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Arizona Smokers’ Helpline

Mission 

Breathing vitality in to the lives of Arizonans: 
Inquiry. Innovation. Inspiration. 

Vision

An Arizona where everyone achieves 

a healthy lifestyle



Smoking and Mental Health: 
Arizona Experience

• 19% of Arizonans have a mental illness

• 37% of ASHLine clients self-report a mental health 
diagnosis

• Tracking of mental health diagnosis within state 
mental health provider networks is not uniform

• Historical data on quit rates in this high-risk 
population suggests the need for tailored approaches



Early Efforts
• Communities Putting 

Prevention to Work (CPPW) 
– Partnered with the regional 

mental health service 
providers (RBHA)

– Integrated systems change 
within the mental health 
(MH) care system to increase 
access to services

• Pfizer project
– Through qualitative research 

we developed client 
educational materials to 
address key barriers to 
tobacco cessation
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Mental Health Materials



What Can Be Learned: ASHLine Data

• High demand for tailored cessation services

• Effective referral partnerships can be formed

• Quit Rates for MH clients are lower than clients not 
reporting mental health issues

• Needs:

– Evaluation of tailored protocols

– Better understand the role of co-morbidity in 
relation to enrollment and quit rates



Smoking & Co-Morbid Conditions 

• Smokers have high rates of physical and/or mental health 
conditions

• Contributes to disproportionate rate of death and disease

Definition of Terms

Chronic (physical) health condition: Asthma, Respiratory illnesses 
(COPD), Diabetes, Cardiovascular diseases, Hypertension

Mental health condition: Anxiety, depression, bipolar disorder, 
SMIs, alcohol/drug use 

Co-morbid Condition: Co-occurring chronic health and mental 
health condition



Schizophrenia 62-90%

Bipolar Mood Disorder 51-70%

Substance Abuse 49-98%

Post-Traumatic Stress Disorder 45-60%

Attention Deficit/Hyperactivity Disorder 38-42%

Major Depression 36-80%

Alcohol Abuse 34-93%

Anxiety Disorders 32-60%

*Compared to 18.1% of adults in the general population

Smoking Rates by Mental Health Status 



Smoking and Mental Health

• Smokers with co-occurring mental health are 
historically underserved

• Smokers with mental health conditions (MHCs):

– Are more likely to have chronic health conditions

– Have reduced/lack of access to cessation services

– Are more likely to be targeted by tobacco 
companies

– Are less likely to be referred to cessation services 
by their providers (mental health)



Co-morbidity: A Barrier to Quitting

• Smoking is multi-determined disorder 

• Evidence-based cessation strategies yield low-to-moderate 
quit rates

• Having a co-morbid health condition is a barrier to quitting 

• Little is known if quit rates vary by chronic and/or mental 
health conditions, especially within a quitline setting.

Purpose: To examine quit rates among the Arizona 
Smokers Helpline (ASHLine) callers reporting a chronic 
health (CH) and/or mental health (MH) vs. no co-morbid 
condition.



Hypotheses

• Hypothesis 1:
Smokers with a chronic condition (CHC) will have significantly 
lower quit rates compared to smokers with no CHC

• Hypothesis 2: 
Smokers with mental health condition (MHC) will have significantly 
lower quit rates compared to smokers without a MHC 

• Hypothesis 3: 
Smokers reporting a co-morbid condition (CHC+MHC) will have the 
lowest quit rates compared to other sub groups of smokers



Variables of Interest 
Dependent Variable: Quit status at 7M follow-up (Yes/No) 

Co-morbid condition:

Chronic health condition (CHC only): asthma, COPD, diabetes, 
heart disease, hypertension, or cancer. 

Mental health condition (MHC): In tx for anxiety, depression, 
bipolar disorder, schizophrenia, alcohol/drug use Co-morbid 
Condition (CHC+MHC): At least 1 chronic health and a mental 
health condition

No Co-morbid condition (NC): No CHC and/or MHC



Controlling Variables

Demographic:

Age, Gender, Education, Insurance, Ethnicity

Mode of Entry: 

Referred by provider vs. proactive callers 

Smoking-related: 

Nicotine Dependence, Medication/NRT use 

Psychosocial factors: 

Social support for quitting



Analysis Plan 

• Direct entry logistic regression

• Analysis of variance and chi squares to analyze group 
differences

• Final model was tested for multicollinearity (Pearson  
coefficients; cut off of .30) 

• Data analyzed using SAS 9.4.



Sample Characteristics

• 30% self-reported at least one CHC;  37% had a MHC. 

• 64% of clients with MHC reported a CHC. 

• 74% White; 71% non-Hispanic

• 57% female

• 48% uninsured/Medicaid: low-income, underserved 

• Mean cigs/day = 17.5 (sd=11.4)

• Mean coaching sessions = 5.1 (sd=5.6)



Smoking Outcomes

• Responder rate used to calculate quit rates (N= 18,197)

• Overall 7M quit rates: 36%

Health Condition 7 M Quit rates

Chronic Health Condition 39%

Mental health Condition 33%

Co-morbid Condition 29%

No Chronic or Mental Health Condition 40%



Results 

• CHC vs. no CHC hypothesis supported
Smokers with at least 1 chronic health condition had a 17%
reduced odds of being quit at 7M 

• MHC vs. no MHC hypothesis supported
Smokers with mental health condition had a 26% reduced 
odds of being quit compared to those without MHC



Results (continued)

VARIABLES ODDS RATIO

PREDICTOR VARIABLES (HEALTH CONDITION STATUS)

None (no chronic or mental health condition) Referent

Chronic Condition only 0.90 (0.82, 1.00)

Mental health condition only 0.81 (0.71, 0.92)

Co-morbid condition (Chronic + Mental health Condition) 0.65 (0.59, 0.72)

CONTROLLING VARIABLES 

Age 1.00 (1.00, 1.01)

Fagerstrom Dependence 0.68 (0.63, 0.73)

Social Support 1.19 (1.09, 1.31)

Quit Meds Used 1.36 (1.26, 1.47)

Referral 0.80 (0.73, 0.88)

Insurance 1.05 (0.99, 1.11)

Education 1.00 (0.93, 1.09)

Ethnicity 1.07 (0.97, 1.18)

Gender 1.08 (1.00, 1.17)

Hypothesis 3: Quit rates by comorbid conditions



Discussion 

• Associations between chronic health condition and quit rates were not 
significant after controlling for mental health status

• Smokers with comorbid conditions had the lowest quit rates

• Smokers with MHCs were less likely to be referred but more likely to 
proactively call services… need for specialized provider-level training to 
increase referrals

• Smokers with MHCs could benefit from tailored cessation services 

– These services need to be tested within a quitline setting



Using Multi-Level Approaches for 
Smoking Behavior Change 

• Most smoking cessation interventions in quit lines focus on a 
single level of analysis (Anderson, 1998) 

– Focus is largely on individual factors (e.g., self-efficacy, 
motivation)

• Smoking is multi-determined and may require interventions 
targeted at different levels (e.g., community, provider, social, 
individual)

• Multi-level strategies are examined in research settings, but 
unexplored in a quitline setting



ASHLine is currently implementing a two-pronged 
approach for increasing treatment access and services 
for mental health populations in AZ:  

a. Provider-level training in brief interventions (AAR) 
for smoking cessation in mental health clinics

b. Training quitline coaches in specialized protocols 
that focus on tobacco cessation among 
behavioral health populations 

Need for a Multi-Level Approach



‘AAR’ Training in Mental Health Clinics

• ASHLine’s community development team works with 
35 mental health organizations in AZ (257 locations). 

• In FY2015,  sites referred 1457 clients 

• 26% enrollment rate 

• Brief intervention includes training providers on 
“ASK”, “ADVISE”,“REFER”



Follow 3 simple steps:

Ask,

Advise,

Refer
We’ll do the rest!

ASHLine’s Recommended Model



• Tobacco users with behavioral 
health conditions CAN and DO
quit successfully

• Without evidence-based 
support, most will slip or 
relapse

• Behavioral health providers 
can play a significant role in 
helping people quit!

Quitting Tobacco is Possible for EVERYONE



• Identify and document 
the tobacco use status 
of every patient at 
every visit

• Significantly increases 
rates of clinician Tx and 
patient cessation

STRENGTH OF EVIDENCE: A

US PHS Clinical Practice Guideline: Treating Tobacco Use 
and Dependence: 2008 Update

ASK



• In a clear, strong, and 
personalized manner, 
urge every tobacco 
user to quit

• Capitalize on “teachable 
moments” with patients

STRENGTH OF EVIDENCE: A

US PHS Clinical Practice Guideline: Treating Tobacco Use 
and Dependence: 2008 Update

Advise



• Proactive telephone 
counseling, group 
counseling, and 
individual counseling 
formats are effective 
and should be used in 
smoking cessation 
interventions

STRENGTH OF EVIDENCE: A

US PHS Clinical Practice Guideline: Treating Tobacco Use 
and Dependence: 2008 Update

Refer



• Case workers are primary targets of intervention

• 35% of mental health providers are smokers

• Focus on the ‘ADVISE’ to:

– Integrate ‘advice’ at multiple points of contact (not 
only at the time of intake)

– Integrate ‘advice’ when discussing coping skills 
training, dealing with life transitions

– Health education that includes dispelling myths on 
using smoking to maintain sobriety

‘AAR’ Training in Mental Health Clinics



Improving ASHLine’s Clinical Services

• Protocols to train coaches on cessation services 
tailored for smokers with MHCs are currently being 
implemented

• Smokers who self-report a MHC or are referred from 
mental health settings are directed to coaches 
trained on specialized protocols

• Combination of evidence-based CBT and 
motivational interviewing skills



Training Protocols for Coaches
• Coaches demonstrate competencies on types of mental 

health/addictions and identify and problem-solve unique barriers to 
behavior change  for smokers with MHCs

• Coach training involves:
– Provide didactics/information on 

• Prevalence rates of smoking rates and MHCs
• Unique challenges that MH populations face
• Interplay between MH medication and nicotine use
• Importance of social support and enhanced coping skills training

– Conduct role plays/case studies

– Making appropriate referrals as needed and handling 
emergency situations



Improving ASHLine’s Clinical Services
Specialized coaching topics:

• Awareness of relationship between smoking and mental health issues 
(e.g., bio-psycho-social inter-relationships) 

• Educating clients on myths related smoking cessation (e.g., cessation 
will impair sobriety)

• Extending urge coping skills training to manage mood and anxiety 
(stimulus and urge control strategies)

• Determining current level of functioning at each session … 

• Sample opening questions

– ‘How stable are your mental health systems currently?’

–How is your mental health treatment going

• Exploring past experiences with quit attempts in relation to change 
in mental health symptoms



Handouts and Mailings



Next Steps For ASHLine

• Use an integrated multi-level approach to track 
clients referrals from mental health clinics that 
receive specialized services.

• Evaluate specialized counseling protocols

• Determine influence of an integrated multi-level 
strategy on 
– service utilization

– readiness to quit

– quit outcomes

– relapse



Acknowledgements
ASHLine Community Development Team:

- Ryan Reikowsky (Manager, Community Development Team)

- Kim Westenskow, MPH

- Krista Walker, MSW

- Karen Atkin, MSW

ASHLine Clinical Team: 

Tracy Crane (Manager, Clinical Team)

Funder (Arizona Department of Health Services)

Wayne Tormala (Chief, Bureau of Tobacco and Chronic Disease)

Courtney Ward, MPA (Chief, Office of Tobacco Prevention and Cessation 
Programs)



Questions?

Contact Information

Uma S. Nair, PhD

Assistant Professor, MEZCOPH, University of Arizona

Manager, Research and Evaluation

Arizona Smokers' Helpline 

umanair@email.arizona.edu



References
CDC (2014). 2014 Surgeon General's Report: The Health Consequences of Smoking—50 Years of Progress. 
http://www.cdc.gov/tobacco/data_statistics/sgr/50th-anniversary/index.htm#fact-sheets

McGinty EE, Zhang Y, Guallar E. et al. Cancer incidence in a sample of Maryland residents with serious mental 
illness. Psychiatr Serv. 2012;63(7):714–717

Montoya ID, Herbeck DM, Svikis DS, Pincus HA. Identification and treatment of patients with nicotine problems 
in routine clinical psychiatry practice. Am J Addict. 2005;14(5):441–454. 

Peterson AL, Hryshko-Mullen AS, Cortez Y. Assessment and diagnosis of nicotine dependence in mental health 
settings. Am J Addict. 2003;12(3):192–197. 

Steinberg MB, Alvarez MS, Delnevo CD, Kaufman I, Cantor JC. Disparity of physicians’ utilization of tobacco 
treatment services. Am J Health Behav. 2006;30(4):375–386Wilton R. Putting policy into practice? Poverty and 
people with serious mental illness. Soc Sci Med. 2004;58(1):25–39. 

Tran E, Rouillon F, Loze JY. et al. Cancer mortality in patients with schizophrenia: an 11-year prospective cohort 
study. Cancer. 2009;115(15):3555–3562. 70. 

Williams JM, Delnevo C, Ziedonis DM. The unmet needs of smokers with mental illness or addiction. In: 
Bearman P, Neckerman KM, Wright L, editors. After Tobacco: What Would Happen If Americans Stopped 
Smoking? New York, NY: Columbia University Press; 2011. pp. 367–380.


