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IEBRIonlem of Smoklng Ce
ifomia State H&pital Vlevaomt

nem 0 staldilize patients so they can
dlinisociety

2 e_r@ 10, get people off the substances that
BIEVENT them fiiom functioning, such as heroin
FoIethamphetamines

—

_é"ﬁple with mental illness and substance abuse
5:'%-* lave trouble without the added stress of
“tobacco cessation

* We have limited resources and need to set
sensible priorities; this isn't one of them
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. C]gare';r"g: aVe a poesitive side; they glelfe
salimrand: stabilize patients and! help staff
felzlplele Iarge caseloads

ffftes can motivate patients as well
m line— this just isn’t a priority for us
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JIOIECCO IS tNErleading catise of death for
SEENLS previously treated for alcohoel and other
PENENICOtiNE drlgs of abuse

SIeKING exacerbates mental iliness symptoms,
SHIV/AIDS symptoms, hepatitis C and other

p— - -

= conditions
i
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=% 1mpact of exposure to secondhand smoke
among nonsmoking clients and staff as well as
family members (including children) Is a very
Serious Issue
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SNE _'ottom liIne Is that with evidence
oourlr""@ ‘inron the harm caused by
:radhand smoke, facilities are being
== andated to go smoke free; there will be
"-'r*fo choice



AeREatients\Want te-@uil?’

puElimented interest in'quitting among| clients
SEIO55El 'treatment modalities
mm d | treatment approaches work with these

Be) its (NRT plus behavioral counseling and
rUplon)

— “’*Promlse of emerging new drugs

_e Patients are already In a secure, supportive
environment ideal for nicotine cessation

=

"__..'.--Il-




e —————

-_—

" —

SRIIIETS

= —
m— =

SiclifSIMekKe 1N 1arge numioers

Scliif Jrnr Infiermation and training on
nlle or Ie cessation

_cco USe IS not viewed as substance
— ~buse
~ ® Staff and clients smoking together is seen

as Informal counseling opportunity rather
than a boundary or therapeutic issue
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SSIeKINgVIEWED S a pnwlege and
rewmrrl grogramming IS built around
srruu 19 breaks

L 3# _. g1ve Inconsistent messages about

= smoking in treatment settings and about

e

= -sfgo_pplng smoking in recovery



VISEONCEptions,

- Opje drh grat a time
. Olnrrm( moklng will' jeopardize sobriety
=>C herrh Tjon t want to quit
====Te reatment doesn’t work
--___j:-‘_ZIZQU much too soon
~® Client is not focusing on recovery.

o Will make staff unhappy




\/\/mgnzA e the Facts About
Jmo' ng and Comorbidities?
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g2 2v0 Ol Clgarettes smoked I the ULS. are
C orujmeé By individuals with'a psychiatric
of Ju.o‘;-. abuse disorder.
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o pe'gmx wWith mentaliiliness are more than
WIGCE r.\_ likely to smoke as others.

QOLLﬁ y 60 95% of patients in addiction

Sifeatment are tobacco dependent.

= & 0f those individuals, roughly half smoke
~ more than 25 cigarettes per day.
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= C]gare"ra SGIKRE R aRPEaAS COSISten|  Am—
NIGIESTIAIMONg people with psychotic
dIBBROENS, DUt remains high also for
dEPKESSIoN;, anxiety, substance abuse, and

~ e crspnality disorders.

= "Aniestimated 200,000 smokers with mental

= 8 “iliness or addiction die each year due to
smoking, a figure highly disproportionate to
the number of those with mental disorders
In the general population.
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arative Causes of Annual
ad S
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Est.
200,000
per year
for
mentally ill
and SA

AIDS  Alcohol Motor Homicide Drug Suicide Smoking
Vehicle Induced

Source: CDC
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EEIESIof sSmoking are estimated at 50-
G0N patients with a clinical diagnosis of
rleor:-:;{

05-10% of psychiatric patients seeking
oklng cessation treatment have a past
- history of major depression or minor
dysthymic disorder.
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SINIOKING and,Schizoph

o Peiijer ][5 1 Schizophrenia smoke at
iIEErtimes the rate of the general
go gLl on.
=501 e studies show prevalence rates as
ﬁlﬂ as 90%.
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Soking and Schi_iophrg_g;’a‘i(?);

R STOKETSAVItRSChIZOPRIENIZNEXPERERGCE
REESSEW PSYChIatric symptoms, number of
jespItelizations; and need: for higher
WEWICALoN doses.

——Th ~metabollsm of tobacco (not nicotine)
= Can dramatically affect psychiatric

""*f-- “medication dosing requirements and blood
- levels by affecting the P450 liver
cytochrome enzymes.

® Often smoking requires a doubling of
medication dosage.
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SMENPIEsence of anianxiety disorder with
0f vv]"rho"'t j concurrent depression Is
JJru with an increased likelihood of
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AKIEty Disorders and :I'-GWP'

SIHEKING ias been found to be a risk
ieCLOITON the onset of panic disorder;
SlEvated smoking rates are observed in
._ 4}57- with' chronic panic disorder.
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= S Despite patients’ subjective reports that
~ smoking reduces anxiety, chronic nicotine
~ Use In animals Is related to increased
anxiety.
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g and Algohol Dependéfice
SIierdng and.Alcohol Depend

SESIOKErS have a 2-3 times greater risk for
£l ¢ onol o pendence than nonsmokers.

> AflElg ated 80% of alcoholics currently
J_m_f 0) __', |



SIIBKING| anc Alcohg_i“ Iwm;

(2) N

Viereralconolics die from smoking-related
cljse eseé‘ han from: alcohol- related ones.

> B el inders of Alcoholics Anonymous
_b;ﬁ‘rom thelr tobacco addictions.
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MEIOKING riates are 2-3 times higher among
clftle] grc dicts than the general population .

- aurvaﬁ have reported 85-98% smoking
| Oﬁ" /alence rates in methadone
= amtenance program patients.
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/ASISTTIOKING prevalence declines, a greater
orooorr on| of smokers are in this
OOOJ;L, ion

NiBhacco companies actively target the
entally Ill'and substance abusers

i g

’_—*; T_hIS IS proven through tobacco papers
(Project SCUM)
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WHENS © esp@qe-ly-lﬂ_eeﬁh

VIBYENESEANCI oNnl tolacco cessation In this
ooouhwgn

2 erJ ce that links cessation and smoke-
%nvwonments to iImproved quality of
Ife and longevity for these patients

e Proof of efficacy of these measures
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SECuNdand . Snoke J“"'

SECONal and smoke contains 4000
he cals, 50 of which are known
2l gens and 6 that negatively impact
= chi _hood development and reduce fertility
~ iniboth sexes.
- s '\Viore non-smokers will die from exposure

- to secondhand smoke than from any other

alr pollutant.

|




dre O Clzlfeplis YVALC) <if

Je ’ rlsk el developing chrenic

GOl g NG, Wheezing, and sputum

ouc iction; middle ear infections; and
fima.

,_ 2 ﬁfants are three times as likely to die

from SIDS If their mothers smoked during
and after pregnancy, and twice as likely If
their mothers stop smoking during

pregnancy but resume again following
pirth.



Uatien IS Unacceptanble
WI|| reduce, not Increase,
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FSECOr dhand smoke rules will force change
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_ *Siartmg now to help staff and patients
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quit is vital
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seeliigitie Challenge

SINPeEARCE Off top-adowWnI suppoert and

Jerlr]r\bp p

SWAGEeptance that it has to be done, and
5_ gf, 25 a right way to go about it

|vers for mental health facilities on the
way out

-® |t wen't be easy, but it's the right thing to

do



SOV ECAINVE HelpVake Facllities
SIOKE Free in the MostHum ne
Wely Fesise R

BESOImE states have done a much better jol
IENEhErS in complying with mandates

2 New' succeeded on first attempt,
= BVassachusetts on second

"-—"" e

’jf__ ‘Draconian mandates implemented
— overnight will fail

® | essons learned In Massachusetts




i taat change will"eccur in stages
- Dec]s]o_'_r" makers need educating and need
AWPROEESS or systematic design for

moving toward smoke-free environments

——




BESS0Y %a%-z)ﬁ

elvessiari at all levels and cllents In
rleveloor g a blueprint for going smoke
fEE

lr P ﬁf’ﬁe’ntation starts with rewards,

_ Cehtlves and support for staff tobacco
-treatment




IBNIDEVEIOP and Implement a cessation program
OIEStAff a2
2 2. of a committee of staff, patients, family

Hemi ibers and administrators to develop a step-
- by -'p blueprint for going smoke free

= ‘? ;SCLC can provide technical assistance In
= ~ developing the blueprint

attp://smoekingcessationleadership.ucsf.edu



http://smokingcessationleadership.ucsf.edu/
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A Chleiglels teﬂ\ﬁ_@aFRemW

SIHESE prevalence anditoughest ISsues in
gISHpepUIation
- 1\/105;_'_@ Py breakthroughs
="Vlove toward mandates makes the issue
= Unavoidable
~ = If done right, this could be a tremendous
success story someday
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