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The State of Our Union* 
 Smoking rates among individuals with mental illness 

are at least double those in the general population. 

 Persons with mental illness represent 1/3 of adult 
smokers and consume more than 1/3 of all tobacco sold. 

 If current trends continue, smokers with mental illness 
will represent the majority of US tobacco users. 

*Adapted from: Williams, J., Willet, J.G., & Miller, G (2013). Partnership Between Tobacco Control Programs and Offices of Mental Health Needed 
to Reduce Smoking Rates in the United States. Published Online: October 30, 2013. doi:10.1001/jamapsychiatry.2013.2182. 3 



Smoking Prevalence Among Adults by Lifetime Mental 
Illnesses Compared to the General Population* 

 
Schizophrenia 

59% 

Bip0lar 
Disorder 

46% 

Phobias or 
Fears 

34% 

General 
Population 

20% 

20% of those with Schizophrenia started smoking at college age and many began 
smoking in mental health settings, receiving cigarettes for good behavior. 

*Adapted from Annette K. McClave et al., “Smoking Characteristics of Adults with Selected Lifetime Mental Illnesses: Results from the 2007 
National Health Interview Survey,” American Journal of Public Health 100:12 (2010.)  
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It gets worse…* 

60% of people with 
lifetime depression are 
either current or former 

smokers 

As many as 70% of 
people with bipolar 

disorder smoke 

Up to 88% of people 
with schizophrenia are 

current smokers 

People living with SPMI 
die, on average, 25 years 
earlier than the general 

population 

Deaths often result 
from smoking-

exacerbated conditions 

*Adapted from Legacy: A Hidden Epidemic:  Tobacco Use and Mental Illness (2011). Retrieved 11/19/2013 : 
http://www.legacyforhealth.org/content/download/608/7232/file/A_Hidden_Epidemic.pdf 5 

http://www.legacyforhealth.org/content/download/608/7232/file/A_Hidden_Epidemic.pdf


Tobacco Control in the US* 
 Since 1965, smoking prevalence has declined by almost 

half as a result of effective tobacco control strategies. 

 New York State report findings from data collected 
between 2000-2009 suggest that smoking rates have 
decreased by 21% among those with “good mental 
health.” 

 There has been no change among those living with 
severe and persistent mental illness. 

*Adapted from: Williams, J., Willet, J.G., & Miller, G (2013). Partnership Between Tobacco Control Programs and Offices of Mental Health Needed 
to Reduce Smoking Rates in the United States. Published Online: October 30, 2013. doi:10.1001/jamapsychiatry.2013.2182. 6 



Tobacco Control Programs (TCP)*  
 Tobacco control programs have been active in the 

general medical setting for decades. 

 Strong partnerships between tobacco control 
programs and medical settings have been successful 
when there are strong champions with the field of 
general medicine spearheading these efforts. 

 All too often, tobacco control efforts have remained 
disconnected from offices of mental health. 

*Adapted from: Williams, J., Willet, J.G., & Miller, G (2013). Partnership Between Tobacco Control Programs and Offices of Mental Health Needed 
to Reduce Smoking Rates in the United States. Published Online: October 30, 2013. doi:10.1001/jamapsychiatry.2013.2182. 7 



Consequences of Disconnect* 

Disconnect 

Reluctance to 
promote 

tobacco-free 
policies Clinical 

Interventions 
are 

underutilized 

TDT isn’t 
prioritized 

TDT resources 
scarce & 

underutilized 

Medical/ 
Public Health 
interventions 

are “not 
enough” to 

meet needs of 
SPMI 

*Adapted from: Williams, J., Willet, J.G., & Miller, G (2013). Partnership Between Tobacco Control Programs and Offices of Mental Health Needed to Reduce Smoking Rates in the United States. Published 
Online: October 30, 2013. doi:10.1001/jamapsychiatry.2013.2182. 
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Why Us, Why Now?* 
 An integrated approach offers clinical advantages. 

 The US clinical practice guidelines recommend that 
more intensive (>4 sessions) for tobacco dependence 
be provided by mental health and addiction treatment 
staff. 

 TCP’s lack the clinical expertise needed to work with 
individuals living with mental illness. 

 

The expertise required resides with us….. 

*Adapted from: Williams, J., Willet, J.G., & Miller, G (2013). Partnership Between Tobacco Control Programs and Offices of Mental Health Needed 
to Reduce Smoking Rates in the United States. Published Online: October 30, 2013. doi:10.1001/jamapsychiatry.2013.2182. 9 



Presentation Objectives & Structure 
 Provide a better understanding of implementing TDT 

in PROS by sharing our workgroup’s experience. 

 Equip you with practical strategies that can be 
implemented in your programs… (ready made-use 
today!) 

 Provide an opportunity for a lively, collegial discussion 
and sharing of ideas, practices, and challenges 
experienced with implementing TDT in PROS. 
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NYC PROS Tobacco Dependence 
Workgroup 

 Partnership with providers, tobacco dependence expert and OMH 
January-May 2013 
 Outgrowth of monthly NYC PROS Directors Meeting 
 Opportunity to work with Jill Williams, MD 

 6 NYC PROS providers & Center for Rehabilitation & Recovery: 
 FEGS 
 Goodwill 
 Institute for Community Living 
 Jewish Board of Family and Children’s Services 
 Riverdale Mental Health Center 
 Transitional Services for New York 

 Outline for future OMH PROS Clarification on Tobacco 
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Two Guiding Principles 
When it comes to SMI and tobacco, we are 

the champions! 
Make “tobacco-free” the pervasive aroma! 
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 Four Key Components 

 Agency Commitment and Culture 

 Staff Training and Competence 

 Stage-Wise Approach to Service Delivery 

 Quality Improvement and Outcome Measurements 
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Agency Commitment &Culture 

 7/17/13 Letter from Dr. Gregory Miller, OMH Medical 
Director, Adult Services 
 “The Office of Mental Health strongly supports and 

encourages PROS …programs to implement and 
strengthen tobacco dependence treatment.” 

 Tobacco cessation/reduction is a measureable and 
highly desirable outcome in our changing health 
delivery system. 
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PROS Standards of Care  

4.6 Tobacco Dependence 
Full compliance will not be expected until 2/1/14.  

 
 CORE 
1) The program screens all recipients for tobacco use and dependence at intake.  
2) The program provides information about the negative impact of tobacco use and the 

benefits of reduction and cessation to identified tobacco users at intake and at each IRP 
review.  

3) Any participant who indicates a willingness to quit tobacco use or sets a goal to reduce or 
eliminate tobacco use is provided services to support that goal.  

4) Prescribers have expertise in the use of medications which support smoking-cessation 
and monitor any impact with concurrent medications.  

 
 EXEMPLARY 
1) The Program provides support for staff who wish to reduce or eliminate tobacco use.  
2) Assessments are conducted and reviewed by staff members who have completed a 

specialized training program on tobacco dependence treatment for individuals with SMI. 
 

http://www.omh.ny.gov/omhweb/pros/standards_of_care/  
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After Commitment: Culture Change 
 Long history of tolerance and support for tobacco use 

in the public mental health system 
 How easy is it to smoke at your site? 
 What are the prevailing beliefs about smoking and 

mental illness? 

 Smoking prevalence among health care  
    workers (AKA “the elephant in the room”) 
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Staff Training and Competence 
  FIT modules: what are the expectations and how do you 

monitor training? 
 Critical to engage prescribers around “new” 

responsibilities such as including nicotine dependence 
in multi-axial dx, prescribing TD meds & NRT and 
assessing the impact of tobacco use/cessation on 
medication dosage.  
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Stage-Wise Approach to Service Delivery 

 “You had me at hello!”: how can you bring the tobacco 
dependence message into all phases of PROS? 

 How can you offer interventions that are tailored to the 
individuals’ stage of change 
 Tobacco Dependence Treatment, it ain’t just a “Quit 

Smoking” group! 

 Bringing the tobacco message to an array of PROS 
services 

 Activities & Natural supports 
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Quality Improvement & Outcome Measurement 

 What can you measure?  
 Baseline rates of tobacco use 

 Successful quit/reduction attempts 

 Staff training-IMHATT Certificates 

 IDDT Fidelity 

 PROS SOC Exemplary Practice? 
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Institute for Community Living, Inc. 
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So how does this work in a PROS program? 

Key items to think about when implementing change: 

 Culture 

 Training 

 Systems 

 Documentation 
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Create a Workgroup! 
 Created Tobacco Dependence Workgroup consisting 

of various staff members 

 Dreamed big about what our space would look like 
tobacco free 

 Identified gaps in knowledge around TDT 

 Set target goals for program implementation 
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Dream, Plan, & Create a Culture Change  
 Language shift to include Tobacco in conversations 

around substance use 

 Environmental space  

 Creating alternative activities and spaces 

 Celebrate wellness changes around smoking 
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Build Knowledge Through Training 
 Identify knowledge and service gaps among staff 

 CPI Tobacco Dependence Webinars 

 Brooklyn Clean the Air Cessation Center 

 Internal trainings 

 Identify education opportunities for participants 
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Refine and Create Systems 
Baseline data points:  

  Frequency of TDT Dx 

  Prescribing of  NRTs 

  Stage Wise Treatment Groups-IDDT and Wellness 

  PROS participant survey 

26 



Documentation 
 Incorporate TDT into IRP and Assessments 
 Implement TDT Assessment by 2/1/14 
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Case Vignette 
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Discussion 
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