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Inside this issue: Special Population: Patients with Cancer 

Tobacco use among individuals with cancer appears to be inadequately addressed by providers. In 

one study, less than 30% of providers at an outpatient oncology clinic reported “frequently or 

always” offering a tobacco cessation intervention to their patients who smoke.1 This is 

unfortunate, as a recent cancer diagnosis can serve as a key “teachable moment” for promoting 

tobacco cessation.2  Further, research suggests that quitting at or near time of diagnosis reduces 

the risk of cancer recurrence and secondary tumors, reduces treatment complications, increases 

quality of life, and promotes long-term survival rates.2,3 

In an effort to address the unique needs of this population, a 2011 pilot study examined the 

effectiveness of a tobacco cessation intervention among 49 newly-diagnosed thoracic cancer 

patients who reported current smoking.3 The 12-week smoking cessation program combined 

behavioral counseling with Varenicline. The counseling component focused on enhancing 

motivation and quit confidence, cancer-specific benefits of quitting, forming a quit plan, supporting 

adherence to Varenicline, and addressing emotional distress. At 12 weeks, abstinence rates were 

34.4% in the intervention group versus 14.3% in the usual care group, though this difference was not 

statistically significant (p = .18). Of note: one-third of those in the intervention group experienced 

nausea as a side-effect of Varenicline use, but adherence rates remained similar to those of 

nicotine replacement therapy use in both cancer and non-cancer patients. 3  

These findings suggest that intensive tobacco cessation interventions combining targeted behavioral 

counseling with cessation medication promote increased quitting in this at-risk population. Thus, 

efforts to encourage integration of intensive tobacco interventions within oncology settings are 

critical to promoting the health and well-being of tobacco-using individuals living with cancer. 

In order to promote improved health and well-being among 

this vulnerable population, it is imperative that providers 

who work with cancer patients are aware of and address 

key barriers to tobacco cessation, such as: 
 

›   Emotional distress (i.e., depression and anxiety) 

›   Fatalistic attitudes about cessation benefits in the 

    context of having cancer 

›   High level of nicotine dependence 

›   Low self-efficacy for quitting 

›   Presence of smokers in the patient’s social network 2,3 

1Weaver, K.E., Danhauer, S.C., et al. (2012). Smoking cessation counseling beliefs and behaviors of outpatient oncology providers. Oncologist, 17, 455-462.                   

2 McBride, C. M., & Ostroff, J. S. (2003). Teachable Moments for Promoting Smoking Cessation: The Context of Cancer Care and Survivorship. Cancer Control, 10, 

328-333. 3Park, E.R., Japuntich, S., et al. (2011). A smoking cessation intervention for thoracic surgery and oncology clinics: A pilot trial. J Thorac Oncol, 6, 1059-

1065. 4National Cancer Institute: PDQ® Smoking in Cancer Care. Bethesda, MD: National Cancer Institute. Date last modified <06/20/2014>. Available at 

http://cancer.gov/cancertopics/pdq/supportivecare/smokingcessation/HealthProfessional1059-1065. 



BH2 Trainings Update  
 

The MDQuit Resource Center received funding in December 2012 from Pfizer, Inc. to 

incorporate smoking cessation into behavioral health treatment settings.  With the help of this 

funding, we developed our program, “Breaking the Habit in Behavioral Health (BH2):  New Hope for 

Clients Who Smoke.”  This project involved development and dissemination of flexible and 

tailored group treatment protocols, training in these protocols, and ongoing consultation for 

implementation of smoking cessation programming into behavioral health agencies.  We 

received additional funding from the Behavioral Health Administration (BHA - formerly ADAA 

and MHA) to enhance our ability to disseminate these materials across the State.  
 

Over the last calendar year, MDQuit has conducted BH2 trainings throughout Maryland.  To date, over 30 behavioral 

health agencies have received training in smoking cessation programming for their clients (8 agencies participated in the 

Single Session training, and 28 agencies received the more comprehensive and intensive Multiple Session training).  In total, 

these trainings have reached almost 200 providers (98 trained in the Single Session and 94 in the Multiple Session).   
 

MDQuit will continue to provide onsite BH2 trainings at Maryland behavioral health agencies.  We also offer trainings on a 

regular basis at UMBC’s South Campus facility.  Our upcoming training schedule is as follows: 
 

Friday, January 9th—Multiple Session training (8:30am-4:00pm) 

Wednesday, January 14th—Single Session training (9:30am-12:00 noon) 
 

Please notify us of your interest in attending one of these sessions by sending an email to trainings@mdquit.org. 
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The Ripple Effect:  Smoking in BH Populations 

and the Impact on Family 
 

Individuals with behavioral health concerns -- mental health and substance abuse issues -- use 

tobacco at much higher rates than the general population.1-3 As a result, over 200,000 of the 

480,000 deaths due to smoking in the U.S. each year are believed to be among individuals with 

behavioral health concerns.3-4  Family members of behavioral health clients are less frequently 

discussed, but represent an important target for intervention.  
 

On October 17th, MDQuit conducted a workshop at the annual conference of the National 

Alliance on Mental Illness in Towson, MD.  The workshop examined smoking among individuals 

with behavioral health concerns and the impact on their loved ones, and discussed steps to 

attenuate the negative health consequences (e.g., using motivational enhancement strategies to 

promote and support the family member’s quit attempts).  
 

Passive smoke exposure (second and third-hand smoke) can negatively impact those living with an individual who smokes.   

In non-smoking adults, secondhand smoke causes heart and lung disease.4  Among the estimated 40% of children 

worldwide who have at least one parent who smokes,5  secondhand smoke can cause ear infections, higher frequency and 

severity of asthma attacks, bronchitis, pneumonia, and a higher risk of sudden infant death syndrome (SIDS).6-7  Young 

children are also at higher risk for third-hand smoke exposure, as they spend more time indoors, ingest more dust, are 

closer to the floor, tend to put objects in their mouth, breathe faster, and have weaker immune systems.8  
 

Strict smoking bans within the household, vehicles, and in the proximal indoor areas can help prevent or reduce negative 

health consequences of passive smoke exposure on family members, particularly children.  Cleaning and ventilation may 

help, but will not completely eliminate tobacco smoke residue and resulting third-hand smoke exposure.8  Most 

importantly, family members need to know that many individuals with behavioral health concerns who smoke are 

interested in quitting and are capable of doing so when given adequate support from family, friends, and healthcare 

professionals.  Motivational enhancement strategies can be employed by family members to help engage loved ones in care 

and promote their motivation and confidence to quit.   
 
1Kalman, D. (1998). Smoking cessation treatment for substance misusers in early recovery: A review of the literature and recommendations for practice. Substance Use & Misuse, 33, 2021-2047.  2Prochaska, 
J.J., et al. (2004). A meta-analysis of smoking cessation interventions with individuals in substance abuse treatment or recovery.  J of Consulting & Clin Psych, 72(6), 1144-1156.  3Schroeder, S.A. & Morris, C.D. 
(2010).  Confronting a neglected epidemic: Tobacco cessation for persons with mental illnesses and substance abuse problems.  Ann Rev of Pub Health, 31, 297-314.  4U.S. DHHS, The Health Consequences 
of Smoking—50 Yrs. of Progress: A Report of the Surgeon General. Atlanta, GA: U.S. DHHS, Ctrs. for Disease Control & Prevention, Ofc. on Smoking & Health, 2014.  5 World Health Org.  (2013). Tobacco 
Fact Sheets. Retrieved at http://www.who.int/mediacentre/factsheets/fs339/en/  6Ctrs. for Disease Control & Prevention. (2014a). Smoking & Tobacco Use. Retrieved from http://www.cdc.gov/tobacco/
data_statistics/fact_sheets/secondhand_smoke/general_facts/  7Ctrs. for Disease Control & Prevention (2014b). Secondhand Smoke and Asthma. Retrieved at http://www.cdc.gov/tobacco/campaign/tips/
diseases/secondhand-smoke-asthma.html   8Drehmer, J.E., Ossip, D.J., Rigotti, N.A., et al., (2012). Pediatrician interventions and thirdhand smoke beliefs of parents.  Am J of Prev Med, 43(5), 533-536.   

mailto:trainings@mdquit.org
http://www.who.int/mediacentre/factsheets/fs339/en/
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/secondhand_smoke/general_facts/
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/secondhand_smoke/general_facts/
http://www.cdc.gov/tobacco/campaign/tips/diseases/secondhand-smoke-asthma.html
http://www.cdc.gov/tobacco/campaign/tips/diseases/secondhand-smoke-asthma.html
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DHMH Releases Results of 2013 Youth Risk Behavior Survey 
Tobacco use among youth is an important risk indicator because most smokers start in adolescence. According to the most 

recent Youth Risk Behavior Survey (YRBS), released biennially by the Maryland Department of Health and Mental Hygiene, 

tobacco use in the past 30 days has decreased from 20.4% in 2005 to 16.9% in 2013.  While this decrease is encouraging, more 

work remains to decrease tobacco initiation and address disparities.  

The YRBS examines health risk and protective behaviors among middle and high school youth across the State, and as of 2013, 

has been combined with the Maryland Youth Tobacco Survey. The survey assesses tobacco-related knowledge, attitudes, and 

behaviors among middle and high school students. The results paint a mixed picture of progress:  use of any type of tobacco 

and of cigarettes has declined, while use of smokeless tobacco has increased.  Use also varies by age, gender, sexual identity, 

and race/ethnicity. Young men are significantly more likely to use tobacco than young women, and youth who identify as gay, 

lesbian, or bi-sexual are more than twice as likely to use tobacco as compared to youth who identify as heterosexual, according 

to the survey results.  

Current efforts underway to curb tobacco use among Maryland youth include school- and community-based initiatives, policies 

and legislation restricting tobacco sales to minors, ad campaigns, and a tailored protocol for youth callers to the Maryland 

Tobacco Quitline.  The full state report, “Monitoring Changing Tobacco Use Behaviors: Fiscal Year 2013,” can be found at 

http://phpa.dhmh.maryland.gov/ohpetup/SitePages/tob_reports.aspx.   

Addressing  Addressing  Addressing  

Compliance/ Compliance/ Compliance/ 

Enforcement in MDEnforcement in MDEnforcement in MD   
 

Underage youth in Maryland 

are purchasing tobacco 

products at an alarming rate, 

and DHMH is increasing 

efforts to address this 

disturbing trend.  Funding to 

support enforcement efforts 

will be provided to every 

Local Health Dept. in the 

State, and statewide media 

will launch in 2015.   In 

addition, Secty. Sharfstein 

recently sent a letter to 

thousands of Maryland’s 

licensed cigarette retailers 

to underscore the State’s 

commitment to reducing 

tobacco sales to minors and 

reiterate the  relevant laws 

governing such sales. He also 

announced an increase in 

enforcement efforts and 

compliance checks, and his 

letter included a Tobacco 

Retailers Guide developed 

by the Legal Resource Ctr. 

for Public Health Policy.   

 Campaign for 

Tobacco-Free Kids: 

Appealing to 

Retailers to Stop 

Selling Tobacco  
 

The Campaign for Tobacco-Free Kids (CTFK) has launched a new campaign encouraging 

retail establishments to be responsible partners and leaders in their communities by 

discontinuing the sale of tobacco products. CTFK is a leading force behind the fight to reduce 

tobacco use and its deadly toll in the U.S., advocating at national, state, and local levels for 

policies that reduce tobacco use.1 According to the 2014 summary report for tobacco point 

of sales (POS), the heavy presence of tobacco POS marketing has been linked to failed quit 

attempts, cued cravings among smokers, and initiation of smoking among youth.3  

In their current campaign to urge retail establishments to create tobacco-free environments, 

CTFK is also encouraging customers to shop at tobacco-free stores by providing an 

interactive map on their website, http://shoptobaccofree.org/, showing nearby stores 

without tobacco products.2 This interactive site allows you to enter your location and 

subsequently view nearby tobacco-free establishments. In addition, the site also displays retail 

establishments currently selling tobacco products and allows you to send a message urging 

them to go tobacco-free. Whether you are a retailer, partner, or consumer interested in 

supporting this campaign, you can access various toolkits and resources at http://

shoptobaccofree.org/campaign-assets/ to learn more about tobacco-free establishments 

and ways you can help make this campaign a success!2 
 

 

1Campaign for Tobacco-Free Kids. (1996, July 12). Retrieved Nov. 17, 2014, from http://www.tobaccofreekids.org/   2Tobacco Free 

Retailers. (2014, May 3). Retrieved Nov. 17, 2014, from http://shoptobaccofree.org/   3Ctr. for Public Health Systems Science. Point-of-Sale 

Report to the Nation: The Tobacco Retail & Policy Landscape. St. Louis, MO: Ctr. for Public Health Systems Science at the Brown School at 

Washington University, St. Louis, and the National Cancer Institute, State & Community Tobacco Control Research Initiative, 2014. 

http://phpa.dhmh.maryland.gov/ohpetup/SitePages/tob_reports.aspx
http://phpa.dhmh.maryland.gov/ohpetup/SitePages/tob_reports.aspx
http://shoptobaccofree.org/
http://shoptobaccofree.org/campaign-assets/
http://shoptobaccofree.org/campaign-assets/
http://www.tobaccofreekids.org/
http://shoptobaccofree.org/


          

 

  

Smoking Both  

Tobacco and Marijuana:   

In Double Trouble? 
 

 

 

Cigarette smoking accounts for 1 in 5 deaths in the U.S., and smoking marijuana can 

adversely affect school and employment, cognitive processing, mental health, and 

respiratory health.  Recent research findings suggest that the link between the two may 

be stronger than co-occurring use of drugs in general.  The rate of cigarette and 

marijuana smoking together is high:  57.9% of people who smoke cigarettes have ever 

used marijuana, compared to 11.9% of people who do not smoke cigarettes; while 90% 

of ever use marijuana users reported ever smoking tobacco.1 While research has shown 

that smoking marijuana may serve as a “gateway” to future nicotine dependence, the 

reverse may also be true.2  Both substances are linked by shared genetic predispositions 

and environmental influences that explain the mechanisms for the high rate of co-

occurring use.1    
 

Despite evidence of linked tobacco and marijuana smoking, cessation programs typically 

focus on one substance with little mention of the other.  This comes with consequences, 

as people who are able to decrease use of one drug tend to develop higher concurrent 

use of the other drug.3 Fortunately, concurrent interventions for more than one drug 

do not overwhelm participants or reduce abstinence rates, and generally lead to 

better outcomes with one or both targeted behaviors.4  
 

The first integrative group curriculum for co-smokers of tobacco and marijuana was 

recently developed. The 6-session smoking cessation program received positive 

evaluations from participants and instructors alike, who were particularly appreciative of 

the modules aimed at personal strategies for handling cravings, withdrawal, and high-risk 

situations involving both substances at the same time.5 Results of this first efficacy study 

of an integrated smoking curriculum are forthcoming.   
 

 
1Agrawal, A., et al. (2012). The co‐occurring use and misuse of cannabis and tobacco: A review. Addiction, 107(7), 1221-1233.  2Agrawal, A., Madden, 

P. A., et al. (2008). Transitions to regular smoking and to nicotine dependence in women using cannabis. Drug and Alcohol Dependence, 95(1), 107-

114.  3Kay-Lambkin, F.  (2014).  The interaction between cannabis use, tobacco use and psychiatric disorders: Implications for treatment. Presentation: 

College on Problems of Drug Dependence, 76th Annual Meeting. San Juan, PR.  4Hall, S. M., & Prochaska, J. J. (2009). Treatment of smokers with co-

occurring disorders: Emphasis on integration in mental health and addiction treatment settings. Annual Review of Clinical Psychology, 5, 409. 5Becker, J., 

Hungerbuehler, I., et al. (2013). Development of an integrative cessation program for co-smokers of cigarettes and cannabis: Demand analysis, 

program description, and acceptability. Substance Abuse Treatment, Prevention, and Policy, 8(1), 33. 
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New Pregnancy New Pregnancy New Pregnancy 

Rewards ProgramRewards ProgramRewards Program   
 

The Maryland Tobacco Quitline 

recently announced a new 

i n cen t i ve  p rogram fo r 

expectant mothers.  The 

Quitline’s new Pregnancy 

Rewards Program offers: 

 

›  a maximum total of $90 

in gift cards provided from 

Target or Babies R Us (in-

store or online): 
 

     ›  $25 gift card for each 

group of three calls completed 

while pregnant (max of six calls/

$50 total);  
 

     ›  $20 gift card for each 

postpartum call completed 

(max of two calls/$40 total). 

 

In order to participate, a 

pregnant woman must obtain 

a free fax referral from her 

provider.    Forms are available 

at: 

http://smokingstopshere.com/

wp-content/uploads/2014/10/

Quitline_referral_form.pdf . 

(Please note: these forms can be 

used for any provider to refer any 

patients to the Quitline, not just 

pregnant women.) 
 

 

 

F A L L  2 0 1 4  E D I T I O N   

  

MDQuit Advisory Board  

http://smokingstopshere.com/wp-content/uploads/2014/10/Quitline_referral_form.pdf
http://smokingstopshere.com/wp-content/uploads/2014/10/Quitline_referral_form.pdf
http://smokingstopshere.com/wp-content/uploads/2014/10/Quitline_referral_form.pdf

