
Smoking is the leading preventable cause of 
death and disability in the United States

 Smoking causes more than 480,000 deaths 
each year

 About 1 in 5 deaths is related to smoking

 Smoking and tobacco use cuts the lifespan of 
individuals who have a mental illness by up to 
25 years 

Source: The Health Consequences of Smoking—50 Years of 
Progress: 

A Report of the Surgeon General, 2014

Hazards of Smoking
T
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Presentation Notes
The focus of this project is to reduce cancer-related illnesses due to smoking and tobacco-use. SLIDE
(1 in 5 ) – That number doesn’t include the number of people who die from smokeless tobacco and from second-hand smoke – which is an additional 80,000 deaths annually. 

TO PUT THIS IN Perspective: each year tobacco use kills more Americans than alcohol, car accidents, prescription and illegal drug use, AIDS, murders and suicides combined (USA) American Cancer Society https://www.cancer.org/cancer/cancer-causes/tobacco-and-cancer/health-risks-of-smoking-tobacco.html#:~:text=Each%20year%20more%20than%20480%2C000,guns%2C%20and%20illegal%20drugs%20combined. The good news is that we can stop this by helping our clients quit smoking! 
Lung cancer and heart disease are the greatest risks associated with tobacco use. Smoking accounts for 90% of all lung cancers with almost 138,000 deaths annually. And heart disease is a close second at around 133,000. And then Chronic obstructive pulmonary disease which also includes chronic bronchitis, emphysema and asthma at around 100,000 deaths. And then followed by other smoking related diseases at around 57,000 and then stroke and other cancers at 36,000. 





Smoking increases risk for:

 Cancers

 Heart disease

 Stroke

 COPD

 Diabetes complications

Hazards of Smoking
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Surgeon General’s 50th year report tobacco use impacts every organ in the body
COPD- Chronic Obstructive Pulmonary Disease
Surgeon General’s 50th year report showing how tobacco use impacts every organ in the body

There are 15 different types of cancer related to smoking and a host of chronic diseases. And smokeless tobacco is also linked to cancer, cancer of the jaw, the mouth, the tongue as well as chronic diseases such as tooth decay, gum disease and stomach cancers from swallowing smokeless tobacco. So smokeless tobacco can be just as harmful as smoking tobacco. 
There are a number of chronic diseases linked to smoking, including stroke and diabetes. Smoking releases carbon monoxide into your body and decreases the amount of oxygen in the blood, and decreases blood circulation and makes the blood platelets more sticky, increasing the risk of stroke and heart attack. For diabetics, Smoking also affects the metabolism of insulin, causing blood sugar levels to rise and fall, dramatically. And as smoking decreases blood circulation, for diabetics it compounds the already reduced blood flow to the eyes - leading to even greater risk of blindness and macular degeneration - as well as to the lower extremities which leads to a greater risk of having feet or leg amputation.




Graphic courtesy of: SAMHSA Key  Substance Use and Mental Health Indicators in the 
United States: Results from the 2016 National Survey on Drug Use and Health, pg. 46.

 Individuals with a (non-nicotine) 
substance abuse or mental 
health disorder represent about 
25% of the United States 
population but consume about 
40% of all cigarettes sold to 
adults.

 175 billion cigarettes sold/$39 
billion annual profit

Co-occurring Substance Use + Mental Health Disorders
T
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When we look at the co-occurence of substance use and mental illness we know that there is a significant intersection with tobacco use.  As you can see, almost 63 million people in the United States have one of these diagnosis with just over 8 million living with both of these disorders.  Although these 63 million people make up about 25% of the overall population in the United States they are consuming almost 40% of all cigarettes sold.  This is a tremendous number of cigarettes being purchased and consumed which is leading to them being disparately impacted by the physical and psychological effects of cigarettes.  Not only does this impact their physical and psychological well-being, it also impacts them financially.  Many of the people we serve have fixed and limited incomes and it may not be uncommon to see people spending between 25-30% of their income to maintain their tobacco addiction.
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Current Smoking is defined as any cigarette use in the 30 days prior to the interview date.
Serious Mental Illness is defined as having a diagnosable mental, behavioral, or emotional disorder, other than a developmental or substance use disorder resulting in 
serious functional impairment, based on the 4th edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV).
+ Difference between this estimate and the 2018 estimate is statistically significant at the .05 level.

Current Smoking among Adults (age ≥ 18) with Past Year 
Serious Mental Illness (SMI): NSDUH, 2008-2018 
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Now we will illustrate the disparities between smoking rates for people living with a mental illness and people who do not have a mental illness.  As you can see, the line on the top represents smoking rates for people with mental illness and the line on the bottom shows the smoking rate for people without a mental illness.  Over the past decade, we have decreased the smoking rates for both groups but we still see smoking rates two times higher for people with a mental illness.  (THIS IS TYPICALLY A GOOD TIME TO HAVE SOME DISCUSSION OF WHY WE HAVE SUCH HIGH SMOKING RATES AMONG PEOPLE WITH MENTAL ILLNESS AND WHY IS IT TWO TIMES HIGHER THAN GENERAL POPULATION).  If there is no discussion, you can share some of these reasons.

Misperception that smoking helps with symptoms
Relieves anxiety and stress
Lack access to help to quit
High rate of co-occurring substance use
Relieve boredom
Social aspects/peers do it
Not being addressed by mental health professionals – this is one we should really touch on.  Historically, and even today, the mental health professional has done a poor job of helping people quit using cigarettes, and in many cases, have encouraged and promoted continued tobacco use in spite of the many health consequences being inflicted on the people we serve.  This is one of the primary reasons why we are having this training and providing tobacco treatment services at our center.  We are becoming part of the solution rather than standing to the side and ignoring people’s smoking or even worse, encouraging them to continue to smoke.  If we want to see the smoking rate decrease among the people we serve – we need to take the lead and begin having these conversations with people.

Note for trainers: What does it mean to be “statistically significant”? This means that we are 95% confident that the difference between SMI and NO SMI is not a chance finding, and represents a true substantial difference. 

The next 3 slides highlight the reasons why we need to address tobacco use among people with a mental illness or substance use diagnosis.



70-87% of adults with substance use disorders (SUDs) smoke 
cigarettes. (Knudsen et al 2016; Guydish et al. 2011)

 Individuals with alcohol dependency are 3X more likely to smoke, and those 
with drug dependency are 4X more likely to smoke compared to the general 
population. 

The strongest associations, however, are between opioid and 
tranquilizer use and nicotine
 Why? Smokers report the expectancy that smoking assists in coping with 

pain (e.g., via distraction), relief from pain-related boredom, anxiety, 
depression, anger, and frustration (i.e., negative reinforcement), and 
enjoyment derived from smoking (i.e., positive reinforcement).

High Rate Among People with SUDs
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Spend 25% of their income on cigarettes
Smoke in a different manner – take deeper drags, smoke more per day than average smoker, smoke cigarette to very end, and pick up butts – (bring up research about relighting cigarettes)



www.takingtexastobaccofree.comTobacco Product Use Among High School Students – 2018

Tobacco Products Use Among High School Students
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Presentation Notes
It is not only individuals who have non-nicotine and substance use disorders who we see that use tobacco – you will also want to know more about product use among adolescents. Here, we see product use rates among high school students – e-cigarette use is high and concerning. We will talk more about e-cigarette use later in the training. 



Limited Data on tobacco use and individuals with IDD
 Men are more likely than women to use tobacco
 Individuals with intellectual and developmental disabilities and comorbid substance use 

disorders have lifetime tobacco use estimates of 83%
 Individuals with mild to moderate intellectual disabilities have higher smoking rates 

than those with more severe intellectual disabilities
 Even though individuals with IDD are more likely to see a doctor- they are not likely to 

receiving tobacco screening or intervention
 An individuals living in group home settings and living independently generally smoke 

more (20%) than people living with family members/significant others/friends (3 – 5%)

Individuals with Intellectual & Developmental   
Disabilities (IDD)
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Another vulnerable population that uses tobacco at high rates are individuals with intellectual and developmental disabilities. 



 Enlist significant others (and treatment team if applicable) to express 
concerns about smoking and to listen to fears about quitting

 Identify roles for significant others to assist in efforts to quit if smoker 
were to make quit attempt

 Be certain that any educational materials are understandable to client; 
use repetition to reinforce skills

 Clearly define terms such as urge or craving to smoke
 Be aware of length of counseling time smoker can tolerate
 Additional counseling sessions may be necessary
 Extra counseling sessions around “quit date”
 Allow time at end of counseling session to reinforce key concepts

Practical 
counseling

Intra-treatment 
support

Treatment Modifications for Individuals with IDD



High Rate of Smoking/Tobacco Use Among the Homeless

 Prevalence of smoking among homeless populations is between 60% and 80%

 Homeless adults spend a third of their monthly income on tobacco

 Homeless adults are targeted by the tobacco industry – nearby tobacco shops, discounted 
prices and low end tobacco products, free giveaways and samples at festival and events 

 Homeless adults experience substance abuse and/or mental health concerns that can be 
exacerbated by heavy cigarette use

 Study done among clients from six homeless-serving agencies/shelters in Oklahoma City 
(N=396) indicated that rate of concurrent use of multiple tobacco products was high, at 
67.2%. 

Neisler et al., 2018
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Some tobacco use patterns among homeless adults include: initiating smoking at younger ages (on average at 15 years old); being more likely to engage in high-risk smoking practices (sharing cigarettes; smoking discarded cigarette butts/filters, which produce higher CO levels, carcinogens); being more dependent to where they need to smoke within 30 minutes of waking. Half of homeless adults are daily, heavy smokers (>10 cigarettes a day).



High Rate of Smoking/Tobacco Use Among Sexual Minorities

 Disproportionate Impact Among LGBT
20.5% of LGB adults smoke cigarettes compared to 15.4% of heterosexual adults
2013 National Health Interview Survey: Modified from: Ward, Dahlhamer, 

Galinsky, & Joestl

Data from states is limited – only 6 states have published reports on tobacco use 
by sexual orientation 
 Arizona, California, Massachusetts, New Mexico, and Oregon/Washington (joint)

Source: CDC. Lesbian, Gay, Bisexual, and Transgender Persons Tobacco Use, 2018
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Higher rates of smoking due to:
-   Lower income, lacking access to health insurance, health care, and the help needed to quit. 
Being directly targeted for tobacco marketing 
Widespread misconceptions and myths about dual tobacco and substance use 
Perceived benefits of tobacco use on stress and anxiety reduction

For transgender women, smoking while taking hormone therapy (estrogen) doubles the risk of stroke. Additionally, smoking interferes with the absorption of estrogen therapy, requiring a larger dose to be effective.





 Due to lower income:
 Lack access to health insurance, health care, and help to quit

 Often directly targeted for tobacco marketing* 

 Chronic stress and ineffective coping skills*

 Environmental exposure and peer groups

 Lack social support systems

 Widespread misconceptions and myths about dual tobacco and substance use

 Are at higher risk because of perceived benefits of tobacco use on stress and 
anxiety reduction (CDC. Vital Signs, Feb. 2013)

Why Such High Smoking Rates?

*Will discuss in more detail later
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QUESTIONS BREAK HERE

There are many reasons we see higher rates of smoking among those with substance use disorders. The main reason is that the people we serve lack access to health insurance, health care and the resources to quit smoking. Also the marketing of tobacco products is very prominent in lower income areas that are medically underserved. And that’s where a lot of the people that we serve live and purchase their tobacco products in their neighborhood corner stores. And these stores offer a lot of discounts on tobacco products, as this is a community that is also targeted by the tobacco industry.
And also because of living under greater stressful conditions related to being of lower socio-economic status, our clients are at a higher risk of perceiving tobacco as a stress and anxiety reducer. Later on in the presentation we’ll talk about why it is that cigarettes are associated with stress and anxiety reduction and what’s going on there



MYTHS:

 People with SUD/BHC: 
do not want to quit smoking

are unable to quit smoking

 will jeopardize their recovery by 
quitting smoking

FACTS:

 People with SUD/BHC: 
 are as motivated to quit as smokers 

without SUD/BHC
 are able to quit, especially when 

offered proven treatments
 who quit smoking have a lower risk 

of substance use relapse and 
decreased negative mental health 
symptoms

Myths & Facts About Smoking Among People with 
SUD/Behavioral Health Conditions (BHC) 

Source: CDC. Vital Signs, Feb. 2013; Prochaska et al, 2004; Taylor, 2014 

T
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Research shows that 44%-80% of clients in SUD treatment programs want to quit smoking (Prochaska et al, 2004, 
Clark et al, 2001)

And another reason we see such high rates of smoking is that there are a lot of myths about smoking regarding people with mental health and substance use disorders that prevents their receiving treatment for tobacco dependence. The first being that they don’t want to quit. Research shows that 44%-80% of clients in SUD treatment programs want to quit smoking (Prochaska et al, 2004, Clark et al, 2001). Or that they can’t quit – which isn’t true, they can quit when offered proven treatments.

Or another common myth is that if they quit, their substance use disorder will get worse because they’ll get more stressed out, which research has also disproven. Unfortunately, as a profession, behavioral health professionals have historically perpetuated and upheld these myths as true, when they’re not. (SLIDE)

In the work we’ve done with the 21 centers, we’ve seen that our clients are very motivated to quit smoking and have made repeated attempts to quit.  But they tried to quit on their own w/o any help, support or medications, and so they failed. And now even they may believe that they’re not capable of quitting. But we’ve seen that with support, medications, and therapy they can and have successfully quit. In the 19 centers they’ve assessed over 118,000 people for tobacco use. Which is fantastic, because prior to implementing this program they weren’t talking to people about their tobacco use. And a lot of the people they talked to wanted to quit and have taken advantage of the resources and support offered to them to successfully quit.
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Benefits of Quitting



Quitting smoking does not jeopardize sobriety or treatment 
outcomes

 Smoking cessation interventions were associated with 25% 
increased likelihood of long-term alcohol and drug abstinence 
(Prochaska, 2004)

 In a recent review of quitting smoking programs on substance 
use, the majority of studies found: 

 For alcohol and other substances – decreased consumption, 
decreased relapse, and increased past year abstinence (McKelvey et al, 
2017)

 Continued tobacco use can harm recovery and trigger other 
substance use (Williams, 2005; Kohut, 2017)

Tobacco Use & Recovery
T
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abstinence= other drug and alcohol use

Research has shown that smoking cessation interventions increase the likelihood of long-term alcohol and drug abstinence by 25%

Additionally, continued tobacco use can harm recovery and trigger other substance use.




Treatment Outcomes for Smokers 
 Increased opioid withdrawal 
 Increased cravings 
 Lower detox completion/ Methadone taper

Clinicians mistakenly believe smoking has positive psychological functions
 Use smoking as an indirect coping strategy 
 Reinforces coping through addiction 
 Perceived stress reduction is often relief of withdrawal symptoms

Smoking cessation (i.e., being abstinent from cigarette use after a period of 
withdrawal) is positively related to opiate and cocaine abstinence (Shoptaw et al, 2002)

Not Treating Tobacco Dependence has Negative 
Treatment Outcomes



 Quitting smoking is associated with significant decreases in anxiety, depression, 
and stress

 Increase in psychological quality of life and positive affect

 Associated improvements are greater than or equal to effect of antidepressants 
in depressive and anxiety disorders (Taylor et al., 2014)

Mental Health Improvements Associated with Quitting
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So regarding the belief that quitting smoking will make our clients’ mental health symptoms worse, research shows the opposite effect from quitting smoking. That (SLIDE)

QOL and positive affect – These effects don’t happen right away but take about 2 weeks to a month before we see these positive results following quitting. 
And as Taylor found in this 2014 study, quitting smoking is associated with (SLIDE)
This doesn’t mean that we should stop prescribing these medications to our clients, but that there is a synergistic effect taking place between smoking and these medications and we need to monitor our clients’ smoking habits and adjust their medications as they follow a quit plan.




 Lack necessary knowledge and training about cessation treatments
 Reduced confidence in their abilities to deliver cessation treatments 
 Persistent misconceptions and myths about the joint use of tobacco and       

other substances/mental illness and hinder recovery
 Fear that people will leave treatment 
 Long standing permissive “culture of smoking”
 Clients report that “smoking helps with symptoms”
 Clients are under a lot of stress
We don’t want to “police” tobacco use

Barriers to Intervention
T
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Someone else will take care of this- Crisis!



The 5 A’s

ASK

ASSESS

ADVISE

ASSIST

ARRANGE

about tobacco USE

READINESS to quit

consumer to QUIT

with QUIT ATTEMPT

FOLLOW-UP care

T

Presenter
Presentation Notes
Now we will transition to how we do we initiate the conversation to help a person quit using tobacco using a brief public health approach.  First, we have to ASK them about their tobacco use.  This seems obviously simple, but this is the #1 obstacle in addressing tobacco use – we typically do not ask people about their tobacco use so the topic is never brought up.  When we ask someone about their tobacco use, we want to use inclusive language that addresses all tobacco products instead asking if a people smokes cigarettes.  “Do you use any tobacco or electronic nicotine delivery products?”

Based on their response, we will ASSESS their readiness to quit.  If they say they are a non-tobacco user, turn the ASSESS into an AFFIRMATION and support that decision.  If they report using tobacco products, ASSESS their desire to quit.  “Do you have a desire to quit using (whatever tobacco product) in the next 30 days?”  We use the 30 perimeter because it is not as threatening as asking someone if they want to quit right now and it is not as ambiguous as asking a person if they want to quit someday.

If they say they are NOT interested in quitting, we want to ADVISE them to quit.  The advice shouldn’t be a shaming or blaming message, but should be directed toward a specific area in their life in which tobacco use may be impacting.
“Quitting smoking is one of the most important things you can do to improve your overall health.”
“Smoking makes managing your diabetes much harder and your insulin isn’t as effective.  Quitting will lower the health risks associated with diabetes.”
“You have stated that finding permanent housing is major concern for you.  Quitting smoking may save you about $200 per month to go toward housing options.”
“You have stated that you want to get into better shape to play with your kids.  Quitting smoking will significantly improve your lung function.”

If they say YES, they are ready to quit, ACKNOWLEDGE this decision and ASSIST them with a quit attempt.
“I am very happy that you are ready to make a quit attempt.  I can help you with this process and we have many resources to help you.  Would you like hear about some options available to you?”

ARRANGING follow up is one of the commonly overlooked steps.  Getting someone started on the process isn’t enough.  We need to follow up with them to provide them ongoing support and guidance.  During a follow up you can check on side effects, withdrawals or cravings, did they relapse completely, or have they been successful.  This is all very important. 





NRT
Helps relieve physical withdrawal symptoms

Delivers lower levels of clean nicotine

Addresses a person’s physiological need

Why Use Nicotine Replacement Therapy?

Presenter
Presentation Notes
Nicotine replacement therapy is recognized as an evidence-based practice for treating tobacco dependence. It helps to treat tobacco addiction in 3 ways: (Slide)

First off NRT works. Using NRT roughly (SLIDE)
Cold Turkey – 3%, call a quitline 10%, NRT and get some help 20-25% success rate. Which is lower than with Chantix and Wellbutrin but you don’t need a prescription for NRT and it’s easy to use.
It also treats nicotine withdrawal symptoms – irritability (SLIDE) One of the main symptoms of nicotine withdrawal is anxiety. When someone hasn’t had a cigarette for awhile they start to feel anxious, and when they smoke a cigarette that anxiety goes away and they calm down. So they think that nicotine makes them calm when actually a lot of what they’re experiencing is mostly the alleviation of drug withdrawal by consuming nicotine. Whether nicotine actually works to calm people down  is a complex issue, but a lot of what people are actually experiencing when they smoke a cigarette is alleviation of nicotine withdrawal symptoms rather than a true calming effect of nicotine. So we can use NRT to safely treat those nicotine withdrawal symptoms. (SLIDE) 
Nicotine vs tobacco – NRT doesn’t provide the high like a cigarette – slow acting; so it’s less likely that anyone will become addicted to NRT due to it’s lower and slower absorption rate compared to smoking tobacco.
 Nicotine does not cause cancer. It’s all the other 700 chemicals in cigarettes that cause cancer. Ironically, nicotine is probably one of the safest drugs found in cigarettes. Research has shown that even prolonged NRT use has no harmful health consequences, it doesn’t cause cancer or heart disease. The harm of nicotine is that it is a highly addictive substance that makes it really hard to quit tobacco use.

++++++++++++++++++++++++++++++++++++++++++++++++++++

So why are we going to spend the next 30 – 40 minutes talking about nicotine replacement therapy (NRT)?  There are multiple reasons.  1)  They are FDA-approved medications shown to be safe and effective to help people quit using tobacco products.  2)  NRT products are relatively inexpensive, significantly cheaper than buying a pack of cigarettes per day, and some of them are available over-the-counter which makes them easily accessible to people.  3)  Your center may make these products available to people to use for free or can be accessed through the Texas Quitline for free.

As mentioned earlier, the primary reason why people continue to use tobacco products is because they are highly addicted to nicotine.  In order to give people an increased likelihood of quitting, we need to relieve their physical withdrawal symptoms and address their physiological need to have nicotine in their blood.  NRT products do this by replacing the nicotine that people were getting from their tobacco products with clean nicotine from a NRT medication.  People say, “Well aren’t we replacing one evil with another evil because they are still using nicotine and that will also make them sick?”  The answer is no we are not trading one evil for another.  It is true people are still addicted to nicotine while using NRT, but they are getting much lower doses of “clean nicotine” instead of high levels of nicotine that also contains 69 different carcinogens and 4,000+ chemicals found in tobacco smoke.  Nicotine isn’t what makes people sick and kills people.  It is all of the other junk in the tobacco products that hurts people.  Nicotine when used in low doses for adults has very few health effects.  Nicotine doesn’t cause cancer or heart disease – it is the addictive drug that makes it do damn hard to quit smoking.

The next slide will show how the lower doses of NRT make it easier to quit tobacco products.






Nicotine from NRT = Nicotine from Tobacco

The amount of nicotine a person receives from their NRT should 
equal or be a little more than the nicotine they were receiving from 
their tobacco.
 People inhale approximately 1 mg of nicotine with every cigarette (regardless 

of brand; cigarettes are pretty standardized)

 There are 20 cigarettes in a pack of cigarettes
 Little cigars or cigarillos are similar to cigarettes but have different packaging standards – may be sold 

individually, in packages or 2, 3, or 5 little cigars) – they are likely flavored as well.

 Spit tobacco (chew, snus, snuff) have differing nicotine concentrations and 
people use the products in many different ways.

T
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As we transition into talking about various NRT products, we first need to identify what dose of NRT product a person should USE and in the case of nicotine gum and lozenges, how many per day.  Ideally we want the amount of nicotine a person receives from their NRT product(s) should equal or be a little more than the nicotine amount they were receiving from their tobacco use.

Typically people inhale approximately 1 mg of nicotine for every cigarette they smoke.  This is pretty standard across the industry regardless of the brand.  The tobacco industry has spent 100’s of millions of dollars to perfect the amount of nicotine to be released from a cigarette to give users enough of a hit of nicotine to create and sustain addiction to nicotine while also ensuring that the taste of the cigarette smoke is not to harsh or acidic.

To determine the amount of nicotine a person is getting from their cigarettes it is a simple math equation.  10 cigarettes = 10 mg of nicotine.  20 cigarettes = 20 mg.  It is important to know how many cigarettes are in a pack of cigarettes as some people may say they “smoke a pack of cigarettes per day” but they do not give you a specific number.  By federal law, all cigarettes must have 20 cigarettes per pack.  Little cigars or cigarillos are exempt from this requirement, even though they look very similar to a cigarette, because they are classified as a cigar.  They provide approximately the same amount of nicotine as a cigarette although there may be variation from product to product.  The number one reason why people relapse when using a NRT product is because they under dosed and didn’t get enough nicotine to fight off the withdrawals and craving.

Spit tobacco products, like Skoal, Copenhagen, Redman, Grizzly, snus, pose some challenges for us as each of these products have varying level of nicotine concentrations and people USE the products in many different ways.  Some people will put in a big dip of chew and leave it in their mouth for a long time while another person will put in a smaller pinch of chew and leave it in their mouth for a short period of time.  You will likely have to do some trial and error with various NRT products to match the nicotine levels they were getting from their spit tobacco product.
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Patches Gum Lozenge Chantix (most effective) Zyban/ 
Wellbutrin

Strength 21, 14, 7 mg 2, 4 mg .5, 1 mg 150 mg

Dosing 1 patch/
24 hrs

1 piece every 1-2 hours • Days 1-3:  .5 mg every 
morning                   

• Days 4 - 7: .5 mg twice daily                                     
• Day 8 - end: 1 mg twice daily

Days 1-3: 150 mg 
once in AM
Day 4 – end:  150 mg 
twice daily

Advantages Private

Once a day

Offset cravings

Reduces dependence

High success rates Also treats depression

Adverse 
Reactions

Skin reaction

Sleep 
Disturbance

Jaw 
tired/sore

Hiccups

Indigestion

Hiccups

Insomnia

Nausea

Abnormal, strange or vivid 
dreams  

Depressed mood, agitation, 
changes in behavior, suicidal 
ideation

Dry mouth

Insomnia

Do not use w/ seizure 
disorder or eating 
disorder

Tobacco Treatment Medications T
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Now we will spend some time breaking down each tobacco treatment medication that are FDA-approved and have been shown to be safe and effective in helping people quit using tobacco.  There are 7 FDA-approved medications in which 5 are nicotine replacement therapies and 2 are prescription medications that contain no nicotine.  We will talk about the 5 nicotine replacement therapies first.

Of the 5 NRT products, 3 are available over the counter and two require a prescription to purchase.  We will talk about the over the counter medications first and then the 2 prescription NRTs on the following slides.  First, we have the nicotine patch.  The patch comes in three different doses – 21, 14 and 7 mg patch.  (SHOW THEM WHAT A PATCH LOOKS LIKE AND DEMONSTRATE HOW TO USE IT).  As you can see, the patch is a small square patch.  To use it, a person peels back the two wings, very similar to a bandaid, and place it on any hairless part of their body.  Make sure the area is dry and FREE of oils or sweat to ensure that the patch gets a good seal.  A person uses one patch per day.  It slowly releases nicotine into the skin over the course of 24 hours.  Each day a person will take off the old patch and put a new patch on a different part of their body.  It is important to move the patch to a different spot each day to avoid the skin becoming irritated from the nicotine day after day.  They are very easy to use and they can be covered with clothing to provide a level of privacy.

As far as side effects some people experience an allergic reaction to the adhesive on the patch and their skin may turn red, swell a bit, and experience a burning sensation.  It will feel and look like a bad rash.  If a person experiences this they will have to discontinue the use of the patch.  If the area around the patch turns a little pink/reddish and the area itches – that is normal and will likely go away after a couple hours.  The other most common side effect are vivid, realistic dreams.  Some people enjoy these dreams so it can be a positive side effect for some people, but for the most part, people do not like these dreams or they wake up because the dreams and can’t get back to sleep.  If people experience these dreams, instruct them to take the patch off a couple hours before they go to bed and they should not experience these dreams.  If you are working with someone who has experienced past trauma, has PTSD or has flashback dreams, it would be best to recommend for the person to take the patch off before they go to bed so these dreams are not possibly intensified or are experienced more often.

To determine the proper patch dose is simply matching the amount of nicotine the person is getting to the appropriate level of a nicotine patch.  So if a person is smoking a pack per day – 20 cigarettes – they would be getting 20 mg of nicotine and that is why they made a 21 mg patch.  The nicotine amounts equal one another.  If a person is smoking a half pack per day – 10 cigarettes – they would use a 14 mg patch.  If a person is smoking a pack and a half per day – 30 cigarettes – they would use a 21 mg AND a 14 mg together.  It is okay to give a person a little more nicotine than what they are getting from their cigarettes.  It is better to give them a bit more and step them down than give them too little and risk them experiencing withdrawals or strong cravings.  For the two pack a day smoker, they would use two 21 mg patches.  Clinicians get a little fearful when we start talking about multiple patches and risking a person overdosing on nicotine.  As long as we following the guidelines of ensuring the person is getting the same amount of nicotine from their NRT as they were getting from their tobacco products, they will be fine.  Their body wants, needs and craves that amount of nicotine.

We will talk about the step down process to get people to become nicotine free in a couple slides.

For nicotine gum and lozenges they come in two different doses - 2 mg and 4 mg.  For a person who smokes within 30 minutes of waking should use the 4 mg gum and the 2 mg if they do not smoke within 30 minutes of waking up.  However, we encourage people to use the 4 mg nicotine gum or lozenge as it delivers a higher level of nicotine and the nicotine stays in the system for a little longer thus requiring people to use fewer pieces per day and it helps to alleviate withdrawals and cravings a little better.  A person can always step down from the 4 mg product to a 2 mg product, if they desire or as they begin to step down by using fewer pieces of the product as time passes.

For dosing amount, people generally use one piece of gum or lozenge every one to two hours.  This is very individual dependent and situation dependent.  Some people may use a piece every 45 minutes while others may use it every 2.5 hours.  A craving may pop up because of an emotion or being in a situation and a person may choose to use a piece of gum or lozenge even through it was only an hour ago and they usually wait 2 hours to use the product.  All of these are okay and safe and the flexible use of these products is one benefit of these products.

When a person uses one of these products they will get a good dose of nicotine into their body (refer back to the slide showing the absorption of nicotine) fairly quickly.  This quick release will help alleviate cravings, urges and withdrawal symptoms.  The flexible use pattern can help people handle various situations and emotions without using a tobacco product further reducing their dependence and reliance on tobacco products.  They begin to handle situations and emotions as a non-tobacco user.

Now let’s talk about how to properly use these products.  The nicotine gum is the most misused nicotine replacement therapy.  As you can see (show them nicotine gum), the nicotine gum looks like a piece of chewing gum, it takes a bit like chewing gum, and sometimes people use it like regular chewing gum – and this is where the misuse happens.  If a person chews the gum like chewing gum, they are separating the nicotine from the gum and then it mixes in with their saliva and they swallow the nicotine.  This will give them heartburn, upset stomach, possibly constipation, and likely bad hiccups.  If you talk to a person and they say, “I used the gum but it gave me a stomachache and had strong cravings.” – they used it wrong.  This is very common.

The correct way to use the nicotine gum is to chew it about 10 times or until you get a peppery taste – the nicotine is being separated from the gum.  Now you want to “park” it between your lip and gum and let it sit there.  You will feel a “tingling” and this is good.  That is the nicotine passing through your lip and gum into your blood.  We want and need it to tingle.  After about 5 minutes or when it stops tingling, you will move the gum, chew it a few times, then park it on the other side.  Wait until it stops tingling then move it, chew it and park on the other side.  Continue to do this for 20 – 25 minutes or until you don’t feel the tingle anymore.  Be sure to spit the gum out.  This is called the “Chew and Park Method”.

The nicotine lozenges are much easier to use (show them what the lozenge looks like).  You only need to put it between your lip and gum and let it slowly dissolve.  Within about 10 – 15 minutes the lozenge should dissolve.  You do not have to move the lozenge from one side to the other like the gum.  You should not chew or swallow the lozenge whole.  If you do this, you will get the negative side effects we talked about with the gum.

It is important to use only one piece of gum or lozenge at a time.  If you use more than one piece at a time, your mouth can absorb a certain amount of nicotine and the excess will be swallowed.  This is a case where less is more.

Like with the nicotine patches, there are some mild side effects that people should be aware of.  If a person is using the nicotine gum, their jaw may be tired or sore from chewing 8 – 12 pieces per day.  Other side effects may include indigestion, heartburn and really bad hiccups.

It is safe to use a combination therapy of using the nicotine patch and the nicotine gum or lozenge at the same time.  This combination therapy has shown to be the most effective way to use NRT and to provide a boost of nicotine when needed throughout the day.  In a graph later in this training, we will show you what this combination may look like.

There are two prescription non-nicotine products, varenicline (commonly known as Chantix) and buproprion (commonly known as Wellbutrin or Zyban).  Both come in a pill form and require a prescription.  Some commercials insurance plans and various Medicaid plans cover these medications.  Medicare covers all over-the-counter and prescription quit smoking medications.  Chantix is designed to help people quit smoking.  A person will use the product for 3 months and the first month supply is called a “starter kit”.  For days 1 – 3, you will use a .5 mg tablet in the morning, then days 4 – 7 use the .5 mg tablet once in morning and once at night, and then day 8 forward, you will use the 1 mg tablet once in the morning and once in the evening until the end of the treatment cycle.  Chantix is most effective tool we have to help people quit using tobacco products.  About 44% of people who use Chantix and are talking to a counselor, quit coach or getting some type of support, successfully quit using tobacco products.  It works very well for the people who can tolerate it.

There are some side effects people need to be on the lookout for.  The most common side effect is nausea and this easy to remedy by drinking a full glass of water and eating a small snack.  Some people report experiencing abnormal, bizarre, strange or vivid dreams.  Unlike the nicotine patch dreams, most people do not like these dreams and the only way to stop the dreams is to stop taking the medication.  There are no side effects or withdrawal symptoms when a person stops using Chantix and the dreams or any side effects should go away.

Some people have reported experiencing depressed mood, agitation/aggression, general changes in behavior/mood, and suicidal ideation.  These side effects are not common for people with or without a mental illness, but it certainly we should take into account when having a conversation about this medication with the people we are helping.  The prescriber will determine whether the medication is appropriate for the person or not.  There have been several studies regarding the effectiveness and safety of Chantix and Wellbutrin with people with a mental illness.  One of the largest studies is called the EAGLES study and can found here: https://www.bhthechange.org/highlights/fda-removes-black-box-warning-chantix/

Wellbutrin is a prescription medication to treat depression and people began to quit smoking while using Wellbutrin so they rebranded the medication and called it Zyban to help people quit smoking.  People will use this medication for 3 months and use a 150 mg tablet twice a day.  Dry mouth and insomnia are some of the most common side effects and should not be used by people with a seizure disorder or a risk of having a seizure. Can use Wellbutrin and NRTs – this combination therapy is recommended as it’s proven very successful with a 36% success rate for quitting tobacco. So that’s the 2nd best tool for treating tobacco dependence.

We have great videos on our website on how to properly use these products:  http://www.takingtexastobaccofree.com/videos 

++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++
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Nicotine Replacement Therapy
Nicotine patches 
 Nicoderm CQ = $41.99 ($82.00 per month)
 Generic brand = $27.49 ($54.98 per month)

Nicotine gum
 Nicorette – 100 pcs = $41.99 ($82.00 per month)
 Generic – 100 pcs = $25.99 ($51.98 per month)

Nicotine lozenges
 Nicorette – 81 pcs = $41.99 ($82.00 per month)
 Generic – 81 pcs = $23.99 ($48.00 per month)

Cigarettes (one pack per day)
 Marlboro (@ $5.76) x 14 days = $80.64
 Camel  (@ $5.74) x 14 days = $80.36
 Newport  (@ $6.99) x 14 days = $97.86
 Kool (@ $5.34) x 14 days = $74.46
 Pall Mall  (@ $4.50) x 14 days = $63.00
 Virginia Slims (@ $6.58) x 14 days = $92.12
 American Spirit (@ $6.63) x 14 days = $92.82

NRT is available in smaller quantities
 72 count 4 mg lozenges = $25.49
 20 piece 2 mg gum (generic) = $6.99
 20 piece 4 mg gum (Nicorette) = $9.99
 10 piece 4 mg gum/lozenge (generic) = $5.49

Great alternative 
to purchasing a pack 

of cigarettes

Two Week Cost Comparison



Medications for Tobacco Users - Summary

Medication Type Availability
Nicotine Patch Over the counter
Nicotine Gum Over the counter

Nicotine Lozenge Over the counter
Nicotine Inhaler Prescription only

Nicotine Nasal Spray Prescription only
Chantix / Varenicline Prescription only
Zyban / Wellbutrin Prescription only

T

Presenter
Presentation Notes
 



MEDICATIONS

 Lethargic

 Weight gain

 Insomnia, lack of concentration

 Nervous/anxiety

TOBACCO

 Boost energy

 Appetite suppressant

 Help focus, improves concentration

 Provides sense of relaxation/well-being

 Nicotine does provide some benefits to clients that may offset side effects from psychotropic medications.

 Nicotine replacement therapy can reduce anxiety attributed to nicotine withdrawal.

 Clients may use tobacco for the immediate relief of stress, but in the long-run, tobacco increases stress.

 This does not justify not helping clients quit tobacco.

Challenges of Psychotropic Medications & Tobacco Use

Presenter
Presentation Notes
Important to acknowledge and identify with clients that there are some challenges in giving up smoking while taking psychotropic medications, so it’s not a pink elephant in the room. A lot of the psychotropic medications our clients are on have negative side effects, such as (SLIDE) feeling lethargic, gain weight, can’t concentrate or sleep, or the medications make them feel nervous or jittery.  People experiencing these side effects may have discovered when they use a tobacco product it may offset the medication’s side effects.  Nicotine, the active drug in all tobacco products, is a stimulant drug – it gives everyone a boost of energy.  Nicotine also has mild appetite suppressant properties so if a person is restricting their food intake to adjust for the weight gain from the medications, they may begin to smoke more to take the edge off their hunger pangs.  Nicotine also helps people focus, slightly improves our concentration and memory.  This feeling of mental focus may be one reason why people with schizophrenia smoke so many cigarettes.

The vast majority of people report smoking cigarettes because they help them deal with anxiety and/or stress or because it helps them relax.  The main reason why smoking seems to provide a sense of relaxation or stress relief is that if you’re addicted to nicotine, you experience nicotine withdrawal symptoms when you don’t smoke. And the main symptom of nicotine withdrawal is anxiety. This anxiety intensifies stress.  So when you smoke a cigarette, the nicotine hits your brain within 11 seconds and a bunch of dopamine is released and BOOM you get a sense of well being, relaxation and your anxiety goes away.  Wow, a cigarette is the world’s greatest anti-anxiety medication!  However, what is likely happening is the person is alleviating the symptom of nicotine withdrawal - anxiety. When you think of a person with alcohol dependence going through withdrawals, their hands may shake.  This is a physical manifestation of their withdrawal symptoms.  Unfortunately, when people experience nicotine withdrawals and subsequent increases in anxiety and stress, we attribute these symptoms to a mental health condition rather than nicotine withdrawals.   

Our body hates tobacco smoke.  It stresses our entire body and makes it works much harder than it needs to.  Tobacco use doesn’t reduce stress.  It significantly reduces people’s stress levels.

It is important that we talk about the “benefits” people are getting from their tobacco products, because these “benefits” are serving a purpose – a harmful and maladaptive purpose, but a purpose nonetheless.  In order to help people be successful in quitting tobacco we need to help them identify healthy and positive ways to deal with the lethargic feelings, the weight gain, the lack of concentration and dealing with life’s stressors without turning to a tobacco product.  This is the hard work!

By acknowledging these “benefits” doesn’t justify us not talking to people about their tobacco use because the negative consequences they are experiencing are far outweighed by the physical and mental health benefits they will experience when they quit tobacco.
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E-cigarettes and 
Electronic Nicotine 
Delivery Systems
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Evidence suggests ENDS are less harmful than traditional, combustible cigarettes, but 
not harmless

Research states:
 Presence of toxic substances (ie, fine/ultrafine particles, cytotoxicity, various 

metals, TSNAs, and carbonyls), but lower levels than cigarettes
 Dual use of ENDS & combustible cigs common & is problematic
 Not effective method to quit smoking
 Long term health consequence of e-cigarette use unknown

Use of ENDS should be discouraged and not be used as a first line cessation method

National Academies of Sciences, Engineering and 
Medicine. 2018. Public health consequences of e-
cigarettes. Washington, DC:  The National 
Academies Press

CA Cancer J Clin 2017;67:449-471.  Key Issues 
Surrounding the Health Impacts of Electronic 
Nicotine Delivery Systems (ENDS) and Other 
Sources of Nicotine

Electronic Nicotine Delivery Systems (ENDS): 
To Vape or Not to Vape?

Presenter
Presentation Notes
Now that we have spent a lot of time talking the various prescription and over the counter NRT and prescription non-NRT medications, let’s talk about the new darling to the dance – electronic cigarettes.  They are also called vape pens, cig-a-likes, mods, tanks, Juul, blu, and the list of names go on and on.  We call them Electronic Nicotine Delivery Devices (ENDS) to represent a rapidly changing landscape of products.  We do not recommend that anyone use these products at all and we do not endorse these products as effective nicotine replacement therapies.  It does appear that ENDS are less harmful than traditional, combustible cigarettes but they certainly are not harmless.  There is a wide range of research indicating that ENDS products contain toxic substances, of which some are known to cause cancer, but to be accurate, the levels of these toxic substances are significantly less than those found in traditional cigarettes.  One thing we do not know is the long term health consequences of decades of use of these products.  It typically takes people 20 – 25 years of cigarette smoking before develop various chronic diseases and ENDS have been around for only 7-8 years.

Most adults begin using ENDS with the best intention to quit smoking cigarettes and then stop using the ENDS.  However, this is not what we are seeing happen.  Many people get stuck in a dual use pattern of using an ENDS product when they can’t smoke a traditional cigarette and smoke cigarettes when they are able.  Through this dual use pattern, people usually are inhaling more nicotine than they were when only using a cigarette and are deepening their addiction to nicotine.  Due to this dual use pattern or resumption of smoking cigarettes, we know that ENDS are not an effective method to quit smoking.  It works for some people, but not for many.  Furthermore, none of these products are regulated by the FDA as a NRT product.

Based on all of this information, we should not recommend or encourage a person to use these products, ever, or to help them quit using cigarettes, especially when we know that there are FDA-approved, effective medications available to help people quit smoking.

++++++++++++++++++++++++++++++++++++++++++++

We don’t encourage people to use electronic cigarettes for 3 reasons:

They haven’t been shown to be effective in helping people quit smoking
      Research shows that 89% of e-cig users continue to smoke their e-cigs a year later. People end up becoming dual users – both e-cigs and combustible cigs which is what they’re advertising here in this ad – why quit when you can smoke e-cigs and regular cigs. Research shows e-cig users are 1/3 less likely to quit using combustible cigs
Secondly, the vapor isn’t just harmless water vapor but contains a number of known carcinogens. The FDA is now regulating e-cigs so there is a minimum age of at least 18 to buy them and restrictions against advertising and marketing to minors. 
And the main reason we don’t recommend e-cigarettes is that we simply don’t know yet what the long-term consequences of then are. We will start seeing more research into the effects of using e-cigs but as they are still new products it will be a while before we know what are the long-term effects of their use. Right now, we just don’t have enough information about their effects.
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 Significantly reduces exposure to secondhand smoke

 Behavioral health providers have high smoking rates (between                 
 30% to 50%)
 Does not impact client’s willingness to seek treatment
 Benefits clients, staff, stakeholders, and community
 Increases quit attempts and decreases number of cigarettes 

smoked per day
 Increases effectiveness of medications
 Promotes abstinence from other substances, lowers relapse rates
 Lowers health costs
 Reduces sick days of former smokers and their families

Benefits of a Tobacco Free Policy
T

Presenter
Presentation Notes
There are positive impacts by implementing a 100% tobacco-free workplace.  The greatest impact is reducing secondhand smoke (SHS) exposure.  Secondhand smoke is very harmful and is not simply smelly or an annoyance that makes people cough.  If reducing SHS is the only benefit of prohibiting the use of tobacco products, it would be well worth it.  But we know there are other benefits.  Staff at mental health and substance use treatment centers have much higher smoking rates than the general public and tobacco-free policies increase quit attempts and decrease the number of cigarettes consumed per day.  The tobacco industry has known this fact for over 40 years and that is why they spend 100’s of millions of dollars fighting state and national tobacco-free ordinances and laws.  It is likely organizations will see lower health care costs and a reduction in sick days by former smokers and their families.



 Polite and Respectful: Be empathetic & understanding
 Listen to them:  Hear what they have to say
 Educate: Share information about the policy and why it is 

in place, inform them about cessation services, answer 
their questions
 Be non-judgmental: Don’t make assumptions or 

criticize/blame people, be comfortable with yourself

https://www.takingtexastobaccofree.com/copy-of-videos

Engaging Tobacco Users on Tobacco-free Campus

Presenter
Presentation Notes
It should be the expectation at your center that every employee personally adheres to the tobacco-free policy and that employee shares the responsibility of talking with people who are using tobacco products on the grounds.  Enforcement of the policy should be the sole responsibility of a security guard, front office staff member or the program director.  If you see someone violating the tobacco-free rule – have a conversation with them.

The conversation doesn’t, and shouldn’t, be a confrontation.  It should be viewed as an opportunity to provide education to the person and possibly even as an intervention to help them quit tobacco.  Be polite and respectful in your tone.  Be empathic and listen to what they have to say.  Maybe they are having a tough day and simply need to talk to someone about what is going on.  Let the person know what the policy is and why it is in place and answer whatever questions they may have.  You can share information about services to help them quit if they have a desire to do so.  Finally, do not be judgmental, critical or shaming.

We have a role-play video of this conversation on our website under the TOOLS tab.



Clients:
 Quit Line 1-877-YES-QUIT
 https://www.quitnow.net/mve/quitnow?qnclient=texas (click on the 

Refer A Patient in the upper right-hand corner).
 Download the Texas QuitLine app (refer clients to the QuitLine from 

phone): 
 https://www.uttobacco.org/our-programs/for-health-care-providers-

and-emr-vendors
 https://smokefree.gov/ (Text message quit programs for veterans, 

pregnant women, teenagers, Spanish-speaking people and older adults
 Nicotine Anonymous (support groups, online, phone)
 Non-smoking AA & NA meetings (majority are smoke-free)
 On site NRT

Resources

Presenter
Presentation Notes

Clients
The Texas Quitline 1-877-YES-QUIT offers quit coaching for people and if they’re referred by a care provider they can receive up to 2 weeks of NRT for free through the quitline. Nicotine Anonymous offers an online group, a chat board and message board and support groups.

https://www.quitnow.net/mve/quitnow?qnclient=texas
https://www.uttobacco.org/our-programs/for-health-care-providers-and-emr-vendors
https://smokefree.gov/


Employees:
EAP
PCP co-pay and prescription reimbursement 

(spouses and eligible dependents included)
Nicotine Anonymous, as well as non-smoking NA 

and AA groups
On site NRT
Quit Line 1-877-YES QUIT

Resources

Presenter
Presentation Notes

Employees
Your Employee Assistance Program or medical insurance might offer assistance with NRT or other resources to you or your family members to help them quit. Your workplace program might also offer on site NRT.
And you can also take advantage of the Nicotine Anonymous, or Texas quitline.
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