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clearly delineate the scope of this neglected
epidemic and the disparities in oral health
among the US population. These documents
should not just be put on the bookshelf. It is
now up to the public health community and
society at all levels to work together to pro-
mote and implement population-based pre-
vention and access programs to improve the
oral health of all Americans. Oral health must
have parity with other health services.

The American Public Health Association’s
128th Annual Meeting in Boston included a
special session on the surgeon general’s reports
on oral health and mental health. This session
featured 3 US surgeon generals, Drs David
Satcher, Antonia Novello, and Julius Rich-
mond, as well as the presidents of the Robert
Wood Johnson Foundation and the American
Dental Association and the president-elect of
the American Psychiatric Association. It was
another call to action to stimulate the public
health community to respond to these neglected
epidemics.

The June editorial provided a simple
framework for moving ahead.3 I urge all of our
country’s health officers to heed these calls for
action to make better oral health a higher pri-
ority in our respective communities.

Myron Allukian, Jr, DDS, MPH

Requests for reprints should be sent to MyronAllukian,
Jr, DDS, MPH, Director of Oral Health, Boston Public
Health Commission, 1010 MassachusettsAve, Boston,
MA 02118 (e-mail: myron_allukian@bphc.org).
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Depression and the
Association of Smoking
and Suicide

In a study of a cohort of 51529 middle-
aged and elderly physicians and other health
sciences professionals, Miller et al. demon-
strated a convincing relation between cigarette
smoking and suicide after controlling for age,
alcohol intake, body mass index, prevalence
of cancer, and other social factors.1

Although the authors deny a cause-and-ef-
fect relationship or any clinical importance of
smoking as a predictor of suicide, they claim
to have established an association between cig-
arette smoking and suicide. The public health
usefulness of such an association remains un-
clear largely owing to the fact that the authors
failed to demonstrate or even propose a bio-
logical mechanism by which cigarette smoking
could have caused or contributed to an in-
creased risk of suicide in their study cohort.
There is no evidence to characterize the neu-
rochemical effects of tobacco smoke as suici-
dal. On the contrary, smoking has antidepres-
sant properties.2,3 Nicotine in cigarette smoke
is known to relieve anxiety and anger in stress-
ful situations,4–6 it is a stimulant,7 and it im-
proves cognitive performance and focused at-
tention.8 Consequently, cigarette smoking could
be regarded as antisuicidal.

The authors acknowledge that their study
lacked data on depression and other related
mental illnesses. In their article,1 the authors
cited 7 references to studies showing positive
mood-altering effects of smoking, 17 refer-
ences for the association between smoking and
depression, 1 reference to a study showing that
smoking cessation often results in major de-
pression, 3 references for studies showing that
depression makes smoking cessation difficult,
and 17 references for depression and other
mental illnesses associated with the risk of sui-
cide. There are several other studies2,3,9–15 that
support such findings.

Apparently, the authors recognize that
there is an intimate and somewhat complex re-
lationship between cigarette smoking and de-
pression and that depression and other smoking-
related mental conditions are major risk factors
for suicide. Yet they have not acknowledged
that most, if not all, of the association between
smoking and suicide observed in their study
could be explained by the confounding effects
of depression and other related mental disor-
ders. Their study is invalidated by the fact that
it did not control for the effects of these well-
recognized, strong confounding factors.

Kazim Sheikh, MD

Communications may be addressed to Kazim Sheikh,
MD, Health Care Financing Administration, 601 East
12th St, Kansas City, MO 64106 (e-mail: ksheikh@
hcfa.gov).

Note.The views expressed in this letter do not nec-
essarily represent the views of the Health Care Financ-
ing Administration or the United States government.
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Miller et al. Respond

We agree with Dr Sheikh that depres-
sion and other mental illness are critical fac-
tors in the link between smoking and sui-
cide. We explicitly stated that a limitation of
our study is that we lack information about
some risk factors for suicide, including men-
tal illness.1 Our finding of a positive and dose-
related association between various measures
of smoking status and completed suicide is, as
we claimed, consistent with noncausal hy-
potheses such as a third variable explanation
or the hypothesis that depression leads people
both to self-medicate with cigarettes and to
take their own lives. Our findings are also
consistent with a causal effect (i.e., smoking
leading to depression and depression leading
to suicide), for which there are, contrary to
Dr Sheikh’s assertion, suggestive data from
biological2 and longitudinal3–5 studies.


