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¡ More likely to use tobacco & heavily 
¡ Consume ~40% of cigarettes sold in the US
¡ 175 billion cigarettes
¡ $39 billion in annual sales 

¡ Significant tobacco-related harms
¡ Heart disease, cancers, lung disease
¡ Premature death

BEHAVIORAL HEALTH 
POPULATIONS
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SMOKING PREVALENCE OVER 
TIME by MENTAL ILLNESS / SPD
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SMOKING PREVALENCE by 
PSYCHIATRIC HISTORY

National Comorbidity Survey 1991-1992
Source: Lasser et al., 2000 JAMA
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TOBACCO PRODUCT USE by SERIOUS 
PSYCHOLOGICAL DISTRESS (SPD) 
NHIS 2015
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¡ 2008-2009 National Survey 
on Drug Use and Health 
(NSDUH)

¡24,157 smoking adults 
¡SPD associated with 

menthol use:                                                             
adj-OR=1.23, p=0.02

¡ Controlling for ethnicity, SES, 
gender, age, education, marital, 
health insurance, cigarettes / day

32.2%

34.0%

37.5%

none/mild moderate severe

MENTHOL USE & SPD

Hickman, Delucchi, Prochaska (2014) Tobacco Control

% of Smoking Adults 
Using Menthol by 

Psychological Distress

Psychological Distress



PLACE & 
PROVIDERS

How is it that our mental health research and clinical communities 
focus so exclusively on beneficial effects of smoking in populations 
who suffer the most from it? -- RA Chambers 2009 Dual Diagnosis



SECONDHAND SMOKE in MH 
TREATMENT SETTINGS

PM2.5 of 10 µg/m3 is the lowest level at which total 
cardiopulmonary and lung cancer mortality has been 

shown to increase in response to long-term exposure (WHO) 
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% of MH TREATMENT SETTINGS 
PROHIBITING SMOKING: 

INDOORS & OUTDOORS

Marynak et al 
(2018) MMWR



ATTENTION to TOBACO in 
MENTAL HEALTH (MH) 
TREATMENT SETTINGS
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TOBACCO TREATMENT SERVICES 
at SMOKE-FREE MH TX FACILITIES



Prochaska,*Fletcher,*Hall*&*Hall*(2006).*Am*J*Addictions

RETURN to SMOKING FOLLOWING
A SMOKE-FREE ACUTE PSYCHIATRIC 

HOSPITALIZATION

1-800-QuitNow



ACCESS to TOBACCO TREATMENT 
2006 AAMC SURVEY: 701 PSYCHIATRISTS

• 62% Ask about tobacco & Advise to quit
• 44% Assess readiness to quit
• 13-23% Assist
• NRT (23%), other Rx (20%), cessation materials (13%)
• 14% Arrange follow up
• 11% Refer to others

Psychiatrists least likely to address tobacco use with their patients relative 
to other specialties (family medicine, internal medicine, OB/GYN)



¡ Few reported a psychiatrist (27%), therapist 
(18%), or case manager (6%) ever advised 
them to quit smoking

ADULTS with BIPOLAR DISORDER who 
SMOKE: ONLINE SURVEY (N=685)

Prochaska, Reyes, Schroeder, et al.  (2011). Bipolar Disorders

Several reported discouragement to 
quit from mental health providers



PSYCHIATRIC PROVIDERS’ 
BELIEFS about SMOKING

¡Meta-analysis of 38 studies
¡16,369 mental health professionals
¡Most common beliefs/attitudes:
¡ 51% believe smokers with mental illness don’t want to quit
¡ 45% had permissive attitudes toward smoking 
¡ 42% perceived barriers to treating smoking
¡ 41% had negative attitudes toward smoking cessation 
¡ 38% think quitting smoking is too stressful for these patients

Sheals et al (2016) Addiction



DON’T WANT TO QUIT?
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* No relationship between psychiatric symptom severity and readiness to quit

(Acton, 2001 Addict Bx)

(Prochaska 2004, Drug Alc Dep)
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ADULTS with BEHAVIORAL HEALTH DISORDERS AS READY to 
QUIT SMOKING as the GENERAL POPULATION



SMOKING induces the metabolism 
of some psychiatric medications

¡ Caffeine
¡ Clozapine 
¡ Fluvoxamine
¡ Haloperidol
¡ Olanzapine
¡ Phenothiazines

¡ Propanolol
¡ Tertiary TCAs 

¡ Other medications: estradiol, 
naproxen, riluzole, ropinirole, tacrine, 
theophyline, verapamil, r-warfarin 
(less active), zolmitriptan 

Drugs that may have a decreased effect due 
to induction of CYP1A2:

Smoking cessation may reverse the effect



QUITTING TOO STRESSFUL?
Meta-analysis found quitting smoking 
is associated with long term 
reductions in depression, anxiety, and 
stress and improved positive mood 
states and quality of life, including 
among those with poor mental health  

(Taylor et al., 2013 BMJ) 



PRODUCT & 
PROMOTION



¡ Truth Library  http://legacy.library.ucsf.edu

1994, Chief Execs of 7 Major Tobacco 
Companies Testifying Before Congress
http://www.jeffreywigand.com/7ceos.php

• Archive of 14 Million documents 
created by tobacco companies 
about their manufacturing, 
marketing, advertising, scientific 
research + political activities

• Hosted by the UCSF Library & 
Center for Knowledge 
Management

“Let’s face facts: Cigarette smoke is biologically active. 
Nicotine is a potent pharmacological agent. Every 
toxicologist, physiologist, medical doctor and most 
chemists know that. It’s not a secret.” 
1982 Memo by Philip Morris researcher Thomas Osdene

A LEGACY OF DENIAL

http://legacy.library.ucsf.edu/
http://www.jeffreywigand.com/7ceos.php


SELF-MEDICATION BELIEFS

A search of the Truth Tobacco Industry Library:

• 28 proposals to TI relating to schizophrenia

• 7 funded, all on self-medicating effects

• 21 unfunded, study of the high smoking prevalence, 
health harms (e.g., cancers, medication interactions), 
and nicotine withdrawal effects

• Prochaska et al. (2008) Schizophrenia Bulletin



¡ 1950s-1980s: Beliefs that patients with schizophrenia, 
who smoke at high rates, immune to cancer

Prochaska, Hall & Bero (2008). 
Schizophrenia Bulletin

TOBACCO INDUSTRY’S INTERESTS
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¡ 1960s–1970s: TI funded research on psychosomatic causes of cancer
¡ Proposed those who denied or repressed grief were more likely to 

develop cancer than those who expressed emotion
¡ “longterm schizophrenics, outwardly calm, have no capacity for 

the repression of significant emotional events and no need to 
contain emotional conflict.”

¡ Ultimately came under scrutiny for its “scientific integrity”

TOBACCO INDUSTRY’S INTERESTS

TRC might then appear to have been financing 
and giving publicity to an immense smoke-screen.



Prochaska, Hall & Bero (2008). Schizophrenia Bulletin

¡1964 & 1997: TI denied funding of 2 
proposals to examine high rates of cancer 
in smokers with mental illness
¡ 1964 proposal “denied in principle but referred to 

the study group on the psychophysiological aspects 
of smoking,” “for working over” 

¡Questioned “whether some other kind of use could 
profitably be made of his data collection methods”

TOBACCO INDUSTRY’S INTERESTS





Tobacco industry documents indicate 
the author received funding from CTR 
and PM from at least 1977-1994 and 
contributed to papers conceived by PM 



HOSPITAL SMOKING BANS

JCAHO ultimately “yielded to massive 
pressure from mental patients and their 
families, relaxing a policy that called on 
hospitals to ban smoking.” 



LD 463 - An Act to Exempt Substance 
Abuse and Psychiatric Patients from the 
Prohibition against Smoking in Hospitals



to the Forsyth County Residents of 
John Umstead & Murdoch Center



“Giving 
psychiatric 

patients access to 
e-cigarettes, 

particularly on 
closed wards, is 

definitely 
something to 

consider."



Tobacco retailer 
density near 
persons with 

Serious Mental 
Illness living in SF 
Bay Area – 2xs 

more dense than 
average

Young-Wolf, Henriksen, 
Delucchi & Prochaska 

(2015). AJPH

TOBACCO
RETAILER
DENSITY

Median distance to a retailer:  247m (IQR: 115, 527) 

Median of 3 retailers 
(within 500m) and 

12 (within 1km)



¡Greater:
Psychosis 500m: B = 2.9, p < .01; 1km: B = 2.5, p = .01

Self-harm 500m: B = 2.6, p = .01; 1km: B = 2.1, p = .03

Interpersonal problems 500m: B = 2.0, p = .04

Nicotine dependence 500m: B= 3.0, p<.01

¡Lower:
Self-efficacy 500m: B = -2.1, p = .01

Motivation/Stage of Change PC vs. C1, P2

1500m: B = 1.5, p = .04; 21km: B = 2.0, p = .02

GREATER TOBACCO RETAILER 
DENSITY associated with…

Young-Wolf, Henriksen, Delucchi & 
Prochaska (2015). AJPH



COUNTER-MARKETING EFFORTS
CIGARETTES ARE MY GREATEST ENEMY

¡ Statewide social marketing campaign in California by Billy DeFrank Lesbian 
and Gay Community Center, the Center OC, & American Legacy Foundation

¡ Real-life triumphs over adversities to quit smoking

Tobacco industry 

outspends the states 

18:1 in marketing of 

tobacco



CDC TIPS® From Former 
Smokers Campaign, 2016

Prochaska, Gates, Davis, Gutierrez, 
Prutzman & Rodes (2019) NTR

Quit attempt past 3 months 
(Current Smokers + Recent Quitters)

Intends to quit next 30 days
(Current Smokers)

MH+ MH- MH+ MH-
Frequency of Exposure to 
Rebecca Tips® Ad 
(TV or Digital Video)

1.25
[1.03 – 1.52]

(0.027)

0.97
[0.83 – 1.14]

(0.737)

1.40
[1.04 – 1.90]

(0.027)

1.17
[0.93 – 1.46]

(0.174)
n 772 1,804 694 1,670

MH+ MH- MH+ MH-
Frequency of Exposure to 
Other Tips® Ads 
(TV or Digital Video)

1.09
[0.88 – 1.35]

(0.430)

1.19
[1.02 – 1.40]

(0.032)

1.22
[0.91 – 1.64]

(0.188)

1.14
[0.92 – 1.42]

(0.238)
n 775 1,805 695 1,671
Models control for outcome at baseline, cumulative past quarter Tips® campaign gross ratings points at 
time of follow-up, and baseline values of sex, age, education, race/ethnicity, presence of another smoker 
in household, children in the household, chronic, general health conditions, and cigarettes per day. 

¡ Nationally representative sample of US adults 
smoking cigarettes with (MH+, N=777) and 
without (MH-, N=1806) MH conditions*

*Self-reported lifetime depression, anxiety disorder, 
ADHD/ADD, or general mental health condition 



US TOBACCO TREATMENT 
CLINICAL PRACTICE GUIDELINES

¡Literature base of more than 8,700 
research articles

¡< 30 randomized clinical trials 
treating tobacco dependence in 
smokers with mental illness

Fiore et al. (2008). Treating Tobacco Use and Dependence: 2008 Update.



TOBACCO & MH: 
INCREASING RESEARCH BASE
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• 547 articles identified in 
Medline & PsychINFO

• 9% Experimental



CALIFORNIA QUITLINE
¡ Takes < 3 minutes to Ask, Advise, Refer 

¡Nearly 1 in 4 callers met criteria for 
current major depression

¡At 2-months, those with depression much 
less likely to be quit (19%) than callers 
without depression (28%)

Hebert et al. (2011) Am J Prev Med



¡ 2-group RCT: Quitline vs. TeleQuitMH
¡ TeleQuitMH
¡ EMR electronic consult
¡ Program marketing to providers
¡ Proactive outreach
¡ Medication coordination
¡ Self-help materials
¡ Smoking cessation counseling
¡ VA or Quitline w/ warm transfers

¡ Follow-up

VA TeleQuitMH COORDINATION 
PROGRAM EVALUATION

N=577

• 30-day PPA @ 6 mo FU: 
• 26% TeleQuitMH vs. 
• 18% Quitline

• Higher satisfaction

Rogers et al. (2013). Addict Sci Clin Practice 
(Study protocol); Rogers et al. (2016) AJPM



OR=3.15, p=0.018 for condition in a 
GEE-based logistic regression 

234 rehospitalizations: 
140 (UC) vs. 94 (Tx), p=0.036

Incremental cost-effectiveness 
ratio: $428 per QALY



Private       Public

Prochaska et al. 2014 AJPH; Hickman et al. 2015 NTR

CESSATION OUTCOMES:
Private & Public Hospitals
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¡ Significant difference in smoking status by treatment group: 
¡ 12 month tobacco abstinence: 22% TX group vs. 11% UC group 

(RR=2.01, 95% CI 1.05-3.83) 
¡ GEE model of treatment effect 

over time, OR=2.30; 
95% CI=1.08-4.90

Das, Hickman, & Prochaska (2017) J Addiction Med

DUALLY-DIAGNOSED (N=216)



STAR Study (N=956)
¡ Would 6-mo extended counseling + combination NRT 

(patch + gum/lozenge) be of interest and outperform our 
brief treatment?

¡ Would quit rates differ by diagnosis?
¡ Unipolar
¡ Bipolar
¡ Psychotic Disorders
¡ Other

G1: Usual Care (on-unit NRT)

G2: Brief Treatment: 3 mo

G3: Extended Treatment: 6 mo

3 Group Additive Design

10 CBT counseling 
sessions + 6-months NRT 



NRT USE
¡During hospitalization:
¡ Few (13%) refused NRT during hospitalization
¡ Lower FTCD score, no prior NRT use

¡Post-Hospitalization:
¡ Most (88%) treatment participants used study-NRT 

post-hospitalization 

Schuck et al. (2014) Tob Control 



NRT Requested @ Hospital D/C 
and Smoking Status @ 1 week
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ABSTINENCE over TIME by CONDITION
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ABSTINENCE OVER TIME by DIAGNOSIS
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REPLICATION of TREATMENT EFFECTS
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¡ Multi-site RCT with 943 clients from 10 VA Medical 
Centers, train-the-trainer model

¡ Integrated care (IC) vs. Usual care (UC)
¡ Cessation outcomes: 2-fold increase in quitting
¡ 18-mo 7 day PPA: IC 18.2% vs. UC 10.8%

¡ Strongest predictor of tx effect: # of counseling 
sessions received

¡ Quitting had no detriment on PTSD symptoms

¡ IC = $1,286 and UC = $551, for $32,257 per QALY 

INTEGRATING TOBACCO 
TREATMENT within PTSD SERVICES

McFall et al. (2010) JAMA; Barnett et al. (2015) NTR
McFall et al 2010 JAMA
Barnett et al 2015 NTR



Efficacy & Neuropsychiatric Safety 
in those with Psychotic, Anxiety & Mood Disorders: EAGLES Trial 

(N=8144, n=4116 psych+)

a

AE Evins (2019) J Clinical Psychopharmacol
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¡ N = 87 participants
¡ 2+ wks cont abst @ wk 12 of open treatment 

¡ Randomized to CBT with varenicline vs. placebo 
from wks 12-52 and followed to wk 76

¡ Significant effects @ all time points

52-WKs of VARENICLINE for RELAPSE 
PREVENTION in SCHIZOPHRENIA & BIPOLAR

Evins et al. (2014) JAMA
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2 META-ANALYSES of BUPROPION for 
QUITTING SMOKING in PERSONS with 
SCHIZOPHRENIA
¡ 6 RCTs, N = 260 total (19 – 59)

¡ EOT: RR = 2.57 (95% CI 1.35, 4.88)

¡ 6 mo FU: RR = 2.78 (95% CI 1.02, 7.58)

¡Gen Pop: RR = 1.69 (95% CI 1.53, 1.85) 

Bupropion for quitting smoking found to be well tolerated in patients with 
schizophrenia who are stabilized on an adequate antipsychotic regime

Tsoi et al. (2010) Cochrane Lib
Banham & Gilbody (2010) Addiction 



PUBLIC HEALTH 
POLICY



¡Smoking by individuals with substance 
abuse or mental illness was significantly 
sensitive to cigarette prices: 
¡ 10% increase in price à18% decline in smoking

PRICE  S ENSITIVITY 

Ong et al. (2010) AJPH 



¡ Statewide smoking bans in restaurants and bars 
associated with lower smoking prevalence:
¡ 6% decline among men with alcohol use disorders
¡ 10% decline among women with anxiety disorders
¡ No effect for smokers with mood disorders

SMOKING BANS in 
RESTAURANTS & BARS

Smith, Young-Wolff, et al. (2014) NTR



NICOTINE & SMOKING
¡Low nicotine content cigarettes:
¡ Less reinforcing than regular cigarettes 

in smokers with co-morbid substance 
use + affective disorders 

¡ Reduced smoking + dependence 
without worsening depressive 
symptoms in smokers with depressive 
symptoms

¡ Evidence of minimal compensatory 
smoking

Typical Cig: 
15.8 mg 

nicotine/gram 
tobacco

Low Nicotine Cig:
0.4 mg 

nicotine/gram 
tobacco or less

Higgins et al (2017) JAMA Psych; 
Tidey et al (2017) NTR; 
Pacek et al (2016) Drug Alc Dep; 
Dermody et al (2016) Alc Clin Exp Res



Why the high prevalence of smoking 
in those with mental illness?
¡ Is it… 
¡ the diagnosis?
¡ the environment?
¡ the product?
¡ the market/regulatory environment?

¡ Is it the failure to treat?

Is it inevitable?



Integrative 
Approaches 
addressing 

the Product,
Person, &
Treatment 
Systems

�Ban the sale of menthol tobacco 
�Raise tobacco taxes
�Prohibit tobacco retailers within 500 feet of 
MH treatment settings
�Adopt smoke-free air laws in treatment 
settings (+ bars / restaurants)
� Incorporate tobacco treatment in MH 
professional training 

ACTION POINTS

http://rxforchange.ucsf.edu

http://rxforchange.ucsf.edu/


Integrative 
Approaches 
addressing 

the Product,
Person, &
Treatment 
Systems

�Counter marketing
(create the new norm)
� Include BHPs in tobacco treatment 
research, report on subgroup effects
�Treat tobacco use in frontline MH staff
� Integrate tobacco cessation into MH 
treatment
� Integrate MH consults within quit-lines
�Require addiction graphic warning     
label on cigarettes + cigars
�Reduce nicotine to minimally               
or non-addictive levels

ACTION POINTS


