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ethnic groups, Blacks experience elevated risk for tobacco-related 
mortality (Centers for Disease Control and Prevention, 2009a; 
Horner et al., 2009; National Center for Health Statistics, 2008). 
The Healthy People 2010 goals for the nation are to eliminate 
health-related disparities that occur by race/ethnicity and  
reduce the prevalence of smoking to 12% by 2010 (U.S. Depart-
ment of Health and Human Services, 2000). Declines in tobacco 
use among Blacks have stagnated, declining only 2% over the 
past ten years from a prevalence of 24.3% in 1999 to 22.0% in 
2009 (Centers for Disease Control and Prevention, 2001, 
2009b). Hence, there is a need to identify barriers to smoking 
cessation for Blacks.

In the general population, a strong relationship has been 
demonstrated between mental illness and tobacco use across a 
full range of psychiatric disorders (Colton & Manderscheid, 2006; 
Prochaska, Fromont, Hudmon, & Cataldo, 2009; Schroeder & 
Morris, 2010; Ziedonis et al., 2008). Epidemiological studies 
have documented a higher smoking prevalence, lower quit rates, 
and heavier smoking for persons with schizophrenia, major 
depression, bipolar disorder, anxiety disorder, panic attacks, 
posttraumatic stress disorder, alcohol abuse, and drug abuse 
relative to those without mental illness (Breslau, Davis, & Schultz, 
2003; Grant, Hasin, Chou, Stinson, & Dawson, 2004; John, 
Meyer, Rumpf, & Hapke, 2009; Lasser et al., 2000). These studies 
have further estimated that nearly half the cigarettes sold in the 
United States are consumed by individuals with current mental 
illness (Grant et al.; Lasser et al., 2000). As a consequence, per-
sons with mental illness are dying, on average, 25 years prema-
turely, with the major causes of death being tobacco-related 
chronic diseases (Colton & Manderscheid; Miller, Paschall, & 
Svendsen, 2006).

We are unaware of any epidemiological study examining 
the association of smoking with diagnosable psychiatric disor-
ders by racial or ethnic group, in particular, among Blacks. 
The current study sought to examine the relationship between 
cigarette smoking and quitting among Blacks with and without 
mental disorders using national epidemiological data from the 
2001–2003 National Survey of American Life (NSAL; Jackson, 
Neighbors, Nesse, Trierweiler, & Torres, 2004; Jackson, Torres, 
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Introduction
Tobacco use remains a significant public health problem in the 
United States. Despite rates of tobacco use comparable to other 
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et al., 2004). The study aims were to (a) compare cigarette 
smoking prevalence and quit rates according to lifetime and 
past year Diagnostic and Statistical Manual of Mental Disor-
ders, Fourth Edition (DSM-IV) mental disorders in a nationally 
representative sample of Blacks; (b) compare the prevalence of 
heavier versus lighter smoking according to the number of 
mental disorders; and (c) examine the influence of gender, age, 
education, poverty status, and marital status on the relationship 
between mental illness and smoking. We hypothesized that 
Blacks with mental illness would have a higher smoking preva-
lence than those without mental illness, would smoke more 
cigarettes per day (CPD), and have lower quit rates.

Methods
Data Source
The NSAL was the first cross-sectional survey conducted to assess 
the national prevalence among Blacks of mental disorders, mental 
health service utilization, functional impairments, and protec-
tive and risk factors for mental disorders (Jackson, Neighbors, 
et al., 2004; Jackson, Torres, et al., 2004). Survey administration 
occurred between February 2, 2001 and June 30, 2003 in a ran-
dom sample of households across the 48 contiguous states and 
the District of Columbia and became publicly available with 
personal identifiers removed in May 2007. The NSAL is part of 
the Collaborative Psychiatric Epidemiology Surveys initiative 
sponsored by the National Institute of Mental Health that also 
included the National Comorbidity Survey Replication (Kessler & 
Merikangas, 2004; Kessler et al., 2003; Kessler, Berglund, et al., 
2004 ).

The NSAL includes a nationally representative sample of 
households, based on 2000 census data, with one self-identified 
Black adult aged 18 years or older collected using a stratified 
four-stage probability sampling method (Heeringa et al., 2004). 
Eligibility criteria for the NSAL included speaking and under-
standing English and scoring 4 or higher on the Short Portable 
Mental Status Questionnaire (Heeringa et al., 2004; Pennell et al., 
2004; Pfeiffer, 1975). Persons recruited were community dwell-
ing; the response rate was 71.5%. The NSAL interview averaged 
145 min, and participants were compensated $50 for their 
time. Interviewers (N = 329, 62% Black) completed a mean of 
seven days of training (Pennell et al., 2004). The University of 
Michigan Institutional Review Board (IRB) approved the data 
collection, and the University of California, San Francisco IRB 
approved the data analyses in the current study.

The sample includes 3,411 Blacks aged 18–94 years assessed 
for cigarette smoking. The term “Blacks” refers to persons who 
self-identified as black, not Hispanic, were born in the Unites 
States, and had parents and grandparents also born in the United 
States (Jackson, Torres, et al., 2004).

Measures
Definition of Mental Disorders
Mental disorders were defined according to the DSM-IV 
(American Psychiatric Association, 1994). The World Health 
Organization’s Composite International Diagnostic Interview 
(CIDI) assessed mental disorders based on the diagnostic criteria 
in the DSM-IV (Kessler & Ustün, 2004; Kessler, Abelson, et al., 
2004). The CIDI is a structured computer-delivered interview of 

mental disorders developed for administration by persons who 
are not mental health professionals (Kessler, Abelson, et al., 
2004). Participants were assessed for 13 DSM-IV disorders in 
their lifetime, past year, and past month, including major depres-
sive disorder, dysthymia, Bipolar I disorder, Bipolar II disorder, 
panic disorder, generalized anxiety disorder, posttraumatic stress 
disorder, agoraphobia without panic disorder, social phobia,  
alcohol abuse, alcohol dependence, drug abuse, and drug depen-
dence. Too few participants met DSM-IV criteria for Bipolar II 
disorder for analysis by individual disorder; however, the cate-
gories for any mental illness include participants meeting criteria 
for Bipolar II disorder. Additionally, the NSAL did not assess the 
functional impairment criterion required for a DSM-IV psychot-
ic disorder; therefore, we report on psychotic symptoms that 
include hallucinations and/or delusions unrelated to substance 
use or a medical condition. The number of lifetime disorders was 
tallied as none, one, two, three, or four or more. We followed the 
DSM-IV hierarchy criterion, which states that persons meeting 
criteria for alcohol abuse or drug abuse cannot also have a diag-
nosis of alcohol dependence or drug dependence, respectively; 
those meeting criteria for dysthymia or a generalized anxiety dis-
order cannot also have a diagnosis of a major depressive disor-
der; and those meeting criteria for a major depressive disorder 
cannot also have a diagnosis of bipolar disorder (American 
Psychiatric Association).

Definitions of Cigarette Smoking and Quit Rates
Never-smokers reported never having smoked 100 cigarettes. 
Lifetime smokers were defined as having smoked 100 or more 
cigarettes in one’s lifetime. Among lifetime smokers, current 
smokers responded affirmatively to the question, “Do you 
currently smoke?” and former smokers responded in the neg-
ative. Formers smokers were asked the age at which they quit 
smoking. Consumption was assessed by the question, “How 
many cigarettes per day (CPD) do you smoke?” Peak con-
sumption was assessed by the question, “How many cigarettes 
did you smoke per day during the period when you were 
smoking the most?” Persons whose consumption was 10 or 
fewer CPD were classified as “lighter” smokers and those 
whose consumption was 11 or more CPD were classified as 
“heavier” smokers (Haiman et al., 2006). The quit rate was 
defined as the proportion of lifetime smokers who were not 
current smokers.

The proportion of all cigarettes smoked by Blacks with a 
past year mental disorder was calculated using the following 
formula: M

1
 × C

1
/(M

2
 × C

2
 + M

1
 × C

1
), where M

1
 = the number 

of current smokers with a past year mental disorder, C
1
 = the 

mean consumption of CPD by current smokers with a past year 
mental disorder, M

2
 = the number of current smokers without 

mental illness, and C
2
 = the mean consumption of CPD by 

current smokers without mental illness (Lasser et al., 2000). 
Values were weighted to be nationally representative. Propor-
tions also were calculated using the CPD during peak consump-
tion for both groups.

Analysis Strategy
We first examined the prevalence of lifetime and past year 
mental disorders according to demographic and socioeco-
nomic variables. We then examined the prevalence of current 
smoking, lifetime smoking, and quit rates according to mental 
disorders and psychotic symptoms. Next, we examined the  
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association between smoking intensity and lifetime mental 
disorders by comparing the prevalence of heavier and lighter 
smoking according to the number of lifetime mental disorders 
(range: none to four or more). Lastly, we ran logistic regres-
sion analyses to examine associations between lifetime, past 
year, and past month mental illness with current smoking sta-
tus and former smoking or quit status after controlling for 
age, gender, poverty, education level, and marital status. We 
analyzed quit status for any duration and repeated the analysis 
for former smokers with prolonged abstinence of at least one 
year (Hughes et al., 2003). All logistic regression analyses con-
trolled for gender, age, poverty status, education level, and 
marital status because epidemiological studies have found  
associations with cigarette smoking status (Centers for Disease 
Control and Prevention, 2009a; Tseng, Lin, Martin, Chen, & 
Partridge, 2010).

Prevalence estimates represent the Black adult population, 
and SE estimates account for the NSAL’s design-based cluster-
ing and stratification through application of weighted variables 
(Heeringa et al., 2004). Proc Surveyfreq and Proc Surveylogistic 
in SAS software version 9.2 (SAS Institute, Cary, NC) calculated 
weighted estimates and accounted for the design-based cluster-
ing and stratification.

Results
The prevalence of any lifetime, past year, and past month men-
tal illness was 36.9%, 18.1%, and 4.7%, respectively. Persons 
with incomes below the poverty line; those with less than a high 
school degree; those who were divorced, separated, or widowed; 
and those living in the Northeast and Midwest had the highest 
prevalence of lifetime and past year mental illness relative to 
other groups (see Table 1).

For the total sample, the prevalence of current smoking was 
27.7% and lifetime smoking was 42.6%. The current smoking 
prevalence for respondents with no mental illness was 20.6% 
compared with 35.6% for those with a lifetime mental illness, 
36.0% for those with a past year mental illness, and 45.4% for 
those with a past month mental illness. The lifetime smoking 
prevalence for respondents with no mental illness was 34.6% 
compared with 51.7% for those with a lifetime mental illness, 
48.8% for those with a past year mental illness, and 57.9% for 
those with a past month mental illness.

Table 2 summarizes the smoking prevalence and quit rates 
according to mental disorders in the lifetime and past year. 
Parallel analyses were not run for past month mental disorders 

Table 1. Prevalence of DSM-IV Mental Disorders According to Demographics For Blacksa

Demographic characteristics
Ns per demographic 
category

Any lifetime psychiatric  
disorder, % ± SE

Any past year psychiatric  
disorder, % ± SE

Total sample 3,411 36.9 ± 1.2 18.1 ± 0.9
Gender
  Women 2,202 38.1 ± 1.2 21.6 ± 1.1
  Men 1,209 35.3 ± 1.8 13.6 ± 1.2
Age, years
  18–24 473 36.0 ± 2.2 21.3 ± 2.4
  25–34 730 35.5 ± 2.3 18.1 ± 1.9
  35–44 810 39.1 ± 2.0 18.5 ± 1.9
  45–54 622 44.0 ± 2.0 21.8 ± 1.6
Highest education level
  Some high school or less 879 44.5 ± 2.0 24.8 ± 1.6
  High school degree or GED 1,289 31.8 ± 1.8 15.8 ± 1.3
  Some college 779 38.5 ± 2.2 16.5 ± 1.4
  College degree or greater 464 34.3 ± 2.9 15.2 ± 2.4
Federal poverty levelb

  Below poverty 642 43.5 ± 2.3 25.0 ± 1.7
  Above poverty 2,769 35.3 ± 1.2 16.5 ± 0.9
Marital status
  Married/cohabiting 1,174 31.5 ± 1.7 13.6 ± 1.1
  Divorced/separated/widowed 1,106 44.9 ± 1.7 22.1 ± 1.4
  Never married 1,131 37.2 ± 1.8 20.7 ± 1.4
Region of residence
  Northeast 399 44.1 ± 1.7 20.8 ± 1.8
  Midwest 542 45.1 ± 3.1 23.7 ± 3.4
  West 231 38.4 ± 3.7 19.1 ± 3.1
  South 2,239 32.0 ± 1.6 15.4 ± 0.9

Note. DSM-IV = Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition; GED = General Education Diploma.
aMental disorders are defined using the DSM-IV, as assessed by the Composite International Diagnostic Interview, administered in the 

National Survey of American (American Psychiatric Association, 1994; Jackson, Torres, et al., 2004; Kessler & Ustün, 2004). Estimates are weighted 
to be nationally representative of the Black adult population.

bFederal poverty-level threshold is defined using the 2001 Federal Poverty Guidelines (U.S. Department of Health and Human Services, 2001).
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given the small sample sizes. For all disorders assessed except 
lifetime dysthymia, meeting criteria for a mental disorder in 
one’s lifetime or past year was associated with higher current 
and lifetime smoking prevalence and lower quit rates relative to 
smokers with no mental illness. A dose–response relationship 
was found between the number of lifetime mental disorders and 
the prevalence of heavier and lighter smoking (see Figure 1).

Current smokers with mental illness in the past year 
(weighted n = 1,420,284) had a mean consumption of 9.6 CPD 
and consumed 23.9% of cigarettes smoked by Black smokers. 
For current smokers, there was a positive correlation between 
current CPD and CPD during peak consumption, r = .42, 
n = 931, p < .001. To replicate the method of Lasser et al. (2000), 
the formula also was calculated using unweighted frequencies 
and CPD during peak consumption, yielding an estimate that 
those with past year mental illness consumed 28.2% of cigarettes 
smoked by Blacks.

Logistic regression analyses found that lifetime, past year, 
and past month mental illness were all significantly associated 
with current smoking status after controlling for age, gender, 
poverty, education level, and marital status (Table 3). The  
covariates of gender, education, and marital status also were sig-
nificant; age and poverty were not significant.

We ran a similar model to examine associations with quit 
status. For the full sample, former smokers reported being quit 

for an average of 13.6 years (SD = 0.68, range: <1 to 65 years). 
The majority of former smokers (91.7%) had quit for at  
least one year. Logistic regression analyses found that neither 
lifetime (odds ratio [OR] = 0.89, 95% CI = 0.67–1.20), past year 
(OR = 0.76, 95% CI = 0.54–1.07), or past month (OR = 0.58, 
95% CI = 0.29–1.13) mental illness were significantly associated 

Table 2. Smoking Prevalence and Quit Rates According to Lifetime and Past Year DSM-IV 
Mental Disorders For Blacks (N = 3,411)a

Psychiatric disorders

Smoking status according to lifetime disorders Smoking status according to past year disorders

Current smoker,  
% ± SE

Lifetime smokerb, 
% ± SE

Quit ratec, 
% ± SE

Current smoker,  
% ± SE

Lifetime smokerb, 
% ± SE

Quit ratec, 
% ± SE

No mental illness 23.1 ± 1.2 37.2 ± 1.1 37.9 ± 2.1 25.9 ± 1.0 41.2 ± 1.0 37.2 ± 1.6
Mood disorders
  Major depressive disorder 34.4 ± 2.6 48.7 ± 2.6 29.5 ± 4.5 33.4 ± 3.9 43.0 ± 4.1 22.1 ± 5.2
  Dysthymia 32.3 ± 5.6 53.4 ± 5.4 39.6 ± 10.5 28.1 ± 4.4 41.8 ± 5.8 32.8 ± 10.8
  Bipolar I disorder 71.2 ± 8.3 76.5 ± 6.5 7.0 ± 3.9 67.8 ± 10.0 73.5 ± 8.6 7.8 ± 5.4
Anxiety disorders
  Panic disorder 43.5 ± 6.0 56.1 ± 5.2 22.4 ± 6.0 41.6 ± 6.4 55.7 ± 5.9 25.3 ± 7.8
  Generalized anxiety disorder 40.8 ± 5.7 55.9 ± 5.6 27.1 ± 6.7 36.9 ± 8.1 54.0 ± 8.5 31.7 ± 9.8
  Posttraumatic stress disorder 36.6 ± 3.7 50.6 ± 3.7 27.6 ± 4.8 40.8 ± 5.4 55.2 ± 5.8 26.1 ± 8.0
  Agoraphobia without panic 
disorder

35.1 ± 8.0 50.2 ± 9.7 30.0 ± 6.6 42.8 ± 10.0 54.3 ± 8.6 21.2 ± 8.9

  Social phobia 32.0 ± 3.3 46.5 ± 3.6 31.2 ± 5.5 34.1 ± 4.3 48.9 ± 4.5 30.2 ± 6.7
Substance disorders
  Alcohol abuse 58.1 ± 4.5 81.0 ± 2.6 28.3 ± 4.5 61.5 ± 8.7 71.9 ± 8.7 14.4 ± 6.3
  Alcohol dependence 55.5 ± 4.7 84.2 ± 3.0 34.1 ± 5.6 71.8 ± 5.3 81.3 ± 5.4 11.6 ± 4.6
  Drug abuse 25.4 ± 0.9 85.3 ± 2.4 25.9 ± 3.3 50.6 ± 12.2 62.6 ± 12.6 19.0 ± 9.9
  Drug dependence 61.3 ± 6.7 89.4 ± 3.2 31.4 ± 6.4 76.8 ± 9.3 81.3 ± 8.6 5.5 ± 5.4
  Psychotic symptoms 33.0 ± 2.7 50.6 ± 3.3 34.7 ± 3.9 30.6 ± 3.8 48.5 ± 3.8 36.9 ± 5.7
  Any lifetime disorder 35.6 ± 1.7 51.7 ± 1.5 31.2 ± 2.3 36.0 ± 2.0 48.8 ± 2.1 26.2 ± 2.9

Note. DSM-IV = Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition.
aMental disorders are defined using the DSM-IV, as assessed by the Composite International Diagnostic Interview, administered in the 

National Survey of American Life (American Psychiatric Association, 1994; Jackson, Torres, et al., 2004; Kessler & Ustün, 2004). Estimates are 
weighted to be nationally representative of the Black adult population.

bLifetime smokers are defined as smoking more than 100 cigarettes in one’s lifetime.
cQuit rate is the proportion of lifetime smokers who did not smoke when interviewed.
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Figure 1.  Smoking prevalence and  intensity according to the number 
of lifetime mental disorders for Blackss. Mental disorders are defined 
using the Diagnostic and Statistical Manual of Mental Disorders, Fourth 
Edition (DSM-IV), as assessed by the Composite International Diagnos-
tic Interview, administered in the National Survey of American Life 
(American Psychiatric Association, 1994; Jackson, Torres, et al., 2004; 
Kessler & Ustun, 2004). Estimates are weighted to be nationally repre-
sentative of the Black adult population. Heavier smokers are defined 
as smoking 11 or more cigarettes per day (CPD). Lighter smokers are 
defined as smoking 10 or fewer CPD (Haiman et al., 2006).
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with quit status after controlling for age, gender, poverty, edu-
cation level, and marital status. Only older age was significantly 
associated (OR = 1.05, 95% CI = 1.04–1.06) with an increased 
odds of quitting. We repeated the models defining quitting as 
being abstinent for ≥1 year and found that past year (OR = 0.72, 
95% CI = 0.53–0.97) and past month mental illness (OR = 0.54, 
95% CI = 0.29–0.98) were significantly associated with a lower 
odds of quitting, while lifetime mental illness was not associated 
with prolonged quit status (OR = 0.81, 95% CI = 0.62–1.07).

Discussion
The current findings indicate that Blacks with mental illness 
have a higher smoking prevalence and lower quit rate than 
Blacks with no mental illness, consistent with prior investiga-
tions in the general population (Grant et al., 2004; Lasser 
et al., 2000). Relative to those without mental illness, a higher 
smoking prevalence was found for 12 diagnosed mental dis-
orders and psychotic symptoms, both assessed for lifetime 
and past year. Lower quit rates were found for all but one of 
the disorders (lifetime diagnosis of dysthymia). Furthermore, 
a dose–response relationship was found between the number 
of lifetime mental disorders and smoking prevalence as well 
as the prevalence of heavier smoking. That is, persons with 
multiple mental disorders had a higher smoking prevalence 
and were more likely to smoke heavily relative to those with 
none or only one mental disorder. Mental illness in one’s 
lifetime, past year, or past month remained significant corre-
lates of current smoking after controlling for demographic 
characteristics.

We did not find an association between current quit status of 
any duration and lifetime mental illness, a finding consistent with 
meta-analysis of the literature of Hitsman, Borrelli, McChargue, 
Spring, and Niaura (2003), which found no differences in either 
short-term or long-term abstinence (defined as six months or 
greater) between smokers positive versus negative for a history of 
depression. In the current study, however, when prolonged quit 
status, defined as being quit for at least one year, was examined, 
both past month and past year mental illness were associated with 
a lower likelihood of being quit. Hughes and Kalman (2006) in 
their systematic review of the relationship between alcohol and 
tobacco use concluded that individuals with current and past  
alcohol problems were less likely to be former smokers.

The current study did not find an association between poverty 
with current smoking, which for a Black sample is not surprising. 
Other studies also have found no association between poverty and 
current smoking for Blacks (Kendzor et al., 2010; Klonoff & 
Landrine, 2001; Landrine & Klonoff, 2000). Furthermore, the 
lack of a relationship between poverty and smoking could have  
occurred because of the skewed distribution of Blacks with income 
above and below the federal poverty level; 81.2% of Blacks in our 
study had income above the federal poverty level. Fewer Blacks in 
our study (18.8%) had income below the federal poverty level 
compared with epidemiological data (24.7%) from the U.S. 
Census Bureau (DeNavas-Walt, Proctor, & Smith, 2009).

Several limitations warrant mention. The first is that find-
ings may not generalize to all Blacks in the U.S. population be-
cause, like other large epidemiological studies (Grant et al., 
2004; Lasser et al., 2000), the NSAL sampling method excluded 

Table 3. Logistic Regression Analyses Predicting Current Smoking From Mental Illness For 
Blacks, Adjusting For Demographics

Lifetime mental Illness Past year mental illness Past month mental illness

ORs 95% CI ORs 95% CI ORs 95% CI

Any mental illnessa

  No (reference) 1.00 1.00 1.00
  Yes 1.76 1.39–2.22 1.57 1.22–2.03 2.20 1.56–3.12
  Age, per year 0.99 0.99–1.00 0.99 0.99–1.00 0.99 0.99–1.00
Gender
  Women (reference) 1.00 1.00 1.00
  Men 1.60 1.30–1.95 1.64 1.34–2.01 1.61 1.32–1.97
Poverty
  Above (reference) 1.00 1.00 1.00
  Below 0.81 0.61–1.06 0.80 0.61–1.04 0.77 0.60–1.02
Education
  College degree or more (reference) 1.00 1.00 1.00
  No high school degree 2.72 1.86–3.97 2.73 1.87–3.97 2.76 1.89–4.03
  High school degree or GED 1.70 1.15–2.49 1.65 1.13–2.41 1.66 1.14–2.44
  Some college 1.53 1.02–2.28 1.55 1.05–2.30 1.56 1.06–2.32
Marital status
  Never married (reference) 1.00 1.00 1.00
  Married/cohabitating 1.36 1.05–1.75 1.36 1.06–1.76 1.36 1.06–1.76
  Separated/divorced/widowed 1.54 1.21–1.97 1.63 1.27–2.08 1.65 1.30–2.09

Note. DSM-IV = Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition; ORs = odds ratios; GED = General Education Diploma.
aConsists of psychotic symptoms and the following DSM-IV disorders: major depressive disorder, dysthymia, bipolar disorder, panic disorder, 

generalized anxiety disorder, posttraumatic stress disorder, agoraphobia without panic disorder, social phobia, alcohol abuse, alcohol dependence, 
drug abuse, and drug dependence (American Psychiatric Association, 1994).
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Blacks who were homeless or living in institutional settings, 
such as jails, prisons, military bases, nursing homes, and long-
term residential medical care facilities. In 2003, it was estimated 
that 10.4% of Black men aged 25–29 years were incarcerated in 
federal and state prisons (Harrison & Beck, 2004). Furthermore, 
Black men and women have served in the U.S. military in num-
bers greater than their percent of the population (U.S. Depart-
ment of Defense, 2006). The second limitation, again similar to 
other epidemiological studies (Kessler, Berglund, et al., 2004; 
Lasser et al., 2000), is that the frequency of current cigarette 
consumption (i.e., daily vs. nondaily smoking) was not speci-
fied. Though the study had a large overall sample size, limited 
prevalence of Bipolar II and past month mental illness resulted 
in our not being able to examine associations with tobacco use 
and resulted in large SEs for estimates of dysthymia, which may 
account for the disparate finding of a higher tobacco quit rate 
for individuals with lifetime dysthymia.

The current study’s estimates of lifetime (36.9%), past year 
(18.1%), and past month (4.7%) mental illness are lower than 
those reported in the literature for the general U.S. population: 
46.4%–48.0% for lifetime, 21%–29.5% for past year, and 17.1%–
28.3% for past month (Kessler, Chiu, Demler, Merikangas, & 
Walters, 2005; Kessler et al., 1994; Kessler, Berglund, et al., 2005; 
Lasser et al., 2000; U.S. Department of Health and Human 
Services, 1999; WHO International Consortium in Psychiatric 
Epidemiology, 2000). The lower estimates in the current study 
may be due to either real or artifact racial differences. Studies of 
Kessler et al. have found that Blacks have a lower prevalence 
of lifetime and past year mental disorders than Whites (Kessler 
et al., 1994; Kessler, Chiu, et al., 2005).

We are unaware of prior studies examining smoking preva-
lence according to DSM-IV mental disorders using a nationally 
representative sample of Blacks. Blacks with mental illness had 
higher rates of smoking and lower quit rates. Black smokers 
with mental illness may be a particularly vulnerable group at risk 
for discrimination and stigma due to their race, use of tobacco, 
and mental illness. The cessation literature has reported chal-
lenges in obtaining long-term quit rates for Blacks (Froelicher, 
Doolan, Yerger, McGruder, & Malone, 2010; Webb, 2008; 
Webb, de Ybarra, Baker, Reis, & Carey, 2010). Effective tobacco 
cessation interventions are needed (Fagan et al., 2004). Tradi-
tional quit smoking programs generally have not addressed 
mental illness as a barrier to cessation (Fiore et al., 2008). Simi-
larly, traditional mental health settings largely have ignored  
tobacco as a treatment target (Hall & Prochaska, 2009). The 
current findings underscore the need for greater integration.
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