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Abstract

Tobacco dependence is the leading cause of death in persons with psychiatric and substance use
disorders. This has lead to interest in the development of pharmacological and behavioral
treatments for tobacco dependence in this subset of smokers. However, there has been little
attention paid to the development of tobacco-free environments in psychiatric institutions despite
the creation of smoke-free psychiatric hospitals mandated by the Joint Commission for
Accreditation of Health Organizations (JCAHQ) in 1992, This review article addresses the reasons
why tobacco should be excluded from psychiatric and addictions treatment settings, and strategies
that can be employed to initiate and maintain tobacco-free psychiatric settings. Finally, questions
for further research in this field are delineated. This Tobacco Reconceptualization in Psychiatry
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(TRIP) is long overdue, given the clear and compelling benefits of tobacco-free environments in
psychiatric instifutions.

introduction

Since the rise of the cigarette at the beginning of the 20 century,1 there has been growing
interest in the use of tobacce by persons with mental health and addictive (MHA) disorders.
However, despite the increasing appreciation of the higher rates of tobacco smoking in
MHA populations, there has been less success in smoking cessation and increased health
risks of tobacco use in this subset of smokers compared to the general population. Moreover,
there have been only scattered attempts to effect tobacco-free institutional treatment
environments for these persons with mental health and addictions co-morbidity. This review
is a critical attempt to bring together the tobacco treatment and policy literature, and make
recommendations for the implementation of integrated treatment and regulatory
environments in mental health and addictions settings such that the institutions that serve
these clients can achieve a tobacco-free status. We hope that this consideration of a Tobacco
Reconceptualization in Psychiatry (TRIP) will raise awareness of the scope of the tobacco
problem in psychiatry, and practical ways that serve the best interests of our patients, such
that we can address this most serious preventable cause of morbidity and mortality in our
patients with co-morbid psychiatric illness.

Why is tobacco use and dependence problematic for people with mental
iliness? :

Higher Rates of Tobacco Smoking

The prevalence of smoking among individuals with MHA disorders exceeds those in the
general population by 2—4 fold.275 In patients with depressive and anxiety disorders,
smoking rates range from 40 — 50%, and as high as 70-90% in patients with chronic
schizophrenia.6-7 Individuals with MHA disorders account for a substantial proportion (up
to 50%) of cigarettes sold in the United States, which is estimated to be approximately $180
billien in tobacco industry sales annuaily.8711 In addition to high rates of smoking, those
with MHA discrders tend to smoke more heavily, smoke for a greater number of years, and
prefer the taste of higher tar cigarettes compared to smokers in the general population.2-12

Risk for Tobacco-Related lliness

Cigarette smoking is a significant public health problem due to the strong link between
smoking and diseases. Tobacco is responsible for 3—5 million deaths yearly worldwide and
this rate is expected to grow to 10 million per year between 2020 and 2030.2-13 Individuals
with MHA disorders are at higher risk for many tobacco-related diseases when compared
with the general population including cardiovascular illness, respiratory disease, and cancer.
3:14-15 These tobacco-related illnesses have been suggested to be the leading cause of death
among smokers with MHA disorders.4°14 Among individuals with schizophrenia, the
majority of deaths, excluding suicide and accidents, are related to cigarette smoking.16 In
fact, it has been estimated that schizophrenia and other serious and persistent mental iflness
(SPMIs) are associated with 2025 years less life expectancy compared to the general
population,4:5 and tobacco dependence is estimated to contribute to 12—13 years of this
shortened life expectancy,17

Barriers to quitting

Smokers with MHA disorders have more trouble with smoking cessation than other
smokers. Quit rates for alcohol use disorders (16.9%), bipolar disorder (25.9%), major
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depression (26.0%), and post-traumatic stress disorder (23.2%), are significantly lower than .
for smokers without MHA disorders (42.5%).3:10 Smokers with MHA disorders may find it
difficult to quit because a range of psychosocial reasons such social and cognitive function
impairments,18 high prevalence of smoking amongst peers and in supported housing
environments, problems related to anxiety, boredom, loneliness, smoker’s identity, low
motivation and/or low self-efficacy to make change, medication side-effects and lack of
alternative coping resources. In addition, smokers with MHA disorders often do not have
access to supports that help to promote quitting and sustained smoking abstinence.19

Considerable progress has been made in the treatment of tobacco use and dependence in .
smokers with co-morbid MHA illnesses. While there has been an increase in the efficacy of
smoking cessation treatments with the development of tailored interventions for individuals
with co-morbid tobacco use and MHA disorders, long-term smoking quit rates remain
significantly lower than rates of smokers without mental illness. One barrier to smoking
cessation treatment in persons with MHA disorders has been the misconception that
successful smoking cessation will undermine MHA disorder treatment efforts, while at the
same time removing a source of enjoyment for MHA patients. In actual fact, neither
smoking reduction or abstinence adversely affect psychiatric functioning; in some cases it
has been found to improve MHA symptoms.19

Explanations for Co-morhidity of Tobacco Dependence in PD and SUDs

Several explanations have been proposed for the high prevalence of tobacco dependence in
people with MHA disorders.4 First, there may be intrinsic factors (e.g., shared genes) that ;
predispose people with MHA disorders to initiation and maintenance of smoking behaviors.
Second, nicotine may be used by MHA patients to self-medicate psychiatric symptoms and
psychotropic drug side effects.20™22 Third, there may be common social and environmental
determinants of this co-morbidity (e.g., easy access and availability, poverty, and stressful
living situations). Not surprisingly, the co-occurring presentation of psychiatric and
addictive disorders is strongly associated with cigarette smoking.3

Nicotine modulates several neurotransmitter systems that are involved in the pathogenesis of
MHA, including dopamine (DA).22:23 The reinforcing effects of nicotine are mediated
through activation of presynaptic nAChRs located on mesolimbic DA neurons.24-25 The ;
role of mesolimbic DA neurons in mediating the reinforcing effects of nicotine is suggested
by rodent studies demonstrating that lesions of the ventral tegmental area (VTA) reduce '
nicotine self-administration, as well as local infusions of the nAChR antagonist

mecamylamine into the VTA 26:27 Nicotine promotes the release of other neurotransmitters

including acetylcholine, endogenous opioid peptides, GABA, Glu, norepinephrine, and

serotonin, which are also involved in the pathogenesis of MHA..25 These pre-clinical

findings provide a heuristic link between the high prevalence of cigarette smoking and the

pathophysiology underlying MHA disorders.
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Should Mental Health and Addictions Treatment Facilities be Tobacco-
Free?

Effects of Tobacco Bans

See Table 1 for a review of studies examining the outcomes of smoking bans on inpatient
units. In addition to details about the type of ban, measures used to assess ban outcomes, and %
specific ban outcomes, each study was rated by two of the authors (TGM, AHW) and
classified as follows: 1) positive outcomes, 2) mixed outcomes {(or no change in outcome
variables}), or 3) negative outcomes. Overall, the literature on tobacco bans suggests that
smoke-free units would be beneficial for both patients and staff, Although many staff
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members are skeptical of the ban initially, about one-third of the studies report that staff
anticipated more problems than actually occurred.28736 Overall, a tobacco ban does not
significantly increase the cccurrence of conflicts, violence, or disruptive events,33-35-37 40
and some studies even report a decrease in aggressive behavior.39:41 Moreover, for the
majority of studies, there were no significant increases in the usage of as needed medications
{e.g., PRNs).31-33:37-38:42 Although some studies do report problems including increased
use of seclusion and restraint, high demands on staff, adjustment problems among patients,
29 surreptitious smoking and staff conflicts,43 verbal assaults, and the increased use of PRN
medications,44 many of these problems could be avoided if the ban is appropriately planned
and is consistently enforced (see Section D), or if a full versus partial ban is implemented, A
summary of the advantages and disadvantages of tobacco bans is presented in Table 2.

Ethics of Tobacco Bans — The Client Rights Issue

The question has been raised of whether it is a violation of patients’ rights for institutions to
prohibit smoking in an effort to promote and protect the health and safety of smoking and
nonsmoking patients (and staff). Although there is little legal precedent in favor of tobacco
smoking as a right instead of a privilege, this question continues to be debated in several
state courts in the United States through lawsuits raised by patients or patient advocacy
groups attempting to prevent restrictions on smoking at treatment facilities.45 It has been
argued that patients make a free and informed choice to smoke, fully aware of the harms of
smoking, and some staff view smoking as an insignificant problem in comparison to the
immediate problems faced by these patients and therefore condone smoking behaviors.
Others feel that treatment for acute symptoms of MHA disorders should outweigh long-term
wellness plans that may include tobacco cessation46 or report concerns about an increase in
negative patient behaviors when bans are put into effect (see Obsiacles to Implementing
Tobacco-Free Psychiatric Facilities Section).

However, nicotine is a highly addictive substance25:47 with severe health consequences for
these adults.3-4:14:15 Allowing patients to smoke is harmful to their health and undermines
their treatment, especially treatment of substance dependence. Smoking in psychiatric
hospitals are restricted to a small, set number of smoke breaks that are managed by staff
which may have negative consequences for both patients and staff.45 For example, patients
who are limited to fewer cigarettes then they smoke on a regular basis may experience
significant and persistent nicotine withdrawal. Staff must spent a significant amount of time
distributing and gathering smoking materials before and after each smoke break and
supervising breaks during which they are exposed to the dangers of second-hand smoke. It is
further argued that once admitted to a hospital, all patients should be required to follow
institutional rules, schedules, and restrictions {e.g., medications, sleep schedules, and
freedom} and that restricting smoking is a necessary part of a hospital’s mission statement to
enhance the health of their patients and staff, Figure 1 illustrates the Public Health model as
applied to tobacco in psychiatric facilities (Fig.1a), with the ultimate goal being the
restriction of tobacco from the institution (Fig.1b).

Chbstacles to Implementing Tobacco-Free Psychiatric Facilities

Although numerous mental health and addiction facilities have attempted to restrict or ban
the use of tobacco products on their property, various obstacles, related to or in addition to
the question of clients’ rights, have been faced during this process.48 First, smoking is
perceived to be part of the culture in these settings,2 and change is faced with resistance
from patients and their families, staff, and physicians as some support the patients right to
choose.48:49 Second, some staff and psychiatrists may feel that the advantages of smoking
outweigh the disadvantages, as smoking provides social and psychiatric benefits (facilitates
socializations, reduces boredom, medication side effects3) and is used as patt of the “token
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economy.”48 With the recent push to implement tobacco bans in public buildings, excepting
these chronic institutional treatment settings (nursing homes, psychiatric hospitals, and dimg
treatment facilities) may send a mixed message, and perpetuate a “double stigma” since
these patients are already victims of stigma because of a mental illness and/or addiction.48
Both institutions and governments need to acknowledge the risks of tobacco dependence/
addictions in MHA populations,48 and that ultimately tobacco bans would be beneficial for
the health and well-being of these highly vulnerable patients and their non-smoking peers.

A significant obstacle to implementing the ban is concern about the potential of negative
behavioral responses from patients. A common fear among staff is that patients would not
cope well with a ban; however, the literature (see Table 1) suggests that there is little
evidence for an increase in aggression, increased use of restraints, discharge against medical
advice, or use of as-needed medications.2*50 One study has found that episodes of physical
and verbal aggression actually decreased after the tobacco ban was implemented.41
Generally, staff members tend to anticipate more problems than actually occurred,2
demonstrating that the ban will not negatively affect the patient’s behavior, and should be
seen as an obstacle to implementing a tobacco ban.

Many studies have suggested that staff members (often nurses) feel that smoking plays a
therapeutic role,51-52 as some nurses and other allied health professionals smoke cigarettes
with the patients in order to establish a therapeutic relationship with them.53 This could be
viewed as another obstacle, as staff may fear they will not be able to develop a relationship
with patients if smoking is prohibited. However, Etter and colleagues54 demonstrated that a
smoking ban did not harm the staff-patient relationship. Staff should not rely on cigarettes to
in order to facilitate a therapeutic relationship with patients, especially given the health risks
engendered by tobacco use (another mixed message).

Another obstacle is motivating patients and staff to support a tobacco ban. If patients were

* enthusiastic about quitting smoking, and staff encouraged this behavior change, the process

of instituting a tobacco ban would proceed more smoothly, When staff and administration
are resistant to the idea of a tobacco ban, this tends to undercut the process of
implementation. This may be especially true amongst staff and administration that are
smokers themselves. Importantly, one recent survey found that smoking staff were
significantly less likely to identify tobacco use as a problem and initiate referrals to tobacco
treatment as compared to non-smoking staff; quitting smoking by staff was found to be
associated with a level of identification and referral related to tobacco use at rates
comparable to non-smoking staff.55 Smoking staff are also affected by the rules instituted
by the ban and may be resistant toward changing their behavior although some studies have
found decreases in staff smoking rates after bans as staff members use this opportunity to
quit smoking.2 There may also be a lack of trained unit staff or other qualified people to
conduct smoking cessation counseling and support, a critical ingredient to supporting a
successful ban. Finally, implementing a ban will require additional funding, as money will
be required to hire and train staff, as well as pay for pharmacological agents for treatment
such as nicotine replacement therapies (NRTs). Although there are some obstacles to a
tobacco ban, all change comes at a cost, but with the appropriate investment of financial
resources and staff training, this change could have significant fong-term health benefits for
both smoking and non-smoking patients and staff.

In addition to the obstacles already mentioned, the use of contraband cigarettes in
psychiatric and addiction treatment facilities is another barrier. In an effort to control
tobacco use, the government has raised the price of tobacco products by increasing the taxes.
Unfortunately, this has resulted in an increase in the availability of contraband cigareties,
which are sold at a discounted rate in comparison to legal cigarettes.56 Cheap contraband
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cigarettes may diminish motivation for smoking cessation57 and increase rates of relapse.58
Callaghan and colleagues59 investigated the use of contraband cigarettes among patients at
a psychiatric hospital and found that 54% of cigarettes smoked by chronic psychiatric
patients in Toronto, Canada were unbranded (contraband) cigarettes. The proclivity to the
initiation and maintenance of tobacco dependence among those with serious mental illness,
the low cost of contraband cigarettes and the high availability of these tobacco products
(which are unregulated insofar as tar and toxin content) may explain the high rates of use of
confraband cigarettes in psychiatric and addictions treatment facilities.

Can we achieve tobacco-free institutional settings, and how should we do
this?
Type of Tobacco Bans

In order to implement a tobacco-free hospital setting, administrators in mental health and
addictions treatment facilities must decide on what type of ban to implement. The options
include a full ban, in which no smoking is permitted on units and the grounds of the hospital,
or partial bans which designate certain areas and/or times when smoking is permitted.
Although a partial ban may seem more attractive because of its less restrictive nature, partial
bans can lead to patients trying to negotiate their cigarette smoking privileges with staff,
which can result in an increased perceived value of cigarettes in the hospital setting.60
While some examples of complaints and verbal aggression have been associated with both
partial and full bans, inconsistent enforcement of bans are a more common problems with
partial bans,61 may lead to negative outcomes that could otherwise be avoided by the
implementation of a full ban.61-62 In their review of twenty-six international studies
reporting the effectiveness of smoking bans in psychiatric settings, Lawn and Pols2
concluded that inconsistent applications of bans across patient populations resulted in more
damage and disruption for those hospitals that implemented partial bans as compared to full
bans.

A full ban promotes consistency, as there is no confusion involved with this type of ban (“no
ifs, ands or butts”; see Table 3). Several studies have suggested that although staff, patients, '
and visitors may initially oppose a total tobacco ban, their attitudes changed to favor a
smoke-free environment following the implementation of the ban.2:50:63 These findings ;
suggest that implementing a total ban for alf tobacco products provides the most positive 3
results in a psychiatric setting. Therefore, this approach should be the fong-term goal of all

tobacco-free initiatives, with the caveat that implementation of partial bans may be used as a
transitional step fowards achievement of complete tobacco bans. :

The New Token Economy: Increasing On-Unit Activities

Traditionally, psychiatric facilities have inadvertently promoted tobacco use, by deploying
cigarettes as a means to modify behavior through the use of token economies.53:64 Token
economies can facilitate clients to learn and perform desired behaviors. These types of
economies have been explained as treatment delivery sysiems and as a means of providing
leamning principles in an attempt to focus on particular problems. LePage65 demonstrated
that token economies may decrease the number of staff and patient injuries, and the
improved safety environment allows staff members to focus their attention on treatment,
rather than creating a dynamic of conflict which is ultimately counterproductive.

Since token economies are a useful means of modifying potentially disruptive behavior in a
psychiatric setting, it might be reasoned that it would be beneficial to keep these economies
in use. However, if a tobacco ban is implemented, administrators can introduce incentives
other than cigarettes to motivate patients to follow the rules implemented on the ward and to
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reward good behavior. Such incentives could include privileges to leave the premises,
movies, television, healthy food, internet and phone access, or increased visitors time, and
other positive reinforcement approaches (e.g., draws for prizes of value once compliance
with tobacco-free regulations are demonstrated). This would allow staff to use positive
reinforcement techniques to modify disruptive and unwanted patient behaviors, without
providing them with a harmful substance such as tobacco.

Patients in psychiatric hospitals may find themselves with extra time, and liitle activities to
occupy this time, which can lead to boredom. Cigarette smoking provides an opportunity to
temporarily leave the ward and facilitates socialization for psychiatric patients.66 Non-
smokers are at risk for initiating cigarette smoking if admitted into a psychiatric ward where
smoking is permitted, as a result of peer-pressure and boredom.6 When tobacco bans are put
into place, the concern is that they may prevent the patients from connecting with one
another, and increase boredom and inactivity. In fact, most studies (see Table 1) suggest that
the opposite occurs.

" In an effort to decrease boredom and enhance other means of socialization, increased ward

activities (programming) may offer the most viable solution. These activities could include
entertainment options, such as books, television and movies, or providing access to the
internet. In an effort to increase socialization, ward outings to local museums, parks, and the
community would provide a change of scenery that could promote communication among
the patients. Educational courses are another alternative to keeping the patients occupied,
while at the same time stimulating their minds. Lastly, providing the patients with physical
activities, such as sports and exercise classes may promote socialization, and a healthy
lifestyle. All of these various activities can provide the patients with an alternative to
smoking, and could be used a part of the token economy, as these activities could be
considered privileges and offer a healthy option to cigarettes as the token economy item.

Consistency {“No ifs, ands or Butts™)

Although a total tobacco ban is the ultimate goal, in order to align values, policies and
changes in clinical practice it may sometimes be beneficial to work with both advocacy and
policy stakehoiders in the {reatment settings. For example, in a hospital with a deeply
entrenched pro-tobacco culture, a multi-pronged approach emphasizing policy, advocacy,
staff training and program development is needed to produce the required change
management to implement such bans. To this end, it is imperative that the rules are strictly
and consistently enforced across the board. This consistency approach must be followed at
all levels of staff, ranging from management to clinical staff support.2:61 In the review by
Lawn and Pols,] one of their key findings to a successful ban was consistency, coordination,
and full administrative support. One hospital that noted an increase in problems following
the implementation of the ban, including aggression, discharge against medical advice or
increased use of medication, may have been a result of the lack of the administrative process
to provide consistent enforcement of the ban.29 The staff in this hospital did not comply
with the ban, as unauthorized patients were permitted access to cigarettes.63 It is necessary
for staff to comply with and enforce the tobacco ban, and failure to so will result in negative
consequences.

Provision of Pharmacotherapies

Educating the patients on, and providing them with, pharmacotherapies is essential in
helping them refrain from smoking. These include NRTs {e.g., transdermal nicotine patch
{TNP}, gum, spray, inhaler, and lozenge), sustained-release bupropion (Zyban®), and
varenicline (Chantix® in USA; Champix® in Canada and Europe), which have all been
found to increase likelihood of quitting in psychiatric populations.19:67 All these therapies
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are convenient for nurses to distribute o inpatients with other daily (psychotropic)
medications (with bupropion SR and varenicline needing a prescription),

Prophylactic NRT is recommended for inpatient in psychiatric and addictions settings, as it
may reduce rates of discharge against medical advice where smoking is forbidden.6-68 TNP
may be the best option because it is only administered once a day which may increase
compliance.69 In addition, TNP delivers a fixed dose of nicotine continuously,70 which
provides partial replacement of plasma nicotine levelsé and can target the acute nicotine
withdrawal syndrome,19:71 a frequent determinant of smoking relapse.23-72

Sustained-release bupropion SR is a weak catecholamine reuptake inhibitor and non-
competitive ion channel site antagonist at the nicotinic acetylcholine receptor (nAChR),73
which has been proven to be an effective medication for smoking cessation in psychiatric
population,73 especially if used in conjunction with behavioural therapy.74:75 Bupropion is
currently the best studied treatntent option for tobacco cessation in smokers with MHA
disorders.40-73-74:76°77

Varenicline, an a4p2 nAChR partial agonist, has recently been added to the USPHS
guidelines as a recommended first-line therapy 19 and has also been shown to be a highly
effective smoking cessation aid;76:78 comparative studies with bupropion SR have shown
its superiority to this agent and placebo.79:80 While the typical side effects of varenicline
are nausea and insomnia, severe adverse events have been reported, which include
treatment-emergent psychosis, mania, impulsivity, agitation and suicidality.19 Physicians
are advised to monitor their patients taking varenicline on a regular basis for the emergence
of such neuropsychiatric symptoms.81 There are several on-going studies examining the
safety and efficacy of varenicline in psychiatric smokers,19 Treatment with NRT,
varenicline, and bupropion SR, are all possible strategies to alleviate the withdrawal
symptoms commonly associated with smoking cessation once a ban is implemented, and
such early treatment promotes self-efficacy in tobacco cessation efforts.19

Provision of Behavioral Support

While pharmacotherapies target the neurochemistry of tobacco addiction, concurrent
behavioral support is required in order to teach coping strategies which can optimize
cessation outcomes during the implementation of the ban, and increase the likelihood of
long-term smoking cessation. Behavioral support can come in the form of self-help
programs (increase motivation and improve readiness to quit, manage withdrawal
sympioms, and preventative relapse measures),19 cognitive-behavioral therapy (CBT),
40-82784 contingency management (CM),85-86 and motivational interviewing (MI1).87 It
has been suggested that the estimated four hours per day it takes staff to provide cigarettes,
should be reallocated to the delivery of cessation counseling services.6-68

MI is a standard behavioral treatment that can be utilized successfully in smokers with co-
morbid mental illness.88 MI would be beneficial for this specific population, as their low
readiness to quit may be a significant barrier to smoking cessation.19 While MI has
demonstrated that it is an effective smoking cessation treatment,73-87°89 it may also
influence smoking treatment-seeking behavior.19-88 In light of these findings, MI should be
frequently employed to encourage smoking reduction and cessation in psychiatric and
addiction hospitals.88-90

CBT should be delivered by a trained clinician, as opposed to staff member trying to
incorporate the therapy into his or her regular duties.91 CBT involves individual and/or
group counseling, and can range in length from brief (10 — 15 minutes) to intensive (50 — 60
minutes), conducted once to several times per week. CBT has been demonstrated to be an
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effective behavioral therapy for smoking cessation, as a strong positive correlation exists
between amount of counseling and smoking abstinence.92 CBT has been modified for
smoking cessation in individuals with co-morbid mental illness,7°87°93 and would have
suitable applications in 2 psychiatric hospital.

CM is an alternative behavioral intervention that could be applied when implementing a
smoking ban, The goal of CM is to utilize reinforcement procedures systematically in order
to modify smoking behaviors in a positive and supportive manner.94 This treatment has
been found to reduce smoking,86:95797 but must be used with caution as smoking relapse is
high once the contingencies are withdrawn, 19 CM can be applied when the ban is initially
implemented, but other treatments must be employed in order to maintain smoking cessation
(e.g. CBT and relapse-prevention skills).

Monitoring of psychotropic medications during inpatient and outpatient treatment

Cigarette smoking can decrease the blood concentrations of several psychiatric medications.
987101 This is an important consideration when prohibiting cigarette smoking within
psychiatric hospitals. Smoking increases hepatic enzyme activity (primarily the CYP 1A2
and, to a lesser extent the 3A4 isoenzyme systems), which accelerates the metabolism of
psychiatric medications, 997101 and can lower plasma psychotropic drug concentrations.50
Examples of psychotropic medication affected in this manner include clozapine, haloperidol,
olanzapine, tricyclic antidepressants (TCAs), valproate and caffeine.4 As a result of this
smoking interaction with psychiatric medication, patients who smoke tend to take
considerably higher doses of antipsychotic drugs.50-997102 This effect is the result of the
tar in cigarettes, rather than the nicotine iiself.50-102

A tobacco ban may have significant implications for patients taking antipsychotics once they
alter their smoking habits on the ward, or after they are discharged.6 There have been
several reports of adverse reactions as a result of high concentrations of clozapine or
olanzapine following smoking cessation.103-104 As a result, a stepwise daily dose reduction
of about 10% until the fourth day since the last cigarette is recommended, in combination
with therapeutic drug monitoring since each patient will react differently to smoking
abstinence.6:105 In order to prevent problems, it is imperative to adjust the patient’s
medication dosage accordingly and monitor them, in order to ensure these medications are
working. Also, if these patients begin smoking after discharge, their medication dosage
should be adjusted accordingly so continued monitoring of smoking status and medication
response is extremely important.

Provision of QOutpatient Services

While psychiatric wards with a tobacco ban provide an opportunity to initiate smoking

cessation because of the policies directed against smoking and the increased awareness and

availability of medications and behavioral therapies, most programs at this time focus on

smoking cessation during hospitalization with less emphasis on long-term abstinence. In

order to increase long-term smoking cessation success among psychiatric patients, it is

imperative to work with patients while they are hospitalized and to monitor and treat these

patients when they return back to the community. The risk of relapse is high; Olivier and :
colleagues6 have reported that the majority of patients return to smoking within five weeks i
of discharge. During hospitalization, staff can work with patients on enhancing motivation
for long-term abstinence, developing skills to deal with triggers, cravings, and stress after
release from the hospital, and examining benefits of not smoking that are experienced while
in psychiatric units (e.g., more money, an easier time breathing). In order to prevent tobacco
use relapse after release, improvements must be made both in discharge planning and j
linking clients to appropriate outpatient community resources so that adequate treatment
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support is continued post-discharge.6 Support should involve regular outpatient follow-up
smoking cessation/relapse-prevention sessions and standard pharmacotherapy (e.g. NRT,
bupropion SR, varenicline) of both brief and extended treatment based on the clinical
situation. 19 Thus, if the patients are sufficiently monitored after hospital discharge, the high
rates of tobacco relapse associated with inpatient discharge in mental heaith and addictions
treatment settings could be reduced.

Recommendations and Conclusions

This call to action is a dramatic cultural shift in institutional attitudes, policy, and practice
considering the fact that historically psychiatric and addiction treatment facilities in the
North America have, to varying degrees, been buying, dispensing, and facilitating tobacco
consumption for their patients. Often this practice has been justified and related to in terms
of cultural norms, therapeutic effectiveness, and/or clients’ rights. However, the
consumption of tobacco products as an everyday clinical practice in psychiatric institutions
must transcend this dominant ideology and take a progressive leap of faith to create mental
health and addiction treatment environments structured on the concept of weilness and
recovery, so that the health and well-being of patients is the foremost priority.

The achievement of tobacco-free inpatient and outpatient treatment environments in
psychiatric and addictions facilities is clearly a noble goal (Figure 1), for which this review
documents clear and beneficial outcomes for patients, staff and institutions, Based on our
review and discussion, the following conclusions and recommendations can be made:

1. Tobacco-free mental health and addictions settings can be achieved by an
integration of policy and treatment measures, which have the goals of promoting a
healthy workplace and tobacco cessation for all patients and staff.

2. During the institution of tobacco-free environments in MHA treatment settings, the
rights of smokers should be respected, but at the same time the rights of non-
smoking clients and staff need to be promoted. The process of taking an institution
tobacco-free needs to be well-considered by the senior management of an
institution, which must take the lead in promoting the goals and objectives of the
smoke-free environment to the hospital staff, patients and their families (e.g. the
“top down” management approach). The key to success is a clear communication
strategy and extensive preparatory efforts prior to initiating the smoke-free hospital
grounds, with the initial goal of achieving staff and patient buy-in to the process.

3. In service of creating tobacco-free grounds, a “bottom up” process should be
developed for staff, patients and families to ensure a transparent process where the
views and concerns of all parties are heard, discussed and debated. Ultimately,
senior leadership is responsible for the success of the process, and needs to take
ownership for the successes (and failures) of the implementation strategy. The
identification and promotion of staff “champions” for the tobacco ban needs to be
initiated early on in the process as these individuals can provide support and
facilitate education, training, and tobacco change program development for staff
peers, and educational efforts to ultimately support the ban. Further, concerns from
staff members who are smokers should be addressed and smoking cessation support
and services should be offered to staff members who are interested in quitting.

4, A critical determinant of the process is the requirement that staff receiving training
on how to initiate and enforce tobacco-free psychiatric inpatient units and
outpatient programs, through the development (prior to the tobacco ban) of unit
programming geared to psychoeducation on the risks of continued smoking, and
support for smoking cessation programs for both patients and staff. There should be
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an initial emphasis on increasing the skills of staff in motivational interviewing,
given that engagement and persuasion of the MHA smoker is paramount. The
involvement and support of hospital security services is critical to the enforcement
aspect of tobacco bans.

5, Physicians (including psychiatrists) and nurses need continuing education and
support by senior leadership on the importance of identifying tobacco use,106-107
and on the state of the art implementation of integrated behavioral and
pharmacological treatments.

6. Further research on the safety and process of initiating and maintaining tobacco-
free inpatient and outpatient settings is necessary, especially in terms of
understanding the impact on psychiatric and addiction outcomes (e.g. risk of
exacerbation or relapse of the co-morbid MHA condition in patients admitted to
smoke-free versus smoking uniis), and effects of such smoking bans on the
achievement of short- and long-term cessation and reduction outcomes. Moreover,
the systematic study of such bans on quality of care and administrative health
outcomes (e.g., frequency and duration of seclusion and restraint, episodes of
agitation and violence, PRN psychotropic medication use, frequency of elopement
and against medical advice (AMA) discharge) using prospective designs is
warranted, as are the study of patient, staff, and institutional variables associated
with more and less successful ban implementation (e.g., length of preparation time ‘
and education, duration of hospital stay (acute versus longer term), type of
alternative reinforcers and activities provided). Finally, research is needed 1
examining the cost-effectiveness and quality of life impact of tobacco-free policy
changes in psychiatric hospitals.

Accordingly, there is much work that needs to be done before we can make the ;
wide dissemination of tobacco-free treatment settings in mental health and
addictions facilities a reality. Nonetheless, this Tobacco Reconceptualization in
Psychiatry (TRIP) provides a theoretical and practical framework for achieving
these important goals. We can make this a “good” TRIP or a “bad” TRIP — the

choice is ours!
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Figure 1. Tobacco Control — Public Health Model for Mental Health and Addictions Seftings
Panel A -- The Agent/Host/Vector Model Applied to Tobacco use; Panel B — Annotated with

the Goal of Banning Tobacco from Institutions.
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Moss et al.

The Advantages and Disadvantages of Tobacco Bans in Psychiatric and Addiction Treatment Facilities

Table 2

Advantages

Disadvantages

Excelient opportunity to provide
motivational interventions for those not
initially motivated to attempt smoking
cessation.

Low inpatient interest in quitting. This is
low on their hierarchy of needs.

Effects of interventions can be monitored
in a controlled therapeutic setting by staff
and physicians.

Staff and administration are often reluctant
as they may perceive this to be a distraction
to treatment plan and a critical “positive”
reinforcer. This is more often the case for
staff and administration who are
themselves smokers.

Reduction in episode of seclusion and
restraint, PRI use and decreased length of
stay.

Lack of training of unit staff or other
qualified people to conduct smoking
cessation counseling,

Smoke-free work environment goals are
promoted, and consistent with wellness
interventions that being implemented in
most inpatient settings.

Unmotivated inpatients pose a barrier to
success of any patients who are motivated
to quit.

Adapied from Lawn and Pols;2 George and Ziedonis48
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Table 3

Evidence-Based Guidelines for Successful Implementation of Tobacco Bans in Inpatient Psychiatric and
Addictions Treatment Settings

Strict enforcement of the total smoking ban — no smoking can he tolerated
(“no ifs, and or butts™!)

Staff and physicians need adequate training to deal with the consequences of
the smoking ban.

To enforce a tobacco-free environment, patients need to be provided with
behavioral support and pharmacotherapies (to manage tobacco withdrawal and
cravings on the unit).

Encourage patients to maintain tobacco-free status once they are discharged —
develop outpatient tobacco treatment plans.
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