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Objectives

1. Describe the significance of tobacco use and mental illness 

2. Explain evidence-based guidelines for addressing tobacco use

3. Describe the Tobacco Treatment Services (TTS) at ESH

4. Discuss nicotine withdrawal management outcomes of the TTS



Significance



Adverse effects of smoking among persons 
with mental illness

Nonsmokers with Mental illness :
• Have better health
• Live longer
• Need less medication
• Have less depression
• Save more money

Smokers with Mental illness :
• Die 10-25 years earlier
• Have more depression and anxiety
• Have more substance use problems
• Have more cardiovascular and 

cardiopulmonary problems
• Are more likely to commit suicide
• Have sexual problems

Parks, Svendsen, Singer, Foti (2006). Morbidity and Mortality in People with Serious Mental Illness. National Association of State Mental Health 
Program Directors (NASMHPD). Medical Directors Council www.masmhpd.org ; Hennekens CH, Circulation, 1998; 97:1095-1102;  Steinberg ML, et al., 
Tobacco Control, 2004; Taylor et al., BMJ, 2014

Smoking keeps consumers from achieving recovery:
• Reduces financial stability
• Decreases opportunities for jobs
• Decreases ability to secure housing 



Cook, B.; Wayne, G.; Kafali, E.; Liu, Z.; Shu, C.; Flores, M. Trends in smoking among adults with mental illness and association between mental 
health treatment and smoking cessation. JAMA 2014, 311, 172-182.

Trends in smoking prevalence by mental health treatment status over 
time (2004 to 2011)

“This suggests that 
tobacco control 
policies and cessation 
interventions 
targeting the general 
population have not 
worked as effectively 
for persons with 
mental illness.”

(SOURCE: 2004-2011 Medical Expenditure Panel Survey [MEPS])



Clinical Practice Guidelines:
Assessments and Intervention Planning

“All smokers with psychiatric disorders, including substance use 
disorders, should be offered tobacco dependence treatment, and 
clinicians must overcome their reluctance to treat this 
population…. Treating tobacco dependence in individuals with 
psychiatric disorder is made more complex by the potential for 
multiple psychiatric disorders and multiple psychiatric 
medications.” 

(Treating Tobacco Use and Dependence: 2008 Update. Clinical Practice Guideline)

Fiore M, Jaén C, Baker T, et al. Treating Tobacco Use and Dependence: 2008 Update. Clinical Practice Guideline. Rockville, 
MD: U.S. Department of Health and Human Services. Public Health Service. ;2008



CDC Best practices: http://www.cdc.gov/vitalsigns/pdf/2013-02-vitalsigns.pdf

CDC Recommendations for behavioral health 
settings

qStopping practices that encourage tobacco use (such as 
not providing cigarettes to patients and not allowing staff to 
smoke with patients)

qMaking entire campus 100% smoke-free 

qIncluding quitting treatment as part of mental health 
treatment and wellness



Basic Assumption in Tobacco Dependence Treatment



Encourage Use of Pharmacotherapy

§ Every smoker should be encouraged 
to use smoking cessation medications 
(with the exception of special 
circumstances like pregnancy)

§ Clinicians should explain how 
medications:
§ increase smoking cessation success
§ Reduce withdrawal symptoms

§ Because individuals with MI are more 
nicotine dependent, consider 
individualizing medications by:
§ Higher dosages
§ Longer durations
§ combinations

Nicotine 
Replacement 
Therapy

Oral Medications 

Fiore M, Jaén C, Baker T, et al. Treating Tobacco Use and Dependence: 2008 Update. Clinical Practice Guideline. Rockville, 
MD: U.S. Department of Health and Human Services. Public Health Service. ;2008



Tobacco Dependence Treatment vs. 
Nicotine Withdrawal Management

Tobacco use treatment 
Goal: To address tobacco use 
disorder 
Approach: Behavioral therapy 
+ Pharmacotherapy
(Using 5 A’s model)
Assessments: 
• Tobacco use history
• Motivation to quit & Stage of 

Change
• Prior use of tobacco dependence 

pharmacotherapy 

Nicotine Withdrawal Management

Goal: To minimize discomfort while 
in the hospital 

Approach: Pharmacotherapy & 
craving minimization

Assessment: 
• Tobacco use frequency & amount
• Minnesota Nicotine Withdrawal Scale

Fiore M, Jaén C, Baker T, et al. Treating Tobacco Use and Dependence: 2008 Update. Clinical Practice Guideline. Rockville, 
MD: U.S. Department of Health and Human Services. Public Health Service. ;2008



Nicotine Replacement for Tobacco users



ESH Tobacco Treatment Services



Tobacco Treatment Clinic provides follow-up assessment on unit
1. Assesses nicotine withdrawal, motivation to quit, and stage of change
2. Make recommendations to care team for tobacco treatment plan

a) Adjustment of tobacco cessation medication
b) Attend tobacco dependence education or cessation group (based on stage of change)

Patient identified as a tobacco user at admission

Admitting Physician/APP orders appropriate NRT

Tobacco Treatment Services Flow Chart

Tobacco Treatment Clinic provides individual or group classes
1. 30 min tobacco education (For Pre-contemplation and Contemplation stages)
2. 30 min tobacco cessation groups (For Preparation, Action, and Maintenance)
3. Provide referrals to tobacco treatment programs (e.g., KY quitline)

Attending Physician/APP orders medication at discharge as appropriate 



Screening of Tobacco Use Among Patients 
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Nicotine patch offered at admission among those 
assessed for nicotine withdrawal (n = 356)
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Frequency of nicotine withdrawal symptoms* (n = 356) 

Craving, 68.0

Depressed 
Mood, 9.3
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Concentration, 
7.6
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10.7

Weight 
loss/gain, 9.0

*Based on the Minnesota Nicotine Withdrawal Scale, an 8-Item questionnaire that assesses severity of nicotine withdrawal. 
Hughes JR, Hatsukami D. Signs and symptoms of tobacco withdrawal. Archives of General Psychiatry. 1986;43:289–294



Reporting any Nicotine Withdrawal Symptom by Diagnosis (n = 
356)

*No significant differences by diagnosis using chi-square analysis (p=.09)
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Intensity of nicotine withdrawal symptom scores by 
diagnosis (n = 356, Mean=3.07, SD=3.91)
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Any nicotine withdrawal by receiving NRT at 
admission (n = 356)

Pe
rc

en
t %

77.9 72.4 77.4 81.689.092.2 73.090.5 73.1 73.9 79.679.4

0

20

40

60

80

100

NRT offered
(n=249)

Not offered
(n=43)

On unit (n=47) Refused/Not
indicated (n=17)

71.9 67.4

91.5
76.5

*Significant group differences using chi-square analysis (p=.028)



Intensity of nicotine withdrawal by receiving NRT 
at admission (n = 356, Mean=3.07, SD=3.91)
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Changes in nicotine withdrawal intensity with 
NRT provided at admission by months
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Conclusions
•Significant tobacco use at ESH (62.3% vs. 29.6% in Kentucky)
•High reporting of any nicotine withdrawal symptoms 
(74.2%, most prevalent is craving)
• But low intensity of withdrawal (Mean=3.07 + 3.91)

•Those with substance use disorders have the highest 
intensity of withdrawal

•Those for whom the nicotine patch is delayed (on unit) have 
the highest reporting of and intensity of withdrawal

•Increasing patch administration is associated with 
decreased nicotine withdrawal intensity scores over time



Implications
•Need for best practices in documenting tobacco use and 
offering all tobacco users nicotine replacement therapy 
during tobacco-free hospitalizations

•Nursing-led tobacco treatment results in better 
management of withdrawal

•Services may be expanded beyond ESH to other setting 
throughout the UK Healthcare enterprise



Future Research
•Examine psychometric properties of the Minnesota Nicotine 
Withdrawal Scale for psychiatric patients
• Determine sensitivity and specificity to nicotine withdrawal

•Examine the effectiveness of other tobacco cessation 
medications (e.g., varenicline or bupropion) in managing 
nicotine withdrawal

•Examine the effects of nicotine withdrawal management on 
motivation for tobacco use treatment at discharge



QUESTIONS?


