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Abstract
In mental health and addiction treatment settings, failure to treat tobacco dependence has been
rationalized by some as a clinical approach to harm reduction. That is, tobacco use is viewed as a
less harmful alternative to alcohol or illicit drug use and/or other self-harm behaviors. This paper
examines the impact of providers' failure to treat tobacco use on patients' alcohol and illicit drug
use and associated high-risk behaviors. The weight of the evidence in the literature indicates: (1)
tobacco use is a leading cause of death in patients with psychiatric illness or addictive disorders;
(2) tobacco use is associated with worsened substance abuse treatment outcomes, whereas
treatment of tobacco dependence supports long-term sobriety; (3) tobacco use is associated with
increased (not decreased) depressive symptoms and suicidal risk behavior, (4) tobacco use
adversely impacts psychiatric treatment; (5) tobacco use is a lethal and ineffective long-term
coping strategy for managing stress; and (6) treatment of tobacco use does not harm mental health
recovery. Failure to treat tobacco dependence in mental health and addiction treatment settings is
not consistent with a harm reduction model. In contrast, emerging evidence indicates treatment of
tobacco dependence may even improve addiction treatment and mental health outcomes. Providers
in mental health and addiction treatment settings have an ethical duty to intervene on patients'
tobacco use and provide available evidence-based treatments.
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1.0 Introduction
Tobacco dependence is the most prevalent drug abuse disorder among adults with
psychiatric diagnosis or illness, a group estimated to account for nearly 1 in 2 cigarettes sold
in the United States (Grant et al., 2004; Lasser et al., 2000). Neurobiological and
psychosocial factors are thought to contribute to the high rates of tobacco use in this group,
including the reinforcing mood-altering effects of nicotine, shared environment or genetic
factors, and reduced coping for cessation efforts (Dursun and Kutcher, 1999; Kendler et al.,
1993; Ziedonis et al., 1994). Nicotine's reinforcing actions on the mesolimbic dopamine
reinforcement pathway in the brain are similar to those of cocaine and amphetamine,
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contributing to elevation of mood, cognitive enhancement, and decreased appetite (Stahl,
2000). Nicotine delivered by a transdermal patch has produced improvement in attention
among smokers and nonsmokers, in persons with and without attentional deficits (Conners
et al., 1996; Levin et al., 1998), and in patients with schizophrenia and nonpsychiatric
controls (Barr et al., 2007).

Though a number of factors are believed to contribute to the high smoking rate among
individuals with psychiatric disorders, systemic factors and failure to treat tobacco
dependence in mental health and addiction treatment settings have been largely ignored.
Historically, the tobacco industry marketed their product to persons with mental illness,
provided tax-free cigarettes to psychiatric facilities, and funded research promoting a self-
medication hypothesis for nicotine (Prochaska et al., 2008a). In inpatient psychiatry,
cigarettes were provided to patients, considered among the most effective forms of
reinforcement, with some patients first starting to smoke while hospitalized (Hayworth,
1996; Holtzman, 1975; Robertson et al., 2000). Still to this day, most mental health training
programs lack adequate instruction in treating tobacco dependence (American Psychiatric
Nurses Association, 2008; Prochaska et al., 2006), and, likely related, psychiatric patients'
tobacco dependence is rarely addressed in clinical practice (Himelhoch et al., 2004;
Montoya et al., 2005; Phillips and Brandon, 2004; Prochaska et al., 2005). In a recent
national survey, psychiatrists were the least likely to address tobacco use with their patients
relative to other medical specialties (Association of American Medical Colleges, 2007).

In mental health and addiction treatment settings, failure to treat tobacco dependence has
been rationalized by some as a clinical approach to harm reduction. That is, tobacco use is
viewed as a lesser evil, a lower treatment priority, or less harmful alternative to alcohol or
illicit drug use and/or other self-harm behaviors (Fuller et al., 2007; Prochaska et al., 2006;
Richter et al., 2002). The assertion by treatment providers is that if patients were to quit their
tobacco use, they would relapse to other substances of abuse, have a recurrence of
depression, engage in cutting or other self-mutilation behaviors, attempt suicide, and/or
exhibit some other form of decompensation. Since tobacco is a legal drug, its effects on the
individual and significant others are viewed as less consequential than illicit substances of
abuse. In a survey study with inpatient psychiatry nursing staff in the United Kingdom, 53%
believed clinicians smoking with patients was therapeutic and 22% believed cigarettes
should be handed out to patients as part of therapy (Stubbs et al., 2004). The purpose of the
current paper is to examine the empirical evidence for failure to treat tobacco use in mental
health and addiction treatment settings from the viewpoint of a harm reduction model.

Harm reduction refers to public health policies intended to reduce the harm associated with
illegal activities, such as illicit prostitution and drug use. While harm reduction has met with
political sensitivities in the United States, it is an explicitly endorsed treatment approach in
many other countries (e.g., see EurAsian Harm Reduction Network,
www.harm-reduction.org). According to Marlatt, harm reduction was “founded on a set of
pragmatic principles and compassionate strategies designed to minimize the harmful
consequences of personal drug use and associated high-risk behaviors” (Marlatt et al., 1988).
Harm Reduction has been further defined as “an individualized approach to positive changes
in behavior” (Marlatt et al., 1988). In contrast with abstinence-only models in addictions
treatment, harm reduction strategies may include reduced or controlled use of a drug (i.e.,
controlled drinking) or use of a licensed alternative (e.g., prescribed methadone instead of
heroin). Extended to the mental health field, harm reduction has aimed to minimize clients'
self-harm behaviors. The evidence for the success of harm reduction approaches include
reduced HIV, Hepatitis C and STD exposure among sex workers (Rekart, 2005) and IV drug
users (Des Jarlais et al., 2005); reduced drinking and alcohol-related consequences (Marlatt
et al., 1988); and reduced homelessness (Tsemberis and Eisenberg, 2000).
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This paper does not examine the merit of harm reduction strategies for addressing tobacco
dependence, which has been reviewed previously (Baer and Murch, 2002; Silagy et al.,
2002). Rather, this paper seeks to examine the empirical evidence for providers' failure to
treat tobacco use in mental health and addiction treatment settings as a viable harm
reduction strategy.

2.0 Weighing the Evidence
2.1 Is Tobacco Use Less Harmful than Alcohol, Illicit Drug Use, or Other Self-Harm
Behaviors?

Tobacco is the leading preventable cause of death in the United States, contributing to
greater mortality than alcohol, illicit drugs, HIV, suicide, homicide, motor vehicle accidents,
and obesity, all combined (Centers for Disease Control, 2005). Nearly one in two long-term
tobacco users will die from a tobacco-related illness (Doll et al., 2004). Individuals with
serious mental illness carry a disproportionate level of tobacco-related morbidity and
mortality and, on average, are dying 25 years prematurely with the chief causes being
chronic, tobacco-related diseases (Colton and Manderscheid, 2006). Individuals in treatment
for alcohol dependence are more likely to die from their tobacco than their alcohol use (Hurt
et al., 1996). Individuals with drug problems who also smoke are four times more likely to
die prematurely relative to individuals with drug problems who do not use tobacco (Hser et
al., 1994).

Further, there is no safe level of tobacco use. Tobacco smoke contains an estimated 4,800
compounds; 11 of them are proven human carcinogens including benezene, cadmium, lead,
nitrosamines, and formaldehyde (National Cancer Institute, 2001). Smoking even one to
four cigarettes a day nearly triples the risk of death from heart disease (Bjartveit and
Tverdal, 2005). Reviews of interventions that promote smoking reduction have concluded
that that there is no safe level of use and, while reduction can be a useful cessation strategy,
complete abstinence should be the ultimate goal (McNeill, 2004). Use of nicotine
replacement therapy (NRT) for sustained smoking reduction has shown some promise,
although NRT is not currently licensed in many countries for use in this way and no strong
evidence yet exists of health benefits from this strategy (McNeill, 2004). A randomized
clinical trial of smoking reduction with NRT use in heart disease patients found no
significant improvements in clinical outcomes (Joseph et al., 2008). Previous attempts by the
tobacco industry to create “less harmful” tobacco products have yielded little to no health
benefits for smokers and instead have served to sustain the prevalence of smoking and
perpetuate public health problems (Stratton et al., 2001; Warner, 2002).

Tobacco use also harms others. There is no safe level of secondhand smoke exposure (U.S.
Department of Health and Human Services, 2006). Condoned tobacco use in mental health
and addiction treatment settings puts staff and other clients at risk for secondhand smoke
exposure as well as smoking initiation or relapse (Kohn et al., 2003). Mental health and
addiction treatment settings are among the only remaining sites with exemptions to permit
continued tobacco use.

2.2 Does Tobacco Use Support Abstinence from Alcohol and Illicit Drugs?
Tobacco has been implicated as a “gateway” to other drugs of abuse (Kandel, 2002).
Whether there is a causal progression from tobacco to other substances of abuse remains
under debate (Degenhardt et al., in press). Yet, notably over 80% of youth with substance
use disorders smoke cigarettes, most use tobacco daily, and many become highly dependent,
long-term smokers (Myers and MacPherson, 2004; Upadhyaya et al., 2003). When
individuals enter addictions treatment, their tobacco use is often overlooked and sometimes
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condoned or encouraged out of fear that their sobriety from alcohol or illicit drugs will be
compromised (Ziedonis et al., 2006).

Research indicates, however, that continued smoking is associated with worse drug
treatment outcomes (Frosch et al., 2000), while smoking cessation is predictive of improved
sobriety (Bobo et al., 1998; Hughes, 1993; Shoptaw et al., 1996). In a 12-month prospective
study, clients in addictions treatment who quit smoking were less likely to be diagnosed as
alcohol dependent and had significantly greater total days of abstinence from alcohol and
illicit drugs compared to those who remained smokers (Kohn et al., 2003). Further, clinical
treatment of clients' tobacco dependence may actually serve to enhance addiction treatment
outcomes. A meta-analysis of 19 randomized controlled trials evaluating tobacco treatment
interventions for individuals with substance abuse problems found that smoking cessation
interventions were associated with a 25% increased likelihood of long-term abstinence from
alcohol and illicit drugs (Prochaska et al., 2004a).

The evidence indicates that tobacco use does not support abstinence from alcohol and illicit
drugs. Contrary to previous concerns, tobacco dependence interventions and smoking
cessation efforts during addictions treatment appear to enhance rather than compromise
long-term abstinence.

2.3 Is Tobacco Use Associated with Lower Risk for Depression and Suicidal Behavior?
Depression is two to three times more common in smokers than in nonsmokers (Acton et al.,
2001; Farrell et al., 2001; Tsoh et al., 2003). In an 11-year population follow-up study,
Klungsoyr et al. (2006) identified tobacco use as a significant predictor of first depression
episode with evidence of dose-response relationships both with respect to the number of
cigarettes smoked and the amount of time one had been smoking (Klungsoyr et al., 2006).
For heavy smokers, the risk of depression was four times greater relative to never smokers.
In a prospective study of 3,056 smokers, continued smoking and history of depression both
independently predicted the development of a major depressive episode (Torres et al., 2009).
Lastly and significantly, though the relationship is not clear, multiple prospective studies
with youth and adults, controlling for confounding variables, have identified tobacco use as
one of the strongest predictors of future suicidal behavior (Breslau et al., 2005; Oquendo et
al., 2004).

2.4 Does Tobacco Use Aid Mental Health Treatment?
Mental health settings have a history of providing cigarettes to clients, describing tobacco as
an effective form of treatment for addressing agitation and encouraging patient compliance
(Robertson, 2000; Hayworth, 1996). Yet the science indicates that tobacco use negatively
impacts psychiatric treatment. The hydrocarbons of tar in cigarettes increase the metabolism
of some antipsychotic (e.g., haloperidol, olanzapine) and antidepressant (e.g., nortriptyline)
medications (Zevin and Benowitz, 1999). The result is higher doses being required to
achieve therapeutic levels in individuals who smoke, with the potential for increased
pharmaceutical costs and neuroleptic side-effects (Goff et al., 1992). Studies have reported
greater hospitalization rates, higher medication dosages, and more positive symptoms
among patients with schizophrenia who smoke relative to those who do not (Goff et al.,
1992; Patkar et al., 2002; Ziedonis et al., 1994). While tobacco may be viewed as a highly
effective form of reinforcement for medication adherence, the effect in reducing medication
blood levels is clearly antithetic to treatment goals.

Psychiatric inpatient units that have voluntarily opted to go smoke-free have reported
minimal to no disruption in clinical practice and patient management (Lawn and Pols, 2005).
Effective management of patients' nicotine dependence and withdrawal, however, is critical
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to good care. A systematic review of 250 medical records found that when patients who
smoked were hospitalized on a smoke-free unit and not prescribed NRT to manage
withdrawal, they were twice as likely to be discharged against medical advice (AMA, 22%)
compared to smokers prescribed NRT (10%) (p<.05) (Prochaska et al., 2004b). Notably,
smokers who were prescribed NRT did not differ in their AMA discharge rate from
nonsmokers (8%).

Tobacco is not an effective or ethically viable aid to mental health treatment. Failure to treat
patients' tobacco dependence may negatively impact their psychiatric care.

2.5 Is Tobacco Use an Effective Coping Strategy for Stress?
Stress is often cited as a primary reason for smoking (Fidler and West, 2009; Shiffman,
1993). Smokers, however, often confuse the relief of their nicotine withdrawal with the
feeling of relaxation. Nicotine is a stimulant and can enhance mood, but only transiently.
Smoking increases stress levels due to the constant need to smoke to avoid nicotine
withdrawal. The goal is to help patients (and mental health and addiction treatment
providers) realize that tobacco is the problem, not the solution. Tobacco does not address the
underlying stressors in one's life. Research indicates that stress levels may actually decrease
following smoking cessation (Cohen and Lichtenstein, 1990; Parrott, 1999).

Tobacco is not an effective coping strategy for stress and more likely contributes to stress
levels in patients who smoke. Mental health providers are well placed to assist their patients
with employing effective stress management strategies that are not harmful to health such as
progressive muscle relaxation, deep breathing, positive imagery, distraction, and emotion
regulation.

2.6 Will Quitting Smoking Lead to Decompensation in Mental Health Functioning?
Patients and clinicians often are concerned that quitting smoking will remove a coping
strategy and lead to decompensation in mental health functioning. Alarming case studies in
the literature reported the recurrence of major depression following tobacco cessation in
smokers with a history of depression (Stage et al., 1996). The case studies could not, of
course, control for the elevated risk for depression recurrence among individuals with
depression histories.

Three empirical studies have examined smoking cessation and depression recurrence in
those with a history of depression. In the first study, an investigation of the use of sertraline
for smoking cessation, which was found to be ineffective, Glassman et al. (2001) reported a
7-fold greater recurrence of depression among those who quit smoking compared to those
who continued to smoke. Differential rates of attrition, however – 39% among continued
smokers compared to 5% of successful quitters – limit the findings. It is quite possible that
continued smokers lost to follow up also had a recurrence to depression that was not
documented. In the second investigation, Tsoh et al. (2000) analyzed data from 304
participants in two randomized clinical trials and found that individuals with a history of
depression were at a greater risk of recurrence of depression; depression recurrence,
however, was independent of smoking cessation status. Kahler et al. (2002) similarly found
that smoking abstinence did not increase the risk of depression recurrence among smokers
with a history of major depression. Depression is a remitting and relapsing disorder and the
data suggest that abstinence and depression are unrelated.

It is important to note that nicotine withdrawal is characterized by dysphoria or depressive
symptoms, though not diagnosable depressive disorders, during the 2 to 4-week period post-
abstinence (American Psychiatric Association, 1994). A recent study examined bupropion
for smoking cessation in those with current or past depression (Evins et al., 2008). Success
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with quitting smoking was unrelated to baseline levels of depressive symptoms. A secondary
analysis reported increased depressive symptoms among those who quit smoking versus
those who continued to smoke; the finding was specific among those who entered the study
with low depressive symptoms. The severity and duration of depressive symptoms was not
reported, and the high rate of attrition (61% study drop-out among those initially enrolled)
prohibited examination of the risk of recurrence of diagnosable major depressive disorder
associated with abstinence. Participants were recruited from the community. Antidepressant
use at study enrollment was an exclusion criterion, and concurrent treatment for depression
during the course of the study was not reported. Integrating or providing cessation treatment
concurrent with psychiatric care may be particularly helpful for managing nicotine
withdrawal symptoms in smokers at risk for depression.

Three randomized controlled trials have examined the impact of smoking cessation on
mental health functioning among individuals in concurrent treatment for current mental
illness. In a trial with 322 smokers with co-occurring clinical depression, tobacco cessation
rates for the intervention group exceeded those of control participants at months 12 (20% vs.
12%) and 18 (25% vs. 19%) (Hall et al., 2006). Follow-up analyses of 10 psychiatric
indicators, including depression symptoms, suicidality, psychiatric hospitalization, and use
of alcohol and illicit drugs, found no detriment to mental health recovery among individuals
who quit smoking as compared to continued smokers (Prochaska et al., 2008b). Similarly, in
a trial with smokers in treatment for post-traumatic stress disorder (PTSD), subjects assigned
to integrated care were five times more likely than subjects undergoing usual care to be
abstinent from smoking at 9 months follow-up. Critically, treatment for cigarette smoking
was not associated with worsening PTSD symptoms (McFall et al., 2006).

In smokers diagnosed with schizophrenia, a trial examining bupropion use for tobacco
cessation found that abstinence from tobacco was not associated with worsening of
attention, verbal learning/memory, working memory, or executive function/inhibition nor
worsening of clinical symptoms in individuals with schizophrenia (Evins et al., 2005). A
second trial of bupropion added to high-dose NRT for smoking cessation in individuals with
schizophrenia similarly showed no effect of abstinence on psychiatric symptoms and
indication of a significant decrease in akathisia and extra-pyramidal symptoms scores for
bupropion relative to placebo (Evins et al., 2007). In both studies, relapse rates were high
following discontinuation of cessation pharmacotherapy, suggesting the need for longer-
term treatments for this patient population.

The evidence indicates that individuals with psychiatric disorders can be aided in quitting
smoking without threat to their mental health recovery. Fear of decompensation should not
be used as an excuse to overlook patients' tobacco use in clinical practice. Integration of
smoking cessation treatment within psychiatric care is encouraged so that clinicians can
identify and address nicotine withdrawal and any changes in psychiatric symptoms during
the quit attempt.

3.0 Discussion
Harm reduction strategies aim to replace a highly unhealthy behavior with one that is
considerably less unhealthy. Some mental health and addiction treatment providers have
rationalized that their failure to treat tobacco dependence is a form of harm reduction in that
their clients' tobacco use is viewed as a healthier alternative to alcohol or illicit drug abuse,
suicidal ideation, or other self-harm behaviors. Tobacco use, however, does not meet the
philosophy and tenets of the harm reduction model.
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Tobacco use causes greater morbidity and mortality than alcohol, illicit drugs, and suicide
combined and is identified as a major contributing factor for the 25 year premature mortality
rate among people with serious mental illness (Colton and Manderscheid, 2006). Tobacco
use is associated with greater risk of relapse to alcohol and illicit drug use and, though the
relationship is not well understood, is one of the strongest predictors of future suicidal
behavior. Treatment of tobacco dependence is associated with enhanced, not decreased,
sobriety from alcohol and other drugs. Tobacco use is not a form of mental health treatment,
and in fact, reduces the therapeutic blood levels of a number of psychiatric medications
(Zevin and Benowitz, 1999). Further, tobacco use is not an effective strategy for managing
stress and mood.

Mental health and addiction treatment providers are well placed and trained to provide
clients with effective, alternative coping strategies that are not lethal in one in two long-term
users. As treatment providers, it is their ethical duty to do so. Failure to treat tobacco
dependence with effective, available treatments according to recognized clinical practice
guidelines is unethical and in violation of the legal duty of health care providers, potentially
bringing substantive liability risks for charges of malpractice (Torrijos and Glantz, 2006).

Treatments for tobacco dependence are available, effective for achieving abstinence and
improved health outcomes, and cost-effective (American Psychiatric Association, 2006;
Fiore et al., 2008). Evidence-based tobacco treatments include NRT, bupropion, varenicline,
nortriptyline, clonidine, and psychosocial therapies. Combined therapies (counseling plus
pharmacotherapy) for treating nicotine dependence are emphasized. Treatment guidelines
recommend integration of smoking cessation efforts within psychiatric care (American
Psychiatric Association, 2006). The American Psychiatric Association (2006) recommends
psychiatrists assess the smoking status of all patients, including readiness to quit, level of
nicotine dependence, and previous quitting history, and provide explicit advice to motivate
patients to stop smoking. Addiction treatment settings are gaining success with banning
smoking and effectively treating all substances of abuse, which includes tobacco (Bauman,
2008).

People with mental illness can quit smoking and without detriment to their mental health
recovery (Hall et al., 2006; McFall et al., 2006; Prochaska et al., 2008b). Failure to treat
tobacco dependence in mental health and addiction treatment settings ignores clinical
practice treatment guidelines and brings real liability risks (Torrijos and Glantz, 2006).
Tobacco use is not a form of harm reduction and needs to be a treatment priority in mental
health and addiction treatment settings to improve the health and well being of individuals
with psychiatric and addictive disorders.

References
Acton GS, Prochaska JJ, Kaplan AS, Small T, Hall SM. Depression and stages of change for smoking

in psychiatric outpatients. Addict Behav 2001;26:621–631. [PubMed: 11676374]
American Psychiatric Association. DSM-IV. Fourth Edition. American Psychiatric Association;

Washington, DC: 1994. Diagnostic and Statistical Manual of Mental Disorders.
American Psychiatric Association. Practice guideline for the treatment of patients with substance

disorders. Second edition. 2006.
American Psychiatric Nurses Association. Tobacco dependence survey. 2008. Accessed on: October

10, 2008 from http://www.apna.org/i4a/pages/index.cfm?pageid=3654
Association of American Medical Colleges. Physician behavior and practice patterns related to

smoking cessation, full report. 2007. Accessed on: October 10, 2008 from
http://www.aamc.org/workforce/smoking-cessation-full.pdf

Prochaska Page 7

Drug Alcohol Depend. Author manuscript; available in PMC 2011 August 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.apna.org/i4a/pages/index.cfm?pageid=3654
http://www.aamc.org/workforce/smoking-cessation-full.pdf


Baer, JS.; Murch, HB. Harm reduction, nicotine, and smoking. In: Marlatt, GA., editor. Harm
Reduction: Pragmatic strategies for managing high-risk behaviors. Guilford Press; New York: 2002.
p. 122-144.

Barr RS, Culhane MA, Jubelt LE, Mufti RS, Dyer MA, Weiss AP, Deckersbach T, Kelly JF,
Freudenreich O, Goff DC, Evins AE. The Effects of Transdermal Nicotine on Cognition in
Nonsmokers with Schizophrenia and Nonpsychiatric Controls. Neuropsychopharmacology
2008;33:480–490. [PubMed: 17443126]

Bauman, V. State Prohibits Smoking in Addiction Recovery Centers. Associated Press; Albany: 2008.
Accessed 3/8/10:
http://www.nysun.com/new-york/state-prohibits-smoking-in-addiction-recovery/82402/

Bjartveit K, Tverdal A. Health consequences of smoking 1–4 cigarettes per day. Tob Control
2005;14:315–320. [PubMed: 16183982]

Bobo JK, McIlvain HE, Lando HA, Walker RD, Leed-Kelly A. Effect of smoking cessation
counseling on recovery from alcoholism: findings from a randomized community intervention
trial. Addiction 1998;93:877–887. [PubMed: 9744123]

Breslau N, Schultz LR, Johnson EO, Peterson EL, Davis GC. Smoking and the risk of suicidal
behavior: a prospective study of a community sample. Arch Gen Psychiatry 2005;62:328–334.
[PubMed: 15753246]

Centers for Disease Control and Prevention. Annual smoking-attributable mortality, years of potential
life lost, and productivity losses --- United States, 1997–2001. MMWR 2005;54:625–628.
[PubMed: 15988406]

Cohen S, Lichtenstein E. Perceived stress, quitting smoking, and smoking relapse. Health Psychol
1990;9:466–478. [PubMed: 2373070]

Colton CW, Manderscheid RW. Congruencies in increased mortality rates, years of potential life lost,
and causes of death among public mental health clients in eight states. Preventing Chronic Disease
2006;3:A42. [PubMed: 16539783]

Conners CK, Levin ED, Sparrow E, Hinton SC, Erhardt D, Meck WH, Rose JE, March J. Nicotine and
attention in adult attention deficit hyperactivity disorder (ADHD). Psychopharmacol Bull
1996;32:67–73. [PubMed: 8927677]

Dalack GW, Meador-Woodruff JH. Smoking, smoking withdrawal and schizophrenia: case reports and
a review of the literature. Schizophr Res 1996;22:133–141. [PubMed: 8958597]

Degenhardt L, Dierker L, Chiu WT, Medina-Mora ME, Neumark Y, Sampson N, Alonso J,
Angermeyer M, Anthony JC, Bruffaerts R, de Girolamo G, de Graaf R, Gureje O, Karam AN,
Kostyuchenko S, Lee S, Lepine JP, Levinson D, Nakamura Y, Posada-Villa J, Stein D, Wells JE,
Kessler RC. Evaluating the drug use “gateway” theory using cross-national data: Consistency and
associations of the order of initiation of drug use among participants in the WHO World Mental
Health Surveys. Drug Alcohol Depend. in press.

Des Jarlais DC, Perlis T, Arasteh K, Torian LV, Hagan H, Beatrice S, Smith L, Wethers J, Milliken J,
Mildvan D, Yancovitz S, Friedman SR. Reductions in hepatitis C virus and HIV infections among
injecting drug users in New York City, 1990–2001. AIDS 2005;19(Suppl. 3):S20–25. [PubMed:
16251819]

Doll R, Peto R, Boreham J, Sutherland I. Mortality in relation to smoking: 50 years' observations on
male British doctors. BMJ 2004;328:1519. [PubMed: 15213107]

Dursun SM, Kutcher S. Smoking, nicotine and psychiatric disorders: evidence for therapeutic role,
controversies and implications for future research. Med Hypotheses 1999;52:101–109. [PubMed:
10340289]

Evins AE, Cather C, Culhane MA, Birnbaum A, Horowitz J, Hsieh E, Freudenreich O, Henderson DC,
Schoenfeld DA, Rigotti NA, Goff DC. A 12-week double-blind, placebo-controlled study of
bupropion sr added to high-dose dual nicotine replacement therapy for smoking cessation or
reduction in schizophrenia. J Clin Psychopharmacol 2007;27:380–386. [PubMed: 17632223]

Evins AE, Cather C, Deckersbach T, Freudenreich O, Culhane MA, Olm-Shipman CM, Henderson
DC, Schoenfeld DA, Goff DC, Rigotti NA. A double-blind placebo-controlled trial of bupropion
sustained-release for smoking cessation in schizophrenia. J Clin Psychopharmacol 2005;25:218–
225. [PubMed: 15876899]

Prochaska Page 8

Drug Alcohol Depend. Author manuscript; available in PMC 2011 August 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.nysun.com/new-york/state-prohibits-smoking-in-addiction-recovery/82402/


Evins AE, Culhane MA, Alpert JE, Pava J, Liese BS, Farabaugh A, Fava M. A controlled trial of
bupropion added to nicotine patch and behavioral therapy for smoking cessation in adults with
unipolar depressive disorders. J Clin Psychopharmacol 2008;28:660–666. [PubMed: 19011435]

Farrell M, Howes S, Bebbington P, Brugha T, Jenkins R, Lewis G, Marsden J, Taylor C, Meltzer H.
Nicotine, alcohol and drug dependence and psychiatric comorbidity. Results of a national
household survey. Br J Psychiatry 2001;179:432–437. [PubMed: 11689401]

Fidler JA, West R. Self-perceived smoking motives and their correlates in a general population
sample. Nicotine Tob Res 2009;10:1182–1188. [PubMed: 19640835]

Fiore, MC.; Jaen, CR.; Baker, TB., et al. Clinical Practice Guideline. Rockville, MD: U.S. Department
of Health and Human Services, Public Health Service; 2008. Treating Tobacco Use and
Dependence: 2008 Update.

Frosch DL, Shoptaw S, Nahom D, Jarvik ME. Associations between tobacco smoking and illicit drug
use among methadone-maintained opiate-dependent individuals. Exp Clin Psychopharmacol
2000;8:97–103. [PubMed: 10743909]

Fuller BE, Guydish J, Tsoh J, Reid MS, Resnick M, Zammarelli L, Ziedonis DM, Sears C, McCarty D.
Attitudes toward the integration of smoking cessation treatment into drug abuse clinics. J Subst
Abuse Treat 2007;32:53–60. [PubMed: 17175398]

Glassman AH, Covey LS, Stetner F, Rivelli S. Smoking cessation and the course of major depression:
a follow-up study. Lancet 2001;357:1929–1932. [PubMed: 11425414]

Goff DC, Henderson DC, Amico E. Cigarette smoking in schizophrenia: relationship to
psychopathology and medication side effects. Am J Psychiatry 1992;149:1189–1194. [PubMed:
1503131]

Grant BF, Hasin DS, Chou SP, Stinson FS, Dawson DA. Nicotine dependence and psychiatric
disorders in the United States: results from the national epidemiologic survey on alcohol and
related conditions. Arch Gen Psychiatry 2004;61:1107–1115. [PubMed: 15520358]

Hall SM, Tsoh JY, Prochaska JJ, Eisendrath S, Rossi JS, Redding CA, Rosen AB, Meisner M,
Humfleet GL, Gorecki JA. Treatment for cigarette smoking among depressed mental health
outpatients: a randomized clinical trial. Am J Public Health 2006;96:1808–1814. [PubMed:
17008577]

Hayworth, P. My names is Peg Hayworth and I am a caseworker at Step Forward, which is a
rehabilitative psychosocial club for the chronically mentally ill in Waco, Texas. 1996. p.
524108319-524108322.Accessed on 3/8/10 from: http://legacy.library.ucsf.edu/tid/ojj70d00

Himelhoch S, Lehman A, Kreyenbuhl J, Daumit G, Brown C, Dixon L. Prevalence of chronic
obstructive pulmonary disease among those with serious mental illness. Am J Psychiatry
2004;161:2317–2319. [PubMed: 15569908]

Holtzman, A. A. Memo to Horace Kornegay about tax-free cigarettes for patient treatment. 1975. p.
TCAL0004383Accessed on 3/8/10 from: http://legacy.library.ucsf.edu/tid/mkn96d00

Hser YI, McCarthy WJ, Anglin MD. Tobacco use as a distal predictor of mortality among long-term
narcotics addicts. Prev Med 1994;23:61–69. [PubMed: 8016035]

Hughes JR. Possible effects of smoke-free inpatient units on psychiatric diagnosis and treatment. J
Clin Psychiatry 1993;54:109–114. [PubMed: 8468309]

Hurt RD, Offord KP, Croghan IT, Gomez-Dahl L, Kottke TE, Morse RM, Melton LJ 3rd. Mortality
following inpatient addictions treatment. Role of tobacco use in a community-based cohort. JAMA
1996;275:1097–1103. [PubMed: 8601929]

Joseph AM, Hecht SS, Murphy SE, Lando H, Carmella SG, Gross M, Bliss R, Le CT, Hatsukami DK.
Smoking reduction fails to improve clinical and biological markers of cardiac disease: a
randomized controlled trial. Nicotine Tob Res 2008;10:471–481. [PubMed: 18324566]

Kahler CW, Brown RA, Ramsey SE, Niaura R, Abrams DB, Goldstein MG, Mueller TI, Miller IW.
Negative mood, depressive symptoms, and major depression after smoking cessation treatment in
smokers with a history of major depressive disorder. J Abnorm Psychol 2002;111:670–675.
[PubMed: 12428781]

Kandel, DB. Stages and pathways of drug involvement: examining the gateway hypothesis. Cambridge
University Press; Cambridge, UK; New York: 2002.

Prochaska Page 9

Drug Alcohol Depend. Author manuscript; available in PMC 2011 August 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://legacy.library.ucsf.edu/tid/ojj70d00
http://legacy.library.ucsf.edu/tid/mkn96d00


Kendler KS, Neale MC, MacLean CJ, Heath AC, Eaves LJ, Kessler RC. Smoking and major
depression. A causal analysis. Arch Gen Psychiatry 1993;50:36–43. [PubMed: 8422220]

Klungsoyr O, Nygard JF, Sorensen T, Sandanger I. Cigarette smoking and incidence of first depressive
episode: an 11-year, population-based follow-up study. Am J Epidemiol 2006;163:421–432.
[PubMed: 16394201]

Kohn CS, Tsoh JY, Weisner CM. Changes in smoking status among substance abusers: baseline
characteristics and abstinence from alcohol and drugs at 12-month follow-up. Drug Alcohol
Depend 2003;69:61–71. [PubMed: 12536067]

Lasser K, Boyd JW, Woolhandler S, Himmelstein DU, McCormick D, Bor DH. Smoking and mental
illness: A population-based prevalence study. JAMA 2000;284:2606–2610. [PubMed: 11086367]

Lawn S, Pols R. Smoking bans in psychiatric inpatient settings? A review of the research. Aust N Z J
Psychiatry 2005;39:866–885. [PubMed: 16168014]

Levin ED, Conners CK, Silva D, Hinton SC, Meck WH, March J, Rose JE. Transdermal nicotine
effects on attention. Psychopharmacology (Berl) 1998;140:135–141. [PubMed: 9860103]

Marlatt GA, Curry S, Gordon JR. A longitudinal analysis of unaided smoking cessation. J Consult Clin
Psychol 1988;56:715–720. [PubMed: 3192787]

McFall M, Atkins DC, Yoshimoto D, Thompson CE, Kanter E, Malte CA, Saxon AJ. Integrating
tobacco cessation treatment into mental health care for patients with posttraumatic stress disorder.
Am J Addict 2006;15:336–344. [PubMed: 16966189]

McNeill A. Harm reduction. BMJ 2004;328:885–887. [PubMed: 15073074]
Montoya ID, Herbeck DM, Svikis DS, Pincus HA. Identification and treatment of patients with

nicotine problems in routine clinical psychiatry practice. Am J Addict 2005;14:441–454.
[PubMed: 16257881]

Myers MG, MacPherson L. Smoking cessation efforts among substance abusing adolescents. Drug
Alcohol Depend 2004;73:209–213. [PubMed: 14725961]

National Cancer Institute. U.S. Department of Health and Human Services, National Cancer Institute. ,
editor. Smoking and Tobacco Control Monograph No. 13. Bethesda, MD: 2001. Risks Associated
with Low Machine-Measured Yields of Tar and Nicotine. NIH Publication No. 02-5074

Oquendo MA, Galfalvy H, Russo S, Ellis SP, Grunebaum MF, Burke A, Mann JJ. Prospective study of
clinical predictors of suicidal acts after a major depressive episode in patients with major
depressive disorder or bipolar disorder. Am J Psychiatry 2004;161:1433–1441. [PubMed:
15285970]

Parrott AC. Does cigarette smoking cause stress? Am Psychol 1999;54:817–820. [PubMed: 10540594]
Patkar AA, Gopalakrishnan R, Lundy A, Leone FT, Certa KM, Weinstein SP. Relationship between

tobacco smoking and positive and negative symptoms in schizophrenia. J Nerv Ment Dis
2002;190:604–610. [PubMed: 12357094]

Phillips KM, Brandon TH. Do psychologists adhere to the clinical practice guidelines for tobacco
cessation? A survey of practitioners Prof Psychol 2004;35:281–285.

Prochaska JJ, Delucchi K, Hall SM. A meta-analysis of smoking cessation interventions with
individuals in substance abuse treatment or recovery. J Consult Clin Psychol 2004a;72:1144–1156.
[PubMed: 15612860]

Prochaska JJ, Fromont SC, Hall SM. How prepared are psychiatry residents for treating nicotine
dependence? Acad Psychiatry 2005;29:256–261. [PubMed: 16141120]

Prochaska JJ, Fromont SC, Louie AK, Jacobs MH, Hall SM. Training in tobacco treatments in
psychiatry: a national survey of psychiatry residency training directors. Acad Psychiatry
2006;30:372–378. [PubMed: 17021144]

Prochaska JJ, Gill P, Hall SM. Treatment of tobacco use in an inpatient psychiatric setting. Psychiatr
Serv 2004b;55:1265–1270. [PubMed: 15534015]

Prochaska JJ, Hall SM, Bero LA. Tobacco use among individuals with schizophrenia: what role has
the tobacco industry played? Schizophr Bull 2008a;34:555–567. [PubMed: 17984298]

Prochaska JJ, Hall SM, Tsoh JY, Eisendrath S, Rossi JS, Redding CA, Rosen AB, Meisner M,
Humfleet GL, Gorecki JA. Treating tobacco dependence in clinically depressed smokers: effect of
smoking cessation on mental health functioning. Am J Public Health 2008b;98:446–448.
[PubMed: 17600251]

Prochaska Page 10

Drug Alcohol Depend. Author manuscript; available in PMC 2011 August 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Rekart ML. Sex-work harm reduction. Lancet 2005;366:2123–2134. [PubMed: 16360791]
Richter KP, McCool RM, Okuyemi KS, Mayo MS, Ahluwalia JS. Patients' views on smoking

cessation and tobacco harm reduction during drug treatment. Nicotine Tob Res 2002;4(Suppl
2):S175–182. [PubMed: 12573178]

Robertson, ER. Tobacco Documents Online; I am a psychiatrist at the Hawaii State Hospital. 2000. p.
522700931-522700932.Accessed on 3/8/10 from:
http://tobaccodocuments.org/landman/522700931-0932.html#images

Shiffman S. Assessing smoking patterns and motives. J Consult Clin Psychol 1993;61:732–742.
[PubMed: 8245271]

Shoptaw S, Jarvik ME, Ling W, Rawson RA. Contingency management for tobacco smoking in
methadone-maintained opiate addicts. Addict Behav 1996;21:409–412. [PubMed: 8883490]

Silagy C, Lancaster T, Stead L, Mant D, Fowler G. Nicotine replacement therapy for smoking
cessation. Cochrane Database Syst Rev 2002:CD000146. [PubMed: 12519537]

Stage KB, Glassman AH, Covey LS. Depression after smoking cessation: case reports. J Clin
Psychiatry 1996;57:467–469. [PubMed: 8909333]

Stahl, SM. Essential Psychopharmacology. Cambridge University Press; Cambridge: 2000.
Stratton K, Shetty P, Wallace R, Bondurant S. Clearing the smoke: the science base for tobacco harm

reduction--executive summary. Tob Control 2001;10:189–195. [PubMed: 11387543]
Stubbs J, Haw C, Garner L. Survey of staff attitudes to smoking in a large psychiatric hospital.

Psychiatr Bulletin 2004;28:204–207.
Torres LD, Barrera AZ, Delucchi K, Penilla C, Perez-Stable EJ, Munoz RF. Quitting smoking does not

increase the risk of major depressive episodes among users of Internet smoking cessation
interventions. Psychol Med 2010;40:441–449. [PubMed: 19627638]

Torrijos RM, Glantz SA. The US Public Health Service “treating tobacco use and dependence clinical
practice guidelines” as a legal standard of care. Tob Control 2006;15:447–451. [PubMed:
17130373]

Tsemberis S, Eisenberg RF. Pathways to housing: supported housing for street-dwelling homeless
individuals with psychiatric disabilities. Psychiatr Serv 2000;51:487–493. [PubMed: 10737824]

Tsoh JY, Humfleet GL, Munoz RF, Reus VI, Hartz DT, Hall SM. Development of major depression
after treatment for smoking cessation. Am J Psychiatry 2000;157:368–374. [PubMed: 10698811]

Tsoh JY, Lam JN, Delucchi KL, Hall SM. Smoking and depression in Chinese Americans. Am J Med
Sci 2003;326:187–191. [PubMed: 14557732]

U.S. Department of Health and Human Services. U.S. Department of Health and Human Services,
Coordinating Center for Health Promotion, National Center for Chronic Disease Prevention and
Health Promotion, Office on Smoking and Health. , editor. The Health Consequences of
Involuntary Exposure to Tobacco Smoke: A Report of the Surgeon General. Rockville, MD: 2006.

Upadhyaya HP, Brady KT, Wharton M, Liao J. Psychiatric disorders and cigarette smoking among
child and adolescent psychiatry inpatients. Am J Addict 2003;12:144–152. [PubMed: 12746089]

Warner KE. Tobacco harm reduction: promise and perils. Nicotine Tob Res 2002;4(Suppl 2):S61–71.
[PubMed: 12580158]

Zevin S, Benowitz NL. Drug interactions with tobacco smoking. An update. Clin Pharmacokinet
1999;36:425–438. [PubMed: 10427467]

Ziedonis DM, Guydish J, Williams J, Steinberg M, Foulds J. Barriers and solutions to addressing
tobacco dependence in addiction treatment programs. Alcohol Res Health 2006;29:228–235.
[PubMed: 17373414]

Ziedonis DM, Kosten TR, Glazer WM, Frances RJ. Nicotine dependence and schizophrenia. Hosp
Community Psychiatry 1994;45:204–206. [PubMed: 7910577]

Prochaska Page 11

Drug Alcohol Depend. Author manuscript; available in PMC 2011 August 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://tobaccodocuments.org/landman/522700931-0932.html#images

