Women and Mental
Health: What is the
Connection to Smoking?
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Higher Smoking Rates in
Mental Illnesses Common in

Women
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NCS-R 2001-2003; Diagnoses using CIDI
Lawrence et al, BMC Public Health 2009, 9:285

Smoking is much more comimon
in adults with mental illness
than other adults.
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Women’s Reproduction and
Smoking

1 Infertility, ectopic pregnancy, miscarriage

1 Placental abnormalities

Low birth weight, 1 preterm birth and stillbirth
1 SIDS, asthma, ADHD

] = Bakrs pragrane ¥
— During prograncy
Ahar dobvary

Higher Smoking Relapse
Rates Postpartum in
Women with Anxiety and
Major Depression
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Correa-Fernandez et al., JCCP, 2012

One Third of Pregnant
Smokers Using lllicit Drugs
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Results of Urine Toxicology; Excluded those on methadone maintenance
Gaalemaet al., NTR 2013




Smokers with Ml or SMI
Reduced Quitting over
Lifetime

Former Smokers (%)
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mental illness = anxiety, MDE, PTSD, psychoses, bipolar, drug
dependence
SMI= measured by K6
Hagman 2007; McClave 2010; Lasser 2000; Pratt & Brody 2010

Smokers with Depression
were less likely to quit

Figure 4. Percentage of adults aged 20 and over who had ever smoked and peroentage of ever smokers who had quit
smking, by age and depression status: United States, 2005-2008
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Reduced Success Quitting
in Smokers with Anxiety

Disorders
W More withdrawal
2 | symptoms
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Trestments placabo, monotherapy and combo Piper et al., 2010
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Reduced Access to
Tobacco Treatment in
Behavioral Health Settings
+ Nicotine dependence documented in 2% of

mental health records
* Less than 2% of patients seeing a
psychiatrist received treatment for smoking
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Peterson 2003; Montoya 2005

Substance Abuse

Treatment
National survey of 550 OSAT units (2004—20(/)05)

— 88% response rate
41% offer smoking
cessation counseling
or pharmacotherapy

38% offer individual/group counseling
17% provide quit-smoking medication
Friedmann et al., JSAT 2008




Organizational Silos
Create Barriers
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Licensing of Behavioral Health
Facilities

Williams, Willett and Miller, in press, JAMA Psychiatry

Benefits of Linking

Tobacco Control Behavioral Health

Health Humﬁ@n Services

Effective in
health
communication

Large clinical
workforce

} Relationships
with insurers

Coalition building

Tobacco
regulations

Close to target
populations

Williams, Willett and Miller, in press, JAMA Psychiatry

Mental Health Tobacco Recovery in N]J
Community

Access to medications
Peer services

Advocacy
Increase Demand
for Services
Clinical Treatment —_ Rt i
— ey T Environment
Engaging smokers Staff development
Wellness curriculum Tobacco-free policy
Adapted cessation Other policy

Williams et al, Adrﬁinist;ation & Policy in Mentél Hee-ilth and Mental
Health Services Research, 2010

Smokers with Behavioral Health
Comorbidity are a Tobacco Use
Disparity Group

Differences in tobacco use/ nicotine \‘,’/)’
dependence

Differences in tobacco initiation/ progression \\y'
Differences in cessation rates b
Disproportionate health burden v 4t
Disproportionate tobacco N
purchasing/economic burden \"?

Targeted marketing by the tobacco industry /]
Reduced access to treatment/ resources ~

Williams et al., AJPH, in press

Prevalence of Smoking in
Disparity Groups
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Williams et al., AJPH, in press

Why Designate Disparity?
» 1 Access to scientific funding
» 1 Access to treatment resources
» Problem will worsen over time

+ Disparities demand change- paradigm
shift

The combined effects of programs universally
available to everyone and programs

targeted to communities with
special needs are essential to reduce

disparities. Williams et al., AJPH, in press




only to die from lung cancer

I'had to stop smoking.
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Courtesy of Clare Lemke, Livingston Health & Montana Tobacco Use
Prevention Program

»
Ldidn't survive depression and suicide attempts

&

Next Steps

* Reductions in Women’s Smoking will
Require a Improved Understanding and
Awareness of Mental Health Issues

» Smokers with Mental IlIness or
Addictions Comorbidity Should be
Designated a Tobacco Use Disparity

Group




