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•It is a common beginning with many addicts and alcoholics.
•For many addicts that begin using in the early years, using 
tobacco fits in with the rebellious behavior pattern or process 
that is often associated with the experimentation of drug use.
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The Cigarette is an extremely efficient and a highly engineered and sophisticated drug-delivery system
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•A testament to the power of nicotine addiction is that about half of people continue 
to smoke after cancer surgery or a heart attack brought on by smoking
•Ultimately, nicotine addiction itself is the most common beginning for substance 
abuse 

•It is so important, that the National Institute on Drug Abuse says it is 
MORE serious than heroin

•The brain’s receptor sites cannot differentiate between natural occurring 
neurotransmitter stimulation and drug-induced neurotransmitter stimulation. 
Whether it is nicotine or heroin, the brain is fooled into releasing its precious 
chemicals until natural production becomes stunted. Then, when the drug is taken 
away, withdrawal symptoms take place.
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•Craving for nicotine increases cravings for other drugs; (with tobacco use 
propiating same drug seeking behavior)

•Acc. to a NIDA study (Heishman),  cravings for opiates and cocaine 
were induced when tobacco cravings were triggered
•For many addicts, smoking is a behavioral and chemical trigger. 
•The body has been conditioned through familiar social rituals and to 
smoke while drinking and using drugs with the brain associating 
smoking with substance abuse
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• Research has shown how nicotine acts on the brain to produce a number of 
effects. Of primary importance to its addictive nature are findings that nicotine 
activates reward pathways—the brain circuitry that regulates feelings of 
pleasure. A key brain chemical involved in mediating the desire to consume 
drugs is the neurotransmitter dopamine, and research has shown that nicotine 
increases levels of dopamine in the reward circuits. This reaction is similar to 
that seen with other drugs of abuse, and is thought to underlie the pleasurable 
sensations experienced by many smokers. Nicotine’s pharmacokinetic properties 
also enhance its abuse potential. Cigarette smoking produces a rapid distribution 
of nicotine to the brain, with drug levels peaking within 10 seconds of 
inhalation9. However, the acute effects of nicotine dissipate in a few minutes, as 
do the associated feelings of reward, which causes the smoker to continue 
dosing to maintain the drug’s pleasurable effects and prevent withdrawal.
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•Recovery facilities are not addressing the worse addiction of all 
•It is the responsibility and duty of facilities to address tobacco use in 
order to ensure optimal treatment and recovery
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Smoking cessation is a contentious issue within the substance abuse 
treatment field in spite of mounting evidence that tobacco is more 
deadly in the long run than alcohol and other drugs. There are several 
studies that show a higher relapse rate among smokers.
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The reluctance to address nicotine addiction stems from many possible sources that 
are inherent in organizations, staff, and clients. The reality is that it is easier for 
clients to quit all drugs together. That is why we do not ask them to quit crack first, 
then alcohol, then marijuana. Also, more addicts die from tobacco, so it is not a less 
harmful drug…unless we are only looking at their current law enforcement 
involvement and not their long-term quality of life in recovery. Treatment centers 
that have anti-tobacco policies in place, do not suffer financially because of a lack 
of clients or staff.
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•A common belief of both administrators and staff is that smoking relieves the 
anxiety associated with withdrawal from alcohol and other drugs.  While this may 
contain some element of truth, the effects of nicotine on anxiety are very short-term 
and may present a false picture of it’s effectiveness for anxiety reduction.  
•Patches, lozenges, or nicotine gum that provides a steady dose of nicotine may 
actually be more effective over the course of the day in reducing anxiety than 
smoking. 

•NRT doubles quit rates at one year when added to behavioral therapy
Much of this information was gathered in a research study done by two Fellows in 
the Robert Wood Johnson Foundation’s Developing Leadership in Reducing 
Substance Abuse Fellowship program which is currently under review. We randomly 
selected tx programs across the US to survey clients, staff, and administrators about 
beliefs, attitudes, programming, policies, and personal histories of tobacco.
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•The smoking rate is slightly less for addicts in long-term recovery, therefore 
counselors smoke. Those that smoke do not generally discuss tobacco use and the 
risks with clients, nor do they encourage cessation as part of treatment. 
•Academic institutions do not include tobacco treatment in their curricula for drug 
and alcohol studies.
•Funding for drug and alcohol is almost always completely separate from the 
tobacco funding, therefore agencies with both types of funding must keep all 
activities separate in order to comply with the restrictions of funders.
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“Will to Stay Sober” was an article written on the skewed research of Roy 
Baumeister in Stamford, CA. He declared the will of the addict can be weakened by 
forcing the addict to suppress a desire (to quit smoking), but he did not use smoking 
in the research…he used handgrip strength, emotional movies, and chocolate chip 
cookies to measure the participants suppression of emotions.  Although the study 
showed a correlation between emotional control and depleted hand-grip exercises, 
as well as between hungry addicts and their depleted self-control when locked in a 
room with chocolate chip cookies, there was NO evidence showing that attempting 
to quit smoking depletes the desire, or willpower, to stay clean. On the other hand, 
there is research showing a correlation between quitting smoking at the same time 
as other chemicals of addiction, and a reduced rate of relapse. 
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•Retrospective studies have indicated that those who fail to quit smoking  
abstinence in a smoking cessation program are more likely to use cocaine than those 
who successfully stop smoking (Frosch, et al., 1997; Shoptaw et al., 1996)
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•Including nicotine in chemical dependency treatment supports fuller freedom
from addictive urges and abstinence from alcohol and drugs; gives them tools to 
deal with all addictions



25



26



27



28

•One tx agency in Los Angeles provides staff with cash incentives for 30 day, 6 
month, and 1 yr of abstinence form tobacco
•Another gives staff a free day off, another ED takes their staff out to lunch when 
they have 30 days off tobacco
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It is important to have policies in place
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•State alcohol & drug programs in NJ, TX, WA, TN, the Dakota’s and even Napa 
County 

•have integrated policies regarding tobacco use and treatment 
•into their licensing and certification requirements.
•SUGGEST CA TO DO THIS ALSO
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•NAADAC/AAP (Ass. for Addiction Professionals)
•Recommends all patients be screened and assessed for tobacco and a 
diagnosis be made in the the patient’s chart using DSM-IV or ICD 9 criteria
•Tobacco dependence should be included in tx plans and discharge plans 
should address all unresolved prob.’s including use of tobacco
•Encourages provision of tobacco ed within the addictions tx milieu

•At a minimum, tobacco specific didactic sessions can be 
added to the existing AOD, HIV/AIDS ed and health 
curriculum

•Encourage tobacco ed for family members so they can support and 
encourage recovery from tobacco dependence for patients
•Acknowledge that counselors need to demonstrate healthy lifestyles 
through role modeling.  As field moves toward treating tob dependence, they 
recommend that staff not be identifiable as tob users during working hours 
or when representing facility.
•Train addictions specialists to regard tob dependence as a health issue that 
requires parity of tx with AOD.

•ASAM represents addiction concerns of the AMA (ASAM amended there 
statement on 9/25/89 and 4/17/96) www.asam.org.nic/nicotine.htm

•ASAM supports the dev of policies & programs which promote the 



prev and tx of nicotine addiction
•Supports training management of nicotine dependence to all providers, 
including drug & alcohol counselors.
•Nicotine dependence needs to be diagnosed and treated along with other drug 
dependencies.

•A particular treatment center in Oakland, CA has adopted comprehensive policies regarding 
tobacco use

•Include tobacco use as a vital sign
•Smoking is not only prohibited amongst their adolescent clientele, but 
even visitors are not permitted to visit if they smell of smoke
•developed a comprehensive Nicotine Dependence Treatment Training
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