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Abstract Persons with mental illnesses use tobacco at
significantly higher and heavier rates than the general
population, and suffer greater tobacco- related morbidity
and mortality. However, there are few existing tobacco
cessation interventions for these individuals. This study
examined two tobacco cessation interventions, a telephonic
quitline intervention (counseling and nicotine replacement
therapy) and a community-based group counseling inter-
vention with adults currently receiving community mental
health services. At 6-month follow-up, both groups dem-
onstrated significantly reduced tobacco use, but partici-
pants who received both quitline services and the group
counseling intervention were significantly more likely to
have a 50% tobacco use reduction. Across groups, the
overall intent-to-treat cessation rate was 7%. Tobacco
dependence, depression symptoms, and psychotic symp-
toms decreased significantly for all treatment groups, while
health and mental health functioning increased. Findings
suggest that common community tobacco cessation ser-
vices are effective for this population.
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Introduction

Persons with mental illnesses are a priority population for
tobacco cessation efforts (Bonnie et al. 2007; National
Institutes of Health 2006). Tobacco use represents a sig-
nificant risk factor affecting health, quality of life, and
morbidity for persons with mental illnesses, with about
200,000 of the 443,000 premature deaths from smoking in
the United States estimated to occur among persons with
behavioral health disorders (Mauer 2006; Schroeder 2009).
Although brief smoking cessation interventions are widely
recommended in medical settings (Fiore et al. 2008), such
interventions have rarely been implemented or studied in
mental health settings. In fact, few mental health clini-
cians ask patients about smoking or advise them to quit
(Himelhoch and Daumit 2003; Prochaska et al. 2004;
Thorndike et al. 2001; Zvolensky et al. 2005). Moreover,
there are limited referral options for cessation services, and
those that do exist are not tailored to meet the intensity of
services required by persons with mental illnesses
(Tobacco Cessation Leadership Network 2008; Zvolensky
et al. 2005).

Persons with mental illnesses and addictions disorders
consume over 30% of cigarettes and comprise 44% of the
entire US tobacco market (Grant et al. 2004; Lasser et al.
2000). The high prevalence of tobacco use among this
population has been widely reported (e.g., Grant et al.
2004). Not only are these individuals more likely to smoke,
they also smoke more cigarettes daily and smoke these
cigarettes down to the filter (D’Mello et al. 2001; Lasser
et al. 2000). Compared to the general US population
smoking rate of 21%, persons with mental illnesses smoke
at least at twice this rate (Centers for Disease Control and
Prevention 2006; Lasser et al. 2000; Morris et al. 2006).
Tobacco use prevalence varies according to psychiatric
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diagnoses and can be as high as 90% among persons with
psychotic disorders (De Leon and Diaz 2005; Grant et al.
2004; Hughes et al. 1986; Lasser et al. 2000; Kalman et al.
2005; Morris et al. 2006; Ziedonis et al. 2008). These
tobacco prevalence rates are the highest for those with
multiple co-morbid psychiatric diagnoses (Lasser et al.
2000).

Persons with mental illnesses die up to 25 years earlier
and suffer increased medical co-morbidity, compared to the
general population (Brown et al. 2000; Colton and Mand-
erscheid 2006; Dixon et al. 1999; Joukamaa et al. 2001;
Mauer 2006; Osby et al. 2000). They are at greater risk of
developing metabolic syndrome and cardiovascular dis-
eases, as well as other tobacco related illnesses such as
lung cancer and chronic obstructive pulmonary disease
(BarChana et al. 2008; Brown et al. 2000; Dalack et al.
1998; Joukamaa et al. 2001). Psychiatric outcomes are also
less favorable for persons with mental illnesses who are
tobacco users: they experience more psychiatric symptoms,
have more frequent hospitalizations, require higher dosages
of medications, and achieve poorer treatment outcomes
(Berk et al. 2008; Desai et al. 2001; Goff et al. 1992;
Williams and Ziedonis 2004; Ziedonis et al. 1994).

The neurobiological, psychological, social, and societal
variables associated with high tobacco use prevalence
among persons with mental illnesses have been well doc-
umented (Desai et al. 2001; Forchuk et al. 2002; Freedman
et al. 2001; Harris et al. 2004; Mauer 2006; Prochaska et al.
2007; Ziedonis et al. 2003). Although faced with multiple
barriers to quitting tobacco, persons with mental illnesses
are aware of the health consequences of their tobacco use,
and express the desire to quit at a similar frequency to the
general population of tobacco users (Addington et al. 1997,
Prochaska et al. 2007; Siru et al. 2009). However, multiple
barriers to effective tobacco cessation services exist,
including insufficient funding and reimbursement, and the
lack of knowledge and negative expectations of the ability
to quit among both by patients and providers (Morris et al.
2009; Murali and Oyebode 2004).

In contrast to common patient and provider perspec-
tives, there is growing evidence that tobacco cessation
interventions are effective for persons with mental illnesses
(Baker et al. 2006; Currie et al. 2008; Evins et al. 2004;
Smith et al. 2007). This population responds to treatment
modalities found effective in the general population, but
due to very high levels of dependence, often requires a
higher intensity of services consisting of a greater duration
of treatment, frequency of counseling, and higher doses
and/or combinations of cessation medications (Tobacco
Cessation Leadership Network 2008; Ziedonis et al. 2008).
The most effective cessation strategies are a combination
of nicotine replacement therapy (NRT) or other cessation
medications and individual or group counseling of four or
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more sessions (Fiore et al. 2008). Cessation counseling for
persons with mental illnesses typically includes problem
solving, skills training, cognitive-behavioral therapy and
motivational interviewing strategies (e.g., Baker et al.
2006; Drake et al. 2001).

Quitlines are another primary tobacco cessation resource
with demonstrated effectiveness (Anderson and Zhu 2007,
Stead et al. 2007; Zhu et al. 2002). These telephonic ser-
vices are widely available and generally offer some com-
bination of counseling and cessation medications. Quitlines
across the nation acknowledge that many of their callers
have diagnosed or undiagnosed mental illnesses, with the
prevalence of current mental illness among quitline callers
being as high as 50% (McAfee et al. 2009; Tedeschi et al.
2009).

While aided quit rates for persons with mental illnesses
are lower than for general populations, they are still sub-
stantial. Past studies have found individuals with history of
major depression have quit rates as high as 38% (Lasser
et al. 2000), while for schizophrenia quit rates may be
between 10 and 30% (Addington et al. 1997; Baker et al.
2006). A study of community-based interventions for per-
sons with non-acute psychotic disorders utilized a moti-
vational  interviewing-cognitive  behavioral therapy
intervention, and found the point prevalence rate of absti-
nence to be over 18% at 12 months for participants com-
pleting treatment sessions (Baker et al. 2006).

For those unable to immediately quit, reduction of use is
an important goal that increases the probability of future
cessation. Several reviews of studies for the general pop-
ulation find that a gradual approach to cessation which
included counseling and cessation lead to later cessation
(Fagerstrom 2005; Hughes and Carpenter 2006). Greater
future cessation rates have also been found among smokers
who switch from daily to non-daily use (McDermott et al.
2008). None of the studies reviewed found that reduction
undermined later cessation. A Finnish study followed adult
twins across a 15-year period to determine if reduction in
tobacco use predicted later smoking cessation (Broms et al.
2008). The study concluded that individuals who reduced
use by 25% over a 5-year period were more likely to quit
10 years later, a finding which is consistent with several
similarly designed studies (Falba et al. 2004; Hughes et al.
1999).

Although there are no published studies yet, recent
abstracts suggest quitlines are also effective for smokers
with mental illnesses. Several quitline studies have found
self-reported 7-day abstinence rates for persons with
mental illnesses to be equivalent to general callers at the
end of treatment and at 6 months (Hrywna et al. 2007,
Kreinbring and Dale 2007; Tedeschi et al. 2009). Another
recent study found that callers with self-reported depres-
sion, or endorsing a screening question asking if they felt
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mental health issues would impact their quit attempt, pre-
dicted a difference in quit rates compared to the general
population at 6 months (McAfee et al. 2009). Participants
who endorsed both depression symptoms and the mental
health impact question were 2.5 times less likely to be quit
at 6 months.

Additional studies are needed to investigate treatment
strategies, especially in actual clinical settings (Fiore et al.
2008; Flay et al. 2005; Ziedonis et al. 2008). Quitlines are
readily available, but mental health providers seldom make
referrals to these services. Nor have they integrated
smoking cessation into existing community-based mental
health care. At the same time, mental health agencies are
logical settings to address tobacco cessation; mental health
providers treat patients over long periods of time, have
therapeutic alliances that might facilitate regular tobacco
use assessment, commonly work within a wellness and
recovery model, and are able to regularly provide treatment
and monitor for symptom exacerbation (Hall et al. 2006;
McFall et al. 2005).

This pilot study investigated the effectiveness of com-
munity-based tobacco cessation interventions for persons
with mental illnesses. The study’s primary hypotheses were
that: (1) quitline services (i.e., telephonic counseling and
NRT) will significantly reduce daily cigarette consumption
compared to treatment as usual, and (2) quitline services
plus a community-based tobacco cessation group inter-
vention will result in significantly greater reduction of
cigarette consumption compared to quitline services alone.
Secondary exploratory hypotheses were that interventions
decrease nicotine dependence and increase self-efficacy,
and that smoking cessation attempts will not exacerbate
psychiatric or physical health symptoms.

Methods
Design

This pilot study was conducted at four community mental
health clinics in both rural and urban areas. Quitline ser-
vices were provided by National Jewish Health, one of the
largest quitline agencies in the U.S. Participants were
individually randomized at each site to one of two inter-
vention groups: quitline services alone (n = 61) or quitline
services plus a community tobacco cessation group of up to
10 sessions (n = 62).

Sample
Participants with psychiatric diagnoses were recruited from

local community mental health centers and continued to
receive treatment as usual from their clinicians during the

course of the study. Almost all participants were Medicaid
and/or Medicare beneficiaries. The inclusion criteria were-
being a regular smoker (>5 cigarettes per day), age 18 or
older, able to provide informed consent and participate in
groups, and English-speaking. Participants were included if
they expressed an interest in quitting regardless of their
motivational readiness to quit. Given the naturalistic design
of the study, exclusion criteria were minimal and included
current severe psychiatric symptoms (including suicidal
ideation) and current clinically significant substance abuse.

Procedure

Community mental health center clinicians were trained by
the research team to conduct tobacco cessation groups
tailored to psychiatric patients (e.g., the impact of smoking
on psychiatric medications, potential cognitive difficulties,
and genetic predispositions). Prescribers (physicians and
advanced practice nurses) received training on tobacco
cessation best practices and pharmacotherapy for persons
with mental illnesses; community providers then identified
interested patients from their practices. Study participants
continued their usual psychiatric treatment. Mental health
center clinicians were instructed to monitor for exacerba-
tion of psychiatric symptoms and emergence of depression,
and adjust psychiatric medication doses as needed.

Quitline Intervention

Quitline services were provided by National Jewish Health.
Five existing quitline counselors were assigned to work
with the study cohort after completing training by the
investigators on psychiatric illnesses and symptoms, spe-
cial considerations when initiating tobacco cessation with
this population, and emergency/crisis procedures. The
research team provided ongoing consultation to ensure that
quitline counseling and community interventions were
aligned (e.g., messaging to participants). Quitline services
were initiated through fax referral from participating sites.
Quitline services consisted of up to 5 proactive calls to
assist with quit attempts, promote healthier lifestyles, and
prevent relapses. The quitline provided up to 12 weeks of
free NRT patches to all interested participants. NRT dosing
schedule was 21 mg weeks 1-6, 14 mg weeks 7-8, and
7 mg weeks 9-12.

Group Tobacco Cessation Intervention

The tobacco cessation group treatment was based on the
“Smoking Cessation for Persons with Schizophrenia”
group intervention designed by SANE, an Australian
advocacy and treatment organization (Baker et al. 2004).
Previous study has demonstrated the effectiveness of the
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SANE intervention for persons with psychotic disorders
(Baker et al. 2006). The group program was based on a
comprehensive treatment manual and includes education
on smoking and cessation, positive reinforcement, learning
and practicing alternative behaviors, enhancing coping
skills, supportive relationships and anxiety reduction
strategies. Group sessions were conducted by two facili-
tators, who were mental health clinicians with group
therapy experience and who had completed a 4 hour
training on the treatment model. The group intervention
consisted of up to 10 sessions.

Outcome Measures

Outcome measures were administered at baseline and
6-months. The primary outcome measure was self-reported
smoking (average cigarettes per day in the last 7 days). We
assessed 50% reduction in self-reported smoking compared
to baseline, an outcome increasingly utilized in tobacco
treatment studies (Tgnnesen 2002). Tobacco cessation was
verified by breath carbon monoxide (CO) using a CO
Sleuth carbon monoxide breath test from Breathe E-Z
systems Inc, with cessation validated as CO levels of less
than 6 ppm.

Nicotine dependence was measured by the Fagerstrom
Test for Nicotine Dependence (FTND). The FTND mea-
sures smoking behaviors indicative of physical dependence
and is frequently used in smoking treatment research
(Heatherton et al. 1991). Depression symptoms and general
psychiatric symptoms were assessed by the Hamilton
Depression Scale (Hamilton 1960) and Brief Psychiatric
Ratings Scale (Overall and Gorham 1962). Quality of Life
was assessed via the Short Form 12 (SF-12) Health Survey
Standard Version (Ware et al. 1996). The SF-12 provides
both physical and mental health functioning scores. We
also administered self-efficacy items from the Snyder Hope
Scale (Snyder et al. 1996).

Data Analyses

Descriptive statistics were used to characterize the study
population at baseline. We addressed consumer acceptance
of the tobacco cessation intervention- (consumer attendance
at sessions, drop-out). Chi-squares and #-tests were used to
determine whether there were differences between 1)
patients randomized to different treatment conditions and 2)
dropouts and non-dropouts. Patient level clinical and soci-
odemographic covariates (e.g. age, gender, diagnosis) were
included in multivariate analysis if treatment groups dif-
fered on covariates at P < .15, if covariates were signifi-
cantly associated with outcome or dropout at P < .15 in
bivariate analysis, or if considered clinically necessary to
include in analyses.
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Chi square tests were used to test the association between
50% reduction in smoking and treatment group. Multiple
logistic regression analysis was used to model 50% reduc-
tion as a function of treatment group and baseline soci-
odemographic and clinical covariates as described above.
Intent-to-treat analyses were used, assuming that partici-
pants lost to follow-up did not achieve 50% reduction.

We also analyzed self-reported smoking (number of
cigarettes per day) at baseline and 6 months as a continu-
ous variable. General linear mixed models were used to
analyze repeated measures within individuals and test the
hypothesis that there was a greater reduction in smoking
among individuals randomized to the quitline plus group
cessation intervention than for individuals randomized to
quitline only. This analysis included all available data but
no imputation was done, so that individuals who had
baseline smoking information but not 6-month data con-
tributed only 1 observation.

This study was approved by the Colorado Multiple
Institutional Review Board. The authors have no conflicts
of interest. All authors certify their responsibility for this
study and manuscript.

Results

Demographics and psychiatric diagnoses were captured
from medical records as summarized in Table 1. Treatment
groups did not differ significantly on baseline sociodemo-
graphic or clinical characteristics (all P < .05). The mean

Table 1 Participant demographics

Demographic characteristic Quitline only Quitline plus

community group

N=61(%) N=62(%)

Gender

Female 59 58
Race/ethnicity

Asian

Black

Latino/a or Latin 13 3

American or Hispanic

Native American or indigenous 3 2

Pacific Islander

White 77 85

Other 0 2
Primary psychiatric diagnosis

Schizophrenia 23 31

Bipolar 36 27

Depression 21 16

Other (e.g., anxiety) 36 34
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age of participants was 43, with a range of 20-69. Of the
123 patients enrolled in the study, 87 actually received at
least one quitline or community group session. Of these, 83
reported 6-month data on smoking and clinical status.
Patients who dropped out prior to 6-months did not differ
significantly from patients who remained active on soci-
odemographic variables or baseline smoking. Patient
dropout was significantly associated with primary psychi-
atric diagnosis. Among those dropping out the diagnoses
were:  schizophrenia—17%, bipolar disorder—36%,
depression—>52%, and other diagnosis—29% (all P < .05).

Smoking reduction of 50% or greater (i.e., including
those who were abstinent) was achieved by 18 patients at
6 months. Intent-to-treat analysis of 50% reduction by
treatment group revealed a trend toward an association
between treatment condition and achieving 50% reduction
(8% for quitline only, 21% for the quitline plus cessation
group arm) (x(zldf) = 4.01, P = .0451). Using intent-to-
treat analysis, eight participants (7%) had maintained ces-
sation at 6 months. Of those reporting data at 6-months,
10% were abstinent. For the logistic regression analysis,
educational level was included as a covariate. Patients who
were in the quitline plus group cessation intervention were
more likely to achieve 50% reduction in smoking than
patients in the quitline only group, after adjusting for
education (X(zldf) = 4.09, P = .0431, adj OR = 3.16 (95%
CI 1.04, 9.65).

Table 2 presents preliminary results from repeated
measures analyses using SAS 9.1 Proc Mixed compared
baseline to 6-month data on all available data (without
imputation) across groups. There was a significant decrease

Table 2 Pilot cessation study 6-month outcomes

in self-reported average number of cigarettes smoked per
day across both groups, (F(1,79) = 16.99, P > .0001).

For demographic variables, it was observed that men in
the study smoked more cigarettes per day than women
(F(1,163) = 6.41, P > .01). However, the gender by time
interaction effect was not significant. Scores on the HAM-
D and BPRS showed a significant decrease in depression
and psychotic symptoms, respectively over time for all
groups (P < .01), but did not differ between groups. The
SF-12 measures also showed significant improvement on
physical health and mental health domains across both
treatment groups (P < .0001), but on the physical health
domain there was significantly better improvement for the
quitline plus group intervention (P = .0397). All groups
had significantly lower rates of tobacco dependence from
baseline as measured by the FTND (P < .01), but there was
not a difference between groups. There was no significant
improvement for the self-efficacy measure.

Due to the small N of the study, we also completed a
posthoc power calculation to determine the likelihood that
we would have the ability to find a difference if it existed.
For continuous outcomes, we had 81% power to detect a
.52 SD difference between the two groups.

Discussion

This paper reports on one of the few randomized studies of
community-based smoking cessation interventions for per-
sons with mental illnesses. Participants represented a nat-
uralistic clinical population of adult clients treated in

Estimates from repeated measures model Quitline only

Quitline plus community group

Baseline 6 Months Baseline 6 Months
Mean (SE) Mean (SE) Mean (SE) Mean (SE)
Primary outcomes
Smoking (cigarettes per day)** 19.80 (1.17) 14.89 (1.45) 21.04 (1.17) 16.11 (1.40)
Secondary outcomes
HAMD?** 12.93 (.81) 10.36 (.99) 13.41 (.80) 10.12 (.94)
BPRS** 45.82 (1.57) 40.04 (1.86) 45.25 (1.55) 38.80 (1.77)
SF12 physical health™™ 40.25 (1.74) 42.32 (1.92) 40.02 (1.72) 46.25 (1.85)
SF12 mental health* 37.97 (1.65) 43.26 (1.98) 39.22 (1.63) 40.17 (1.88)
FTND** 5.72 (.32) 4.09 (.38) 6.12 (.32) 4.74 (.36)
Snyder hope scale 33.72 (1.18) 33.50 (1.40) 32.30 (1.15) 33.36 (1.32)

For the Hamilton Depression Scale (HAMD) and Brief Psychiatric Rating Scale (BPRS) higher scores are interpreted as worse functioning. For
the short form 12 health survey (SF-12) higher scores are interpreted as better functioning. Higher scores on the Fagerstrom Test for Nicotine
Dependence (FTND) are interpreted as greater nicotine dependence. Higher scores on the Snyder Hope Scale (self-efficacy) are interpreted as

increased hope and self-efficacy

* P < .0001 for change over time; however, differences in change over time across groups were not significant

** P < .01 for change over time; however, differences in change over time across groups were not significant

** Both got higher (P < .0001) with additional improvement in the quitline plus community group (P = .0397)
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community mental health settings. The study was designed
to look at the effectiveness of two potential cessation
interventions which are infrequently offered to persons with
mental illnesses: tobacco cessation services provided by
community mental health centers and telephonic quitline
services consisting of counseling and nicotine replacement
therapy (NRT). By design, the interventions utilized were
relatively easy to implement, were inclusive of all diag-
nostic groups, and made use of existing resources (e.g.,
existing clinical staff) in the hopes of identifying a model
that was sustainable for public mental health systems.

The primary outcome for this study was 50% reduction
in smoking from baseline to 6 months (yes/no). Fifteen
percent of participants reduced their tobacco use by half or
more. The 6-month intent-to-treat smoking cessation rate
was 7%. While cessation is the ultimate goal of tobacco
treatment, many participants failed to quit altogether but
were motivated to significantly reduce their use, and there
was a significant reduction in self-reported number of
cigarettes smoked for both groups.

Those randomized to both quitline services and cessa-
tion groups were significantly more likely to reduce
tobacco use by 50% compared to the quitline only group.
These findings suggest that multiple service modalities lead
to enhanced outcomes. This supports the general consensus
that very nicotine dependent groups require more intensive
and more frequent treatment, potentially across multiple
treatment modalities (Fiore et al. 2008). Further dose-—
response analyses might clarify if increased number of
quitline and/or cessation group sessions is associated with
better outcomes. It may be that initially NRT or other
pharmacotherapy drives effectiveness, but that increased
social support and coping skills development are critical to
long-term abstinence, particularly as NRT and/or other
pharmacotherapy are discontinued.

Quitline services have been shown to be a cost-effective
means of extended service reach to racial and ethnic groups
when the literacy and cognitive levels of services are
appropriate to the population served (Anderson and Zhu
2007). Similarly, study findings suggest that persons with
mental illnesses do respond to quitline services, but more
work is needed to determine if and how quitlines might
adjust standard treatment protocols to best respond to this
population. Expert opinion does suggest that quitline staff
might work more effectively with persons with mental
illnesses after receiving training from mental health spe-
cialists (Morris et al. 2009). Also, recent research suggests
that quitline effectiveness may vary according to callers’
expectation of how their psychiatric symptoms possibly
interfere with their quit attempt, rather than psychiatric
diagnosis per se (McAfee et al. 2009).

It is a commonly held belief that smoking reduction and
cessation exacerbate psychiatric symptoms. Past studies
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have found cessation to exacerbate symptoms of schizo-
phrenia (Dalack and Meador-Woodruff 1996) or depression
in people with a history of affective disorders (Glassman
et al. 2001; Killen et al. 2003). Contrary to these past find-
ings, this study found that, not only was there no worsening
of psychiatric symptoms, but participants reported a signif-
icant reduction in depression and psychotic symptoms. We
further found that health improved across both groups, and
significantly more among those receiving both quitline and
group interventions. This supports other studies which have
found that either smoking cessation has no negative impact
on psychiatric symptoms or participation in smoking ces-
sation efforts are even associated with better mental health
and overall functioning (Baker et al. 2006; Lawn and Pols
2005; Prochaska et al. 2008). It must be noted that self-
efficacy did not change over time, but a recent meta-analysis
found that the association between smoking cessation and
self-efficacy was limited (Gwaltney et al. 2009).

The study design was purposeful in its inclusion of a
cross-section of psychiatric diagnoses. Given limited
resources inherent to public systems of care and typical
practice, we expected that community mental health set-
tings would not typically be in the financial position to offer
diagnosis-specific cessation services. Even so, patient
dropout was found to be significantly associated with pri-
mary psychiatric diagnosis, with the highest rate of drop-out
rates being for depression. The reasons for these varying
drop-rates are unclear and additional research might deter-
mine if interventions tailored to specific diagnoses such as
depression better attract individuals to treatment and
enhance adherence and treatment completion.

There are several limitations of the current study. A
larger sample size would have allowed for increased sen-
sitivity to differences between groups. There was no con-
trol group in this study. All participants were randomized
to receive at least quitline counseling and NRT, which is a
substantial intervention in itself. We did not assess for
number of previous quit attempts, but qualitative findings
from similar settings suggest that these individuals are
afforded less opportunity to quit and have less past
attempts in comparison to the general population (Morris
et al. 2009). Also, participants receiving NRT may have
not been receiving sufficient medication dosages or com-
bination pharmacotherapy. Staff and provider training was
another prominent issue. Quitline staff did not necessarily
possess a mental health treatment background and the
participating community mental health clinicians had never
provided tobacco cessation services. Although training was
provided to both quitline and mental health center staff,
this training may have been insufficient.

We observed lower cessation rates than found by pre-
vious study of persons with mental illnesses (Baker et al.
2006; Currie et al. 2008). This was most likely because the



Community Ment Health J

study was underpowered to do so. But it is also noteworthy
that 29% of participants did not use any quitline or com-
munity cessation services. This may have been largely due
to enrollment of participants regardless of motivational
stage of change. While all those consenting to the study
stated an interest in quitting, some participants were in
early stages of readiness and possibly unprepared to quit.
For this population, a longer preparation time may be
needed to build external resources and coping skills before
long-term abstinence is realistic. In the future, treatment
enrollment and adherence might be increased by first
building individual motivation for behavioral change as a
criterion for cessation services. Clinicians might also
decrease treatment drop-out by assisting individuals with
common barriers to treatment such as adequate transpor-
tation and regular access to a telephone.

It will be important for future studies to use a control
group to determine to what extent findings are due to a
selection bias. Future research might determine what dose
of counseling and NRT and/or other medications are nee-
ded to effectively drive reduction and cessation for this
population. More study is also warranted regarding best
means of training quitline staff and community clinicians
to work with persons with psychiatric conditions.

Even with these limitations, findings support that persons
with mental illnesses can reduce tobacco use through both
quitline and community group interventions, and that tobacco
reduction may often occur prior to cessation (Hughes and
Carpenter 2006). All the interventions were effective in
reducing tobacco use and decreasing nicotine dependence.
There were no worsening of psychiatric symptoms and
patients decreased nicotine dependence and reported
improvements in overall mental health and functioning.
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