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Welcome 
Please stand by. We will begin shortly. 
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Thank you to our funders 



Housekeeping 

• All participants will be in listen only mode. 

• Please make sure your speakers are on and adjust 
the volume accordingly. 

• If you do not have speakers, please request the 
dial-in via the chat box. 

• This webinar is being recorded and will be available 
on SCLC’s website, along with the slides. 

• Use the chat box to send questions at any time for 
the presenters. 
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Tips From Former Smokers 
And Mental Health 

CORINNE GRAFFUNDER,  D IRECTOR 

OFFICE ON SMOKING AND HEALTH 

CENTERS FOR DISEASE CONTROL AND PREVENTION 9 5/31/2016 





www.cdc.gov/vitalsigns/smokingandmentalillness/ 

Behavioral Health and Tobacco 



Source: National Survey on Drug Use and Health, 2009-2011, Adults ages 18 or older 

Behavioral Health and Tobacco 
 



Source: National Survey on Drug Use and Health, 2009-2011, Adults ages 18 or older 
 

Behavioral Health and Tobacco 
 



Targeted efforts are needed to increase quit attempts 
and cessation rates within this vulnerable population 

• Reach and engage smokers in cessation 
efforts 
• Connect smokers with quit smoking 

support 
• Provider outreach and treatment 

integration 



Rebecca, 
Age 57 



What we learned 
Challenge the perception 
that smoking helps with 

anxiety/depression 

Inform smokers about the 
mental health benefits 

associated with quitting 

Provide cessation 
resources and a 

supportive environment 



Provider Outreach 
Increase awareness of high smoking rate in those 
with mental health conditions  

Provide factual info about smoking cessation and 
mental health 

Give providers tobacco cessation tools to use with 
patients 

Encourage providers to include tobacco cessation 
treatment as part of overall mental health 
treatment 

100% Tobacco Free facilities have been shown to 
support and reinforce quitting. 



Mental Health Care Provider Outreach Materials 
 

Print ad 

Editorial content 

Digital banner ad 

Web content 

Downloadable poster; quit guide; 
toolkit 



www.cdc.gov/tobacco/campaign/tips/partners/health/ 



Website & Resources 

 www.cdc.gov/tips 
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Mental Health 



Objectives 
• Review of epidemiology and 

consequences of tobacco use in 
individuals with mental illness or 
addiction 

• Discussion of myths that may create 
barriers 

• Increasing cessation efforts by addressing 
level of dependence and access to care 



Smokers with Behavioral 
Health Comorbidity (Mental 
Illness and Addiction) are 
Becoming a Sizeable 
Percentage of Smokers Left 
in the US 



US Smoking Prevalence 

NCS-R 2001-2003; Diagnoses using CIDI 
Lawrence et al, BMC Public Health 2009, 9:285 



51 Million Smokers in US Today 
 

At least one third have a mental illness 
 

~ 16 Million Smokers with Mental Illness 

Lawrence et al, BMC Public Health 2009, 9:285 



Prevalence of Smoking Not 
Decreasing in those with Serious 

Mental Illness 

SAMHSA CBHSQ Report; July 18, 2013 



0

10

20

30

40

50

60

70

Smokers with Behavioral Health 
Comorbidity are a Tobacco 

Disparity Group 

Williams et al., AJPH, 2013 



Smokers with Behavioral Health 
Comorbidity are a Tobacco Use 

Disparity Group 
Differences in tobacco use/ nicotine 
dependence  

Differences in tobacco initiation/ progression 
Differences in cessation rates 
Disproportionate health burden 
Disproportionate tobacco 
purchasing/economic burden 

Targeted marketing by the tobacco industry 
Reduced access to treatment/ resources 

Williams et al., AJPH, 2013 



 Smoking is the #1 
Cause of Death in 
People with 
Mental Illness or 
Addiction 



Tobacco= #1 Cause of  
Preventable Death in US 

30% OF ALL CANCER DEATHS 





People with SMI die, on 
average,  25 years 
earlier than the general 
population. 

National Association of State Mental Health Program Directors 
Medical Directors Council, July 2006; Miller et al., 2006 

 



http://www.cdc.gov/pcd/issues/2006/apr/05_0180.htm 

Causes of Death  
Clients served in public mental health in 8 states: Az, Mo, Ok, RI, Tx, Ut, Vt, Va  
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Hennekens CH. Circulation. 1998;97:1095-1102

Reduction in CVD (%) from 
 Each Risk factor 

Not  Smoking is the Single Most 
Important Risk Factor in Preventing 

Cardiovascular Disease 

37 



 
Smoking Keeps 

Consumers from 
Achieving Recovery: 

 Being Financially 
Stable 

 Getting Jobs 
 Securing Housing 



Smokers Suffer Financial 
Consequences and Lower 

Quality of Life 
                                          

Food 
Shelter 
Misc. Living 
Expenses 

Cigarettes 

Steinberg ML,  et al. Tobacco Control, 2004. 

N=68 
smokers with 
schizophreni
a on 
disability 
income 



Smoke Free Housing 
As much as 60% of airflow 
in multi-unit housing can 
come from other units 
 

SHS infiltrates through air 
ducts, cracks, stairwells, 
hallways, elevators, 
plumbing, electrical lines 
 

SHS is Class 1A 
carcinogen, in the same 
class as asbestos 
  
 

http://www.cdc.gov/healthyhomes/healthy_homes_manual_web.pdf 



 Tobacco Use May Worsen 
Behavioral Health 
Outcomes 
and 
Cessation Doesn’t Worsen 
BH Outcomes 



Improved Mental Health with 
Quitting Smoking 

• Meta-analysis 26 studies (14 gen pop, 4 psychiatric, 3 
physical conditions, 2 psychiatric or physical, 2 pregnant, 1 
post-op)  

Taylor et al, BMJ, 2014 



Tobacco Use Disorder is a 
Behavioral Health 
Condition 
in the DSM-5 



Tobacco Dependence is in the DSM-5 



Tobacco Use Disorder 

– withdrawal 
– tolerance 
– desire or efforts to cut down/ control use 
– great time spent in obtaining/using  
– reduced occupational, recreational activities 
– use despite problems 
– larger amounts consumed than intended 
– Craving; strong urges to use 

Most tobacco users are addicted (2 or more) 

DSM-5 



Tobacco Withdrawal 

4 or more 
Depressed mood 
Insomnia 
Irritability, frustration or anger 
Anxiety 
Difficulty concentrating 
Restlessness 
Increased appetite or weight gain 



Tobacco Use is Still Part 
of Behavioral Health 
Culture and We’re not 
Doing Enough 

 
and Treatment Works 



Smokers with MI or SMI  
Reduced Quitting over Lifetime   

mental illness = anxiety, MDE, PTSD, psychoses, bipolar, drug dependence 
SMI= measured by K6 

 Hagman 2007; McClave 2010;  Lasser 2000; Pratt & Brody 2010 
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Why are Patients Not Quitting?  

• Neurobiological 
• Psychological 
• Social & 

Environmental 
• Spiritual & 

Advocacy 
• Treatment System 

& Institutional 

• Greater dependence 
• Poor coping; low 

confidence 
• Live with smokers 
• No hope; No peers 

succeeding 
• No access to help; Not 

encouraged to quit 



Why are Patients Not Quitting?  
• Neurobiological 
• Psychological 
• Social & 

Environmental 
• Spiritual & Advocacy 

• Treatment 
System & 
Institutional 

• Greater 
dependence 

• Poor coping; low 
confidence 

• Live with smokers 
• No hope; No peers 

succeeding 

• Limited access to 
help 



Ex = N  x  S 
 

Exsmokers =(# trying to quit) x (success of attempts) 
 
 

R West, 2013 



Smokers with depression 
smoke more cpd and are 

more dependent 



Smokers with SMI Have High 
Levels of Tobacco Dependence  
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Williams et al., 2011;  Hagman et al., 2008  
TTFC in N=100 outpatients with SMI 

80% Moderately to Severely 
Dependent  Measure SPD* 

(SMI) 
Non-
SPD* 

NDSS 49.7% 33.3% 

FTND 57.6% 42.1% 

TTFC < 5mins 29.2% 19.3% 

*SPD by K6;  NSDUH 2002 

14 



Smokers in Addiction Treatment are 
Moderately to Severely Addicted to 

Nicotine 
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N=1882 smokers in NJ addictions treatment, 2001-2002;  
Williams et al., 2005 



 Only 1 in 4 Mental Health Treatment 
Facilities Offers Quit Smoking Services 

N-MHSS Report, Nov 2014 

Survey of 9048 MH 
facilities in US (2010) 



Less than Half of US Substance 
Abuse Facilities Treat this Substance 

National survey of  550 OSAT units (2004–2005) 
– 88% response rate 

41% offer smoking  
cessation counseling 
 or pharmacotherapy 
 
38% offer individual/group counseling 
17% provide quit-smoking medication  

Friedmann et al., JSAT 2008 

41% 



22.7 million individuals need 
treatment for an drug or 
alcohol use problem  

51 million use cigarettes 

Reduced Access to Specialty Tobacco 
Treatment 

12% received intensive outpatient (IOP) 



Treatment Number Est Odds Ratio (95%CI) Estimated Quit 
Rate 

Medication alone 8 1.0 22 

Meds plus 
Counseling 

39 1.4 ( 1.2- 1.6) 28 

Treatment Number Est Odds Ratio (95%CI) Estimated Quit 
Rate 

Counseling alone 11 1.0 15 

Meds plus 
Counseling 

13  1.5  ( 1.3-2.1) 22 

Meta-analysis (2008) 
Effectiveness of meds or 

counseling alone vs combination 

2008 PHS Guideline Update 



Armour 2009; Ku et al., 2016 

Medicaid Tobacco Cessation: Big 
Gaps Remain In Efforts To Get 

Smokers To Quit 

In 2013 Medicaid 
spent $103 million on 
cessation 
medications—less 
than 0.25 % 
 
of the estimated cost to 
Medicaid of smoking 
related diseases. 



• Numerous consequences from tobacco for 
individuals with mental illness  

• Smokers with behavioral health comorbidity 
are a tobacco disparity group/ priority 
population  

• Larger role for behavioral health professionals  
in tobacco treatment 

Conclusions 

jill.williams@rutgers.edu  
 



http://ccoe.rbhs.rutgers.edu/catalog/courses/pdf/17MR05.pdf 
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Questions and Answers 

• Submit questions via the  
chat box 



CME/CEUs of up to 1.5 credits are 
available to all attendees of this live 
session. Instructions will be emailed 
after the webinar. 

Contact SCLC  
for technical assistance 

Visit us online  
• http://smokingcessationleadership.ucsf.edu 

 
Call us toll-free 
• 1-877-509-3786 

 



2016 Tips Campaign 

www.cdc.gov/tips 



CME/CEU Statement 

Accreditation: 
The University of California, San Francisco (UCSF) School of Medicine is accredited by the Accreditation 
Council for Continuing Medical Education to provide continuing medical education for physicians. 
  
UCSF designates this live activity for a maximum of 1.5 AMA PRA Category 1 CreditsTM. Physicians 
should claim only the credit commensurate with the extent of their participation in the webinar activity.  
  
Nurse Practitioners and Registered Nurses: For the purpose of recertification, the American Nurses 
Credentialing Center accepts AMA PRA Category 1 CreditTM issued by organizations accredited by the 
ACCME.  
  
Physician Assistants: The National Commission on Certification of Physician Assistants (NCCPA) states 
that the AMA PRA Category 1 CreditsTM are acceptable for continuing medical education requirements for 
recertification.  
  
California Pharmacists: The California Board of Pharmacy accepts as continuing professional education 
those courses that meet the standard of relevance to pharmacy practice and have been approved for 
AMA PRA category 1 creditTM. If you are a pharmacist in another state, you should check with your state 
board for approval of this credit. 
  
Social Workers: This course meets the qualifications for 1.5 hours of continuing education credit for 
MFTs and/or LCSWs as required by the California Board of Behavioral Sciences. If you a social worker in 
another state, you should check with your state board for approval of this credit. 
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