than 

becoming more unwell. 

 

Dickens et al. (2004) reported a similar perception, in that clients were seen to be less calm 

more often than experiencing deterioration in their mental disorder when they did not have 

access to cigarettes. Lawn and Pols (2005) and Jochelson and Marjowski (2006) both report an 

expectation on the part of nurses and others that clients’ mental states will worsen and that their 

levels of agitation will increase when they are not allowed to smoke. Although these are only 

expectations of the effects, it may be assumed that they are based partly on the experiences of 

nurses.  

 

The similarity of symptoms of nicotine withdrawal and some mental disorders may cause 

confusion, both for people with mental disorders and nurses providing care to them, so that the 

reduction in withdrawal symptoms as a result of smoking a cigarette may be perceived as a 

reduction in the symptoms of the mental disorder itself. Data from this and other studies 

mentioned above suggests that the majority of nurses notice changes in a client’s presentation 

when they are unable to smoke. In this study and that of Dickens et al. (2004) the change in 

behaviour is more likely to be attributed to the client being less calm than to deterioration in 

their condition. What is known is that providing effective and adequate NRT for people with 

mental disorders is effective in controlling nicotine withdrawal symptoms (Lawn & Condon, 

2008).  

 

The symptoms of nicotine withdrawal include anxiety, restlessness, insomnia, irritability and 

lack of concentration (American Psychiatric Association, 1994). It is no surprise that a majority 

of all respondents report that they see clients as less calm when deprived of cigarettes. All these 

symptoms can also be symptoms of various mental disorders, and it may be that nurses at times 

confuse these phenomena for a worsening of a client’s condition. That some nurses observe no 



31 
 

change may suggest that some clients experience withdrawal with only minor effects, or that 

they are receiving medication which may mask these symptoms. 

 

When people with mental disorders, and indeed those without mental disorders, are stopping 

smoking the monitoring and management of nicotine withdrawal effects is important. It is 

known that withdrawal symptoms can be a trigger for a relapse in various substance dependence 

disorders including nicotine dependence (Elkashef & Condon, 2008). The tools to manage 

nicotine withdrawal symptoms such as NRT are available for nurses to use. In addition nurses 

should use psychological interventions to support clients to manage any withdrawal symptoms 

they may experience. Nurses should be able to screen for the emergence of withdrawal 

symptoms when clients are going smoke-free. In addition nurses need to be skilled and 

confident in differentiating between symptoms of nicotine withdrawal and those of mental 

disorder. At times it may be that the most pragmatic method for doing this is to provide NRT, 

then assess if there has been any change in the client’s presentation. 

 

4.8 Smoking as a source of pleasure 

 

Respondents were asked if they believed that smoking was a source of pleasure for clients. This 

belief was held by 83% of respondents.  

 

Eighty-six percent of those with less than five years experience believed this, as did 91% of 

those with five to ten years experience. Fewer nurses with ten or more years of experience, 

53%, believed that smoking was a source of pleasure for clients. 

 

Amongst smoke-free nurses 81% believed that clients found smoking pleasurable and 94% of 

nicotine dependent nurses agreed with this. There was agreement between inpatient and 

community nurses on this question, with 85% of inpatient and 83% of community nurses 

expressing the belief that smoking is a source of pleasure for clients. Seventy-eight percent of 

nurses who work in other areas also believed this to be the case. 

 

Statistically there were no significant differences of opinion based on smoking status (P = 

0.139), number of years worked (P = 0.588) or workplace setting (P = 0.859).  

 

The large majority of nurses who believe that smoking is a source of pleasure for people with a 

mental disorder is similar to findings by Lawn and Condon (2006), Jochelson and Marjowski 

(2006) and McNally et al. (2006). 
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The effects of nicotine on the human brain are complex, and involve a number of neuro-

transmitters, including dopamine. Dopamine activity in the brain is associated with pleasurable 

feelings. Nicotine is known to increase the level of dopamine activity in the mesolymbic and 

nucleus accumbens areas of the brain. These neural pathways are known to be critical in the 

drug induced reward system integral to the reinforcing effects of a number of addictive drugs, 

including nicotine (Benowitz, 2008). The increase in dopaminergic activity in these pathways 

when nicotine is used increases pleasurable feelings. Koob and Le Moal (1997) suggest that a 

dysregulation of homeostasis occurs when an addictive substance such as nicotine is no longer 

available to the brain. The mediation of the dysregulation by the administration of nicotine can 

involve a reduction in distress, which is perceived subjectively as increased pleasure. In other 

words, the removal of unpleasant withdrawal symptoms promotes feelings of pleasure. In 

addition cigarettes are often smoked in specific situations such as after a meal, relaxing with 

friends and other pleasurable activities. Benowitz (2008) and others have hypothesised that this 

association of smoking with pleasure further reinforces the neurobiological effect. 

 

Scientific evidence such as the above supports the belief that smoking is a source of pleasure for 

people with mental disorders. Jochelson and Majrowski (2006) have reported that some mental 

health staff have expressed the opinion that smoking is the only pleasure that some people with 

mental disorder have. If this is the case it then the question “how has it come to this?” needs to 

be asked. If the lives of people with mental disorders are so bereft of pleasure and stimulation 

that smoking is their only pleasure does this indicate a deficit in services provided for them?  

 

In a study of cardiac risk factors amongst people with schizophrenia McCreadie (2003) reported 

that just under half of subjects gave enjoyment as the reason for smoking, and that over half 

wanted to stop. Doherty (2006) implemented smoking cessation groups across a mental health 

service in Northern Ireland after she found that over half of clients who were nicotine dependent 

expressed a desire to become smoke-free. These figures suggest the pleasure which people with 

mental disorders obtain from smoking is one some of them may be willing to forego.  

 

4.9 Smoking and symptom management 

 

The survey asked respondents if they believed that smoking helped clients to manage the 

symptoms of their mental disorder, and over half of all respondents expressed this belief.  

 

Fifty-seven percent of those with less than five years experience, 62% of those with five to ten 

years, and 56% of those with more than ten years believe this. Nurses who were nicotine 

dependent were more likely than those who were smoke-free to agree with this belief, with 66% 
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of nicotine dependent and 54% of smoke-free nurses respectively concurring. This belief was 

held by a small majority across all three workplaces. Community nurses, with 61%, were most 

likely to express this belief, along with 56% of nurses from other areas, and 54% of nurses from 

inpatient services. 

 

The small differences detected based on smoke-free status (P = 0.199), years of experience (P = 

0.900) and primary workplace (P = 0.813) were insignificant. 

 

The relationship between nicotine and the symptoms of mental disorders is complex, and not yet 

fully understood. There is evidence to suggest that nicotine may play a role in reducing some of 

the negative symptoms of schizophrenia, and specifically improve cognitive functioning 

(Glassman, 1993; Smith, Singh, Infante, Khandat & Kloos, 2002; Sacco, Bannon & George, 

2004; Postma et al., 2006; Barr et al., 2008). Considerable investigation has been carried out 

into the effect of nicotine on auditory sensory gating (Keltner & Lillie, 2009; Adler et al., 1998) 

Sensory gating refers to the complex process by which the brain filters out environmental 

stimuli. People with schizophrenia are believed to have a deficit in auditory sensory gating, 

which may contribute to the experience of auditory hallucinations, impaired concentration and 

memory and other disabling symptoms. The research above suggests that nicotine may reverse 

this deficit. 

 

A study by Covey, Glassman and Stetner (1997) found that stopping smoking may increase the 

risk of developing depression, particularly if you have already had an episode previously. This 

was followed up by further research which suggested that stopping smoking may precipitate a 

relapse in people who have recurrent major depressive disorder (Glassman, Covey, Stetner & 

Rivelli, 2001). The authors of the above papers make clear that this should not be a reason to 

avoid addressing nicotine dependence in people with a history of depression. They argue that 

this knowledge should be used to ensure that adequate supports are in place for such people 

when they do quit smoking.  Keltner and Grant (2006) suggest that nurses should prioritise 

between the short-term positive effects of smoking such as potential symptom management and 

pleasure and the long-term effects of cessation such as improved life expectancy and fewer 

chronic health problems. 

 

A survey by Currie et al. (2008) found no increase in symptoms of mental disorder in a group of 

people with a variety of diagnoses, including schizophrenia and mood disorders when they 

stopped smoking. They found that there was a reduction in levels of subjective distress reported. 

Prochaska et al. (2008) found no difference in symptoms or recovery rates between people 
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suffering from depression who quit smoking during treatment and those who continued to 

smoke. 

 

Most research related to symptom management has considered the effect of nicotine, and little 

attention has been paid to the effects of the other chemicals contained in tobacco smoke on 

mental health. Freedman et al. (2008) are currently investigating the possibility of nicotinic 

receptor agonists being used as a treatment for some mental disorders. If it should transpire that 

nicotine can play a part in the reduction of the debilitating and distressing symptoms of illnesses 

such as schizophrenia and depression then a suitably clean and safe method of administering 

nicotine should be utilised. Such delivery methods are available to nurses today in the form of 

nicotine patches, gum, lozenges and inhalers. 

  

To continue using cigarettes as a method of symptom management is not an effective strategy in 

mental health care. It could be considered unethical, in that there is ample evidence that tobacco 

is a harmful substance which contributes significantly to the poor physical health of people with 

mental disorders. The evidence that nicotine is helpful in managing some symptoms may be 

compelling, but is not yet sufficient to support its use. In addition there is conflicting evidence, 

which suggests that stopping smoking does not result in any worsening of symptoms. There are 

other evidence-based interventions available, such as medication, cognitive behaviour therapy 

and distress tolerance skills which have been proven to reduce the symptoms of mental disorder 

without the damaging side-effects that cigarettes provide. 

 

4.10 Nurses’ role in supporting smoking cessation 

 

Nurses were asked if they believed that it was part of their role to support clients to become 

smoke-free, and 87% reported that they did believe this was part of their role. 

 

Ninety-one percent of the nurses with less than five years experience believed that it is part of 

their role to support clients to become smoke-free. This result is slightly higher than that of the 

other two groups. Eighty-six percent of those with between five and ten years experience and 

87% of those with more than ten years experience agreed that supporting clients to become 

smoke-free was part of their role. There was little difference between smoke-free respondents, 

89%, and nicotine dependent, 84%.  Nurses who work in inpatient services are more likely than 

community nurses to see smoking cessation support as part of their role, with 94% of inpatient 

nurses agreeing with this, as opposed to 81% of community nurses and 90% of nurses from 

other areas. 
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Smoking status (P = 0.528), number of years worked (P = 0.893) and workplace setting (P = 

0.201) made no significant difference to the results. 

 

That such a compelling majority of mental health nurses believe that it is part of their role to 

support clients to become smoke-free suggests that there is a willingness amongst nurses to 

address the issue of nicotine dependence. Sharp et al. (2009) found that nurses’ levels of 

motivation to provide smoking cessation interventions for clients was related to their level of 

knowledge of help available, particularly knowledge of NRT. The level of organisational 

support for smoking cessation interventions also influenced nurses’ motivation and willingness 

to support clients to become smoke-free.  

 

McCloughen (2003) has identified mental health nurses, with their extensive contact with 

clients, therapeutic relationship skills and health knowledge as the ideal group to deliver 

smoking cessation interventions and support to people with mental disorders. In the current 

study 94% of nurses working in inpatient services agree that supporting clients to become 

smoke-free is part of their role. Such nurses are able to provide the support twenty-four hours 

per day, and to be there to provide motivational support and extra nicotine replacement during 

the times when a client’s own motivation may waver, as often happens first thing in the 

morning. They are also in a position to monitor withdrawal symptoms with clients, and support 

them in managing these. 

 

4.11 Other Comments 

 

The survey provided a place for comments from respondents, and 56 comments were received 

altogether. These comments provided a useful vein of qualitative data, with three main themes 

emerging. These were: 1) choice; 2) the appropriateness of expecting people with mental 

disorder to become smoke-free whilst acutely unwell; and 3) potential positive outcomes of a 

smoke-free policy.  

 

4.11.1 Choice 

 

A total of 16 respondents raised the issue of choice, often in the context of the Mental Health 

(Compulsory Assessment and Treatment) Act 1992 (MHA). The main thrust of the choice 

argument is that some people are detained in psychiatric facilities against their will, and already 

have severely curtailed choices as a result. One respondent encapsulated this position as “...the 

ethical issue of someone being forced to give up smoking whilst an inpatient if they are under 

the MHA and detained against their will.” Two comments referred to a person’s right to smoke, 
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one going so far as to state “…as smoking is not illegal it remains someone’s legal right to 

slowly kill self in this way,…”. Six of the 16 respondents agreed that clients should be given 

every support to become smoke-free, if that is their choice. For example one comment included, 

“I totally support patients being supported not to smoke if that is their choice, but I do not 

support forcing people to quit, particularly while they are acutely unwell.” This comment raised 

the issue of choice, and the timing of cessation, which is discussed below. 

 

Choices and freedoms for people detained under the MHA are indeed restricted. The act 

provides for compulsory treatment of mental disorders when there is an associated risk of 

serious harm to the person or others. The act defines mental disorders as abnormal states of 

mind characterised by delusions or disorders of mood, perception, volition or cognition. The 

harm from smoking is well known, and a volitional component may be seen as part of any 

addictive disorder. However, it would be difficult legally to justify the compulsory imposition 

of treatment for nicotine dependence on people under this legislation, despite nicotine addiction 

being classed as a mental disorder by both the Diagnostic and Statistical Manual 4th edition 

(1994) and the International Classification of Diseases, 10th revision (1992), the two main 

diagnostic guides used in psychiatry around the world. When smoke-free policies are 

implemented in mental health facilities, it is important to be aware that clients are not being 

treated for nicotine dependence under the MHA, but that they are in a facility which has health 

promoting policies for all. Smoke-free policies have been challenged legally in a number of 

countries on the grounds that they breach clients’ human rights. These challenges have been 

unsuccessful, and it is generally accepted that smoking is not a human right. 

 

It can be argued that as an addiction, smoking is not done by choice, even though starting 

smoking is. The core features of nicotine dependence include repeated or compulsive 

administration and impaired control over its use (Hatsukami, Stead, & Gupta, 2008). These 

features suggest that there is little choice in smoking once a person is dependent. 

 

4.11.2 Acute Stage of Illness 

 

Eight respondents reported that hospitalisation for acute mental illness presents its own 

problems and stresses for an individual, and to force smoking cessation on them at this time is 

either unrealistic or places too much stress on them. It was suggested that a smoke-free policy 

would add to a person’s distress at this time. Such a view was expressed in one response, “I 

believe patients have enough to contend with while on the acute ward without trying to quit 

smoking too.” Another respondent noted “I believe that we should be encouraging all 

consumers to become smoke-free however I don’t think the time for this is during acute 
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admissions…”. Withdrawal from nicotine is known to potentially increase agitation and anxiety, 

and may lead to increased levels of distress amongst people already undergoing the experience 

of acute mental illness. However there is evidence to suggest that with the right combination of 

strategies such as NRT and psychological and behavioural support people can become smoke-

free whilst in hospital (Lawn & Pols, 2005). Supporting this Currie et al. (2008) found that 

becoming smoke-free led to a reduction in the levels of anxiety and distress experienced by a 

group of people with mental disorders. 

 

The practice of rationing cigarettes which still takes place in some facilities can be viewed as 

reinforcing the cycle of dependence as smoking serves to ameliorate withdrawal symptoms and 

cravings. NRT such as chewing gum and lozenges can deliver the same effect, whilst patches 

provide a sustained supply of nicotine to reduce or prevent the physical effects of withdrawal 

more effectively than smoking. In the same way NRT may have the same effect upon other 

distressing symptoms as it is suggested by Glassman (1993), Keltner and Grant (2006) and 

Covey et al (2008) that cigarettes may have. 

 

4.11.3 Positive Comments 

 

Almost half of the respondents who commented expressed positive or supportive views about 

smoke-free psychiatric facilities. Some had experience of working in places which were smoke-

free or became smoke-free whilst they worked there. They each echoed the findings of Lawn 

and Pols (2005) review of the literature relating to implementation of smoking bans. They 

described trepidation amongst staff, followed by surprise at the effectiveness of the bans. One 

nurse summed this up, commenting on the implementation of a smoke-free policy when they 

worked overseas, “...but it surprised me to see that compulsory non-smoking can be 

instituted...and we survived!!” 

 

Four respondents commented on the impact upon nurses’ workloads of managing smoking 

related behaviour such as supporting clients to obtain cigarettes and managing conflict related to 

cigarettes. They felt that freeing up nurses time enabled them to engage more in recovery 

focussed activities with clients. Associated with this was the view that taking cigarettes and 

smoking out of the environment improved both physical and psychological safety. One 

respondent referred to female clients feeling safer in a facility where there was less conflict and 

violence. This impact has been reported in a number of studies which evaluated the 

implementation of smoke-free policies. 
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One respondent who was supportive of smoke-free mental health facilities felt that the 

exemptions to smoke-free legislation which apply to some psychiatric facilities constituted 

further discrimination against people with mental disorder. This concurs with the view of 

George and Ziedonis (2009), who suggest that by exempting clients of psychiatric facilities 

from smoke-free legislation, authorities may be guilty of further discriminating against people 

with mental disorder, and of giving mixed messages to these people in relation to health 

promotion.  

 

Five respondents gave conditional support to the concept of smoke-free mental health facilities. 

Whilst they all agreed with the overall goal of smoke-free facilities, they each felt that success 

was dependent upon a methodical implementation which ensured a high level of skills and 

knowledge amongst staff responsible for the implementation, access to effective smoking 

cessation treatments and consistent implementation.  

 

4.12 Summary 

 

The smoke-free status of nurses had a greater influence on their beliefs about smoking by 

people using inpatient facilities than the nurse’s years of experience and work setting. This 

finding agreed with previous studies (Becker et al, 1986; Padula, 1992; Dickens, et al., 2004). In 

particular smoke-free nurses were more supportive of smoke-free policies than those who were 

nicotine dependent.  Smoke-free nurses also expressed more concern about the effects of 

passive smoking on smoke-free staff and clients.  Nicotine dependent nurses were more likely to 

perceive a positive role for smoking in the development of therapeutic relationships and 

symptom management, and were more likely to believe that smoking is a source of pleasure for 

people with mental disorders. 

 

The years of experience made a small difference in the beliefs about prohibition, with the group 

with between five and ten years experience being less supportive of smoke-free facilities. The 

same group were also less concerned about the effects of passive smoking than the other two 

groups. They also interpreted changes in clients’ presentations when unable to smoke as “less 

calm”, more than the other two groups, and less as deterioration in their conditions. As stated 

above, this group contained a greater percentage of nicotine dependent respondents than the 

other two groups. 

 

The group with ten or more years experience were more likely to believe that smoking with 

clients by staff should be prohibited. They were also less likely to agree that smoking is helpful 
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to the therapeutic relationship. Significantly less of this more experienced group believed that 

smoking was a source of pleasure for people with mental disorders. 

 

The primary workplace of respondents made differences in a number of areas. Nurses working 

in inpatient services were more likely to believe that smoking was helpful in developing a 

therapeutic relationship than those in the community. Inpatient nurses were more likely than 

community nurses to consider supporting clients to become smoke-free as part of their role. 

Those nurses who identified their workplace as “other”, i.e. neither inpatient nor community, 

were less tolerant in general of smoking in hospital. Despite this they were more likely to 

believe that it is part of the nurses’ role to distribute cigarettes to clients. 

 

4.13 Conclusion 

 

The effect of smoking on the health and well-being of people with mental disorders is well 

known, and has been called an epidemic (Sharp et al., 2009). The creation of smoke-free 

inpatient mental health services can help to address this epidemic. There was more support for 

partial smoke-free policies and policies that applied to staff and visitors, and not clients, than for 

total smoking bans. Smoke-free policies are more likely to be successful when they are total, 

and apply to everybody, clients, staff and visitors equally. To continue to exempt mental health 

facilities from smoke-free legislation constitutes a form of discrimination, and is ethically 

questionable.  Successful smoke-free policies have been shown to reduce conflict and improve 

safety. The right of smoke-free people to be treated in a smoke-free environment should be 

given a higher status than the right to smoke. 

 

The role of smoking in the development of therapeutic relationships needs to be challenged. 

There are many effective ways to develop such a relationship without using cigarettes, and 

nurses should consider using interpersonal skills and processes to do this. 

 

There are conflicting beliefs about the interaction between nicotine and mental disorders. 

Evidence of these differences can be seen in the differing responses to questions about the effect 

on clients of having no cigarettes, and the role of cigarettes in symptom management. This 

conflict is also reflected in the literature which explores this interaction. 

 

There is great support amongst nurses for helping clients to become smoke-free. To be 

successful in this nurses need the correct tools. These tools include the skills and knowledge to 

assess levels of nicotine dependence and withdrawal symptoms, and the ability to identify and 

implement strategies to support clients in becoming smoke-free. 
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Mental health nurses are currently presented with an opportunity to bring about a change in the 

way in which nicotine dependence by people with mental disorders is treated. For too long 

smoking has been an accepted part of inpatient mental health facilities, with little being done 

reduce the incidence of what is, after all, a recognised mental disorder. This study shows that 

the belief exists amongst mental health nurses that addressing the issue of nicotine dependence 

is a legitimate part of their role. This belief, the increasing knowledge of the relationship 

between smoking and mental health, and the growing awareness of the impact of smoking upon 

the health of people with mental disorders suggest that the time is right for mental health nurses 

to act to reduce that impact. 
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Chapter five 

 

Conclusions and Recommendations 

 

5.1 Introduction 

 

This chapter will summarise the study, reiterate key findings, note limitations and introduce 

recommendations for future practice. 

 

The study set out to gather information about the beliefs of mental health nurses about smoking 

by clients in inpatient facilities. The literature review uncovered a growing canon relating to 

smoking and mental disorder, reflecting the growing attention to the topic. There was scant 

information in the literature about the beliefs of mental health nurses about smoking by people 

with mental disorders. This appeared to be a topic worthy of investigation, given the potential of 

this group of nurses to play a part in reducing the impact of smoking on people with mental 

disorders. 

 

Data for the study were collected using a 14 question survey which was distributed by email 

using a snowball sampling method. The data were analysed statistically and empirically to 

consider the effect of length of mental health nursing experience, smoke-free status and primary 

workplace on nurses’ beliefs. 

 

5.2 Key findings 

 

The smoke-free status of survey respondents had a direct influence on their beliefs about 

smoking by clients. This concurs with other studies of mental health nurses, (Becker et al., 

1986; Padula, 1992; Dickens, et al., 2004), and Wong et al.’s (2007) study of nurses of all 

specialities. Smoke-free respondents were more supportive of inpatient facilities being 

completely smoke-free than those who were nicotine dependent. Smoke-free nurses also 

expressed more concern about the effects of passive smoking on others, were less likely to view 

smoking as a source of pleasure, as having a positive role in symptom management or as having 

a role in the development of therapeutic relationships. 

 

Years of experience made some small differences in the results. Nurses with ten or more years 

experience were more likely to believe that inpatient facilities should be smoke-free, and less 

likely to believe that smoking is a source of pleasure or helpful in developing therapeutic 

relationships. Those with between five and ten years experience were less likely to support 
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smoke-free facilities or to be concerned about the effects of passive smoking upon other people. 

They were also less likely than the other two groups to attribute changes due to not having 

cigarettes as a worsening of clients’ mental disorders.  

 

The primary workplace of respondents affected their beliefs, with nurses working in inpatient 

services more likely to believe that smoking was helpful in developing therapeutic relationships 

and that supporting clients to become smoke-free was a part of the mental health nurses role.  

 

The other comments section at the end of the survey suggest that over half of the respondents 

had strong views about smoking by clients, with over half of those comments suggesting 

reasons why inpatient facilities should continue to allow smoking by clients.  

 

5.3 Limitations 

 

The sample represented a small percentage of the total number of mental health nurses currently 

practicing in New Zealand and, therefore, cannot be viewed as representative of the group. The 

snowball sampling method selected poses the risk of bias in the sample due to the self-selecting 

nature of the respondents. This is not to suggest that only nurses opposed to smoking responded. 

The other comments section indicated that over half of those who provided comments were 

supportive of inpatient facilities retaining their exemption from the Smoke-free Environments 

Amendments Act of 2003. The possible bias is that those nurses with strong views and opinions 

about smoking were more likely to take part in the survey.  

 

The survey sought information about beliefs only, and different data may have emerged if it had 

sought out nurses’ opinions, experiences and behaviours. Some information of this nature 

emerged in the “other comments” section of the survey. 

 

5.4 Recommendations 

 

There is a growing awareness amongst people working in mental health services that the issue 

of smoking is too big to ignore. However, this study suggests that there is a belief that 

supporting clients to become smoke-free is not a priority for some mental health nurses. Nurses 

are the professional group best placed to deliver smoking cessation interventions to people with 

mental disorders. This study has highlighted that the smoke-free status of nurses influences their 

beliefs about smoking by clients, and that confusion between the symptoms of nicotine 

withdrawal and some mental disorders exists.  
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Therefore the following recommendations are made: 

 

5.4.1 Further research  

 

During the course of this study it became apparent that the voice of people with mental 

disorders is seldom heard on this topic. In particular the beliefs and perceptions of this group 

about smoking are under-researched. Some studies discuss and explore the complex relationship 

between mental disorder and smoking, whilst only hinting at the relationship between the 

person and the dependence. This relationship is worthy of further examination. 

 

There is evidence to suggest that variation exists in the practice of mental health nurses relating 

to smoking by clients. The behaviour of mental health nurses in relation to providing smoking 

cessation interventions to clients, and what makes nurses more likely to provide such 

interventions effectively are topics which merit further research. 

 

5.4.2 Clinical practice 

 

This study and others have shown that smoke-free mental health nurses are less likely to be 

supportive of smoking in inpatient mental health facilities, and more likely to perceive smoking 

cessation interventions as part of their role. To increase the proportion of smoke-free nurses 

amongst the mental health workforce it is recommended that all practicable support be provided 

to nurses who are nicotine dependent to become smoke-free. 

 

It is evident from this study and the literature on this topic that nicotine dependence is still seen 

by some nurses as a minor problem for people with mental disorders. It is recommended that 

smoking cessation interventions become part of the core business of mental health nurses and 

that all people with mental disorders are regularly assessed for nicotine dependence and given 

the fullest possible opportunity to become smoke-free. 

 

5.4.3 Nurse education 

 

There is support amongst mental health nurses for incorporating smoking cessation 

interventions into their practice. Therefore it is recommended that all mental health nurses be 

provided with the skills to deliver effective smoking cessation interventions and support, 

including the ability to differentiate between the symptoms of nicotine withdrawal and mental 

disorders.  
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Nurses are expected to be competent in providing education to clients to maintain and promote 

health. Tobacco is known to be a major cause of preventable illness, and all nurses should have 

knowledge of smoking cessation interventions. To enable this knowledge to be available to all 

nurses it is recommended that consideration is given to smoking cessation training being added 

to the undergraduate nursing curriculum. 
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June 3 2009 

 

Dear colleague, 

 

As part of a Master of Nursing degree I am undertaking a research project to ascertain beliefs of 

Mental Health nurses regarding smoking by in-patients. This research is being done via a 

questionnaire sent out to Mental Health nurses across New Zealand 

 

I would like to invite you to participate in this on-line survey of nurses’ beliefs. The 

questionnaire is anonymous, and collects no information which may identify you. To further 

protect the privacy of people completing the questionnaire the survey is being carried out 

through a web-based survey company, Survey Monkey. Their privacy policy can be viewed at 

http://www.surveymonkey.com/Monkey_Privacy.aspx. The data will be returned to me 

anonymously. The data will be stored in a password protected folder in my computer for one 

year after the completion of the survey, after which the folder will be deleted. 

 

The research will help to inform a strategy to support Mental Health nurses to become effective 

in supporting people with mental illness to become smoke-free. It has been estimated that the 

rate of smoking amongst people with mental illness is twice that of the general population, 

whilst the rate amongst those with schizophrenia is estimated to be between 70 and 90%. 

Researchers have documented the poor physical health of New Zealanders who use mental 

health services, and found that smoking contributes greatly to poor health. Research also 

indicates that smokers require higher doses of psychotropic medication than non-smokers. 

 

https://www.surveymonkey.com/s.aspx?sm=a1X9Mxo5_2bi_2bbVtzDi5hrUQ_3d_3d Please 

click on this weblink to start the survey: 
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The research has received the required ethical approval from the Multi-region Ethics 

Committee and the Eastern Institute of Technology Research Approval Committee. 

 

Participation is completely voluntary, and return of the completed questionnaire will be 

considered as consenting to participate in the research. 

 

Thank you. 

 

Michael Connolly 

 

Clinical Leader, Acute Mental Health Services, Hawke’s Bay DHB 

ph. (06) 8781606 ext 5971 

michael.connolly@hawkesbaydhb.govt.nz 

 

 

 

 

 

 

 

 




