
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Busting Myths about Smoking 

Cessation and Mood Disorders  

What does the evidence really tell us? 



BACKGROUND 

Smokers with depression experience greater rates of relapse and have lower long-term quit success rates 

compared to the general population.[1] Despite this evidence, research has found that smokers with co-

occurring mental illness are less likely to be offered treatment for smoking cessation.[2] These 

inconsistencies are, in part, caused by misconceptions regarding smoking cessation among this 

population.[3]  

In this resource we will identify and address common myths related to smokers with mental illness, 

specifically individuals with mood-related disorders, and provide tips for healthcare providers when 

working with this population.    

BUSTING MYTHS ABOUT SMOKING CESSSATION AND 

MOOD DISORDERS 

 

 

FACT: 

Evidence suggests that individuals with mental health issues, including depression are as motivated to quit 

smoking as the general population.[4] In fact, many smokers with mental illness express concern over the 

impact of smoking on their health and finances, and are motivated to quit or reduce their tobacco use.[5] 

 85% of smokers with co-occurring mental illness have made a quit attempt in the past versus 78% of 

those without mental illness.[3] 

 A study by Haukkala (2000) found that smokers presenting depressive symptoms display reduced self-

efficacy, but had higher motivation to quit smoking compared to non-depressed smokers.[6] 

o Among female smokers, higher depression scores were associated with greater motivation to 

quit smoking.[6] 

TIPS FOR HEALTHCARE PROVIDERS: 

 Brief interventions (2-5 minutes) can be used to help your patient understand the relationship 

between their tobacco use and mood disorder, and increase their motivation to initiate positive health 

behaviour change.[7] 

 Incorporate motivational interviewing as part of brief interventions with your patients by using the 

following skills:[8] 

 Explore your patient’s ambivalence and develop discrepancies  

 Provide reflections and affirmations when appropriate  

 Establish goals that are realistic to achieve   

 Self-management resources, such as the “Self-Awareness: Managing Your Mood” workbook, can be 

offered to patients to help reinforce techniques learned during counseling sessions and maintain 

positive mood while attempting to quit or reduce smoking.[9, 10]  

MYTH: “Smokers with mental illness lack the motivation to quit smoking.” 

https://www.nicotinedependenceclinic.com/English/stop/Documents/Mood%20Management%20Resource.pdf


 

 

FACT:  
Healthcare practitioners may be disinclined to providing smoking cessation interventions to 

individuals presenting mood disorders out of fear that this will worsen their depressive 

symptoms. [11, 12]  However several bodies of evidence have shown that quit success is possible 

among this population. [13]  

 Although smokers with depression experience greater addiction severity and higher rates of relapse 

than the general population[14], providing tailored interventions that target co-occurring mood 

disorders can increase quit success rates.[13, 15]   

 Strong evidence has found that integrating a mood management component as part of standard 

smoking cessation treatment can increase long-term quit success rates by 12-20% in smokers with 

current and past depression.[15] 

 Evidence-based interventions for counselling smokers in the general population are effective for 

treating individuals with mood disorders, including both pharmacological [16-18] and psychosocial 

interventions.[10, 19, 20]  

TIPS FOR HEALTHCARE PROVIDERS: 

 Incorporate psychosocial interventions as part of your patient’s treatment plan  

o Cognitive behavioural therapy (CBT) and mindfulness/relaxation exercises can be used to help 

patients manage symptoms of stress, depression and anxiety as well as cope with triggers and 

cravings to smoke.  

 Consider that individuals with mood disorders may require longer treatment plans, and adjusted doses 

of pharmacotherapy, including higher doses of nicotine replacement therapy.[21] 

o Assess your patient’s mental health status, including a history of mood disorders, which can 

influence their treatment plan and pharmacotherapy options. [10, 21, 22]   

o Monitor your patient for any changes in mood or potential adverse side effects, since quitting 

smoking can affect certain medications. [21, 22] 

o Consider potential drug interactions with medications being used to treat mood disorders and 

tobacco dependence and adjust doses as necessary. [21, 22]   

 

 

FACT: 
Evidence has found that individuals with psychiatric disorders are more likely to die from a tobacco-related 

disease than their mental health issues.[3, 23]  

 Smokers with mental illness have a lower life expectancy than the general population, with 

much of their excess mortality being attributable to smoking.[3]  

 

MYTH: “Smokers with mood disorders do not have the capacity to successfully quit 

smoking.” 

 

Myth: “Smoking cessation should not be a top treatment priority among individuals 

with co-occurring mental illness.” 

 



 Cardiovascular disease, respiratory illnesses and cancer are among the most common causes of 

premature death among this population, which is most commonly associated with tobacco use.[3, 24] 

 In individuals with mental health problems, there is a 77% increased risk of suicide attempts among 

those who smoke, compared to non-smokers.[3, 25, 26]  

o The  risk of suicide significantly decreases following one year of smoking abstinence.[3, 25] 
o Quitting smoking is not associated with greater risk of suicidality.[3, 26]  
 

TIPS FOR HEALTHCARE PROVIDERS: 

 Healthcare providers should make it a priority to screen and address tobacco use when working with 

patients with mood disorders, in order to reduce smoking-related morbidity and mortality.[3] 

 Integrate the same evidence-based psychosocial and pharmacological treatments that are used with 

the general population for smoking cessation as part of treatment for smokers with mood disorders.[21, 

22]  

 Agenda mapping can be used to help patients and practitioners identify and prioritize specific health 

behaviors they want to change in order to guide the development of treatment plans.[10] 

 

 

FACT:  
Evidence has shown that nicotine is ineffective in treating mental illness. [13, 27] While nicotine 

may cause short-term elevation in mood due to the release of dopamine in the brain, nicotine 

is a stimulant and can actually exacerbate feelings of anxiety and low mood, and increase 

stress levels. [13, 27-30]  

 Irritability, negative mood and anxiety are common withdrawal symptoms, and may be misinterpreted 

as depressive symptoms among individuals making a quit attempt.[29, 30] 

 Strong evidence has shown that smoking cessation is associated with reduced feelings of depression, 

anxiety and stress and improvement in psychological quality of life and positive affect. [29]  

TIPS FOR HEALTHCARE PROVIDERS: 

 Psychoeducation: Educate your patient on the connection between their mood and smoking to help 

address common myths and “placebo effects.” [10, 30] 

o Review the differences between feelings of withdrawal and feelings of depression. [30] 

o Discuss the positive impact that quitting smoking can have on their mental health. [30] 

o Create a list of alternative activities that patients can participate in when experiencing negative 

mood or withdrawal symptoms in order to reduce the risk of relapse.  

 Page 6-7 of the “Self-Awareness Managing Your Mood Workbook” provides a list of 

pleasant and healthy activities that patients can engage in when experiencing cravings 

and/or low mood and a daily tracking sheet where they can chart their mood, smoking and 

activities to help visualize the connection between their mood and smoking patterns.  

Myth: “Smoking alleviates symptoms of depression and anxiety, and can promote 

relaxation to help relieve stress and stabilize mood." 

 

https://www.nicotinedependenceclinic.com/English/stop/Documents/Mood%20Management%20Resource.pdf


REFERENCES 

1. Gierisch, J.M., et al., Smoking cessation interventions for patients with depression: a systematic review and 
meta-analysis. Journal of general internal medicine, 2012. 27(3): p. 351-360. 

2. Szatkowski, L. and A. McNeill, The delivery of smoking cessation interventions to primary care patients with 
mental health problems. Addiction, 2013. 108(8): p. 1487-1494. 

3. Montebello, M.E. and C. Mendelsohn, Smokers with mental illness: breaking down the myths. 2013. 
4. Siru, R., G.K. Hulse, and R.J. Tait, Assessing motivation to quit smoking in people with mental illness: a review. 

Addiction, 2009. 104(5): p. 719-733. 
5. Ashton, M., A. Rigby, and C. Galletly, What do 1000 smokers with mental illness say about their tobacco use? 

Australian & New Zealand Journal of Psychiatry, 2013. 47(7): p. 631-636. 
6. Haukkala, A., et al., Depression and smoking cessation: the role of motivation and self-efficacy. Addictive 

behaviors, 2000. 25(2): p. 311-316. 
7. Babor, T.F., et al., Screening, Brief Intervention, and Referral to Treatment (SBIRT) toward a public health 

approach to the management of substance abuse. Substance abuse, 2007. 28(3): p. 7-30. 
8. Douaihy, A., T.M. Kelly, and M.A. Gold, Motivational interviewing: A guide for medical trainees. 2015: Oxford 

University Press, USA. 
9. Muñoz, R.F., et al., Manual for group cognitive behavioral therapy of major depression. San Francisco, CA: San 

Francisco General Hospital Depression Clinic. Full text available at: http://medschool. ucsf. 
edu/latino/pdf/CBTDEN/overview. pdf, 2000. 

10. Barker, M., Dragonetti, R, Abate, T, & Selby, P Tobacco interventions for clients with mental illness and/or 
substance use disorders: Course Manual. 2015, Centre for Addiction and Mental Health: Toronto, ON. 

11. Johnson, J.L., B.M. Moffat, and L.A. Malchy, In the shadow of a new smoke free policy: A discourse analysis of 
health care providers' engagement in tobacco control in community mental health. International Journal of 
Mental Health Systems, 2010. 4(1): p. 23. 

12. McNally, L., et al., A survey of staff attitudes to smoking-related policy and intervention in psychiatric and 
general health care settings. Journal of Public Health, 2006. 28(3): p. 192-196. 

13. Prochaska, J.J., Smoking and mental illness—breaking the link. New England Journal of Medicine, 2011. 365(3): 
p. 196-198. 

14. Hitsman, B., et al., Past major depression and smoking cessation outcome: a systematic review and meta‐
analysis update. Addiction, 2013. 108(2): p. 294-306. 

15. van der Meer, R.M., et al., Smoking cessation interventions for smokers with current or past depression. 
Cochrane Database of Systematic Reviews, 2013(8). 

16. Anthenelli, R.M., et al., Neuropsychiatric safety and efficacy of varenicline, bupropion, and nicotine patch in 
smokers with and without psychiatric disorders (EAGLES): a double-blind, randomised, placebo-controlled clinical 
trial. The Lancet, 2016. 387(10037): p. 2507-2520. 

17. Stead, L.F., et al., Nicotine replacement therapy for smoking cessation. Cochrane database of systematic reviews, 
2012(11). 

18. Selby, P., A.V. Samokhvalov, and V. Ballarino, Bupropion, in Disease Interrupted: Tobacco Reduction and 
Cessation, Sainte-Foy (QC), Presses de l’Université Laval, C. Els, D. Kunyk, and P. Selby, Editors. 2017, Centre for 
Addiction and Mental Health: Canada. p. 199-209. 

19. Hall, S.M., R.F. Muñoz, and V.I. Reus, Cognitive-behavioral intervention increases abstinence rates for depressive-
history smokers. Journal of consulting and clinical psychology, 1994. 62(1): p. 141. 

20. Brown, R.A., et al., Cognitive–behavioral treatment for depression in smoking cessation. Journal of consulting 
and clinical psychology, 2001. 69(3): p. 471. 

21. CAN-ADAPTT, Canadian Smoking Cessation Clinical Practice Guideline. 2011, Toronto, Canada: Canadian Action 
Network for the Advancement, Dissemination and Adoption of Practice-informed Tobacco Treatment, Centre for 
Addiction and Mental Health. 

22. Kozak, K., et al., Tobacco Cessation in People with Psychiatric and Substance Use Disorders, in Disease 
Interrupted: A Clinical Guide to Tobacco Reduction and Cessation, C. Els, D. Kunyk, and P. Selby, Editors. 2017, 
Center for Addiction and Mental Health. p. 389-405. 

23. Cohon, C. and R. Manderscheid, Congruencies in increased mortality rates, years of potential life lost, and causes 
of death among public mental health clients in eight states. Preventing Chronic Disease, 2006. 3(2): p. 1-14. 

http://medschool/


24. US-Department-of-Veterans-Affairs, Smoking Cessation and Mental Health Populations, V.H. Administration, 
Editor. 2016, The Regents of the University of California  

25. Yaworski, D., et al., The relation between nicotine dependence and suicide attempts in the general population. 
The Canadian Journal of Psychiatry, 2011. 56(3): p. 161-170. 

26. Hughes, J.R., Smoking and suicide: a brief overview. Drug and alcohol dependence, 2008. 98(3): p. 169-178. 
27. Zvolensky, M., J. Bakhshaie, and R. Goodwin, Cigarette smoking and the onset and persistence of major 

depressive disorder among adults in the United States: 1994–2005. Drug & Alcohol Dependence, 2015. 146: p. 
e33. 

28. Moylan, S., et al., Cigarette smoking, nicotine dependence and anxiety disorders: a systematic review of 
population-based, epidemiological studies. BMC medicine, 2012. 10(1): p. 123. 

29. Taylor, G., et al., Change in mental health after smoking cessation: systematic review and meta-analysis. Bmj, 
2014. 348: p. g1151. 

30. Khara, M., A. Rotem, and A. van Driesum, Assessing tobacco use in clinical practice: a step-wise approach, in 
Disease Interrupted: Tobacco Reduction and Cessation, Sainte-Foy (QC), Presses de l’Université Laval, C. Els, D. 
Kunyk, and P. Selby, Editors. 2017, Centre for Addiction and Mental Health: Canada. p. 101-111. 

 


