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Preface


In the 20th century, tobacco use killed an estimated 100 million people worldwide, making tobacco use the leading preventable cause of death in the world (World Health Organization [WHO], 2008). Tobacco is the only legally available consumer product which kills people when it is used entirely as intended (Walton, Barondess, & Lock, 1994). That is why it has practically become a mantra in the health care field that the single most important thing a person can do to improve his or her health is to quit tobacco. Similarly, most health care clinicians can improve physical and psychological health and save more lives by helping their patients quit tobacco than by any other intervention.


But what is the best way to achieve this often elusive goal? The development of effective behavioral and pharmacological treatments for nicotine and tobacco dependence has created a need for a clinician-friendly book to describe how to use these treatment approaches with their patients. This book attempts to fill that need as it describes the conceptualization, assessment, and treatment of nicotine and tobacco dependence using evidence-based behavioral and pharmacological treatment approaches. Tobacco use is a behavior, and so this book builds upon the principles of behavior change and how the efficacy of medication treatments can be enhanced when combined with behavioral approaches.


No individual health care specialty has captured the market on tobacco cessation. The primary target audience for this book series is psychologists, and they may very well have the highest level of skills to specifically target behavior change. Therefore, psychologists have an opportunity to capture a major portion of health care related to tobacco cessation. However, because tobacco use is present in virtually every patient population, we wrote this book also to target clinicians from a variety of other health care disciplines, including primary and specialty care physicians, dentists, nurse practitioners, physician assistants, social workers, and other mental health counselors. The primary target population for tobacco cessation outlined in this book is adult patients seen in outpatient settings. We have chosen to use the term patients rather than clients throughout the book because this term can be used interchangeably in both mental health and medical settings.


There are at least two primary ways to use this book. First, it can be used as a guide for providing intensive tobacco cessation treatment for patients who are specifically interested in quitting tobacco. Second, it can be used as a way to provide brief interventions with all tobacco users seen in a clinical practice setting – including those who are not seeking out treatment for tobacco cessation. This may even include some patients who upon initial assessment do not appear to be even the least bit interested in quitting. However, as we will review in the book, the majority of individuals currently using tobacco are interested in quitting at some point in the near future, and a skilled psychologist or other health care provider can prompt a quit attempt in the majority of these individuals.


About eight or nine out of every 10 people who quit tobacco do so on their own without any formal intervention by a clinician (Fiore et al., 1990; Zhu, Melcer, Sun, Rosbrook, & Pierce, 2000). From this perspective, quitting tobacco might appear to be relatively easy once an individual decides to quit. Conversely, the majority of individuals who use tobacco are interested in quitting in the near future, yet only about 5% are successful each year (Centers for Disease Control and Prevention [CDC], 2002; Hughes, Keely, & Naud, 2004). Even when best-practice approaches are used by the most experienced clinicians, the success rates for tobacco cessation remain rather modest. Long-term abstinence rates rarely exceed 30% in randomized clinical trials. Therefore, we recommend that clinicians approach nicotine and tobacco dependence as they would other chronic mental health or medical conditions. Many patients will require repeated quit attempts over a period of months or years before they are ultimately successful in quitting permanently. Nonetheless, most patients can eventually quit with continued support and encouragement from their health care providers. For some patients, quitting tobacco may be the most difficult thing they ever do. To be successful they may need to fight as if their life depends on it, because it does.


The book is divided into five chapters. The first chapter provides an overall description of nicotine and tobacco dependence, including definitions for common terminology, diagnostic criteria, epidemiology, common comorbidities, and self-report measures of nicotine use and dependence. Although the book emphasizes cigarette smoking cessation, it also applies to other forms of tobacco use, such as smokeless tobacco (dip and chew), cigars, and pipes. Chapter 2 provides a brief review of the most common theories and models of nicotine and tobacco dependence with an emphasis on those with the greatest applicability to the practicing clinician. In Chapter 3, we describe the diagnostic and assessment strategies to help determine the most appropriate treatment approach. Chapter 4 provides details on evidence-based approaches for tobacco cessation, including both brief and intensive treatments. Brief treatments can be integrated into primary or specialty care settings where quitting tobacco is not the primary focus of treatment. The intensive treatment program we outline is designed to be delivered as an eight-session program suitable for psychologists or other mental health practitioners working in an outpatient mental health setting. The Treating Tobacco Use and Dependence: 2008 Update by the US Department of Health and Human Services (Fiore, Jaén, Baker, et al., 2008) provides the most comprehensive and up-to-date review of the treatment-outcome literature, assessing the findings of over 8,700 research articles. We reference this guideline frequently throughout the book and provide a concise summary of the findings and principles that are most useful for practicing clinicians. Finally, Chapter 5 includes a series of clinical case vignettes to demonstrate clinicianpatient interactions targeting tobacco cessation. A variety of forms and patient handouts for use in assessment and treatment appear throughout the chapters and in the book’s appendices. In addition, a website is available at http://www.nicotineandtobaccodependence.com for the free download and printing of many of the documents included in the appendices, as well as additional forms and handouts that are useful for clinicians and patients. We hope this book is a valuable guide for clinicians and other health care providers to help them assist their patients to successfully quit tobacco and to stay quit permanently.
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1


Description of Nicotine and Tobacco Dependence


1.1   Terminology


Although the primary emphasis of this book is on cigarette smoking cessation, it is also meant to apply to all forms of tobacco. Therefore, we often use the term tobacco use throughout the book to refer to all forms of tobacco, including cigarettes, chewing tobacco, cigars, bidis, snus, pipe tobacco, and clove cigarettes. As a starting point, it will be useful to clarify some of the terminology we will be using throughout this book. Although there are many different terms used to describe substance use disorders and the experience of dependence, we will use those developed by the American Psychiatric Association (APA) and the World Health Organization (WHO), as well as those commonly utilized in the field of tobacco control.


1.1.1 DSM-IV-TR


The American Psychiatric Association (APA) Diagnostic and Statistical Manual of Mental Disorders, 4th Edition, Text Revision (DSM-IV-TR; APA, 2000), is the generally accepted taxonomy of psychiatric and psychological disorders used by medical and mental health professionals in the United States. Based on the assumption that dependence on various substances shares several common characteristics, the basic diagnostic criteria for substance dependence are consistent across several different classes of licit and illicit drugs. According to the DSM-IV-TR (see Appendix 1), substance dependence (including nicotine dependence) is characterized by a maladaptive pattern of substance use involving cognitive, behavioral, and physiological symptoms and resulting in continued use of the substance despite significant substance-related problems (APA, 2000).


1.1.2 ICD-10


The other most commonly adopted criteria for diagnosing substance dependence come from the World Health Organization (WHO) International Classification of Diseases, 10th Revision (ICD-10; WHO, 1992). Outside of the United States, ICD-10 is the most commonly used classification system for psychiatric conditions, including substance use disorders. In an effort to promote consistency and make it easier to facilitate knowledge transfer and comparisons across different countries, the ICD-10 and DSM-IV-TR criteria were designed to be highly similar, with a few exceptions.


1.2   Definitions


1.2.1 Dependence, Addiction, and Abuse


Nicotine dependence includes tolerance, withdrawal, and the inability to control use.


There is no safe level of tobacco use.


The term nicotine dependence refers to problematic tobacco use characterized by tolerance, withdrawal, and the inability to control use. When we say that someone is nicotine dependent, we place the focus on the substance (nicotine) primarily responsible for the physiological and behavioral dependence associated with tobacco use, and we emphasize the fact that nicotine dependence represents much more than a habit or insufficient willpower. Although other behavioral, psychological, and sensory cues associated with cigarette smoking influence the dependence that accompanies regular tobacco use (Rose, 2006), nicotine is the chemical most strongly implicated in this process. In addition, although the terms dependence and addiction are frequently used interchangeably, the lack of a standard definition for the latter contributes to some confusion regarding its meaning. Therefore, we will use the term nicotine dependence throughout the book. Finally, it is important to distinguish substance dependence from substance use and abuse. Substance use refers to any ingestion of a substance, in this case tobacco, regardless of the amount or the effects, whereas substance abuse refers to a maladaptive pattern of substance use that causes clinically significant impairment or distress, such as failure to fulfill role obligations, use in hazardous situations, or recurrent social or legal problems related to use. How these terms relate specifically to nicotine and tobacco is described throughout the chapter. However, it should be noted that tobacco use differs from many other commonly used substances, such as alcohol and caffeine, in that there is no known safe level of tobacco use.


1.2.2 Tolerance, Withdrawal, and Compulsive Use


The defining features of substance dependence include increasing tolerance to the substance, withdrawal, and compulsive use. In general, tolerance to a substance refers to the need to use increasing amounts of the substance over time to achieve the same or desired effect. For example, when people first start smoking, it is common for them to smoke occasionally, typically in context-specific situations, such as when they are socializing with peers. Then over time, they begin to smoke daily, and then to smoke throughout the day. At this point, they generally settle into an established smoking pattern, and over the long term, their daily consumption rate remains fairly consistent – a pattern unlike that seen with many other substances of abuse. The ultimate frequency of tobacco use can vary considerably from person to person, with some people meeting criteria for nicotine dependence who smoke just a few cigarettes per day, whereas others may smoke as many as four or more packs (more than 80 cigarettes) per day (Lawrence, Fagan, Backinger, Gibson, & Hartman, 2007). Withdrawal refers to a reversible, substance-specific syndrome involving aversive behavioral, cognitive, and physiological changes brought about by the cessation or reduction of substance use that has been heavy or prolonged (APA, 2000). Finally, compulsive use refers to difficulty controlling the consumption of a substance. For example, individuals who are dependent on a substance might use it in greater amounts or for a longer period of time than they intended; they may experience a persistent desire for the substance; or they may be unable to reduce or discontinue its use.


1.3   Epidemiology


The US Centers for Disease Control and Prevention (CDC) conducts regular surveys of the health status and behaviors of US adults (CDC, 2008). A 2007 survey showed that about one in five people in the United States (19.8%; 43.4 million) aged 18 or older currently smokes cigarettes. This rate is substantially reduced from the mid-1960s, when more than 40% of all US adults smoked. Most current cigarette smokers (78%) are daily smokers. In addition, more men (22%) than women (17%) smoke cigarettes. Rates of cigarette smoking are highest among American Indians and Alaska Natives (36%), followed by non-Hispanic Whites (21%) and non-Hispanic Blacks (20%). Rates of smoking are lowest among Asian (10%) and Hispanic (13%) adults. There is a strong inverse association between both education and income level and smoking rates. Adults with less than a high school education or a General Educational Development (GED) diploma are much more likely to smoke (44%) than those with a college degree (11%). Similarly, those who are living below the federal poverty level are much more likely to smoke cigarettes (29%) than those above the poverty level (20%). Young and middle-aged adults are the most likely to smoke cigarettes (22–23%) compared with adults 65 and older (8%). These age differences likely reflect several factors (e.g., increased opportunities to quit with age; smokers are more likely to die at an earlier age than nonsmokers).


1.4   Course and Prognosis


Most tobacco use starts in childhood or adolescence.


The vast majority of tobacco use has its origins in childhood or adolescence, and the average age at which people first start smoking has been relatively stable since the mid-1990s (National Cancer Institute, 2007). The younger people are when they start smoking, the greater their lifelong risk of developing smoking-related diseases. Most cigarette smokers (63%) start smoking prior to age 18. However, some recent evidence suggests that a larger proportion of tobacco users are now starting to smoke during the 18–25 age range (Klesges et al., 2006; Mayhew, Flay, & Mott, 2000; Tercyak, Rodriguez, & Audrain-McGovern, 2007; Wechsler, Rigotti, Gledhill-Hoyt, & Lee, 1998). It is speculated that this trend is due, at least in part, to policy changes that now prohibit tobacco companies from marketing directly to children, resulting in a shift toward increased efforts to target young adults (Biener & Albers, 2004; Sepe & Glantz, 2002; Sepe, Ling, & Glantz, 2002).


Some people can get hooked after smoking just one cigarette.


The traditionally held view has been that it takes at least 2 to 3 years of regular smoking for nicotine dependence to develop. It was believed that only after establishing sufficient tolerance to the aversive effects of nicotine and gradually increasing the frequency of use could sufficient nicotine exposure levels occur to produce the physiological changes necessary for dependence. Recent data have challenged this belief. The central feature of nicotine dependence is the loss of autonomy, or the time at which quitting smoking requires effort or becomes uncomfortable (DiFranza, 2008). Several studies have demonstrated that the loss of autonomy among adolescent smokers occurs much more quickly than was previously recognized, and for most well before the onset of daily cigarette use (DiFranza et al., 2007; Scragg, Wellman, Laugesen, & DiFranza, 2008). In fact, Scragg et al. (2008) observed a loss of autonomy among 25–30% of adolescents who had smoked just one cigarette.
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