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Brief Report

To Whom Do Psychiatrists Offer Smoking-Cessation Counseling?

Seth Himelhoch, M.D., M.P.H.

Gail Daumit, M.D., M.H.S.

Objective: Individuals with mental illness have high rates of

tobacco dependence; however, little is known about what influ-

ences a psychiatrist’s decision to offer smoking-cessation coun-

seling to smoking patients.

Method: Using the National Ambulatory Medical Care Survey,

the authors identified 1,610 psychiatric office visits for patients

who smoke. They investigated the relationship between patient

and visit characteristics and smoking-cessation counseling with
logistic regression.

Results: Psychiatrists offered cessation counseling at 12.4% of
the visits for smoking patients. The adjusted probability of re-
ceiving smoking-cessation counseling was significantly higher
for those older than 50; for those with a medical diagnosis of
obesity, hypertension, or diabetes mellitus; for those in a rural
location; and for those having an initial visit. Those with bipolar
affective disorder were more likely to receive smoking-cessation
counseling than those with depression.

Conclusions: Psychiatrists may be missing opportunities to of-
fer smoking-cessation counseling to patients who smoke.

(Am J Psychiatry 2003; 160:2228–2230)

Cigarette smoking continues to be the single most
important preventable cause of death and disability in the
United States (1). Several studies have reported higher
rates of tobacco dependence among individuals with
mental illness than among those without mental illness (2,
3). Smoking-cessation counseling is an effective treatment
for tobacco dependence (4); however, previous research
suggests that primary care physicians offer smoking-ces-
sation counseling to about one-fifth of their patients who
smoke (5). With respect to those with psychiatric illness,
APA’s Practice Guideline for the Treatment of Patients With
Nicotine Dependence (6) suggests that smoking-cessation
counseling can be beneficial.

The goal of this study was 1) to determine how often psy-
chiatrists offer smoking-cessation counseling to their
patients who smoke and 2) to determine which factors are
independently associated with a psychiatrist offering
smoking-cessation counseling to their patients who smoke.

Method

Using the National Ambulatory Medical Care Survey (http://
www.cdc.gov/nchs/about/major/ahcd/namcsdes.htm), we con-
ducted a cross-sectional analysis of office-based visits to psychia-
trists for individuals 18 years of age and older during 1992–1996 to
investigate the prevalence of smoking-cessation counseling.

The National Ambulatory Medical Care Survey (7) is a national
probability sample survey conducted by the National Center for
Health Statistics, which annually collects information on the use
of ambulatory medical services provided by office-based physi-
cians in the United States. Physicians complete a one-page form
on a systematic sampling of office visits occurring during a ran-
dom 1-week period. The survey does not include physician visits
in federally based and hospital-based outpatient settings, so it re-
flects mainly nonacademic physicians. For the years 1992–1996,
the response rate for the survey was approximately 70%. To mini-
mize the effect of nonresponse estimates, the National Ambula-
tory Medical Care Survey data were adjusted by imputing for non-

responding physicians the practice characteristics of similar
responding physicians.

From 1992 to 1996, the survey included questions on smoking
status and smoking-cessation counseling. Current smoking sta-
tus was reported by checking one of the following boxes: smoker,
nonsmoker, or smoking status unknown. The nonsmokers cate-
gory may have included both ex-smokers and those who had
never smoked. Smoking-cessation counseling was reported by
checking a box under the heading, “Tobacco use/exposure” if
counseling was given. Counseling could include information on
smoking cessation and prevention of tobacco use, as well as refer-
rals for smoking-cessation programs. Our dependent variable
was whether psychiatrists offered smoking-cessation counseling
during office visits to psychiatric patients who smoked.

The National Ambulatory Medical Care Survey collects infor-
mation on basic patient demographics, diagnoses, and treat-
ment. We used information regarding patient characteristics and
practice-setting characteristics that we hypothesized might influ-
ence a psychiatrist’s decision to offer smoking-cessation counsel-
ing. Patient characteristics were age, gender, geographic region
(Northeast, South, Midwest, West), payment source (private fee-
for-service insurance, health maintenance organization, Medi-
caid, Medicare, or self-pay/no charge), and diagnoses. Psychiatric
diagnoses were based on ICD-9 codes and categorized into five
separate conditions: psychotic disorders, depressive disorders,
bipolar affective disorders, anxiety disorders, and substance use
disorders. Medical diagnoses associated with an increased risk for
cardiovascular disease were present if physicians recorded obe-
sity, hypertension, or diabetes mellitus either by ICD-9 code, by
checking a box for these diagnoses, or by documenting medica-
tion for diabetes mellitus. Characteristics regarding practice set-
ting were available for urban versus rural location and follow-up
visit versus new-patient visit.

We performed chi-square tests and developed a logistic regres-
sion model to examine visit characteristics associated with re-
ceiving smoking-cessation counseling (8).

Although the National Ambulatory Medical Care Survey is
based on a complex multistage sampling design, for confidential-
ity reasons, the National Center for Health Statistics does not re-
lease the primary sampling units for these surveys. Because this
analysis tested a hypothesis of an association, we report results
with unweighted data (9). We performed multiple sensitivity
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analyses using different techniques to approximate the complex
survey design by using the survey weights in the analysis and the
strata of geographic region and urban or rural designation as a
proxy for primary sampling units. These results were essentially
similar to and unchanged from logistic regression models using
unweighted data. In order to account for the possibility of physi-
cian clustering, we reanalyzed our logistic regression model using
generalized estimation equations (10).

Results

There were 8,451 visits to 573 unique psychiatrists from
1992 to 1996. In 75.7% (N=6,400) of the 8,451 visits to psy-
chiatrists, physicians classified patients as either smokers
or nonsmokers, while in 23.0% of the visits, the physician
did not know the smoking status of the patient. Of the
6,400 visits in which the physician knew the patient’s
smoking status, in 25.2% (N=1,610) of these visits, the phy-
sicians documented that the patients were smokers. Our
analysis focused on these 1,610 visits for smokers.

The mean age was 41.7 years (SD=12.2). A total of 52.0%
of the visits were for women, 94.1% were for Caucasians,
and Medicaid or Medicare insured 25.0% of the visits. A to-
tal of 88.3% of the psychiatric office visits occurred in met-
ropolitan areas, divided nearly equally between the fol-
lowing geographic regions: Northeast (25.4%), South
(28.4%), Midwest (20.1%), and West (26.1%). Approxi-
mately 10% of the visits were made by patients diagnosed
with bipolar affective disorders, 80% of the patients were
diagnosed with a depressive disorder, 20% were diagnosed
with a drug use disorder, and 13% had obesity, hyperten-
sion, or diabetes mellitus. A total of 9.1% of these visits
were categorized as continuity visits or return visits to the
same physician. Psychiatrists offered diet counseling at
6% of the patient visits and exercise counseling at 4% of
the visits.

Psychiatrists offered smoking-cessation counseling at
12.4% (N=200) of the visits. The adjusted probability of re-
ceiving smoking-cessation counseling was significantly
higher (p<0.05) for those with the following characteristics
compared to those without: age greater than 50 (14.8%
versus 8.7%); a medical diagnosis of obesity, hypertension,
or diabetes mellitus (16.8% versus 9.2%); residence in a ru-
ral location (14.6% versus 9.3%); and having an initial visit
(16.1% versus 9.1%). Compared to those with a depressive
disorder, only those with bipolar affective disorder were
significantly more likely to receive smoking-cessation
counseling (17.4% versus 10.5%). The magnitudes of asso-
ciation seen when comparing those with a characteristic
to those without a characteristic were reflected in adjusted
odds ratios and are presented in Table 1. Stratified analy-
ses based on the presence or absence of psychotherapy or
visit length did not alter these findings. Neither nicotine
gum nor the transdermal nicotine patch was prescribed at
any patient visit for smokers. Psychiatrists did not use the
diagnosis of nicotine dependence at any patient visit. Sub-
sequent analysis using generalized estimation equations
did not change the results.

Discussion

In this cross-sectional study of a national sample of of-
fice-based psychiatric visits, we found that psychiatrists
offered smoking-cessation counseling at 12.4% of the vis-
its to psychiatric patients who smoked. In comparison,
primary care physicians were reported to offer smoking-
cessation counseling to 19% of psychiatric patients with
substance abuse disorders and 30% with anxiety and de-
pressive disorders (5, 11). With respect to other health be-
haviors, we found that psychiatrists offered diet counsel-

TABLE 1. Probability of Receiving Smoking-Cessation Counseling During 1,610 Psychiatric Office Visits From 1992 to 1996

Characteristic

Visits With Characteristic
Probability of Smoking-
Cessation Counseling (%)

Adjusteda Relative Risk of
Smoking-Cessation Counseling

N % Crude Adjusted Odds Ratio 95% CI
Patient age (years)

≤50 1,360 84.5 11.5 8.7 1.00 (referent)
>50 250 15.5 17.2 14.8 1.81 1.10–2.99

Obesity, hypertension, or diabetes mellitus
No 1,394 86.6 11.1 9.2 1.00 (referent)
Yes 216 13.4 20.8 16.8 2.00 1.36–2.95

Psychiatric diagnosesb

Depression 1,283 79.6 13.6 10.5 1.00 (referent)
Psychosis 288 17.9 11.6 9.5 0.89 0.54–1.48
Drug use 316 19.6 15.2 14.2 1.40 0.86–2.28
Anxiety 439 27.3 11.1 10.6 1.05 0.68–1.61
Bipolar disorder 156 9.7 18.0 17.4 1.80 1.08–3.00

Practice location
Urban 1,423 88.3 11.4 9.3 1.00 (referent)
Rural 187 11.7 19.8 14.6 1.69 1.07–2.45

Visit type
Continuation of care 1,467 91.1 11.6 9.1 1.00 (referent)
Intake 143 8.9 20.3 16.1 1.90 1.20–3.02

a Adjusted for variables listed in the table as well as for gender, race/ethnicity, geographic region (Northeast, Midwest, South, and West), and
insurance type.

b Not mutually exclusive.
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ing at 6% of patient visits and exercise counseling at 4% of
visits.

Our findings also suggest that smoking-cessation coun-
seling is more likely to be offered at visits with older indi-
viduals and visits with individuals diagnosed with medical
conditions that increase the risk for cardiovascular dis-
ease. This is in keeping with previous research that sug-
gests physicians are more likely to counsel smokers that
are at a higher risk for developing smoking-related medi-
cal conditions such as coronary artery disease (11). Our
finding that smoking-cessation counseling is more likely
to be offered at patient visits in rural communities and at
patient visits for the treatment of bipolar affective disor-
ders may be indicative of the “primary care” role that psy-
chiatrists may assume in these situations for patients at
high risk of developing tobacco dependence (12). Finally,
our findings suggest that psychiatrists may need to be
more vigilant about offering smoking-cessation counsel-
ing on follow-up patient visits.

This study has several limitations. First, the study’s time
period (1992–1996) may not adequately reflect current
clinical practice. For example, we were unable to investi-
gate the impact of APA’s Practice Guideline for the Treat-
ment of Patients With Nicotine Dependence (6) or alterna-
tive nicotine treatments, such as bupropion therapy,
because these interventions were not available during this
time period. However, given the minimal change in the
prevalence of smoking in the general population in last
decade and continued calls for physicians to improve the
rates of smoking counseling, we believe our findings are
still relevant. In addition, some studies have estimated the
prevalence of smoking in psychiatric populations to be as
high as 40% (2), so the estimate of smoking in this study
may be somewhat underestimated. However, because we
found that the prevalence of smoking is twice as high as in
National Ambulatory Medical Care Survey studies of the
general population, we believe that our results have face
validity. Finally, because the diagnosis of nicotine depen-
dence was not specifically used, it is possible that psychia-
trists saw their role as advising a health habit, not treating
a mental disorder.

The National Ambulatory Medical Care Survey data is
also limited in that we are unable to account for the length
of time or the amount of cigarettes smoked by a patient at
a psychiatric visit nor to investigate the effect of visit acu-
ity on the receipt of smoking-cessation counseling. More-
over, because the unit of analysis for this study is a cross-
section of patient visits, we are unable to say whether or
not a psychiatrist offered counseling at previous visits. Al-
though the National Ambulatory Medical Care Survey data
are adjusted to account for the sample of physicians who

did not participate in the study, it is possible that a nonre-
sponse bias may still exist.

We also are limited by a small sample size in investigat-
ing how current coronary artery disease or chronic ob-
structive pulmonary disease may influence a psychiatrist
to offer smoking-cessation counseling.

In summary, although psychiatrists have higher odds of
offering smoking-cessation counseling to certain high-
risk subgroups, they may be missing significant opportu-
nities to offer smoking-cessation counseling to their pa-
tients who smoke. Interventions to increase awareness of
smoking-cessation counseling by psychiatrists may be
warranted.
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