
Saving Lives:
What You Can Do To Help Reduce Tobacco Use
in Community Mental Health Settings

4/11/2018

Doug Tipperman

Tobacco Policy Liaison

Substance Abuse and Mental Health Services Administration

U.S. Department of Health and Human Services



Substance Abuse and Mental Health Services Administration
Recommendation:

• Adopt tobacco-free facility/grounds policies

• Integrate tobacco treatment into behavioral healthcare



Tobacco Interventions in Behavioral Health Facilities

Mental Health
Tx Facilities

Substance Abuse 
Tx Facilities

2016 2016

Tobacco Use Screening 48.8% 64.0%

Cessation Counseling 37.7% 47.3%

Nicotine Replacement Therapy 25.1% 26.3%

Non-nicotine Cessation 
Medications 

21.5% 20.3%

Smokefree Building/Grounds 48.5% 34.5%

Sources: 2016 SAMHSA National Mental Health Services Survey (N-MHSS); 2016 SAMHSA National Survey of Substance Abuse 

Treatment Services (N-SSATS). 



4

Disclaimer

The views, opinions, and content expressed in this presentation do 
not necessarily reflect the views, opinions, or policies of the Center 
for Mental Health Services (CMHS), the Substance Abuse and Mental 
Health Services Administration (SAMHSA), or the U.S. Department of 
Health and Human Services (HHS).
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Tobacco’s Deadly Toll

• 540,000 deaths in the U.S. each year*

• 4.8 million deaths world wide each year

--Current trends show >8 million deaths annually by 2030

• 42,000 deaths in the U.S. due to second-hand smoke 
exposure

• >16 million in U.S. with smoking related diseases                    
(60% with COPD) 

• 37.8 million smokers in U.S. (76.1% daily smokers, 
averaging 14.1 cigarettes/day, 2016)

* Carter et al, NEJM, Feb 12, 2015



Smoking Prevalence and Average Number of Cigarettes Smoked per 
Day per Current Smoker 1965-2015
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Source: Schroeder, JAMA 2012; 308:1586; *CDC/NCHS, National Health Interview Survey, 1997-March 2015, 
Sample Adult Core.
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Health Consequences of Smoking

U.S. Department of Health and Human Services.  The Health Consequences of Smoking: A Report of the Surgeon General, 2010.

 Cancers
– Acute myeloid leukemia 
– Bladder and kidney
– Cervical
– Colon, liver, pancreas
– Esophageal
– Gastric
– Laryngeal
– Lung
– Oral cavity and pharyngeal
– Prostate (↓survival)

 Pulmonary diseases
– Acute (e.g., pneumonia)
– Chronic (e.g., COPD)
– Tuberculosis

 Cardiovascular diseases
– Abdominal aortic aneurysm
– Coronary heart disease
– Cerebro-vascular disease
– Peripheral arterial disease
– Type 2 diabetes mellitus

 Reproductive effects
– Reduced fertility in women
– Poor pregnancy outcomes (ectopic 

pregnancy, congenital anomalies, low 
birth weight, preterm delivery)

– Infant mortality; childhood obesity
 Other effects: cataract; osteoporosis; Crohns; 

periodontitis,; poor surgical outcomes; 
Alzheimers; rheumatoid arthritis; less sleep
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Causal Associations with Second-hand Smoke

 Developmental

– Low birthweight

– Sudden infant death syndrome 
(SIDS)

– Pre-term delivery

-- Childhood depression

 Respiratory

– Asthma induction and 
exacerbation

– Eye and nasal irritation

– Bronchitis, pneumonia, otitis 
media, bruxism in children

– Decreased hearing in teens

 Carcinogenic

– Lung cancer

– Nasal sinus cancer

– Breast cancer? (younger, 
premenopausal women)

 Cardiovascular

– Heart disease mortality

– Acute and chronic coronary heart 
disease morbidity

– Altered vascular properties

USDHHS. (2006). The Health Consequences of Involuntary Exposure to Tobacco Smoke: Report of the Surgeon General.

There is no 
safe level of 
second-hand 

smoke.
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Adult Tobacco Use, United States, 2016

Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, 
Division of Population Health. BRFSS Prevalence & Trends Data [online]. 2017. [accessed Nov 08, 2017]. 
URL: http://www.cdc.gov/brfss/brfssprevalence/.                       



Lung Cancer Deaths 2003-2005

Source: National Vital Statistics System—Mortality, CDC, NCHS
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The Toll from Smoking: An Apparent Paradox

• As prevalence declines, toll increases

• Reason is increased appreciation of damage 
caused by smoking, esp. COPD

• Estimates of annual deaths and morbidity 
should soon plateau and then fall, but still at 
very high rate of damage
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Smoking and Behavioral Health: The Heavy Burden

• 200,000 annual deaths from smoking occur among patients 
with CMI and/or substance abuse

• This population consumes 40% of all cigarettes sold in the 
United States

-- higher prevalence

-- smoke more

-- more likely to smoke down to the butt

• People with CMI die earlier than others, and smoking is a 
large contributor to that early mortality 

• Greater risk for nicotine withdrawal

• Social isolation from smoking compounds the social stigma

4/11/2018



Current Smoking Among Adults (age > 18) With Past Year Behavioral 
Health (BH) Condition: NSDUH, 2008-2015
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Vulnerable Populations

Higher smoking rates have persisted among:

• Individuals with mental and/or SU disorders (34.2%)

• The poor (below poverty level: 25.3%; Medicaid: 25.3%; 
Uninsured: 28.4%)

• Least educated (GED: 41%; Less than H.S.: 24%)

• LGB persons (20.5%)

• Chronically homeless (80%)

• Incarcerated persons (70% – 83%)

• HIV infected (50%)

Sources: https://www.samhsa.gov/newsroom/press-announcements/201303200100;
Jamal A, Phillips E, Gentzke AS, et al.  Current Cigarette Smoking Among Adults – United States, 2016.  
MMWR Morb Mortal Wkly Rep 2018;67:52-59.  Tsai & Rosenheck, Psychiatric Services, 2012;  Parker et al., Addict Med, 2014.



Smoking Prevalence by MH Diagnosis

2007 NHIS data
• Schizophrenia 59.1%
• Bipolar disorder 46.4%
• ADD/ADHD 37.2%

Current smoking: 
• 1   MH 31.9%
• 2   MH 41.8%
• 3+ MH 61.4%

Grant et al., 2004, Lasser et al., 2000
• Major depression 45-50%
• Bipolar disorder 50-70%
• Schizophrenia 70-90%
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Industry Targets BH Population

• Pushed Doral to 
homeless shelters, and 
psychiatric facilities

• R .J. Reynolds 
&"consumer 
subcultures,“(gay/  
Castro)" and "street 
people”  

Sub Culture Urban Marketing
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Financial Impact

• People with mental illnesses and/or addictions 
may spend up to 1/3 their income on cigarettes*

• A pack a day smoker spends on average…

$6.16** per day

$43.12 per week

$172.48 per month

$2,069.76 per year

$20,697.60 per 10 years

*Steinberg, 2004

**Average national price 2017 (Campaign for Tobacco-Free Kids)



Tobacco Use, Cancer, and Behavioral Health

• More than 50% of patients with terminal cancer have at least 
one psychiatric disorder

• Individuals with a mental illness may be 2.6x more likely to 
develop cancer due to late stage diagnosis and inadequate 
treatment and screenings

• Individuals with a mental illness have a higher rate of fatality 
due to cancer

• Rate of tobacco use among people with substance use 
disorder or mental illness is 94% higher than adults without 
these disorders

http://www.thenationalcouncil.org/consulting-best-practices/national-behavioral-health-network-tobacco-cancer-control/.
4/11/2018
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Smoking Prevalence and Substance Abuse

• 53-91% of people in addiction treatment settings use 
tobacco (Guydish et al, Nicotine and Tobacco Research, June 2011, p 401)

• Tobacco use causes more deaths than the alcohol or 
drug use bringing clients to treatment:  death rates 
among tobacco users is nearly 1.5 times the rate of 
death from other addiction-related causes (Hurt, et al., JAMA, 1996)

• In 2011, < half (42%) of U.S. substance abuse 
treatment facilities —offered tobacco cessation 
services (SAMHSA N-SSATS Report September 2013)

4/11/2018



What Works

• Taxes—federal, state, local

• Clean indoor air laws

• Counter-marketing

• Cessation aids

4/11/2018



NRI Survey 

20

41
49

79

0

10

20

30

40

50

60

70

80

90

2005 2006 2008 2011

%
 S

m
o

ke
 F

re
e

*

Year

Percent of Smoke Free State Psychiatric Hospitals

*Response rates: 2005 – 55%, 2006 – 82%, 2008 – 75%, 2011 – 80%

Source:  Ortiz G, Schacht L, Lane M.  Smoking Cessation Care in State-Operated or State-Supported Psychiatric Hospitals: 
From Policy to Practice.  Psychiatr Serv 2013; 64(7): 666-71.



Myths About Smoking and Behavioral Health

• Tobacco is necessary self-medication (industry has supported 
this myth)

• They are not interested in quitting (same % wish to quit as 
general population)

• They can’t quit (quit rates same or slightly lower than general 
population)

• Quitting worsens recovery from the mental illness (not so; 
and quitting increases sobriety for alcoholics)

• It is a low priority problem (smoking is the biggest killer for 
those with mental illness or substance abuse issues)

Source: Prochaska, NEJM, July 21, 2011

Source: Prochaska JJ.  Smoking and Mental Illness – Breaking the Link.  N Engl J Med 2011; 365:196-8.  
doi: 10.1056/NEJMp110524



Evidence Review* shows Stopping Smoking Improves BH

• Meta-analysis of 26 papers (Gemma Taylor, et al.)

• Smoking cessation leads to:  ↓ depression, anxiety, 
stress and ↑ mood and quality of life

• Effect sizes of smoking cessation > or = anti-depressive 
drugs for mood or anxiety disorders

• Among smokers with pre-existing alcohol use disorder, 
smoking cessation leads to ↓ likelihood of recurrence 
or continuation of their alcohol use disorder

• Smoking cessation interventions during addictions 
treatment has been associated with a 25% ↑ likelihood 
of long-term abstinence from alcohol and illicit drugs

* Taylor et al, BMJ, 2014
4/11/2018



Nicotine enters
brain

Stimulation of 
nicotine receptors

Dopamine release

Dopamine Reward Pathway

Prefrontal 
cortex

Nucleus 
accumbens

Ventral 
tegmental 

area
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How Can You Help Smokers to Quit?



Tools for Smoking Cessation

• 5A’s (Ask, Advise, Assess, Assist, Arrange)

• AAR (Ask, Advise, Refer)

• Quitlines

• NRT and other medications

• Counseling and behavioral change strategies

• Peer-to-peer intervention

4/11/2018



Quitlines and Behavioral Health

• Do quitlines work for people with MI and/or SUD? 

• Are they able to meet the demand?

4/11/2018



Self-Reported Mental Health Conditions Among Helpline Callers 

(N=125,261; June 2012-Sept 2015)

4/11/2
018

Source: Tedeschi GJ, Cummins SE, Anderson CM, Anthenelli RM, Zhuang YL, Zhu SH.  Smokers with Self-Reported Mental 
Health Conditions: A Case for Screening in the Context of Tobacco Cessation Services.  PLoS One. 2016;11(7):e0159127.
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Treatment

• Persons with mental illnesses and substance abuse 
disorders benefit by the same interventions as the 
general population 

• A combination of counseling and pharmacotherapy 
should be used whenever possible 

• Duration of treatment might be longer

• View failed quit attempt as a practice, not failure

4/11/2018



Caveats About Cessation Literature

• Smoking should be thought of as a chronic condition, yet 
drug treatment often short (12 weeks) in contrast to 
methadone maintenance

• Great spectrum of severity and addiction; treatment should 
be tailored accordingly

• Volunteers for studies likely to be more motivated to quit

• Placebo and drug groups tend to have more intensive 
counseling than found in real practice world; and 
counseling is not a monolithic black box

• Most drug trials exclude patients with mental illness

2/22/2
017

Smoking Cessation Leadership Center
3
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Long-term (6 month) Quit Rates for 

Available Cessation Medications
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2016 EAGLES Study Shows Varenicline Safety*

• Large RCT, with 1026 psychiatric pts receiving varenicline

• No increase in psychiatric symptoms, but much greater 
smoking cessation

• FDA removed black box warning, Dec 2016

• May reduce craving for alcohol in problem drinkers 

* Anthenelli et al.  Neuropsychiatric safety and efficacy of varenicline, bupropion, and nicotine 
patch in smokers with and without psychiatric disorders (EAGLES): a double-blind, randomised, 
placebo-controlled clinical trial.  Lancet 2016; 387:2507-2520



Power of Peers

• Peer-led support groups, community 
referrals, etc. 

• Train peers to integrate tobacco 
cessation & wellness services into 
existing roles and responsibilities.

• “Embedded” model uses programs 
that have peer specialists on staff or as 
volunteers

4/11/2018



Conclusion and Next Steps
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Leadership Academies for Wellness and Smoking Cessation

– Purpose: Launch statewide partnerships among behavioral health 
providers, consumers, public health groups, and other stakeholders to 
create and implement action plan reducing smoking prevalence among 
behavioral health consumers and staff 

– 16 states selected over 7 years for planning summits

– Criteria/Readiness Assessment

Available data, catalytic leadership, planning team, geographic 
location,

prevalence, ability to evaluate

4/11/2018



New York
21 out of 23 psychiatric centers (state hospitals) have campus-wide tobacco-free 
policy 

Maryland
Smoking prevalence for addiction treatment consumers dropped from 71.8% in 2010 
to 56.5% in 2014.

Oklahoma
Smoking prevalence for addiction treatment consumers served by the ODMHSAS 
provider system dropped from 74% in 2009 to 47% in 2014 (self-report data).

Texas
Trained 4,600 behavioral health treatment providers in tobacco cessation.
All local mental health authorities tobacco-free by end of 2015.

North Carolina
All state behavioral healthcare facilities have adopted a tobacco-free campus policy.

State Success Stories

4/11/2018



State Best Practices

 Adopting and implementing a tobacco-free facility/grounds policy.

 Behavioral health providers routinely asking their clients if they use tobacco and 
providing evidence-based cessation treatment.

 The effectiveness of tobacco cessation treatment is significantly increased by 
integrating cessation services/initiatives into the mental health or addiction 
treatment program.

 Many may benefit from additional counseling and longer use of cessation 
medications.

 Peer-driven approaches such as peer specialists trained in smoking cessation.

4/11/2018



National Partnership on Behavioral Health and Tobacco Use: Healthier Smoke-Free 
Lives for People with Mentall Illnesses and Substance Use Disorders

• ACS/SCLC co-hosted historic multi-sectorial summit at ACS Atlanta 
headquarters-October 2016  

• Participants: senior leaders of health professional groups, federal  
agencies, not-for-profit health agencies, and leading experts in behavioral 
health and tobacco control  

• Group established goal: reduce smoking prevalence in US among persons 
w/ bh issues from 34% in 2015 to 30% by 2020 

• Developed strategies: provider education, peer education, tobacco control 
& cessation policies, health systems change, data/research 

• ACS & SCLC establishing Round Table process to embed this within ACS

4/11/2018



Smoking Cessation in Behavioral Health Settings:
The Ohio Experience

John B. Allen, Jr. 

Special Assistant to the Commissioner

New York Office of Mental Health



• American Cancer Society (ACS) and the 
Smoking Cessation Leadership Center (SCLC) 
hosted an historic multi-sectorial summit at 
the ACS Atlanta headquarters on October 13-
14, 2016

• Goal to reduce smoking prevalence in the 
United States among persons with behavioral 
health issues from 34% in 2015 to 30% by 
2020

42

National Behavioral Health Summit for Tobacco-Free Recovery 



• NASMHPD’s leadership position in local and state government as 
the licenser, regulator, or funder of local behavioral health 
programs
– Develop a NASMHPD tobacco cessation policy statement to expand 

NASMHPD’s leadership role on reducing tobacco use in all behavioral 
health settings

– Develop a NASMHPD Medical Directors Council Technical Report on 
tobacco cessation in all behavioral health settings in collaboration with 
NAC/SMHA

– NASMHPD lead the development of a national toolkit on tobacco 
cessation in all behavioral health settings to be utilized by key 
stakeholders

– A meeting to engage a wide array of key policy partners and 
stakeholders on implementing tobacco cessation in all behavioral 
health settings

– A meeting to engage key state peer organizations to implement the 
recommendations in the Technical Report and toolkit 
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NASMHPD’s Contribution and Proposal



Smoking Cessation in Behavioral Health Settings:
The Ohio Experience

Mark Hurst, MD FAPA 

Medical Director

Ohio Department of Mental Health and Addiction Services
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Smoking and psychiatric treatment: our “heritage”
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With patients……
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Staff smoked, too……….
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Smoking permitted or encouraged?



So why didn’t we address it?

• Too busy: too many other “more important” problems 
to deal with

• Lack of training or expertise
• Pessimism: “most won’t quit anyway”
• View of smoking as “habit” rather than nicotine 

addiction needing treatment
• Culture of mental health community/treatment 

community
• “Respect” for patient’s choices and privacy
• Patients are “self-medicating” with nicotine
• Symptoms will worsen with smoking cessation
• I smoke myself
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Twin Valley Behavioral Healthcare
Columbus, Ohio



History:
• Unfettered smoking in public areas of the hospital (not in 

patient rooms)

• Smoking rooms on each unit without restrictions and smoking 
in outside areas

• Smoke-free hospital building: smoking “only” in outside 
areas/patios

• “Fresh air breaks”: smoking limited to outside areas at specific 
intervals and duration

• Tobacco-free hospital

51

Implementing a tobacco-free environment



Process:

• Identification of leaders:

– Clinical, administrative, line staff, patients/clients

• Initial marketing plan to get buy-in

• Establishing components of the program, actions and 
timelines

• Plan established and circulated 120 days prior to full 
implementation
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Implementing a tobacco-free environment



Component Actions Responsible
staff

Timing 

Address tobacco use 
in staff

• Smoking cessation 
programming for staff

Clinical 
leadership, HR, 
EAP

120 days prior to 
facility Quit Date 
and continuing

Education/training • Train all direct care staff on 
nicotine addiction and 
smoking cessation 
interventions based on 
clinical guidelines

Medical and 
nursing 
leadership

75 days prior to 
Quit Date

Notification of 
patients

• Notify in treatment teams 
and reinforce until Quit Date.  

• Offer all patients NRT and 
behavioral interventions

Unit managers 75 days prior to 
Quit Date
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Implementing a tobacco-free environment



Component Actions Responsible
staff

Timing 

Phase I 
implementation

• Staff no longer permitted to 
smoke on hospital grounds

• Smoking eliminated for patients in 
all off-unit areas

Clinical 
leadership

30 days prior to 
facility Quit Date

Full implementation

“QUIT DATE”

• Facility becomes totally smoke-
free.

• Offer NRT to all patients who have 
not already quit.

• Remove all stationary lighters, 
ashtrays, etc.

• Availability of self-soothing items

All staff Quit Date
(July 5)

Notification of 
patients

• Newly admitted patients notified 
of smoke-free environment

• Provided NRT and behavioral 
interventions

Unit 
managers
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Implementing a tobacco-free environment



Component Actions Responsible
staff

Timing 

Discharge planning • Patients will be encouraged to 
continue to refrain from smoking 
after discharge from the hospital 
and to utilize outside supports.

• Patients requesting further follow-
up for smoking cessation after 
discharge will be referred to 
appropriate community agencies 
(e.g., American Lung Association, 
local clinics, etc.)

• Medical
Staff

• Nursing 
staff

• Social 
worker

Prior to discharge
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Implementing a tobacco-free environment
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Unintended consequences
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Importance of continuity of care (Prochaska, 2006)
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Continuum of care
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SAMHSA’s mission is to reduce the impact of substance 
abuse and mental illness on America’s communities.

www.samhsa.gov

1-877-SAMHSA-7 (1-877-726-4727) ● 1-800-487-4889 (TDD)
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Questions? Comments?


