Tobacco Free Psychiatric / Detox Units
Why Focus on Persons with Mental Illnesses?
Info from presentation by Jeanette Waxmonsky, Ph.D. and Mandy Graves, MPH

· Persons with mental illnesses die young – 20% shorter life span

Prevalence of Tobacco Use

· 20% of Americans have mental illness at any point in time

· Nicotine dependent at rates 2-3 times higher than general population

· Represent 44.3% of the U.S. tobacco market

· Represent 7.1% os the total U.S. population but consume 34.2% of all cigarettes smoked

                                Lasser, K et al; JAMA 284:2606-10, 2000

Other notes:

· Mental Health individuals who use tobacco die on average 25years earlier than the general population
· CVD, diabetes, other illnesses related to smoking

· Smoking moves other drugs through the liver faster (to be metabolized). Take away 
      nicotine and mental health patients usually need lower levels of their other medications.

· No one is talking to mental health patients about tobacco use – cancer, diseases, COPD, 
      etc 

· Primary Care Providers (PCP) are supportive of NRT but behavioral health doctors are 
      not. 
· Focus groups for the toolkit 

· the transcripts show participants are constantly coughing

· participants wanted education about canc43er, emphysema, resources, etc. They are really hungry for education

· Mental health patients want to quit smoking 

· Pueblo State facility is smoke-free inside and outside

· Ft. Logan – working on changing policy

· Once the mental health patient is stable and they're interested in quitting, it stacks the 
      deck in their favor to decrease and quit tobacco use.

Handout of presentation.
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Treatment philosophies – historical perspective
· Prior to 1970’s drug and alcohol problems were treated separately.

· 1974 – National Drug/Alcohol Collaborative Project (Gardner, 1980, DHEW Pub).

· All drugs of dependence need to be addressed in same setting to improve abstinence rates.

· Only drugs not included – nicotine, caffeine.

Effect of concomitant drug use on relapse
· It is well documented in the smoking cessation literature that alcohol use is a relapse factor for resuming tobacco use

· There has been no systematic investigation into whether tobacco use is a relapse factor for resuming alcohol or other drug use however, there is evidence that this may be the case. Reid et al. Drug Alcohol Dependence 1998; 49:95-104;  Frosch et al. Exp Clin Psychopharm 2000;8:97-103.

Support that stopping tobacco use aids in recovery 
· Alcohol abusers who had quit smoking prior to treatment had a more successful outcome than those who continued to smoke (Miller et al. 1983, Addictive Behaviors, 8, 403-412).

· Higher abstinence rates in recovering alcoholics who successfully quit smoking, compared to those who continued to smoke (Bobo et al. 1987, Addictive Behaviors, 12, 209-215).

Common Rationalizations for not Providing Tobacco-free Treatment
· It’s too stressful to stop everything at once

· You can’t make some one stop smoking

· It may cause patients to relapse

· There are no immediate consequences

· We may lose patients to other facilities where they can smoke

Reasons to address tobacco in treatment in the same fashion as alcohol or other drugs
· Most programs address all other drugs of dependence at the same time

· 80 – 95% of patients with substance abuse use tobacco on a daily basis

· Tobacco use is one of the leading causes of chronic disease and mortality

· Nicotine is a highly addictive drug

· High relapse rates after treatment may be related to ongoing tobacco use

“Smoke free” versus Tobacco free
· Most programs follow the JCAHO directive of smoke free in-doors but still allow patients to smoke out-doors.

· It is easy to ‘not use’ when drugs and alcohol are not available in a controlled environment, but have patients really accomplished any behavioral change when they continue to practice addictive behaviors  with tobacco because it is available?

Rationalization # 1
 “Tobacco is not a real drug, it’s just a habit.” 
· Studies of the pharmacological effects of nicotine indicate it functions in a fashion similar to other drugs of abuse in the brain (Henningfield, 1984; Schelling, 1992; Rosecrans & Karan, 1993; and Pontieri et al., 1996).

· Tobacco use is also a “habit” involving a behavioral dependence similar to that found with other drugs of abuse. 

Rationalization # 2
 “Quitting tobacco may cause patients to relapse to the use of drugs or alcohol.”
· Rather than causing patients to relapse to drugs or alcohol, quitting tobacco use serves to enhance sobriety. (Bobo et al., 1986; Hurt et al., 1994; Martin et al., 1997; Bobo et al., 1998). 

· There is also more evidence that tobacco use can trigger cravings for and relapse to other drugs and alcohol. (Stuyt, 1997; Reid et al., 1998; Frosch et al., 2000).
Rationalization # 3
“It’s too stressful to stop everything at once.”
· No one has documented what is “too stressful”.

· In our experience, it is easier to stop tobacco use in treatment rather than outside the hospital after treatment.

· Patients frequently report that they wish they had stayed quit because it was harder to quit tobacco outside the hospital.

Rationalization # 4
 “Tobacco use has no immediate consequences.”
· It is true that there are no significant immediate consequences to tobacco use, but there are multiple long-term consequences that are often deadly.

· Tobacco is known to be a major cause of premature death in patients with substance abuse disorders who achieve sobriety but do not stop tobacco use (Hurt et al., 1996).  

Rationalization # 5
 “We will lose patients to other treatment centers where they can smoke.”
· If all treatment centers were tobacco free – this would be a non-issue.

· If the decision to allow tobacco use in treatment is based on the institution’s financial bottom line and not what is best for the patient – does this say anything about the integrity of the treatment program?

Rationalization # 6
“We can’t make people quit smoking if they don’t want to quit.”
· This is absolutely true. 

· When did treatment become about “making” someone do something?

·  Treatment, especially inpatient and residential, is about providing a drug free environment where patients have an opportunity to learn more about their disease and consequences of their behavior and practice new behaviors to begin the process of recovery. 

Questions that need to be addressed
· The concern is not just whether ongoing tobacco use is a relapse factor for alcohol or other drug use?

· But, based on what we now know about the neurobiology of drugs of abuse, does someone who is continuing to use tobacco on a daily basis optimally retain what they learn in substance abuse treatment?

Dr. Stuyt's Experience with Tobacco Free Programs
Study methods – program #1 – 28-day private, non-profit, hospital-based, in-patient Chemical Dependence program
· Prospective study - Comparison of all patients admitted over two consecutive years.

· Year I – patients were allowed to go outside to smoke.

· Year II – patients were expected to completely refrain from tobacco use during treatment.

· Both years - patients were given a great deal of education regarding tobacco use and encouraged to quit.
· Patients did not refuse to enter treatment because they could not smoke
· There was no significant change in financial class of patients admitted
· Significant difference in sobriety rates between tobacco users and non-tobacco users
Study methods – program #2 – 90-day, state supported, dual-diagnosis,  in-patient program at the State Hospital
· Comparison of all patients treated in the six months before going tobacco free and the year after going tobacco free.

· In the six months before – patients allowed to go outside to smoke.

· After going tobacco free patients were expected to completely refrain from tobacco use during treatment.

· All patients were given a great deal of education regarding tobacco use and encouraged to quit.
· No difference in demographics before and after going tobacco free
· No difference in primary drug of choice before and after going tobacco free
· No difference in psychiatric diagnoses before and after going tobacco free
Conclusions
· There are no down sides to creating a tobacco free in-patient or residential treatment program.

· In a tobacco free environment, even patients with very poor coping skills are able to practice not smoking and develop coping skills for this which they can translate to behavior with drugs/alcohol outside treatment.

· More patients are likely to quit tobacco use in a tobacco free environment. 

· A tobacco free environment encourages patients to move in their “stage of change” regarding their own tobacco use.

· A tobacco free environment helps the patients’ brains to heal and improves their cognition/ability to learn and retain information.

The 13th World Conference on Tobacco OR Health
Building capacity for a tobacco-free world
July 12-15, 2006, Washington, DC, USA

Thursday, 13 July 2006 - 1:30 PM
19-1

A Tobacco Free Detox. It Can Happen. It Should Happen. It Has Happened

Dannie Steeves, BEd, MEd(Cand), Tobacco Intervention, Capital Health Addiction Prevention and Treatment Services, 300 Pleasent Street, Dartmouth, NS B2Y2Z6, Canada


Objective: To determine the effect going 100% tobacco free had on the length of stay and admission rates in a drug detoxification unit. 

When Addiction Prevention and Treatment Services in the Capital Health District (pop 390,000) announced they were closing the “smoke room” in their detox unit on Dec 31, 2002 and implementing a 100% tobacco free policy many thought it would be the beginning of the end for the service. “No one will come if they can't smoke and if they do, no one will stay if they can't smoke” was a common belief. 

Methods: Addiction Prevention and Treatment Services undertook a detailed client case file review for the 12 months pre policy and the 12 months post policy to track admission rates and patient's length of stay. (2687 files) 

Results: Addiction Prevention and Treatment Services demonstrated that the rate of self referral and length of stay in the detox unit was not significantly different in the 12 months post policy when compared too the 12 months pre policy. 

A 100% tobacco free environment protects staff and patients from the known harm of tobacco smoke. It provides some patients with their first “break” from tobacco use in many years. This inspires a confidence in some that living tobacco free is a goal that can be achieved. A 100% tobacco free policy is not a barrier to service. 

