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ABSTRACT 

The purpose of this study was to explore the lived experience of smokers 

hospitalized on a tobacco Iree psychiatric unit through the research methodology of 

phenomenology. The sample consisted of 3 participants: a 44 year old Caucasian female, 

a 36 year Caucasian male, and a 38 year old Caucasian female. Interviews were 

audiotaped and analyzed using an adaptation of Colaizzi's eight-step procedure. Results 

included these Theme Categories: The Psychological Experience of Smoking Abstinence: 

The Physiological Experience of Smoking Abstinence: The Socio-Cultural Experience of 

Smoking and Its Abstinence: Spiritual Aspects of Smoking; How Do I Deal with 

Smoking Abstinence?: What About Smoking Cessation?: and Persisting Perceptions of 

a Tobacco Free Psychiatric Hospitalization. The essential structure of the lived 

experience of smokers hospitalized on a tobacco free psychiatric unit was formulated 

from the data. 
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CHAPTER 1 

INTRODUCTION 

"This no smoking policy is cruel!" "I wouldn't recommend this place to my 

friends: this is a non-smoking place without outside privileges and my friends smoke 

more than I do." "This hasn't been too bad: I w^t to quit smoking." These were but a 

few of the comments made on the discharge satisfaction surveys from the inpatient 

psychiatric unit at Carondelet Sl Mark' s Hospital in Tucson. Arizona. That unit became 

a tobacco fiw enviroimient on July 1.1997 in order to achieve compliance with the Joint 

Commission on Accreditation of Health Care Organization's (JCAHO) 1991 mandate 

that all hospitals must become non-smoking t^ilities. This mandatory ban tbrced 

hospitals to protect patients and staff from the harmful effects of secondhand smoke and 

led the way to promote health and control tobacco (Longo. Brownson. & Kruse. 1995). 

While it is generally accepted that this rule will promote physical health, the question 

remain*; as to whether it may alter or diminish the existential well-being of one who 

smokes. 

Purpose of the Study and Problem Statement 

The purpose of thi*; study was to enlaree the current knowledge base about 

smoking cessation as experienced by persons with a psychiatric illness. These people, by 

their inpanpnt stay in a tobacco free environmenL had no choice. They could not smoke! 

Does such a nile, mandated by regulations, promote mental health? Or. does such a rule 

impair recovery from their mental disturbance? 
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The phenomenon of a tobacco free psychiatric unit provided a controlled 

environment in which a person who was a smoker was forced to experience a temporary 

smoking cessation event. The research question tor this study was: what is the essential 

structure of the lived experience of smokers hospitalized on a tobacco free psychiatric 

unit? In order to answer this research question, the common components of these 

smokers' experiences was formulated into the essential structure of the smoker s 

temporary smoking cessation experience. 

Significance 

Denial of smoking privileges for patients, hospitalized on a psychiatric uniL is an 

issue of concern for both patients and staff (Bensley. Nelson, Kaufinan. Silverstein. & 

Shields. 1995). Current evidence suggests that chronic psychiatric patients have a higher 

rate of cigarette smoking than any subgroup in the United States except those who abuse 

alcohol and drugs (Cardoni. 1993: de Leon. 1996: Hughes. 1996). The smoking rate of 

psychiatric patients is estimated at 52 to 88 percent (Taylor, Rosenthal. Chabus. Levine. 

Hoffrnan. Reynolds. Santos. Willets. & Friendman, 1993). A May 1997 survey of 

psychiatric patients hospitalized at the Carondelet St. Mary's Hospital Inpatient 

Psychiatric Unit foimd greater than 65 percent of the patients were current smokers 

(Nolen, 1997). The current rate of smokers in the general population in Arizona was 23 

percent according to Myra Muramoto from the Arizona Program for Nicotine and 

Tobacco Research at a Tobacco Control Symposium in December 1997. 
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Why should psychiatric patients not smoke, be it on a psychiatric unit or in their 

home environment? Meitzer (1994) listed tobacco as the leading preventable cause of 

disease, disability, and premature death causing over 15 percent of the deaths in the 

United States. He stated. "More people die annually from smoking tobacco, than from 

the combined deaths caused by alcohol, car accidents, suicide, homicide, acquired 

immune deficiency syndrome, fires, and the use of illegal drugs" (1994. p. 383). Meitzer 

also stated that the three most common reasons people die. cardiovascular diseases, 

cancer, and respiratory diseases, can be significantly reduced by smoking cessation 

(1994). By referring to the statistics for smoking by psychiatric patients as cited above, 

the reader can see the increased risks for the psychiatric population, given the higher rates 

of smoking by persons in this group. 

In addition to those risks incurred by anyone who smokes, psychiatric patients 

may have additional adverse reactions to both smoking and to abstaining from the use of 

tobacco. Nicotine withdrawal effects increase anxiety while nicotine may suppress 

anxiety in a patient with an anxiety disorder (Hughes, 1993). Cessation of smoking 

usually decreases the heart rate but this may mask tachycardia which may occur with 

drug or alcohol withdrawal, anxiety disorders, or the administration of tricyclic 

antidepressants or stimulants (Hughes). Hughes also stated that the effects of smoking 

cessation can lead to incorrect decisions about the diagnosis and treatment of psychiatric 

disorders. 
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Smoking also affects the metabolism of a number of psychoactive drugs such as 

clomipramine, clozapine, desipramine. desmethyldiazepam, doxepine, fluphenazine. 

haloperidol, imipramine. and oxazepam (Hughes. 1993). A smoker abstaining from 

smoking would have an increase in the blood level of these drugs while returning to 

smoking would decrease the blood level. Hughes attributed this effect to the induction of 

hepatic microsomal enzymes by polynuclear aromatic hydrocarbons in the tobacco 

smoke. There is further discussion of this effect in Chapter 2. Hughes also discussed the 

effect that nicotine has in decreasing sedation from several psychoactive drugs. 

Treating patients on a tobacco free psychiatric unit is a new idea. In the city of 

Tucson, only one hospital with a psychiatric unit had a total ban on smoking when this 

smdy was proposed. The other four hospitals with adult psychiatric units had smoking 

patios. Patten. Martin. & Owen (1995) surveyed 16 facilities with smoke free policies. 

Of those 16, only eight of the facilities had a complete smoking ban inside and outside of 

their instimtion. 

Health professionals are encouraged to promote smoking cessation (Longo, 

Brownson. & Kruse. 1995; Meltzer. 1994). Scott Leishow. University of Arizona 

College of Medicine Professor and director of the Arizona Program for Nicotine and 

Tobacco Research stated, "Every smoker deserves treatment" (1997). Leishow expressed 

concern that those smokers who can more easily quit, do quit, and consequently those 

who do not quit easily are smokers with special problems such as those found on 

psychiatric units. 
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Smoking cessation programs need to be provided for individuals with psychiatric 

and alcohoi/drug abuse co-morbidity (Hughes. 1996). Insurers and governmental 

agencies must be convinced that funding smoking cessation treatment can reduce health 

care costs quickly. In addition, they must be convinced that programs can identify those 

who would benefit firom intensive smoking cessation treatment. The third change that 

must occur for fimding to occur is a decrease in turnover rate for clients in health 

maintenance organizations and insurance plans. If this change would occur, the insurer 

would have a long term responsibility for health problems and could see a benefit in 

investing in smoking cessation treatment. Other trends that will affect smoking cessation 

treatment is the impact of alogorithms for smoking cessation, recognition of smoking as a 

form of drug dependence, and harm reduction considered as a treatment goal. 

.Although the literature shows smdies conducted on implementation of smoking 

bans and of smdies about smoking and its effects on the individual and its relationship 

with other substances, no published smdies were identified in which the psychiatric 

patient's experiences of smoking cessation was examined. The majority of the research 

found regarding smoking related to psychiatric patients utilized quantitative 

methodology. Studying smoking cessation firom the viewpoint of the patient's experience 

gives a new perspective on the subject. For instance. Munhall (1994) states, "through 

increased understanding of the meaning of situation, we become more capable of 

empathy and can present altemative ways of being for people to consider in living 

through experience" (p. 32). This smdy can lead to greater understanding with increased 
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empathy and improved methods of smoking cessation treatment for psychiatric patients. 

These findings will improve methods for implementation of smoking bans in psychiatric 

hospitals. 

Munhall (1994) says that phenomenology focuses on meaning which has a greater 

value than focusing on behavior (p. 33). Those experiencing the phenomenon of smoking 

cessation can provide the richest and most descriptive data for this smdy through the use 

of phenomenology which uses the voice of those experiencing the phenomenon for data 

collection (Streubert & Carpenter, 1995). 

The Neuman Systems Model 

The conceptual framework used to organize this research study was the Neimaan 

Systems Model (See Appendix A). This framework provides a holistic model for guiding 

client care at both the individual level and the population level particularly since it is 

based on the concept of stress and the possible or actual reaction to stress (Neuman. 

1990). The research question in this study was based on identifying the responses to a 

potential stressor, that of smoking abstinence at a time when the client was in a 

decompensated psychiatric state. The Neuman Systems Model provided the necessary 

framework for classifying the stressors, the client's reactions to those stressors, and the 

nursing care provided to assist the client with dealing with those stressors. 

•'The Neuman Model presents a way of viewing clients holistically and 

multidimensionally within a systemic perspective" (p. 242). Neuman states that the 

model utilizes five interacting variables: physiological, psychological, socio-cultural. 
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developmental, and spiritual. The variables interact in response to the internal and 

external environmental stressors affecting the client at a particular time. 

Client/Client Svstem 

In the Neuman Systems Model, the client or client system is depicted as a 

dynamic system where a basic structure is surroimded by concentric circles which protect 

that basic structure - the client (Neuman. 1990). The basic structure consists of factors 

that are common to all organisms such as normal temperature range, genetic structure, 

response pattern, organ strength, weakness, ego strength, and commonalities (Neuman, 

1982). The outermost circle is the flexible line of defense that protects the nomial line of 

defense. The next circle within the system is the normal line of defense which is the 

usual wellness level or standard for the client system. If a stressor invades the normal 

line of defense, there is a reaction that activates the lines of resistance which are within 

the normal line of defense. These lines of resistance act as resources to reverse ilhiess 

symptoms. If they fail to reverse the illness symptoms, the stressor or stressors may 

penetrate the basic structure that may lead to system energy depletion and death 

(Neuman. 1990). Neuman says the system is the client and may be an individual, family, 

group, community, or issue (1990). The psychiatric patient who smokes was the client in 

this study. Smoking cessation was a stressor. This study explored how the client system 

responded to the stressor of smoking cessation. One might theorize that lines of 

resistance would be activated when the stressor of smoking cessation invades the lines of 

defense of the client system. The following components of the Neuman Systems Model 
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will be discussed in this chapter; environment, health, nursing, primary prevention, 

secondary prevention, and tertiary prevention. These components provided a usefid 

system for data organization in this study. 

gnvironrngm 

The total of the internal and external factors, also known as stressors, aroimd the 

client system is the enviroimient. These stressors may be harmfiil or beneficial. Internal 

stressors consist of intrapersonal stressors which are inside the client system. External 

stressors may be interpersonal or extrapersonal stressors. These stressors may be near the 

client system or more distant firom it. "Envdroimiental exchanges must be identified and 

evaluated as to their potential or actual outcome for the client system" rNeuman. 1990). 

Health 

Neuman (1982) views health as a continuum of wellness and illness. There is a 

continuous flow of energy between the client system and the environment (Neuman. 

1990). In wellness, the variables are in harmony and more energy is being stored than 

used. When stressors cause disharmony and there is less energy available than needed, 

illness occurs. Neuman also states (1982), that meeting total needs leads to optimal 

vvelbiess and if needs are not met. there is illness. These needs can be met by the client, 

by a combination of the client and other individuals, or by others depending on the needs 

and the state of the client. In this smdy. health is viewed in terms of well-being, the lived 

experience while on the psychiatric unit. 
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Nursing 

In the Neuman model, the responsibility of nursing is to accurately assess the 

effects and possible effects of the environmental stressors upon the five variables 

(physiological, psychological, socio-cultural. developmental, and spiritual) and to assist 

the clients to avoid or adjust for these stressors in order that the client system stays stable 

and optimal wellness is achieved. Nursing interventions consist of three levels of 

prevention: primary prevention, secondary preventioru and tertiary prevention. 

Primarv Prevention. 

Neuman (1990) describes primary prevention as the interventions which reduce 

the possibility of invasion by stressors and strengthen the flexible line of defense. These 

interventions keep the client system in a stable state without illness symptoms. Health 

promotion falls into primary prevention. 

Secondarv Prevention. 

The interventions in secondary prevention strengthen the internal lines of 

resistance in reduction or reversal of the illness symptoms caused by stressors invading 

the normal line of defense (Neuman. 1990). This resistance protects the basic structure of 

the client system. If these interventions fail and the basic structure is invaded, there is 

energy loss which may result in death. Interventions in secondary prevention include 

such measures as early case finding and treatment of symptoms. In this smdy, early 

assessment of smoking status was early case finding while providing appropriate 

interventions for coping with smoking abstinence treated die symptoms. 
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Terdarv Prevention. 

'Tertiary prevention is used to maintain wellness following secondary preventive 

nursing actions" (Neuman. 1990. p. 250). These actions prevent regression and 

encourage optimal client stability. The actions include such interventions as readaptation. 

reeducation for prevention of future occurrences, and stability maintenance. Tertiary 

prevention could include smoking cessation education. 

Summary of Neuman Svstems Model 

The Neuman Systems Model, a holistic model based on the concept of stress and 

the possible or actual reaction to stress (Neuman. 1990) was a useful model in classifying 

data for this study. The client system was the smoker hospitalized on the tobacco free 

psychiatric unit while the stressor smdied in this study was the smoking abstinence. The 

enviroimient was the total of the internal and external stressors around the client system. 

Health was the continuirai of wellness and illness for that client. Nursing provided 

nursing care in the form of primary prevention, secondary prevention, and tertiary 

prevention after assessing the effects of the stressors upon the five variables: 

physiological, psychological, socio-cultural. developmental, and spiritual. This care was 

provided to assist the client to adjust for the stressors, stay stable, and achieve optimum 

wellness. 

Overview of Related Concepts 

Several concepts are related to stress experienced from smoking cessation. They 

will be described in the following section. 
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N icotine Withdrawal 

When considering individuals experiencing smokii]^ cessation, several thing*; 

needed to be considered. The Diagnostic and Statistical Manual of Mental Disorders 

DSM-FV (1994) defines Nicotine Withdrawal as a withdrawal syndrome that develops 

after the sudden cessation or reduction of use of nicotine products following daily use for 

a prolonged period of at least several weeks (DSM-IV. p. 244). The svinptoms that may 

occur with 24 hours of the abrupt cessation or reduction in the use of nicotine include: 

"dysphoric or depressed mood, insomnia, irritability, frustration or anger, anxiety. 

difSculty concentrating, restlessness, decreased heart rate, and increased appetite or 

weight gain." (DSM-FV. pp. 244-245). The second diagnostic criterion given by the 

DSM-IV for diagnosis of Nicotine Withdrawal is that at least four of these symptoms 

have caused clinically significant distress or impairment in social, occupational, or other 

important areas of fimctioning. In addition, the s>Tnptoms must not be caused by a 

general medical condition or another mental disorder (DSM-FV). 

The DSM-FV (1994) discusses other features associated with Nicotine Withdrawal 

such as intense craving along with a desire for sweets. There may be an impaired 

perforaiance on tasks requiring concentration. It has been noted that those wiio smoke 

soon after waking, smoke more in the moming. and smoke when iil have increased 

difficulty^ with smoidng cessation. Those who smoke more cigarettes per day. smoke 

cigarettes with a higher content of nicotine, or have a higher number of pack-years of 
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smoking i.e. years times nnmber of packs smoked, are also reported to have more 

di£5culty with smoking cessation. 

Associated laboratory findings cited by the DSM-IV (1994) include a slowing on 

electroencephalogram (EEG), decrease in catecholamine and Cortisol levels, rapid eye 

movement (REM) changes, impairment on neuropsychological testing, and decreased 

metabolic rate (p. 245). Many smokers have diminished pulmonary ftmction tests and 

increased mean corpuscular volume (DSM-IV). The authors cite that smoking increases 

metabolism of many medications used for treatment of mental disorders and conversely, 

cessation of smoking can increase the blood level even to a clinically significant degree. 

Several other symptoms that may be foimd with Nicotine Withdrawal are a dry or 

productive cough, decreased hean rate, increased appetite or weight gain, and a 

dampened orthostatic response (DSM-IV. p. 246). 

Physiological and Psvchopharmacological Effects of Smoking 

The physiological and psychopharmacological effects from smoking are also 

discussed in the Literature Review in Chapter 2. The physiological symptoms include the 

effect of nicotine administration and withdrawal on the uptake and formation of 5-HT and 

the uptake of L-tryptophan. and the relationship of nicotine dependence, the midbrain 

dopamine system (mesolimbic dopamine system) and psychiatric disorders. The 

psychopharmacological effects include the interaction of nicotine with a variety of drugs 

and substances such as benzodiazepines, phenobarbital. caffeine, ethanol. antidepressants, 

phenothiazines. haloperidol. and many more. 



Smokiny Cessation Interventions 

A smoking history assessment is an important nursing assessment included in the 

initial assessment tor each patient admitted to the Carondelet St. Mary's Inpatient 

Psychiatric Unit Orders for daily transdermal nicotine patches are obtained for those 

whose daily smoking habit is greater than Vz pack of cigarettes. Patient education on 

smoking risks and smoking cessation is provided by Master's level psychiatric therapists. 

The therapists also teach relaxation techniques in group therapy sessions and a nightly 

relaxation group is provided at bedtime by the unit staff. Before the smoking ban was 

initiated at Carondelet St Mary's Hospital, all psychiatric unit clinical staff were 

provided education on smoking assessment, smoking risks, nicotine withdrawal 

symptoms, and the therapeutic interventions that would be provided to the patients. 

Summary 

Psychiatric patients have a much higher rate of cigarette smoking than most other 

subgroups in the United States which leaves that population more vulnerable to those 

diseases, disabilities, and premature deaths caused by smoking. As more smokers 

achieve smoking cessation, psychiatric patients are identified as part of a problem group 

which has more difficulty with smoking cessation. Adverse reactions can occur both 

from smoking and from abstaining from the use of tobacco. While withdrawing nicotine 

decreases the side effects of nicotine, nicotine withdrawal can mask other disorders. 

Smoking also affects the metabolism of numerous drugs and changing the smoking 

pattern may malce medication adjustment difficult. A recent Joint Commission on 



Accreditation of Health Care Organizations mandate for hospitals is leading to smoking 

bans for inpatient psychiatric units with resultant abrupt smoking cessation. 

Current research leaves many unanswered questions about the experience of 

smoking cessation from the viewpoint of the psychiatric patient. Interviewing smokers 

who have been hospitalized on a tobacco fi«e psychiatric unit provided some of these 

answers that could lead to improved methods of smoking cessation treatment and 

improved methods for smoking bans in psychiatric hospitals. A phenomenologicai 

approach was used in which adult smokers with a serious mental illness hospitalized on a 

tobacco free inpatient psychiatric unit were asked to describe their experience of not 

smoking during that hospitalization. The interviews occurred within the first month 

following discharge from the inpatient psychiatric unit 

The Neuman Systems Model was used to clarify this researcher's view and to 

organize the study. The Neuman Model is a holistic and multidimensional systems 

model based on stress and potential and actual reaction to stress. 
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CHAPTER 2 

LITERATURE REVIEW 

This chapter reviews the literature pertinent to smoking cessation on a psychiatric 

unit using MEDLINE Search 1992-1997. In addition, classic studies identified during the 

review of the literature were reviewed. Included are brief discussions of smoking 

cessation treatment the physiological effects of smoking pertinent to psychiatric patients, 

smoking bans on psychiatric units, comorbidity of smoking and psychiatric illnesses, 

implications of smoking cessation with psychopharmacology, implications of smoking 

cessation for the health of the psychiatric patient and the association of smoking with 

drug dependence. 

Smoking Cessation Interventions 

A brief discussion of smoking cessation interventions and approaches is included 

in the literature review. Some of these interventions are used on psychiatric units with 

smoking bans to avoid negative consequences from not smoking. 

Covey and Glassman (1990) describe the use of nicotine gimi. clonidine. 

antidepressants, and anxiolytic drugs as smoking cessation treatments. Nicotine gum was 

found effective only when used in conjunction with behavioral counseling. They also 

discussed the difficult mechanics of effective use of the gimi and this product's negative 

side effects. The smdies utilizing clonidine showed mixed results. One clonidine smdy 

showed success only among female smokers while another showed success with men. 

Several of the smdies showed no significant effect with the use of clonidine for smoking 
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cessation. Studies were underway utilizing antidepressants and anxioljrtic drugs showing 

promise for effective smoking cessation treatment. 

Another study by Hughes (1994) describes an algorithm for physician-based 

treatment for smoking cessation. Included in this algorithm, is screening for the smoker's 

stage of quitting. For those without thoughts of stopping, reasons for cessation and 

barriers to cessation should be discussed. In addition, written motivationai materials 

should be provided to the smoker. For those who contemplate quitting but have no 

current plans to quit, reasons for cessation along with barriers should again be discussed. 

History of prior cessation attempts and use prior use of cessation therapies should be 

assessed. The clinician should attempt to elicit a commitment from the smoker to stop 

smoking with a specific quit date. For those smokers ready to quit, treatment options 

should be discussed and a specific quit date elicited. 

In addition to simple approaches such as handouts and physician advice. Hughes 

11994") discusses the various pharmacotherapy interventions used for smoking cessation. 

He attributes the frequent cause of relapses to nicotine withdrawal symptoms which 

necessitate nicotine replacement. Transdermal nicotine is the preferred therapy over 

nicotine polacrilex (gum) or clonidine. The patch required less instruction, decreases 

craving more than the other two interventions, has a higher rate of compliance, is more 

acceptable socially, produces a more steady state of nicotine. Male smokers appear to 

receive little help from clonidine. For nicotine gum to be successful, a fixed dosing 

schedule should be followed and acidic beverages such as coffee and soda should be 
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avoided. If a relapse occurs with nicotine patches, nicotine gum may be added. If a 

relapse occurs with use of both patches and giun. the author suggests using 35 mg. of 

transdermal nicotine. 

The use of behavioral therapy either with or without pharmacotherapy is also 

discussed by Hughes (1994). Adding behavioral therapy to nicotine replacement 

increased the success rate of smoidng cessation by 35 to 40 percent. For those smokers 

not suffering from nicotine withdrawal symptoms, group behavioral therapy has been 

found effective. 

Hughes (1996) also discusses the future of smoking cessation therapy in the 

United States. Hughes states that smoking cessation has not been accepted as a legitimate 

medical or public health activity and most smoking cessation therapies are run by 

voluntary organi2ations rather than being a part of medical services. He also attributes 

the denial of treatment provision by medical services to the recent policies of hezdth care 

reform even though smoking cessation treatment has been shown to be the most cost 

effective act a physician can provide. Another aspect related by Hughes is that 

demographics of smokers show that the prevalence of smoking is declining very little in 

less-educated and poor smokers and in psychiatric and alcohol/drug abuse patients. 

These persons appear to have higher initiation of smoking rates and lower cessation rates. 

The use of clonidine for smoking cessation is described in another double blind 

replication smdy of 300 subjects performed by Glassman. Covey, Dalack. Stetner, 

Rivelli. Fleiss. and Cooper (1993). They dosed the clonidine by body weight with an 
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average daily dose of 0.005 mg/kg. They concluded that addiction and major depression 

predicted treatment failure with clonidine. In some cases, the smoking cessation 

precipitated depression so severe that subjects became suicidal. The only group found to 

have benefit firom the use of clonidine were women who were severely addicted smokers. 

Shah and Ratner (1993) discuss the use of anti-convulsant drugs for reduction of 

cigarette smoking related to the calming effect of the drugs. They compared phenytoin. 

carbamazepine. clonazepam, and valproic acid. Their data showed decreased smoking 

with those on phenytoin along with a lower body weight. Those utilizing valproic acid or 

clonazepam showed higher body weight, higher prevalence and higher intensity of 

smoking. Carbamazepine usage did not appear to have any effect with these variables. 

Glaxo Wellcome (1997) describes the use of Zyban for smoking cessation in their 

product information. Zyban (bupropion hydrochloride) was originally developed as an 

antidepressant medication (Wellbutrin). Zyban is an inhibitor of the neuronal uptake of 

norepinephrine, serotonin, and dopamine. Its use is contraindicated in persons with a 

seizure history or seizure risk and in persons with bulemia or anorexia nervosa. It can not 

be administered concurrently with an monoamine oxidase inhibitor. 

Nicotine polacrilex (nicotine gum) is administered in either 2 mg. or 4 mg. 

squares which are chewed slowly and intermittendy over a 30 minute period whenever 

the urge to smoke occurs (Nursing 98 Drug Handbook. 1998). The nicotine in this 

intervention stimulates nicotinic acetylcholine receptors in the central nervous system, 

neuromuscular junction, autonomic ganglia, and adrenal medulla. Serum levels peak 
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within 15 to 30 minutes after initiation of chewing the gum. Maximum daily dosage for 

the 2 mg. pieces is 30 pieces while the maximum daily dosage for the 4 mg. squares is 20 

pieces. Nicotine gimi tends to be most beneficial for those with dependence upon 

smoking soon after arising, have more frequent smoking in the morning, and find it 

difficult to abstain no matter the life circumstances. 

Most nicotine transdermal systems or patches are dosed in 7. 14. or 21 mg. 

patches used for a 24 hour period (Nursing 98 Drug Handbook. 1998). One brand uses a 

smaller dosage but only for 16 hours per day. The action of the patches is similar to that 

of the nicotine gum but the nicotine is delivered at a steadier level but takes three to six 

hours to reach a peak level. The initial dosage is usually the largest available dosage with 

a dosage taper after four to twelve weeks to the next lowest dosage. Nicotine gmn or 

patches is contraindicated in those who have had recent myocardial infarctions, life-

threatening arrhythmias, severe angina pectoris, active temporomandibular joint pain, and 

during pregnancy (pp. 519-520). In addition, the patches may cause a skin rash. 

Summary of Smoking Cessation Interventions 

.A. number of smoking cessation interventions have been smdied and include 

nicotine gum, transdermal nicotine replacement, clonidine, antidepressants, and 

anxiohtic drugs. Other interventions include physician advice, behavioral therapy, 

wrinen motivational materials, screening of the smoker's stage of quitting, and eliciting a 

commitment from the smoker to stop smoking with a specific quit date. Algorithms are 

being de\ eloped to provide a guide for physician-based treatment from smoking 
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cessation. The transdermal nicotine has a higher success rate than the nicotine gum and 

both are more effective when combined with behavioral therapy. No clear cut benefits 

were foimd with the use of clonidine. More recent interventions include the 

administration of Zyban (bupropion hydrochloride) but its contraindications may rule out 

its use with some persons with a psychiatric disorder. 

Physiological and Psychopharmacological Effects from Smoking 

Benwell and Balfour (1984) discuss their study of the effects of acute and chronic 

nicotine administration and its withdrawal on the rates of uptake and formation of 5-HT 

and the uptake of L-tryptophan in rat brains. The rats were injected subcutaneously with 

nicotine, one time for the acute study, and successively for 40 days for the chronic smdy. 

The rats were killed 30 minutes following the injection and the brains dissected, over ice. 

into the hypothalamus and hippocampus and the remainder pooled as residual brain. 

-Aiter both acute and chronic nicotine administration, they found a decrease in the rate of 

formation of 5-HT by hippocampal synaptosomes. After 24 hours of withdrawal of the 

nicotine in the chronic study, there was a partial recovery of this decreased 5-HT 

formation. In the chronic study, they also found a reduction of the rate of L-tryptophan 

uptake by hippocampal synaptosomes which may have resulted from the reduction in the 

number of L-tryptophan carrier molecules in the synaptosomal membrane which they 

also found in their study. This effect was not reversed by 24 hours of withdrawal of the 

drug nor was it found in synaptosomes from the other regions of the rat brain. 
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Corrigal (1991) reviewed the research about interactions of nicotine reinforcement 

and brain mechanisms. The literature suggests that the mesolimbic dopamine system is 

involved in self-administration of nicotine. There are nicotinic binding sites on 

mesolimbic neurons and it has been demonstrated that nicotine excites the cells of the 

ventral tegmental area. Corrigall also sî gests that other brain sites and neurotransmitter 

mechanisms, particularly serotonin, should be studied for their interaction with nicotine 

reinforcement processes along with further study of the action of the mesolimbic 

dopamine system in this process. 

A review by Nisell. Nomikos. and Svensson (1995) discusses the relationship of 

nicotine dependence, the midbrain dopamine systems and psychiatric disorders. The 

mesolimbic dopaminergic system assists in mediating the reinforcing effect of natural 

rewards and various drugs of abuse including nicotine. The mesolimbic dopaminergic 

system or mesoaccumbens consists of the neurones projecting to the nucleus accumbens 

and olfactory' tubercle while the mesocortical dopamine system consists of the neurones 

projecting to the prefrontal cortex. Midbrain dopamine neurones have nicotinic 

receptors on their cell bodies and their nerve terminals. Nicotine is able to exert a direct 

stimulatory action on these cells. 

Systemic nicotine increases dopamine release, synthesis, and metabolism 

preferably in the nucleus accimabens (Nisell. Nomikos. & Svensson. 1995). The systemic 

nicotine increases firing and burst activity in the midbrain dopamine neurones. Burst 

activity translates to rapid sequences of spikes with short inter-spike time intervals 



31 

(p. 158). These bursts activate a massive release of dopamine. These bursts usually are 

associated with a response to sensory rewarding stimuli and initiate goal-oriented 

behavior. This may be the process by which nicotine has the ability to induce 

dependence. 

Malflmctioning of the mesolimbocortical dopamine system is associated with 

schizophrenia (Nisell. Nomikos. & Svensson, 1995). Nicotine increases burst firing in 

the midbrain dopamine cells and may help to normalize this system. This may explain 

the high prevalence of tobacco-smoking in persons with schizophrenic estimated to be 90 

percent or greater. 

Another effect mentioned by Nisell. Nomikos, and Svensson (1995) is the 

association of nicotine abstinence with depression. They suggest that the normal 

responsiveness of the mesolimbic dopamine system may be impaired in some forms of 

depression and that nicotine could prevent depression. 

An early study by the Boston Collaborative Drug Surveillance Program {1973) 

compared central nervous system depression among nonsmokers. light smokers, and 

heavy smokers who received diazepam, chlordiazepoxide. or phenobarbital for anxiety. 

They found decreased central nervous system depression with increased smoking with 

both benzodiazepines but not with phenobarbital. They also found increased central 

nervous system depression with increased age with the use of both benzodiazepines. 

Miller (1977) describes a seven country 22 hospital collaborative study on the 

effect of smoking on drug metabolism. This early smdy concentrated on these drugs: 
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propoxyphene, diazepam, chiordiazepoxide. phenobarbitai. and chlorpromazine. The 

study foimd evidence that smokers had a different effect than nonsmokers with certain 

drugs. This evidence was "compatible with the hypothesis that substances in cigarette 

smoke induce liver microsomal enzymes which increase the metabolism of these drugs 

(p.755). 

In 1978. Jusko discussed early studies of the relationship of tobacco smoking and 

pharmacokinetics. He discusses the induction of hepatic microsomal enzymes by a 

probably cause of polynuclear aromatic hydrocarbons. The following drugs were found 

to have an increased metabolic rate in smokers: nicotine. phenacetiiL antipyrine. 

theophylline, imipramine. and pentazocine. Other drugs not affected by smoking 

included: diazepam, meperidine, phenytoin. nortriptyline, warfarin, and ethanol. Jusko 

stated smoking status of subjects should be determined in all pharmacological smdies 

because of the frequency of altered pharmacological effects of many drugs in smokers. 

Downing and Rickels (1981) reported on a smdy interrelating coffee or tea 

consimiption. cigarette smoking, and drowsiness in persons with anxiety treated with 

benzodiazepines or a placebo. The double blind smdy of 818 individuals showed an 

increase in reported drowsiness with those heavy coffee users who smoked greater than 

one pack of cigarettes per day. Drowsiness also occurred more frequently with the heavy 

smokers who drank greater than two cups of coffee or tea per day. The authors concluded 

that substances in coffee, tea. and cigarette smoke stimulate the synthesis of hepatic 

enzymes which increased the metabolism of the benzodiazepines. 



Shoaf and Linnoila (1991) discuss the interaction of ethanol and smoking upon 

psychotropic drug action. For the purposes of this review, only the actions of smoking 

will be discussed. Polyaromatic hydrocarbons are inducers of cytochrome P450 enzymes 

resulting in enhanced metabolism of medications. The primary effect found in smokers 

using psychotropic drugs appears to be decreased drowsiness related to the stimulating 

effect of the tobacco smoking. With tricyclic antidepressants, the drug level was found 

lower in smokers compared to non-smokers utilizing the same dose. Smoking was not 

found to have a measurable effect with benzodiazepine levels. Lower drag levels were 

found in smokers utilizing antipsychotic medications in a number of the studies they 

reviewed. The authors felt that the main effect experienced by smokers receiving 

psychotropics was the decreased drowsiness experienced. They also concluded that 

dosage adjustment of psychotropic medications must utilize plasma concentration 

measurements along with consideration of efficacy and side effects. 

Cardoni (1993) reviews the pharmacology and pharmacokinetics of nicotine to 

clarify the implications that smoking has for pharmacotherapy of the psychiatric patient. 

Hydrocarbons in tobacco smoke induce increased activity of the hepatic microsomal 

enzyme systems whose purpose is oxidative metabolism of endogenous chemicals 

manufactured by the body and xenobiorics ingested as drugs and other chemicals. 

Weight loss associated with smoking appears to be related to this mechanism. This same 

effect is seen with chewing tobacco and snuff where the hydrocarbons are absorbed 

through the oral mucosa. 
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The enzyme induction speeds the metabolism of many drugs which then results in 

more rapid clearance, lower blood levels, diminished response, and potential therapeutic 

failure (Cardoni. 1993). The drugs affected by this response include: acetaminophen, 

antidepressants, phenothiazines. beta blockers, estrogens, glutethimide. haloperidol, 

heparin, insulin, oral contraceptives, pentazocine, phenylbutazone, propoxyphene, and 

theophylline. Other responses in smokers occur from the stimulant action of the nicotine 

upon the cholinergic, adrenergic, and dopaminergic systems (Cardoni, 1993). In the 

cholinergic system, the nicotine binds to pre- and postsynaptic nicotinic receptors. 

Acetycholine is released from storage granules by the presynaptic binding of nicotine 

while there is direct cholinergic agonist effect from the postsynaptic binding. This resxilts 

in stimulation, increased vigilance and concentration, and improved memory. The 

nicotine increases limbic dopamine activity to cause a pleasurable experience from 

tobacco. It also increases hypothalamic luteinizing hormone-releasing hormone 

secretion. The nicotine effect on the adrenergic system causes increased pressor amine 

release from the adrenal, peripheral sympathetic, and peripheral ganglion stimulation with 

resultant increased heart rate. 

Further discussion by Cardoni (1993) describes the pharmacokinetics of nicotine 

which usually enters the body through inhalation. Inhalation, the most rapid route of 

admiiustration. allows nicotine to pass directly into arterial blood and reach central sites 

of action within five to seven seconds. "The amount of nicotine delivered to the alveolar 

capillary membrane depends on the amount inhaled, the depth of inhalation, the duration 
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of inhalation, the Ph of the smoke, and individiiai absorption characteristics of the 

smoker" (p. 16). With chewed tobacco, high levels of nicotine can be maintained as long 

as the tobacco is kept in the mouth. The liver rapidly metabolizes nicotine and converts 

70 percent of it to cotinine. The nicotine metabolites are excreted in the urine as weak 

bases. Therefore, if the urine Ph is acidic, the nicotine clearance is increased. 

Cardoni (1993) attributes compulsive tobacco use to the sense of pleasure, 

stimulation, and reward fixjm the central effects of nicotine. He compares the addicting 

power of nicotine to that of heroin and alcohol stating that it equals heroin and is greater 

than alcohol. This is due to the repetitive stimulation of the neurotransmitter systems 

200-480 times per day (1-2 pack per day smoker). Cardoni states that transdermal 

nicotine may be more effective as a smoking cessation intervention because of its' 

sustained release of nicotine which keeps nicotine levels from dropping so may decrease 

craving. He stresses that behavioral support is necessary along with the nicotine patches. 

Cardoni (1993) goes on to translate the effects of smoking and nicotine into the 

implications for the psychiatric patient. He questions if patients are using nicotine to treat 

their illnesses because of the stimulant effect which can improve feelings of well-being 

along with improving alermess and concentration. On the negative side, the nicotine 

effects can interfere with the sleep cycle, increase psychotic symptoms, and trigger 

hypomanic behavior. He suggests that smdies show a relationship between smoking and 

tardive dyskinesia based on dopamine synthesis and subsequent release in basal ganglia. 
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Summary of Physiological and Psvchopharmacological Effects from Smoking 

Studies have shown a relationship between the neurotransmitters 5-HT and 

dopamine and smoking and nicotine. A decrease in the rate of formation of 5-HT has 

been found after both acute and chronic nicotine administration. In addition, an increased 

release, synthesis, and metabolism of dopamine with the use of systemic nicotine has 

been fbimd. Dopamine and 5-HT are closely related to psychiatric disorders such as 

schizophrenia and depression. In addition to the above effects, the hydrocarbons in the 

tobacco smoke have been foimd to increase the metabolism of many medications 

including many used for psychiatric disorders. 

Interrelationship of Smoking and Psychiatric Illness 

Glassman (1993) reviewed data associating cigarette smoking with psychiatric 

diagnoses such as major depression and schizophrenia in addition to alcoholism. He 

found a strong association between major depression and smoking and also found that 

smokers with a past history of major depression had a smoking cessation failure rate of 

more than double that of those without that history. He found evidence in the literature 

that nicotine withdrawal can provoke depression. With the high rate of smoking in those 

with depression, it was not clear if smoking provoked the depression, if depression led to 

individuals taking up smoking, or there was a shared genetic vulnerability that increased 

the risk for both depression and smoking. He also found evidence in the literature for an 

increase in smoking rates for those diagnosed with anxiety although not as high a rate as 
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with depression. The presence of alcoholism was also associated with a high rate of 

cigarette smoking. 

There is a high association of smoking with schizophrenia. Studies have found 74 

percent to 92 percent of those with schizophrenia have smoking habits. Glassman (1993) 

suggests this is because of seeking the increased dopamine release in the nucleus 

accumbens that nicotine induces. This dopamine release is associated with pleasure such 

as that associated with sexual and eating behavior. Others have suggested that 

schizophrenic patients may smoke to reduce drug-induced side effects. 

Glassman (1993) suggests that psychiatric patients will make up an increasing 

portion of the smoking population as the prevalence of smoking diminishes. 

Comorbidity must be considered for both smoking cessation therapy and for research. 

The psychiatric comorbidity of smoking and nicotine dependence was also 

smdied by Breslau (1995). Her smdy included 1000 young adults and compared rates of 

smoking, nicotine dependence, alcohol dependence, illicit drug dependence, major 

depression, and anxiety disorders. Twenty percent were foimd to have a prevalence of 

nicotine dependence. Those with nicotine dependence were foimd more likely to have 

alcohol and illicit drug disorders, major depression, and anxiety disorders than the 

nondependent smokers or nonsmokers. Even with nondependent smokers, there was a 

higher rate of alcohol or illicit drug disorders than in ponsmokers. Those with a history 

of early conduct problems had a higher rate of nicotine dependence if a smoker. The 

author attributes the association of smoking, especially nicotine dependence, and other 
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substance dependencies to the drug sequencing model that suggests that tobacco and 

alcohol are gateway drugs which lead to use of illicit substances. Breslau hypothesizes 

that the relationship between nicotine dependence and major depression is due to 

genetically influenced personality traits, particularly neuroticism. but that prospective 

smdies are needed to test this hypothesis further. 

Dalack. Glassman. Rivelli. Covey, and Stetner (1995) replicated their 1988 

smoking cessation study and examined aspects of major depression among 368 heavy 

cigarette smokers. They concluded that smokers undergoing smoking cessation with a 

history of major depression but not currently exhibiting the illness reported themselves to 

be more depressed, more anxious, less vigorous, and less effective than those without a 

history of depression. They also found a decrease in these symptoms when the 39 

smokers with a history of major depression were treated with fluoxetine in a randomized, 

double-blind study. 

A case report by Bock. Goldstein, and Marcus (1996) discusses depression 

following smoking cessation in women. The three case studies report development of 

major depression in those without a notable history of depression. Their symptoms of 

depression were severe enough to require psychiatric intervention. The authors suggest 

that some individuals may self medicate with nicotine to prevent major depression or to 

treat affective symptoms. They also suggest the necessity of monitoring affective 

symptoms in those undergoing smoking cessation treatment. They discuss the possible 
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usefulness of nicotine replacement, exercise, and antidepressants as aids to smoking 

cessation. 

Freedman. Adler. Bickford. Byerley. Coon. Cullum. Griffith, Harris, Leonard, 

Miller. Myles-Worsley, Nagamoto. Rose, and Waldo (1994) review studies on 

schizophrenia and nicotinic receptors. It is suggested that hypervigilance to sensory 

stimuli in persons with schizophrenia results Ixom a inherited defect in the brain's ability 

to gate or regulate its responsiveness to sensory stimuli. Gating can be provided by 

activation of the cholinergic nicotinic receptors in the hippocampus. Diminished 

cholinergic nicotinic receptors were found in postmortem tissue from schizophrenic 

patients. With living patients, inhibitory Gating was restored by stimulating the 

cholinergic receptors with nicotine but it was found to be a transient effect which led to 

only short term relief of the sensory abnormalities. 

de Leon (1996) suggests that the presence of early onset smoking for family 

members in families with a history of schizophrenia may be a marker for those at risk of 

developing schizophrenia. He relates this to the high prevalence of smoking among 

schizophrenic patients. 

Murphy, Gass-Stemas. and Knight (1995) described a study of 25 chronic 

psychiatric patients living in the community following discharge from psychiatric 

hospitals. Their purpose was to identify health concerns or problems and health 

promotion patterns although only those relating to smoking will be described here. They 

identified 64 percent of the participants as smokers smoking from one to four packs of 
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cigarettes per day. Forty four percent had tried to quit smoking while 68 percent stated 

that smoking was harmful to health. Sixteen or 64 percent expressed the desire to 

participate in a smoking cessation program if offered at their home. 

The level of fimctioning, severity of illness, and smoking status among chronic 

psychiatric patients was smdied by Hall, Duhamel, McClanahan. Miles. Nason, Rosen, 

Schiller. Tao-Yonenaga. and Hall (1995). They smdied 300 chronic psychiatric patients 

being followed in the community and found that former smokers, when compared with 

current smokers, were more likely to live independently and less likely to have a dmg or 

alcohol problem. The former smokers had lower scores on the Brief Psychiatric Rating 

Scale with both total scores and withdrawal/retardation subscale scores. 

Summarv of Interrelationship of Smoking and Psvchiatric Illness 

The smdies show an increased rate of smoking in individuals diagnosed with a 

psychiatric disorder especially major depression, schizophrenia, and alcoholism. It was 

not clear if the smoking provoked the disorder or if the disorder led to increased risk for 

smoking. It did appear that the increased dopamine release in the system by the nicotine 

induction was also related to this increased smoking rate in this popiilation. The smoking 

cessation failure rate is found to be much higher with this group than with the general 

population. Another phenomenon found was a higher level of independent fimctioning 

along with less drug and alcohol dependence in psychiatric patients who were former 

smokers than in those who were current smokers. 
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Interrelationship of Smoking and Drug Dependence 

Istvan and Matarazzo (1984) reviewed research on the co-occurrence of tobacco, 

alcohol, and caffeine consumption habits. Smdies found that smokers tended to be heavy 

drinkers more often than nonsmokers and heavy smokers tended to be heavy drinkers 

more frequently than lighter smokers. In studies of alcoholics, a strong relationship was 

found between alcoholism and cigarette smoking where over 90 percent of those 

diagnosed with alcoholism also were cigarette smokers. Studies also found a strong 

relationship between high levels of coffee consumption and cigarette smoking. Only two 

of these studies included women in their samples. The relationship between alcohol and 

caffeine consimiption was not found to be as strong. The authors concluded that 

existence of multiple habits must be considered when studying cessation and withdrawal 

of these drugs. 

Smoking Bans on Psychiatric Units 

.Aithough smoking bans on psychiatric units are fairly recent, a number of articles 

appear in the literature. For instance. Dingman. Resnick. Bosworth. and Kamada (1988) 

conducted a pilot project on a 12 bed acute care locked psychiatric unit testing feasibility 

of creating a non-smoking psychiatric unit. A six-item staff questionnaire which 

addressed attitudes toward psychiatric unit smoking policies and current smoking status 

was administered before and after the implementation of a psychiatric unit smoking ban. 

A 43-item client questionnaire was administered following admission. This survey 

included demographic data, smoking history and practices, family smoking practices. 
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drug habits, and attitudes toward smoking in the hospital. A chart review of 30 charts 

from the month prior to the smoking ban and 30 charts from the month following the ban 

collected data about seclusion or restraint use. discharges against medical advice, doses of 

antipsychotic medications, frequency of medications, calls to security, and initiation of 

Doctor's Court Holds. Prior to implementation of the ban. only 24 percent of the staff 

supported the ban while following the ban. 95 percent were in favor of it. The chart 

review data foimd no significant differences in medication dosages, seclusion or restraint 

use. or calls to security. 

Hughes (1993) reviewed computerized data bases and reference list of existing 

articles and meeting presentations to review the effect of abstinence fix)m smoking and 

how those effects might influence the diagnosis and treatment of psychiatric disorders. 

Hughes used searches of MEDLINE and PSYCHINFO for the data bases. In his review 

of 81 articles. Hughes foimd references to the following effects of smoking withdrawal: 

increases in anxiety, depression- insomnia, irritability, restlessness, and weight and 

decreases in heart rate. Medication side effects could be mimicked and blood levels of 

certain psychiatric medications could be increased. He found that smdies had not 

determined the frequency or clinical magnitude of these effects. Hughes concluded that 

the effects of smoking abstinence must be considered when diagnosing and treating 

ps\'chiairic patients. 

With a descriptive accounL Beemer (1993) described the muitidisciplinary 

process of implementation of a non-smoking policy for an inpatient psychiatric unit. 
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Beemer did not undertake a formal study but informally concluded that the change did 

not increase the use of physical restraints or medications. In addition, staff approved of 

the change after it occurred. 

Parks and Devine (1993) conducted a telephone survey to study the effects of 

smoking bans on extended care unit at state psychiatric hospitals. All state-operated 

psychiatric hospitals in the 17 states with bans in place in 1992 were contacted and 41 

hospitals participated in the survey. In addition to demographic information about the 

hospitaL the interview instrument measured increase, decrease, or no change in incidents 

of violence and aggression, use of as-needed medications, use of seclusion and restraint, 

patient elopements, overall quality of milieu, and difficulty of enforcing ban compared 

with acute care units. The demographic data showed that all hospitals had outside 

smoking. The authors concluded that the data did not show an increase in problems. In 

most cases, there was no change. The quality of the milieu improved in 58.5 percent of 

the cases. 

Taylor. Rosenthal. Chabus. Levine. HofOnan. Reynolds. Santos. Willets. and 

Friedman's (1993) study compared demographic information, smoking history, and DSM 

III-R diagnoses, p j.n. medication use. seclusion, restraint, elopement, incident reports. 

•inH smoking-related discharges both prior to and following a smoking ban for their two 

26 bed psychiatric imits. Their study also assessed staff attimdes toward the smoking ban 

before and after the implementation of the ban. The study size was 232 patients. Chi-

square analysis showed no significant differences between smdy conditions tor 
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demographic or diagnostic variables. Two-tailed t-test analysis showed no significant 

difference in disruptive incidents before and after the smoking ban. The paired t-test 

analysis of the staff attitude toward the smoking ban showed a significant change in staff 

attitude with more staff supporting the ban following its implementation. 

Ryabik, Lippmann. and Mount (1994) measured alterations in the level of 

disruptive patient activity on a 25-bed locked psychiatric unit after initiation of a smoking 

ban in 1991. Their quantitative smdy compared data from a six week period prior to the 

smoking ban and from a four week period following the implementation of the ban. On a 

daily basis, the nursing staff recorded daily census, number of security calls per shift, 

number of seclusions and restraint applications per shift, number of verbal assaults, 

number of physical assaults, number of p.r.n. medications administered for agitation, 

number of pieces of nicotine-containing gxmi. and number of discharges against medical 

advice. Two-tailed t-tests were used to compare the data from the two periods. 

The only variable which showed statistical significance was an increase in the 

amount of p.r.n. medications dispensed for agitated behavior which gradually increased 

during the non-smoking period (p<0.05). Ryabik, Lippmann, and Mount (1994) 

concluded that staff and patients should be educated about nicotine withdrawal in order 

that staff could discern use of nicotine replacement versus use of neuroleptics for 

agitation related to nicotine withdrawal. They also concluded that transdermal nicotine 

patches would improve the control of nicotine withdrawal-induced agitation due to the 

difficulty of psychiatric patients using nicotine gum correctly. 
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Velasco, Eells, Anderson, Head. Ryabik. Mount. Lippmann (1996) conducted a 

follow-up study two years following implementation of a smoking ban on the 25 bed 

inpatient psychiatric unit described in Ryabik. Lippmann. and Mount's (1994) article. 

They compared rates of security calls, verbal assaults, physical assaults, soft restraints, 

leather restraints, seclusion. p.r.n. medication for anxiety, discharges against medical 

advice, and nicotine replacement for the period before the ban. the period immediately 

following the ban. and the period two years following the ban. Nicotine replacement now 

could be either nicotine gum or transdermal nicotine patches. The authors found an 

increase in the use of soft restraints two years after the ban. The rate of use of p.r.n. 

medication for anxiety had decreased from immediately following the ban but was not 

significant for increase from before the ban. Nicotine replacement use had a significant 

difference for increase for both periods following the ban although the rate of use two 

years later was less than the rate immediately following the ban. 

Richardson, a psychiatric nurse, described the problems encountered with 

smoking on the psychiatric units at her hospital (1994). Some concerns were described 

about the implementation of the 1992 smoking ban and the decrease in behavioral 

problems related to smoking issues. In that hospital, outside smoking patios were 

utilized by those patients able to handle leaving the unit. The staff also held a weekly 

forum in which all patients could address their concerns about smoking. 

In a descriptive study. Bensley, Nelson. Kaufrnan. Silverstein, and Shields (1995) 

compared the viewpoints of psychiatric hospital employees and patients as to situational 
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and interactional factors that are related to patient assaults on staff They conducted oral 

interviews with 69 patients and conducted a questionnaire survey of staff from the eight 

units on which patients were interviewed. Smoking policy issues was the top theme 

identified in the study. The hospitals utilized for the study had both instituted non

smoking policies during the year prior to the study. Group interviews were utilized for 

collection of data from patients but the questioning methodology was not described. 

Haller. McNiel. and Binder (1996) measured the impact of a complete smoking 

ban on a 16-bed locked psychiatric unit. Staff completed the Ward Atmosphere Scale 

(WAS) one month prior to and one month following the smoking ban. This 40-item 

questiormaire measures the treatment environment, staffs perceptions of the patients' 

involvement in the program, degree of autonomy, and clarity of organizational structure 

and rules (p.330). An anonymous questiormaire measuring staff attitudes toward the 

desirability of the ban and perceived impact of the ban was also utilized. A similar 

patient survey was also given to all patients discharged from the unit during the month 

before the ban and during the period beginning one month after the ban until four months 

after the ban. A retrospective chan review of all patients from these periods collected 

demographic data, use of p.r.n. medications, use of seclusion and restraints, discharges 

against medical advice, elopements, and smoking status. The Overt Aggression Scale 

(OAS) was completed at the end of every 8-hour shift by nursing staff. This scale 

measured inpatient aggression. The data from the Ward Atmosphere Scale did not show 

a significant change in ward milieu before and after the ban. The staff attitude survey 
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showed that the staff were more concerned about a negative impact of the ban before the 

ban than after the ban. Patients had more negative views toward the smoking ban. but 

their views were less negative following the ban than before it. Rates of use of p.r.n. 

medications, seclusion and restraints, discharges against medical advice, and elopements 

did not change significantly following the ban. The demographic data showed a higher 

percentage of smokers on the unit during the period following the ban. Staff had been 

educated about recognition and treatment of nicotine withdrawal prior to the smoking 

ban. Nicotine replacement therapy was available for the patients and patients were 

provided with written materials describing useful techniques for managing cigarette 

cravings. 

Patten. Martin, and Owen (1996) reviewed the literature on implementation of 

smoke-free policies in psychiatric and chemical dependency treatment units to consider if 

psychiatric and chemical dependency treatment units could be smoke free. Their review 

of 16 articles about psychiatric units and six about chemical dependency units addressed 

staff concerns about implementation of smoking bans, the effects of smoking bans on the 

treatment and/or recovery of patients, the use of the smoking cessation interventions by 

both patients and staff, and the effects of the smoke-free environment on the smoking 

behavior of both patients and staff. The smdy found that chemical dependency units had 

more difficulty implementing smoking bans than did the psychiatric units. They further 

noted that psychiatric staff anticipated more problems than actually occurred. For 

psychiatric units, they did not find a significant increase in patient acting-out behavior. 
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use of security measures, or use of p.r.n. medications. Few studies reported data on the 

impact of smoking bans on psychiatric treatment outcomes. About 25 percent of the 

studies addressed changes in smoking behavior for psychiatric patients and foimd that 90 

percent or more of the patients resimied smoking following discharge. No research was 

found regarding the effects of smoking bans on chemical dependency treatment oincomes 

although these units foimd that their discharges against medical advice doubled. 

Surreptitious smoking was consistently reponed. 

Summarv of Smokiny Bans on Psychiatric Units 

The articles reviewed included descriptions of implementation of smoking bans 

on psychiatric units and monitoring of patient and staff attitudes toward these bans. The 

various authors attempted to elicit outcome measurements of the effectiveness of their 

smoking bans using such measiues as seclusion or restraint use. discharges against 

medical advice, doses of antipsychotic and anxiolytic medications, frequency of 

administration of these medications, calls to security, elopements, initiation of Doctor's 

Court Holds, and overall quality of the milieu. Most smdies found litde change in the 

negative measiffements and an increase in the staff satisfaction with the milieu. All but 

one of the studies found in the literature search used quantitative methodology. The one 

study which utilized a qualitative approach used a group srady but did not elicit the 

experience of the individual smoker experiencing the smoking ban. 
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Conclusion 

Researcli conducted over the past twenty five years shows the relationship of 

smoking and nicotine to the neurotransmitters 5-HT and dopamine. These 

neurotransmitters are closely related to psychiatric disorders such as schizophrenia and 

depression. When the metabolism of the neurotransmitters is changed by cigarette smoke 

and nicotine, or their cessation, the psychiatric disease process may be exacerbated. In 

addition, smoking interferes with the metabolism of many medications used for 

psychiatric disorders. Whenever smoking cessation occurs, the psychiatric patient should 

be closely monitored for nicotine withdrawal or other adverse reactions such as increased 

depression. Blood levels of medications should be monitored for possible changes. 

Interventions such as nicotine replacement and behavioral therapy may be helpful for 

individuals undergoing smoking cessation. 

Studies of smoking bans on psychiatric units revealed a number of quantitative 

smdies on the effectiveness of these bans. One smdy conducted as a group smdy was 

qualitative but not one was found with the purpose of elaborating the experience of the 

individual smoker hospitalized on a non-smoking psychiatric unit. 
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CHAPTERS 

METHODOLOGY 

This chapter describes the methods used in conducting this research study. It 

includes a discussion of the study design, sample, setting, data collection procedures, data 

management, data analysis, and trustworthiness. 

Design and Methodology 

A descriptive phenomenological design was chosen for this study to obtain 

spontaneous descriptions of the subjects' experiences of being a current cigarette smoker 

living through a hospitalization on a tobacco free psychiatric unit. Phenomenology is the 

direct study of phenomena as experienced by the individual without preconceived 

theories, explanations, or suppositions (Spiegelberg (1975). The goal of phenomenology 

is to describe lived experience (Streubert & Carpenter. 1995). When litde has been 

published regarding a phenomenon or further clarity is indicated, phenomenology is 

deemed to be an appropriate approach for the investigation (Streubert & Carpenter). 

When reviewing the literature, little evidence was found about the lived experience of 

smokers going without tobacco during a hospitalization. Streubert and Carpenter also 

state that the approach chosen should be one that will provide the richest and most 

descriptive data. In a study whose goal is eliciting the essences of lived experience, only 

those who have experienced the phenomenon can give that rich and descriptive data. 

Phenomenology must begin by contacting that phenomenon as people experience it 

(Colaizzi. 1978). Colaizzi also states "when someone is said to be objective, it means 



51 

that his statements tmthfully express what stands before him. whatever may be the 

phenomenon that he is present to" (p. 52). He further states, "objectivity, then, requires 

me to recognize and affirm both my own experience and the experience of others" (p. 52). 

Sampling Process 

Purposeful sampling was used to select individuals for this study based on their 

particular knowledge of this phenomenon. The inclusion criteria for this study was 

specific. The individuals interviewed must have been patients hospitalized at Carondelet 

St. Mary's Hospital Behavioral Health Inpatient Unit since July 1, 1997. That psychiatric 

facility became a tobacco free environment on that date. The participants must have been 

current smokers at the time they were hospitalized. Furthermore, they were to be 

categorized as Seriously Mentally 111 individuals case managed by the Carondelet 

Behavioral Health outpatient network to obtain a broad base for the sample but give 

support for the uidividuals interviewed if the interviews triggered any adverse reactions. 

For the purposes of this smdy, the definition of Seriously Mentally Illness was that of the 

Arizona Department of Health Services's Checklist for Determination of Seriously 

Mentally Illness (See Appendix B). This definition included adults whose emotional or 

behavioral flmctioning was severely impaired and the person required supportive 

treatment to remain in the community. 

Participants had a six month or more history of difficulty in areas such as 

activities of daily living, interpersonal relationships, homemaking, self-care, employment, 

or recreation. They may also have had difficulty seeking assistance for those services 
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needed to fulfill their basic needs. The Seriously Mentally III (SMI) had a diagnosis in 

one of the following categories: Schizophrenic Disorders. Delusional Disorders, 

Psychotic Disorders Not Elsewhere Classified. Bipolar Disorders. Depression Disorder, 

Anxiety Disorders, Dissociative Identity Disorders, and Personality Disorders (excluding 

Anti-Social Personality Disorders). These diagnoses are based on the criteria described 

in the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (American 

Psychiatric Association, 1994). 

All interviews took place after the individual was discharged from the inpatient 

unit. This study included only adults 18 years of age or older who communicated clearly 

in English. The participants must have scored 26 or above on the Mini-Mental Status 

exam (Folstein, Folstein. & McHugh, 1965) as a demonstration of cognitive functioning. 

Two participants scored 30 while the third scored 28 points. 

The sample size was three individuals who were willing to provide a detailed rich 

taped interview. Colaizzi (1978) states the number of subjects selected for a study must 

be tried out in each research project. Streubert and Carpenter (1995) indicate that the 

researcher using a qualitative approach should interview as many individuals as necessary 

to obtain a clear understanding of the culture but there is no need to randomly select these 

participants or set a specific number in the group to be interviewed. This sample size was 

chosen to have enough data generated to sufficiently cover the experience but still make 

the study manageable by one investigator for a thesis. 
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The setting for the interview was determined individually for each participant. 

This investigator offered a choice of location asking that it be a site where the participant 

could feel comfortable and safe but offered a quiet and safe place for the investigator 

where the interview could be taped. Options included the participant's home, the College 

of Nursing, or the case management site. 

Protection of Human Subjects 

Approval was obtained from the University of Arizona College of Nursing s 

Human Subject Committee (See Appendix C). Following approval from that committee, 

approval was also obtained from the Carondelet Health Network Human Subject 

committee (See Appendix C). Informed consent to participate in the study and be 

audiotape recorded (see Appendix D) was obtained from all participants with copies of 

the consent form given to each participant for review before data collection was initiated. 

Participants were informed that they could withdraw from the study at any time. 

Confidentiality was assured by assigning a number code to each participant and 

labeling the tape recordings by number only. Transcription occurred utilizing the number 

codes only. Identifying comments were removed from the transcriptions. Pseudonyms 

were assigned for purposes of confidentiality. .-Ml tapes and transcriptions were stored in 

a safe place (locked file) in the investigator's home. The tapes and identifying 

information were accessible only to the investigator and chair of the thesis comminee. 
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Research Question and Data Generating Statement 

In order to answer the research question: what is the essential structure of the 

lived experience of smokers hospitalized on a tobacco free psychiatric unit, the following 

data generating statement was given to the participants prior to the interview. "Tell me as 

fully as you can. what it was like for you. a smoker, to be hospitalized on a tobacco free 

psychiatric unit. Start at the beginning and tell me everything you can remember, 

including thoughts, feelings, and actions, as you remember experiencing them. Continue 

to describe the experience until you feel it is fully described." (See Appendix E). 

Data Generation Procedures 

Potential participants were contacted by the investigator either in person at the 

time of their discharge from their inpatient hospitalization stay, by phone following 

discharge, or through their behavioral health case manager. Information about the 

research topic and research procedure was given. The potential participant was 

encouraged to ask questions about the research procedure. .Appointments for interviews 

were scheduled at a convenient time and location for the participant. 

Once the participants agreed to participate in the investigation, they were 

contacted at least five days before the interview to prepare them for the actual interview. 

This included giving them the data generating statement. At the time of the actual data 

collection interview, the interview process was reviewed and the consent form was 

reviewed and signed. The investigator answered any further questions about the process 

and administered the Mini-Mental Status exam (Folstein, Folstein. & McHugh. 1975). 



Demographic data, including psychiatric diagnosis and medical history, was obtained 

following the interview (see Appendix F). 

The audiotaped interviews began with the data generating statement. Utilizing 

prompts and open-ended, clarifying questions at appropriate times during the interview 

helped the participants describe their lived experience but the participant's lead was 

followed to avoid leading the discussion (Streubert and Carpenter. 1995). Munhall 

(1994) states "knowing that you do not know something, that you do not understand 

someone who stands before you. and who perhaps does not fit into some preexisting 

paradigm or theory is critical to the evolution of understanding meaning for others" fp. 

61). At the end of the interview, each participant was asked if there were any fiirther 

comments to be shared. The interview ended when the participant believed he or she had 

exhausted the description. 

Field notes were taped by the investigator immediately after the interview had 

ended. Field and Morse (1985) describe field notes as a written account of the things the 

researcher hears, sees, experiences and thinks in the course of collecting or reflecting on 

qualitative data. They supplemented the tape-recorded interview describing the physical 

setting, the investigator's observations of non-verbal communication, mannerisnris, 

physical appearance, dress, and emotional state during the interview (Field & Morse i. 

Data Management 

The inten-'iews were audiotape recorded by the investigator and transcribed 

verbatim using a word processing program. Field notes and demographic data notes 
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supplemented the audiotape recordings. The transcriptions were completed by a 

transcriber skilled in transcribing research interviews. The investigator checked the 

transcriptions for accuracy by comparison with the audiotapes. The Word Perfect 6.0 

word processing program was used to store and integrate data into themes, theme 

clusters, and theme categories. This program was also used to formulate the exhaustive 

description and essential structure of the experience of a smoker hospitalized on a tobacco 

tree psychiatric unit. The researcher used memos to document the data management 

methods and procedures and the data was saved to provide an audit trail. 

Data Analysis 

Before collecting data and then proceeding to the data analysis, it is important for 

the researcher to bracket out any presuppositions about the phenomenon. .Munhall (1994) 

describes this as becoming attuned and conscious of your beliefs, and then wondering 

how it is for others »p. 61). She describes the aim of bracketing as setting aside your own 

beliefs for a period of time to hear and see the participant without your own knowing 

disturbing that process (p.62). Munhall goes on to state that investigators should not 

attempt to validate their own presuppositions and beliefs. This researcher bracketed by 

taping her beliefs and presuppositions about the phenomenon prior to the interviewing 

process and then transcribed that tape as a memo in order that those beliefs and 

presuppositions could be set aside during the data collection and data analysis period. 

The data were analyzed using an eight-step process designed for analysis of 

phenomenologicai data adapted from Colaizzi (1978). The first step of this process 
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involved acquiring a feeling or meaning of the participants' descriptions or protocols by 

listening to all of the tapes and reading the transcriptions several times. 

The second step was to extract significant statements from each protocol. These 

significant statements consisted of phrases or sentences that directly pertained to the 

investigated phenomenon (Colaizzi, p.59). The next step consisted of formulating the 

significant statements into more general restatements. Step four involved creating 

formulated meanings from the significant statements and restatements. Colaizzi says the 

researcher must use creative insight to leap from what the participants say to what they 

mean. He says these formulated meanings must continue to cotmect with the data. The 

formulated meanings were validated by a doctorally prepared judge with experience in 

qualitative research. The above steps were completed for the protocol for each 

participant. 

Colaizzi (1978) describes the next step as organizing the aggregated formulated 

meanings into themes, theme clusters, and theme categories. He states that there is an 

attempt to allow the emergence of themes common to the protocols of all the participants. 

He again says the researcher should use creative insight to leap from the formulated 

meanings to the themes. The themes were also validated by the judge who validated the 

formulated meanings. It was necessary to ask if anything contained in the original 

protocols were not accounted for in the themes. It was also essential to validate that the 

themes did not imply meanings not contained in the original data. 
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The sixth step of the analysis process was deriving an exhaustive description of 

the phenomenon or narrative integration of all the themes, theme clusters, and categories 

of themes (Haase, 1987). In the next step of data analysis, the investigator used the 

exhaustive description to formulate a statement of the flmdamentai or essential structure 

of the phenomenon being smdied. Haase says "It includes a description of the processes 

and meanings derived through the previous steps of analysis" fp. 68). 

Colaizzi (1978) describes the final step of analysis as returning to the participants 

to validate ±at the described essential structure of the phenomenon is the same as that 

experienced by the participant. This validation was done by calling or meeting with the 

participants and reading the essential structure to them, stopping frequently to ask if they 

agree with each element of the essential structure. If new relevant data emerges during 

this step, it must be integrated into the final product of the research (Colaizzi). 

Evaluation of the Scientific Rigor 

Guba and Lincoln (1989) use four terms or criteria forjudging adequacy or 

quality of the scientific rigor to demonstrate that accurate representation of the experience 

of the phenomenon being smdied has occurred. They include credibility, dependability, 

confirmability. and transferability. 

Credibility 

The concept of credibility parallels internal validity and includes those techniques 

which increase the probability of credible findings (Guba and Lincoln. 1989). Its focus is 

a match of the participants' realities with those constructed by the researcher. The 
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techniques include prolonged engagement with the subject matter or immersing oneself in 

the culture of the phenomenon along with persistent observation of the characteristics and 

elements in the situation. Another technique to improve credibility, termed progressive 

subjectivity, is the process of monitoring one's developing construction (p. 239). This 

monitoring can be achieved by bracketing one's beliefs before and during the research 

process. Peer debriefing or engaging in extensive discussions of your findings, analysis, 

and conclusions were done with members of the thesis committee. Member checks or 

returning to the smdy participants for validation that the described essential structure of 

the phenomenon represents their experience is another credibility technique. This 

technique included integrating new relevant data discovered during the member checks 

into the final research product. 

Because individuals with a psychiatric disorder are the source of the data, the 

Mini-Mental Status exam (MMS) (Folstein. Folstein. & McHugh. 1965) was 

administered prior to the interview. This instrument has been demonstrated reliable in 

screening for cognitive impairment. Only persons who scored at 26 or above were 

interviewed for data. Demonstrating that the participant's cognition met reliable criteria 

supported the credibility of the interview data. 

Dependability 

Guba and Lincoln (1989) compare dependability with reliability staling that it 

relates to the stability of the data over time. Utilization of Colaizzi's data analysis process 

as discussed above demonstrated dependability and reliability. A dependability audit 
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documented the logic of process and method decisions (p. 242). By utilization of a 

nimibering system in the data management process, a clear audit trail was established. 

Memos documenting shifts in hypotheses and constructs formulate another part of the 

audit trail. 

Confirmabilitv 

Confirmability parallels with the concept of objectivity (Guba and Lincoln, 1989. 

p. 242). This concept is the process of documenting that data can be traced to their 

sources along with the documentation of development of the interpretations and outcomes 

from the data. This process was documented by the confirmability audit. As mentioned 

above, utilization of a nimibering system in the data management process and careful 

memo documentation established a clear audit trail so that the final constructs can be 

tracked back to the original data. 

Transferability 

Transferability is described by Guba and Lincoln (1989) as generalizabUity. They 

state that "the burden of proof for claimed transferability is on the receiver" (p. 241). To 

assist the receiver in making transferability decisions, the researcher identified the 

working hypotheses for the reported study and provided extensive descriptions of the 

time, place, context, and culture for those hypotheses (p. 241-242). 

Summary 

This chapter discussed the methodology used in this phenomenology study. It 

included information on the sample, setting, protection of human subjects, data collection 
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procedures, data management, process of data analysis, and the standards for establishing 

trustworthiness. 
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CHAPTER 4 

ANALYSIS OF DATA AND PRESEISTATION OF FEWINGS 

This chapter describes the findings of this study. The description of the sampie is 

supplemented by demographic data in table format (Table I.) followed by the exhaustive 

description and the essential structure of the lived experience of smokers hospitalized on 

a tobacco free psychiatric unit. 

Description of Sample 

The sample consisted of three adults who had undergone at least one inpatient 

psychiatric treatment on a tobacco free psychiatric unit prior to the interviews. All 

participants were smokers at the time of their hospitalization and used transdermal 

nicotine replacement during their hospital stay. In addition, the three participants were 

considered Seriously Mentally III and were case managed by an outpatient behavioral 

health network. They all live in an independent setting. The descriptive information is 

based on information obtained from the participants and their case managers. Each 

interview was conducted after the participant was discharged from the tobacco free 

inpatient psychiatric unit. The interviews took place at sites of the participants choosing. 

All were cooperative articulate individuals. Pseudonyms have been assigned for purposes 

of confidentiality. 

Ann was a neatiy but casually dressed 44 year old female who spoke at length 

about her experience. She maintained good eye contact. She expressed concern that she 

was giving enough information for the interview and occasionally needed probing 
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questions. Ann chose her apartment for the interview experience. Her apartment was 

clean and neat and did not smell of cigarettes although there was an empty ashtray there. 

After the interview, she expressed a desire for smoking cessation but stated she didn't 

have the money for nicotine patches to aid with successful smoking cessation. 

Steven was a 36 year old male, casually dressed but clean. He was open to the 

interview but did not wish to give information about his income level. Steven chose his 

outpatient case management site for the interview. Although he sat at a table with me. he 

did not maintain eye contact throughout the interview but looked in other directions. 

Susan was a neatly dressed 38 year old female who met with me at a behavioral 

health outpatient step down unit where she was staying before returning to her home. She 

was soft spoken and relaxed but very articulate and open about her experience and 

maintained good eye contact. Susan repeatedly talked of her desire to quit smoking. 
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Table 1. Demographic Description of the Sample 

Descriptor #l #2 #3 

Gender 

Age 

Diagnosis 

female 

44 

Bipolar 
Disorder 

Medical 

Psychiatric 
Medications 

Length of Stay 

Quantity 
Cigarettes 
Smoked 

Years Smoked 

Income Level 

Educational 
Level 

angma 

Risperdal 
Depakote 
despiramine 

7 days 

I pack 

31 years 

SSD 

college 
2 vears 

male 

36 

Schizo-
Affective 
Disorder 

none 

Zyprexa 
Risperdal 
lithium 

4 days 

1 pack 

female 

38 

Major 
Depressive 
Disorder 

cancer 

Xanax 
imipramine 
trazadone 

10 days 

I pack 

10 years 

not given 

college 
4 vear deeree 

13 years 

SSI 

college 
2 vears 
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Exhaustive Description of the Smokers' Experiences 

The exhaustive description of the experience of smokers hospitalized on a tobacco 

free psychiatric unit consists of the themes, theme clusters, and theme categories 

compiled from 806 significant statements. There were seven theme categories. 25 theme 

clusters, and 121 themes. The identified theme categories were: 1) The Psychological 

E.xperience of Smoking Abstinence. 2) The Physiological Experience of Smoking 

.\bstinence. 3) The Socio-Cultural Experience of Smoking and Its Abstinence. 4) 

Spiritual Aspects of Smoking. 5) How Do 1 Deal With Smoking Abstinence?. 6) What 

About Smoking Cessation?, and 7) Persisting Perceptions of a Tobacco Free Psychiatric 

Unit (See Table 2. and Appendix G). 

The exhaustive description is discussed by category including a list of the theme 

clusters and themes. Direct quotes are included to enrich the descriptions. 

Theme Category: The Psychological Experience of Smoking Abstinence 

The experience of smokers hospitalized on a tobacco free psychiatric unit 

included the psychological experience, thoughts, emotions, mental status changes or the 

lack of changes and the stressors that affected that psychological experience. Included 

are the theme clusters: 1) Admission Stressors. 2) Decisions Do Make a Difference. 3) 

Psychological Changes. 4) Psychological Improvement, and 5) Absence of Psychological 

Changes. 
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Theme Categories Theme Clusters 

The Psychological Experience 
of Smoking Abstinence 

The Physiological Experience 
Smoking Abstinence 

The Socio-Cultural Experience 
Of Smoking and Its 
Abstinence 

Spiritual Aspects of Smoking 

Admission Stressors 
Decisions Do Make a Difference 
Psychological Changes 
Psychological Improvement 
Absence of Psychological Changes 

The Physiological Effects of Smoking 
Abstinence 

Physical Improvement With Smoking 
Abstinence 

Some Physical Symptoms Didn't Change 

What about Addiction? 
The Patterns of Smoking Addiction 
Patterns Associated With "Smoking"' 

Hospitals 
Smoking Abstinence Experiences 

Cultural and Religious Associations With 
Tobacco 

How Do I Deal With Smoking 
Abstinence 

What About Smoking Cessation? 

Willingness to Try Coping Interventions 
My experience With Relaxation Techniques 
Group Therapy tor Coping 
Nicotine Replacement 
Medication Experience 

Prior Smoking Cessation Experiences 
Desire for Successful Smoking Cessation 
Reasons for Quitting 
Readiness to Quit 
Barriers Related to Smoking Cessation 

Persisting Perceptions of a 
Tobacco Free Psychiatric Unit 

Statements Against Smoking Abstinence 
Statements Supporting Smoking Abstinence 
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Admission Stressors 

The stressors at admission mainly focused on the absence of smoking privileges 

while hospitalized. Ann and Susan both leamed of the non-smoking status of the 

psychiatric unit at the time of their first admissions. Both discussed the uncomfortable 

experience of having their cigarettes locked up for safekeeping. Ann remembers saying 

"I guess I ought to take this pack of cigarettes out of my purse because I'm not going to 

need them." All of the participants expressed doubts about coping with the stress of a 

tobacco free hospitalization. In Ann's words. "Well at first I didn't think I was going to 

make it. I'm a heavy smoker and cigarettes calm me down." 

Decisions Do Make a Difference 

Having an awareness that the unit was non-smoking and accepting that status 

rather that fighting it made a difference in the smoker's hospital stay. Mental preparation 

and having clear reasons to accept the hospital stay despite the smoking ban led to fewer 

negative symptoms from smoking abstinence. As Steven said. " Well. I really didn't 

suffer from too much cravings at that time. I was told it was a non-smoking facility when 

I went in there and I had a different attitude. I had the attimde that I'd just do the patch." 

Psvchological Changes 

Psychological changes experienced during the hospitalization period of smoking 

abstinence included poor concentration, difficulty remembering, mood swings, increased 

anxiety, increased irritability and anger, frequent thoughts about smoking, and craving for 

cigarettes. Both Ann and Susan experienced more of these changes than Steven and both 
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said the changes were more intense on their first tobacco fi:ee hospitalization than on the 

second one. Ann stated. "I would feel good and then I would get severely depressed. I 

didn't understand why and I figured it was because I didn't have any cigarettes." .All 

three recalled other patients having more irritabilit\' than they themselves were 

experiencing. 

Ps\-chologicai Improvement 

.Although she experienced many psychological changes while hospitalized. Ann 

described the continual decrease in fioistration level during the hospitalization period. 

Absence of Psychological Changes 

Steven felt that his shoner hospital stay of only four days contributed to the 

absence of rhinlcing pattern changes and absence of a decrease in alermess or 

concentration. Cigarette craving was not a problem tor him. Susan told of an absence of 

thoughts and craving of cigarettes during her second hospitalization period when her 

attitude toward smoking abstinence was more positive. "I was already prepared for the 

fact that it was a smoke ftee unit and it didn't bother me at all. I didn't concentrate on 

cigarettes. I didn't get up thinking about them. " Susan felt her mood had not really been 

more depressed during the smoking abstinence. .AJl three individuals felt that agitation 

had not been a problem for them, only for others. .Ajm said the usual agitation firenzy was 

not present on the tobacco fi^ee uniL 
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Theme Category: The Physiological Experience of Smoking 

Abstinence 

More pieces of the experience of smokers undergoing smoking abstinence are the 

physiological effects that may occur from nicotine withdrawal. There may also be 

physical improvement from the absence of the stressor of cigarette smoking. The theme 

clusters included in this category are: I) The Physiological Effects of Smoking 

•Abstinence. 2) Physical Improvement With Smoking Abstinence, and 3) Some Physical 

Symptoms Didn't Change. 

The Physiological Effects of Smoking Abstinence 

A variety of the symptoms of nicotine withdrawal were experienced by the 

participants. Ann experienced a decreased energy level, increased restlessness, and a 

more disturbed sleep pattern. Susan experienced more fatigue and missed the stimulant 

effect of smoking. 

There was a constant desire for water, juices, and Sanka. Susan explained. "I 

drank a lot more water and juices." Appetites were increased and all participants talked 

of eating more during period of smoking abstinence. Susan felt the increased appetite 

while not smoking created a problem of weight gain because cigarettes help her keep her 

food intake in check. 

Phvsical Improvement With Smoking Abstinence 

Even with shon periods of smoking abstinence, improvement in physiological 

phenomena was evidenced. Both Ann and Susan were aware of the absence of coughing 
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and felt they could breathe better while abstaining from smoking. Ann was free of angina 

pain during this period. Steven and Susan noted much improvement in their sleep 

patterns while not smoking. There was a return of a sense of odor and a sense of taste. 

Susan explained. "After about a week, 1 felt I could smell a lot better. Taste seemed to be 

increased. Especially smelling. I really noticed a difference with food." 

Some Physical Symptoms Didn't Change 

Even though all participants had some areas of physiological change either with 

more distress or with improvement, there were physiological experiences that were never 

a problem and other problems that didn't improve. None of the participants were able to 

detect the odor of tobacco on staff members who smoked even though they were able to 

detect it on visitors. Although all participants had talked of increased appetites and eating 

more during the smoking abstinence, they all related that they had never experienced a 

decrease m appetite when smoking. Steven was uncertain whether his sleep pattern 

disturbances and their improvement while hospitalized was related to smoking or its 

absence. Steven stated he has never experienced physical health problems. 

Theme Category: The Socio-Cultural Experience of Smoking and 

Its Abstinence 

The experience of smoking abstinence also includes the e.xperience of smoking. 

This experience includes: 1) What About Addiction?. 2) The Patterns of Smoking 

Addiction, 3) Patterns Associated With "Smoking" Hospitals, and 4) Smoking 

•Abstinence Experiences. 
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What About Addiction? 

Not only was smoking acknowledged as an addiction to nicotine but other habits 

were also thought of as addictions such as overeating, alcohol abuse, and even 

compulsive reading for Susan. Cravings were linked as a key to continued smoking. 

While each participant was smoking a pack a day at the time of their admission. Susan 

remembers smoking as much as two packs a day prior to her first hospitalization when 

she experienced more cravings. The length of time the participants had smoked varied 

from 10 to 31 years. Ann and Susan had started smoking in their teens. They 

remembered their parents and siblings smoking. All of the participants resumed smoking 

immediately after discharge from the hospital. Aim remembers. "Off came the patch and 

I started smoking again and I've been smoking ever since." 

The Patterns of Smoking Addiction 

Smoking was associated with numerous panems. The day started with a cigarette 

or two and was occasionally linked with the first cup of coffee. Smoking and eating were 

also linked together usually as an after meal ritual. In Susan's case, she used cigarettes as 

a reward for successfully limiting her food intake so as not to overeat. Smoking was 

associated with the occasional cup of coffee. As Ann said. "You have to have a cigarette 

with each cup of coffee." A cigarette also went well with drinking soda. >Mien it was 

time for a break, it was time for a cigarette. That smoking break may also be when there 

is uncertainty over what to do next. Smoking is also linked with bedtime either by 

smoking before retiring or getting up to smoke when insomnia is experienced. 
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Smoking was viewed as a coping measure for calming anxiety or stress and 

decreasing negative energy. It was also used to defuse irritability. 

Although many patterns were experienced by the participants, they also 

acknowledged that occasionally the patterns change as life routines changed. They also 

talked of the healthy patterns in their life such as eating well balanced diets, taking 

vitamins, and following up with health screening and medical care. 

Patterns Associated With -Smoking" Hospitals 

While hospitalized in psychiatric imits with smoking privileges, patterns were 

established. The participants had experienced units where smoking occurred on smoking 

patios, in smoking rooms, or even in open day room areas with exhaust fans to clear the 

smoke. Smoking in a confined room was described as a torture chamber. Linked to these 

smoking areas were the activities that occurred with them. At times, it had been 

television viewing or card games while at other times it was the conversation in the 

smoking room. There was a camaraderie in the smoking area where they shared their 

smoking experience and also talked about their various addictions. The common bond of 

smoking brought people together. 

On the negative side, psychiatric units with smoking privileges had more fights. 

Ann attributed the cause of these fights as people trying to get other patients' cigarettes, 

claiming theirs were stolen, or trying to "bum" too many. She felt that the tobacco free 

unit eliminated these fights. 
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Smoking Abstinence Experiences 

Each of the participants had experienced past stays in a tobacco free setting. They 

had experienced those stays as difficult and depressing. Part of the difBcnity was the 

presence of other smokers having a difficult time coping with the smoking abstinence. 

Smoking abstinence was also more difficult when the person was more decompensated 

psychiatrically or was experiencing alcohol withdrawal. There were thoughts of sneaking 

cigarettes. .Aim's comments were. "It took all that I had to just not sneak one." 

There was an increase in social isolation during smoking abstinence. Both Ann 

and Susan described the desire to pull away from people and seclude themselves. Ann 

even extended this desire of isolation to one of avoiding conversation at mealtime. 

Conversations were more superficial and the topic of smoking abstinence was avoided. 

Susan discovered that she could eventually initiate conversations without a cigarette and 

felt she had been using it as a shield to hide behind. 

Without the activity of smoking, there was an expressed need for more activities 

to keep busy. .At times pacing was the only activity to occupy time. There was definitely 

more time to fill without the activity of smoking. 

There was also a need to keep the hands active and busy without the action of 

having a cigarette in the hand. At times, a straw could substimte for the hand to mouth 

action of smoking while at other times, keeping a cup in the hand helped. Holding a pen 

or pencil and paper or rolling kleenexes were other actions that substituted for that 

cigarette in hand. 
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Occasionally, there were no changes in actions during smoking abstinence. 

Steven felt his shorter hospitalization helped him avoid a change in routine. Susan felt 

her second stay was more free of problems and changes because of her different frame of 

mind. Having visitors or phone calls were experienced as a "life line" at times and as a 

hinderance at other times when the smell of tobacco odor on visitors led to intense 

craving for a cigarette. In some cases, the participants felt the tobacco free unit led to a 

shoner length of stay while in other cases, they felt the short length of stay led to fewer 

difficulties from smoking abstinence. 

Theme Category: Spiritual Aspects of Smoking 

Spiritual Aspects includes only one area: Cultural and Religious Associations 

With Tobacco. 

Cultural and Religious Associations with Tobacco 

Guilt was associated with smoking and also associated with religious beliefs. .Aim 

stated. "I feel guilty about smoking because I know that 1 am poisoning the temple of 

God." She foimd that her guilt about smoking increased when she attended church. 

Susan also experienced guilt, especially about smoking when her children were little and 

about resxraiing smoking after her discharge from the hospital but did not associate it with 

religious practices. On the other hand. Steven associated his smoking with prayer and 

frequently likes to use tobacco as a ritual with prayer. 
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Theme Category: How Do I Deal With Smoking Abstinence? 

The experience of using coping interventions for smoking abstinence includes; I) 

Willingness To Try Coping Interventions. 2) My Experience With Relaxation 

Techniques. 3) Group Therapy for Coping. 4) Nicotine Replacement, and 5) Medication 

Experience. 

Willingness To Trv Cooing Interventions 

There was a willingness to accept the available coping interventions to deal with 

smoking abstinence especially nicotine patches. Susan also found that ice. juices and 

crackers were helpful to cut her craving. She wished that sugar free hard candy had been 

available as another intervention. Ann did find that it was hard to ask for help with 

coping and found she didn't seek out help especially in her first short hospitalization. 

She also felt she had not received much assistance in the form of suggestions for coping 

strategies for dealing with smoking abstinence. Susan found that she had big ideas of 

interventions to help with coping but she didn't follow through with using them. 

Mv Experience With Relaxation Techniques 

Imagery was a popular technique that helped to decrease intense cigarette craving 

although the desire for smoking still remained. Progressive relaxation was another 

helpful technique. Deep breathing was associated with cleansing breaths. The therapist 

also taught some massage relaxation techniques that were very helpful. The relaxation 

techniques were practiced in their rooms individually and little mention of made of 

participation in relaxation groups. 
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Group Therapy for Coping 

There was inconsistency in the presentation of smoking abstinence coping 

interventions in group therapy. Susan learned a number of helpful techniques during her 

attendance at group therapy sessions while Ann found no mention of coping strategies 

when she attended. Steven participated very little in the groups. 

Nicotine Replacement 

Transdermal nicotine replacement was experienced as a very helpful coping 

intervention for dealing with smoking abstinence and nicotine withdrawal. Each of the 

participants were given the option of using the nicotine patches upon admission but the 

timeliness of receiving the patch was inconsistent. The wait tor a patch varied from 

receiving it immediately to a 14 hour wait. Although they understood the reason for the 

wait, there was an increase in anxiety when the patches were not administered quickly. 

The fi-equency of the administration of the patches also varied. Ann received only one 

patch for her entire three day first hospital stay. By morning medicadon time. Susan 

could feel the need for a fresh patch. The participants experienced a high level of 

calmness with the patch. Ann also felt that there was a psychological effect to receiving 

the patch. 

Smoking abstinence was found to be much easier with the nicotine patch. Steven 

relayed. "I think that as f  ̂as having to quit smoking, that was the best option and I'm 

glad that there were patches available." The nicotine patch was viewed as a good option 

because of the even release of nicotine. Steven was the only participant to have used 
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nicotine gum but he found the patch more desirable because the gum gave bursts of 

nicotine which wore off quickly. Craving was much less while wearing a nicotine patch 

although occasional thoughts of smoking were still present. 

Medication Experience 

Less anti-aiLxiety medication was used than anticipated with smoking abstinence. 

As Arm said. " I found that I didn't need the Ativan or the PRN med as often as 1 thought 

I would because 1 was getting the nicotine. Little was mentioned about the effect of 

smoking abstinence upon routine psychotropic medications. Susan did feel her 

medications worked better during this period while Ann felt no difference in the effects of 

her medications. 

Theme Category: What About Smoking Cessation? 

Thoughts of smoking abstinence also bring up the experience of smoking 

cessation which includes: 1) Prior Smoking Cessation E.xperiences. 2) Desire For 

Successful Smoking Cessation. 3) Reasons for Quitting, 4) Readiness To Quit, and 5) 

Barriers Related To Smoking Cessation. 

Prior Smoking Cessation E.xperiences 

Although ail the participants had attempted smoking cessation in the past, they 

had difficult and unpleasant experiences with these attempts. Susan had a ten year period 

of abstinence but neither Ann nor Steven had achieved long periods of successfully not 

smoking. They had all resumed smoking after their attempts to quit. Arm relayed that 
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her family members had all been successful in their smoking cessation attempts while 

Susan's adult children have never smoked. 

Desire For Successful Smoking Cessation 

There was a universal desire to quit smoking soon and nicotine patches were seen 

as assisting with successful smoking cessation. 

Reasons For Quitting 

Many aspects formed the reasons to quit smoking. Health problems such as hean 

disease and persistent coughing led to fears of increased physical problems, even lung 

cancer, if smoking cessation can not be achieved. There was a belief that smoking 

cessation will improve medication efficacy and improve sleep and just improve life 

overall. Susan also felt the pull of her daughter's desire for her to quit and wanted to be 

with her grandchild without smelling like tobacco smoke. Smoking was felt to be a 

costly habit which could not be afforded on a limited income. Susan's comments were. 

"I mentally added up how much money for the first time 1 actually did spend on 

cigarettes, especially the kind of cigarettes that 1 like to smoke. They are over $3 a pack 

now. That adds up to too much money for my income right now." 

Readiness To Quit 

Smoking will continue until the stage of readiness for smoking cessation is 

reached and Steven found that he has not reached it yet but feels he will reach it soon. 

Susan felt she had reached that stage of readiness prior to hospitalization and had positive 

thoughts of working on smoking cessation during her course of hospitalization. 
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Barriers Related to Smoking Cessation 

Although there may be a desire to quit, reasons for quitting, and a readiness to 

quit, barriers may keep the individual fixjm achieving smoking cessation successfully. 

-Ann felt that smoking education doesn't help her. she just goes on smoking. One of the 

biggest barriers was the lack of coverage for smoking cessation programs and nicotine 

patches by health insurance. The high cost of nicotine patches was seen as just not 

aifordable. In addition, the lack of transportation may be another barrier to participating 

in smoking cessation programs. It would be helpful for the programs to be readily 

available for those who desire to quit smoking. Susan had an additional barrier. She was 

successfully quitting while in the hospital using the nicotine patch but was transferred to 

another hospital uliich had a smoking patio and was not given the option of the nicotine 

patch while there. She felt it truly a loss to be placed in that situation. 

Theme Category: Persistmg Perceptions of a Tobacco 

Free Psychiatric Hospitalization 

Persisting Perceptions of a Tobacco Free Psychiatric Hospitalization may also be 

called lasting impressions and include 1) Siatements Against Smoking .Abstinence and 2) 

Statements Supporting Smoking .Abstinence. 

Statements .Aoainst Smoking .Abstinence 

There was a universal feeling that most patients who are smokers experiencing a 

tobacco free psychiatric unit feel uncomfortable and find the e.xperience as negative and 

difScuit. .As .Ann said. "There are too many variables." The smoking ban was viewed as 
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cruel and unusual punishment and certainly unjust. Smoking bans were seen as a 

political issue instigated from non-smokers resulting from the current societal negative 

attitude toward smoking. There was a feeling of not wanting to experience another 

hospitalization where smoking was not available. 

Statements Supporting Smoking Abstinence 

Although they had expressed negative statements about the tobacco free uniL the 

participants also acknowledged the good sides of a smoke free hospitalization. The air 

was pleasant and clean. They were proud that they had coped well with not smoking. 

Patients were more positive, worked on solving problems positively, and sat in the day 

room instead of a smoking room. There was time for important tasks during the 

hospitalization instead of spending the time smoking. There was a good sense of well-

being. 

Essential Structure of the Lived Experience of Smokers 

Hospitalized on a Tobacco Free Psychiatric Unit 

The experience of smokers hospitalized on a tobacco free psychiatric unit is a 

compilation of many experiences. It began with the experience of admission, of the 

realization that there would be no smoking at a time when smoking was deemed 

necessary for coping with the stressor of the hospitalization. The act of losing control of 

the cigarettes added to that realization. When there was knowledge of the unit's no 

smoking status and the person was able to make that decision for admission despite that 

knowledge, coping with smoking abstinence was better. When the process worked 
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smoothly, there were fewer effects from the smoking abstinence. When the nicotine 

patch was administered promptly on admission and on a daily basis, fewer symptoms of 

Nicotine Withdrawal Syndrome were experienced. Few other interventions helped as 

well as the nicotine patch. The cravings were less intense even though thoughts of 

cigarettes were still there occasionally. Other patients appeared to have anxiety and 

irritability but those using the patch appeared to have less. There was a decrease in 

energy level with some tatigue but the lack of the nicotine stimulant was also noticed. 

.Appetites improved and food intake increased. The senses returned especially the sense 

of taste and sense of smell. The smokers cough disappeared. 

There was a definite thirst with a need for constant water consumption. The need 

was also there to hold something in the hand constantly, just to keep the hands busy since 

there was no cigarette in the hand. The hands needed to move to the mouth. Using 

straws and sipping from a cup served that need. 

There was more social isolation and conversations were more superficial but it 

was found that a cigarene is not needed to initiate conversation even though the 

camaraderie of smoking buddies was missed. Clean air was a pleasant substimte for the 

torture chamber of the smoking room. 

When thinking of smoking abstinence, there were also thoughts of smoking 

experiences. There were patterns associated with smoking. Smoking was done at a 

certain time or with a certain event or activity of the day. Smoking was seen as an aid to 

reduce stress or irritability. 
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There was a desire to achieve successful smoking cessation despite past failures. 

Reasons to quit abound with those to achieve better health and overall well being along 

with the desire not to spend money on cigarettes. There was a belief that readiness to quit 

will arrive soon. Despite persisting perceptions that the experience of smoking 

abstinence was a negative experience and was perceived as punishment, there was a sense 

of accomplishment and well being that successful coping did occur. 

Summary 

This chapter discussed the results obtained in this smdy. An exhaustive 

description and essential structure of the experience of smokers hospitalized on a tobacco 

free psychiatric unit was presented. This experience began with the dual psychological 

stressors of admission and beginning the non-smoking experience. It continued with the 

psychological and physiological experience of smoking abstinence. The socio-cultural 

aspects included the panems of smoking and panems experienced when not smoking 

while the spiritual aspects of smoking touched on the spiritual associations of smoking. 

As the experience continued, coping interventions tor smoking abstinence were 

addressed. The ability to cope led to thoughts of smoking cessation and persisting 

perceptions of a tobacco free psychiatric hospitalization. 
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CHAPTERS 

DISCUSSION AND IMPUCATIONS OF THE FINDINGS 

This chapter describes how the findings fit within the conceptual fi^mework as 

introduced in Chapter I and also they are supported by the literature review as 

summarized in Chapter 2. A brief discussion of the methodologic limitations also is 

included. Implications for nursing research and clinical practice and further studies are 

also included. 

Conceptual Framework Review 

The Neuman Systems Model was used conceptually to organize data collected in 

this research study. This open system model includes five major interacting factors: 

physiological, psychological, socio-cultural. developmental, and spiritual. These factors 

interact in response to internal and external environmental stressors that affect the 

person/client at a particular time. For purposes of this smdy. the client system is the 

person who smokes and is faced wth a sudden smoking cessation while hospitalized on a 

non-smoking hospital unit. The sudden smoking cessation is an additional stressor for a 

person seeking treatment for a psychiatric illness. It was found in this smdy that all three 

of the participants had short first hospitalizations on the tobacco firee psychiatric unit and 

two had succeeding hospital visits. Two of the participants spoke about efforts to leave 

that first time hospitalization prematurely because they wanted to avoid the smoking 

cessation. The main focus of that hospital stay was on avoiding smoking cessation rather 

than working through the psychiatric issues that led to their hospitalization. 
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While the purpose of making the psychiatric unit tobacco free was to encourage 

health for both the patient and the health care worker, it led instead to disharmony 

between physical health and mental health for the patient. The participants reported some 

improved physical health while they were not smoking but they also had mood 

instability, irritability and anxiety along with some interference with sleeping and eating 

patterns. 

Nursing had a responsibility to assess the effects of the stressors upon the five 

environmental factors and to assist the clients in avoiding or adjusting to achieve optimal 

wellness. Nursing interventions at the three levels of prevention were then provided 

based on the assessment of the client system. Primary prevention includes interventions 

such as health promotion. None of the participants reported receiving health promotion 

education other than being told that tobacco products could not be used on the unit. 

Secondary prevention interventions strengthen the lines of resistance to reduce or reverse 

illness symptoms caused by the stressors invading the normal line of defense. Early case 

finding and treatment of symptoms are included in secondary prevention interventions. 

Assessing the client for smoking history and providing transdermal nicotine replacement 

early in the admission stay constimtes early case finding but the study revealed an 

inconsistency in the timeliness of that intervention being carried out. There was also an 

inconsistency in daily provision of the nicotine patches which then led to an increase in 

the symptoms of nicotine withdrawal which include irritability, anxiety, insomnia, 

finstration. anger, and increased appetite. There was little report of use of antianxiety 
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medication which can assist in alleviation or decreasing these symptoms. Relaxation 

techniques were taught but used inconsistently by the participants. 

Tertiary prevention interventions prevent regression and encourage optimal client 

stability and include provision of education for those clients desiring smoking cessation. 

-A-gain. there was little mention made by the participants of information being presented 

about smoking cessation. This omission is especially significant because all three 

participants expressed a desire for smoking cessation at some point in the future, and one 

participant actually had wanted to continue smoking cessation at the point of discharge. 

Conclusions Drawn From the Findings 

Sudden cessation of smoking was perceived as a major stressor by the participants 

although all expressed they had the ability to cope well with this stressor. They reported 

an increase in such nicotine withdrawzd symptoms as irritability, mood instability, 

insomnia, anger, anxiety, difficulty concentrating, restlessness, and increased appetite. 

Those participants who had made the decision to accept the smoking ban rather than fight 

it. experienced fewer symptoms of nicotine withdrawal. 

All reported that transdermal nicotine replacement was the single intervention that 

greatly assisted them in coping successfully with the stressor of sudden smoking 

cessation. They reported a calmness and decrease in craving with use of the patch and 

experienced an even level of nicotine in their system. 

Other interventions such as relaxation therapy and snacks were also helpfiil in 

alleviating the symptoms of nicotine withdrawal. A variety of relaxation techniques were 



86 

described as helpful in reducing the nicotine withdrawal symptoms but less helpful than 

the nicotine patch. The data indicated little need for antianxiety medication. 

The data were inconclusive in providing insight into the unit milieu. Two 

participants reported an increase in other patients' agitation while one felt there was a 

decrease in agitation because of a lack of cigarette fights. Although the participants 

reported that they had coped weil with smoking abstinence, they reported an observation 

that other clients were not coping well. 

There were insights into the patterns of smoking with the reports of many 

activities associated with smoking. In addition, the data showed that the participants 

experienced a need to keep their hands busy even when not smoking. The desire for 

smoking cessation in the future was unanimous even though all discussed little lasting 

success with past attempts of smoking cessation. 

Comparison of Findings With the Literature 

There are similarities between findings of this smdy and the review of literature 

presented in Chapter 2. 

Smoking Cessation Interventions 

Although this study addressed forced smoking abstinence rather than voluntary 

smoking cessation, some of the interventions available to the participants during their 

smoking abstinence were also interventions commonly used for smoking abstinence. The 

findings of this study support the value of transdermal nicotine replacement as the 

preferred pharmacotherapy intervention (Cardoni, 1993; Hughes, 1994). The findings 
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also support the value of the nicotine patch in decreasing craving and producing a more 

steady state of nicotine (Cardoni; Hughes). The desire for use of transdermal nicotine 

replacement for smoking cessation was expressed by the participants in this study. 

Because of the inconsistency of the participants attendance at group therapy and 

the inconsistency of smoking cessation coping interventions as part of the curricula of the 

group therapy sessions, the findings are inconclusive on support of behavioral therapy as 

an adjunct for smoking cessation coping therapy (Cardoni. 1993: Hughes. 1994). The 

participant who attended group therapy sessions where this curricula was included 

expressed the desire for smoking cessation at the time of the hospitalization. 

The findings support Hughes' 1994 statement that most smoking cessation 

treatment is not a part of medical services and is not ftmded by the insurer or 

govenmiental agency. Although the participants expressed a desire for smoking 

cessation, lack of fimding for the interventions was a barrier to treatment. The other 

interventions reviewed in the literature such as nicotine gum. clonidine. and Zyban were 

not utilized as smoking cessation interventions during this study. 

Phvsiological and Psvchopharmacological Effects from Smoking 

The Boston Collaborative Drug Surveillance Program (1973) studied central 

nervous system depression among smokers and nonsmokers receiving benzodiazepines 

for anxiety. Although the participants in this smdy had received lorazepam and described 

less need for this medication, it was not one of the benzodiazepines used in the Boston 

smdy. 
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Miller (1977), Jusko (1978). Shoaf and Linnoila (1991), and Cardoni (1993) 

discussed tobacco smoking and drug metabolism. They stated that smoking increased the 

metabolic rate of a number of medications including several psychotropic medications. 

The findings of this smdy were inconclusive in support of the research on tobacco 

smoking and drug metabolism due to the nature of the research question and the small 

sample size. The participants did verbalize an absence of change in effects of their 

medications from smoking abstinence. Again, participants described needing a smaller 

amount of antianxiety medication during their hospital stay. 

The Downing and Rickels smdy (1981) interrelated coffee or tea consumption, 

cigarette smoking, and drowsiness in persons with anxiety treated with benzodiazepines 

or a placebo. As neither coffee or tea consumption nor cigarette smoking were permitted 

on the tobacco free unit smdied. no comparison of the findings can be made. The 

findings of this smdy agree with Cardoni's (1993) discussion of nicotine's stimulant 

effect improving alermess and concentration. 

Interrelationship of Smoking and Psvchiatric Illness 

Nisell. Nomikos. and Svensson (1995) and Glassman (1993) associated nicotine 

abstinence with depression. Other smdies linking smoking cessation with major 

depression included Bock. Goldstein, and Marcus (1996), Breslau (1995). Dalack. 

Glassman. Rivelli, Covey, and Sterner (1995) and Hughes (1993). The findings of this 

study were not of the nature to agree or disagree with this research due to the small 
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sample size. Although some of the data report an increase in mood variations describing 

depression, other data describe a decrease in depression. 

The findings of this smdy are in agreement with the Murphy. Gass-Stemas. and 

Knight (1995) smdy in identifying health concerns or problems and health promotion 

patterns among chronic psychiatric padents. All participants in this study smoked one 

pack of cigarettes daily at the time of hospitalization while 64 percent of those in the 

1995 study smoked one to four packs of cigarettes per day. All participants in this study 

identified past attempts to quit smoking and a desire to attempt smoking cessation in the 

future. The Murphy, et al. smdy identified 44 percent of their participants having past 

smoking cessation attempts and 64 percent with a desire for fiiture smoking cessation 

programs. They identified that 68 percent of their participants viewed smoking as 

harmfiii to health while all participants in this smdy identified smoking as harmful to 

their own health. 

Hall. Duhamel, McClanahan. Miles. Nason. Rosen. Schiller. Tao-Yonenaga. and 

Hall (1995) also studied chronic psychiatric patients being followed in the community 

and found former smokers were more likely to live independentiy when compared with 

current smokers. The participants in this smdy were classified as being Seriously 

Mentally 111. therefore considered chronically ill. and are followed by case managers in 

the community but each lives independently and they all resumed cigarette smoking after 

discharge from their hospital stay. 
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Smoking Bans on Psychiatric Units 

Numerous studies of smoking bans of psychiatric units addressed the issue of 

increased violence on those units with smoking bans (Beemer, 1993; Oingman. Resnick. 

Bosworth. and BCamada. 1988; Haller. McNieL and Bmder 1996; Parks and Devine. 1993: 

Patten. Martin, and Owen. 1996; Ryabik. Lippmann. and Mount. 1994; Taylor. 

Rosenthal. Chabus. Levine. HofQnan. Reynolds. Santos. Willets. and Friedman. 1993: 

Veiasco. Eells. Anderson. Head. Ryabik. Mount, and Lippman. 1996). They found no 

significant increase in violence on psychiatric units with smoking bans. The findings of 

this smdy were inconsistent with the issue of violence or agitation on the tobacco free 

ps> chiatric unit. While one participant expressed a surprise at the lack of agitation and 

attributed it to the lack of cigarette fights, the other two participants described agitation 

on the part of other patients on the uniL One incident of physical acting out behavior on 

the part of a participant was described in which the participant hit the wall when feeling 

an increase in irritability. 

The findings of this study were consistent with Hughes' (1993) study indicating 

an increase in anxiety, insomnia, irritability, and restlessness when undergoing smoking 

abstinence. The Hughes smdy also indicated an increase in weight but the findings of 

this smdy do not agree or disagree with those findings. Although participants do describe 

an increase in appetite, weight was not addressed in the smdy. 
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Implicadons for Clinical Practice 

.As more psychiatric units are mandated nonsmoidng units because of 

accreditation groups, societal pressures, govenunental statutes and guidelines, more 

smoking psychiatric patients when hospitalized will be placed on a nonsmoking 

psychiatric unit. In addition, many protessionals in clinical settings outside of 

psychiatric units are also faced with caring for individuals no longer being "allowed" to 

smoke in the hospital setting. Professional nursing is the one discipline always present 

to provide treatment for that person, and it has the privilege and the responsibilitv* to 

provide it in a dignified, caring, and professional manner. 

It is the responsibility of the professional nurse to become knowledgeable aix>ut 

smoking and its risks including symptoms of nicotine withdrawal and treatment for this 

syndrome. The professional nurse must adequately assess the patient for the potential of 

Nicotine Withdrawal fDSM-I\0. .Advocating for adequate and appropriate inier\'entions 

is another role assumed by the nurse. Skilled clinical treatment may take many rbrms 

such as replacement nicotine therapy, medication of several varieties, relaxation therapy, 

adequate diet and hydration, or activity therapy. To diligently monitor the patient tor 

signs and symptoms of the syndrome and to provide the therapeutic interventions as 

indicated is a professional role. 

In addition to assessing the patient and providing interventions, it is imperative to 

also educate the smoker. Education should not only include information about nicotine 

withdrawal and how to treat it but also basic information about smoking and its 
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relationship to health and wellness. Psychiatric patients, because of their higher rate of 

smoking, are more vulnerable to those diseases, disabilities, and premature deaths caused 

by smoking. Because of the limitations of cognitive impairment in the psychiatric 

individual who may have limited recall or a limited concentration span, providing 

appropriate learning handouts could be beneficial. These handouts could include an easy 

to read paper on Nicotine Withdrawal Syndrome and its treatment. 

Professional nurses also have an obligation to assess patients for their readiness 

tor smoking cessation. Having an awareness of both the readiness cycle for change and 

the resources for smoking cessation treatment allows the nurse to direct the patient to the 

proper resource at the appropriate time to gain the most benefit firom both. 

.Although it is important to provide education about smoking, its risks, the 

Nicotine Withdrawal Syndrome, and smoking cessation treatment, it is even more 

important to provide the care for this patient with much empathy and advocacy. The 

person who smokes who has been forced into smoking abstinence by becoming 

hospitalized is faced with stressors firom the illness which led to the hospitalization and 

stressors fi*om the smoking abstinence. The professional nurse must take great care to be 

aware of these stressors. 

Nurses also need to serve as educators for those who has not yet begun to smoke 

cigarettes. This education should be provided in the schools, in the community, in the 

clinic, in the hospital, wherever it may be provided. 
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Methodological Concerns and Limitations 

Phenomenology was a research method well suited for this research question as it 

allowed the participants freedom to richly describe their experiences with being on a non-

smoicing hospital unit. The trustworthiness of the data and findings were established by 

utilizing the four criteria of credibility, dependability, confirmability. and transferability 

as described in Chapter 3. These procedures were followed closely. Credibility began by 

bracketing my beliefs before and during the research process. 

Although I have always been a nonsmoker. 1 have worked in psychiatric settings 

which allowed smoking until recently. Despite having lost my husband's parents to lung 

cancer and cardiac arrest at ages 55 and 64.1 was an advocate for psychiatric patients 

who were smokers. I had difficulty making a decision about the need to make psychiatric 

settings nonsmoking until I began to read the research on the topic. The research articles 

told of psychiatric settings becoming nonsmoking without distress for the smoker in that 

setting. When faced with my psychiatric unit becoming a nonsmoking setting. 1 took on 

the challenge of utilizing research to provide a plan for a nonsmoking psychiatric unit 

which could provide humane, empathetic care to both smokers and nonsmokers without 

compromising all the elements of treatment. During the smdy. I also had to be very 

aware when interviewing some of the participants that I had been a care provider. It was 

important to maintain neutrality. 
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Limitations of the Study 

A limitation of the study resulted from the inclusion criteria for the study. 1 had 

chosen to select individuals who were case managed as part of the Seriously Mentally 111 

outpatient program. Support could be given to these individuals if the interviews 

triggered any adverse reactions as this population is considered vulnerable. Because this 

is a managed care group, patients are hospitalized only when severely decompensated, 

and may be discharged to a supervised care setting before being fiilly recovered. This 

made it difiBcult to find willing participants for the smdy who could also "pass"' the Mini-

Mental Status exam. Three participants were found who met the criteria but there was 

difficulty in finding additional participants in a timely fasliion. More participants would 

have filled in gaps and given an additional richness to the smdy but this was not possible. 

.AJl participants were Caucasian and were college educated. More diversity in the 

participant sample may have provided more diversity in the richness of the data. 

.Although the phenomenologic approach provides for rich descriptive data, it was 

found to be a difficult methodology with psychiatric clients. The participants' responses 

had a tendency to be brief and less descriptive requiring many more interview questions 

than might be customary with a higher fimctioning sample. .Aithough the investigator 

bracketed her experiences both prior to and during data collection and throughout the data 

analysis process, there is always the limitation that the researcher's experiences are 

represented in this study. 
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Implications for Future Research 

This study needs replication with several recommendations. The sample should 

be opened to individuals who do not meet the inclusion criteria of being Seriously 

Mentally III or case managed to give a wider base of generalizability. An effort should be 

made to include more males and more ethnic groups in the study. The participants all 

described other patients having a hard time with the smoking abstinence although each 

participant denied having a difficult time with the phenomenon. A larger study could 

give more insight into that picture. 

There are several topics in this study which should be studied in separate studies. 

These include the use of transdermal nicotine replacement as a treatment mode for 

temporary smoking abstinence. The phenomenon of craving is another area worthy of 

study. The effectiveness of the treatment interventions available to treat the Nicotine 

Withdrawal Syndrome and the severity of the Nicotine withdrawal Syndrome with or 

without interventions are also topics worthy of study. 

In summarv'. the experience of smokers undergoing smoking abstinence is a broad 

topic v^dde open for research of all types. Research into the nature of the experience and 

treatment of smoking abstinence will improve the quality of life for individuals faced 

with experiencing sudden smoking cessation when hospitalized. 

Summary 

This chapter reviewed the findings of this study in relationship to the Neuman 

Systems Model, the Nicotine Withdrawal Syndrome, and the literature review. 
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Many findings in this study were in support of findings in the literature. Noteworthy was 

the agreement with the use of transdermal nicotine replacement as a therapeutic 

intervention for Nicotine Withdrawal Syndrome. 

A concept not found in the literature review was the effect of the decision to 

accept treatment in a tobacco fi«e setting related to the severity of the Nicotine 

Withdrawal Syndrome. Other concepts not well covered in the literature review were the 

extent of associations of smoking with activities and the need for substitute hand 

activities when not smoking. 

Clinical implications and methodological limitations were discussed. 

Implications for future research include the need for ftirther exploration of experience of 

smokers hospitalized in a tobacco firee setting along with study of the treatment 

interventions for Nicotine Withdrawal Syndrome. 
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APPENDIX B 

CRITERIA FOR SERIOUS MENTAL ILLNESS 



Effeoive Date 04/15/96 

ARIZONA DEPARTMENT OF HEALTH SERVICES 
BEHAVIORAL HEALTH SERVICES 

CHECKLIST FOR DETERMINATIO^: OF SERIOUS MENTAL ILLNESS 

DEFINITION 

The serious mentally ill are defined as those adults persons whose eniotionai or behavioral 
functioning is so impaired as to imerfm with their capacity to remain in the community without 
supportive treatment. The mental impairment is severe and persistent and may result in a 
limitation of their fiuictionai capacities for primary activities of daily living, interpersonal 
relationships, homemaldng, seif-care. employment, or recreation. The memal impairment may 
limit their ability to seeic or receive local, state or federal assistance such as housinz, medical and 
dental care, rehabilitation services, income assistance and food stamps, or protective services. 
.•Mthough persons with primary diagnoses of mental retardation, head injuries or Alzheimer's 
Disease frequendy have similar problems or limitations, they are not to be included in this 
definition. 

Fne client must meet ONE of Part I, and either Two of Pan E A criteria, or quaiiry under Part B 

I. DLVGNOSTIC CRTTERLA. 

The client must have a diagnosis (or diagnoses) rlikt meets DSM criteria, for 

Schizophrenic Disorders (295.1. 2S5 3, 295 6. 295 9) 
Delusional Disorders (297 10) 

• Psychotic Disorders Not Elsewhere Classified (295.70. 298.90) 
Bipolar Disorders (296.0. 296.4. 296 5. 296.6, 296 70, 296.8, 296 90. 301 13) 

* Depression Disorder (296.2. 296.3, 300.4, 311.0) 
* Anxiety Disorders (excluding Social Phobia or Specific Phobia) 

(300.00. 300.01, 300.02. 300.21. 300 22, 300 3, 309.81 only) 
* Dissociative Identity Disorders (300.14) 

Personality Disorders (excluding Anti-Sodal Personality Disorders 
* Organic Mental Disorders; Because all psychiatric disorders have an organic, or 

biological component, organic diagnoses as such have been dropped from the DSM. Pne 
following are not considered as serious mental illness: psychoactive substance induced 
intoxication, withdrawal, and hallucinosis; delirium, dementia and any condition that is due 
to a medical, physical or neurological disorder. 



Checklist 
Page 2 

Client ID Date of Assessment: 

I. DIAGKOSnC CRITERIA [Write in qualifying diagnosis (es)] 

IL FUNCTIONAL CRITERIA 

.V For the last six months, zs a result of the DSM diagnosis specified above, the client has: 

[ ] A serious and persistent impairment in role performance (developmentally 
appropriate occupational or school fimctioning). 

1 [ ] A serious and persistent impairment in interpersonal relations or sociai tlmctioning 
(extreme social isolation, unable to initiative or maintain relationship necessary for 
basic survival). 

3 [ ] Required ongoing assistance in self care/basic needs (requires help to seek finandal 
assistance, needs assistance or supervision to access medical, behavioral health, or 
other supportive community services, needs assistance in self-care, household 
managemem). 

- [ ] Exhibited one or more episodes of dangerous behavior towards self or ethers 
which resulted in demand for intervention by the me<iicai/mental heaith and/or 
social/legal system. < 

i [ ] Has required a living situation with twenty-four hour behavioral heaith supervision 
or was homeless for over three months. 

Unless otherwise instructed by the RBHA. the following criteria may be chedcesi oniy by the 
R3ELA Medical Direaor of designee: 

3.  [1 The client does not currently meet any of the nmctional criteria,  but has a history 
within the past 5 years of timctional impairment at the required level ar.c 
documentation to support the professional judgment that timaional deterioration 
would occur without continuing treatment. 

Reviewer_ 
(Psychologist or Psychiacnst) Date 

I SNn G NocSNO 
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Juie I997ren9an BHS SERVICE LEVEL aeaojsr 
Name 
ca«m 10: 
Asstssmcnt imtrral: 
Staff Compictinq ChtcWisC 
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• OuringTnadMM 
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. Ri«<a(Mr(opt):. 

SECmOM I: DIAGNOSIS 

OUGMOSnCCATEGOitr: { AXSV 
• i an Qn On 

AXlSk 

SECnOM llr FUNCnONAi. UEVEL. 

PmiMrr ALFA scufs TO BE USD 

Role Penaimanct 

Self Caftwasfc Lwinq Sails 

SocatfLwil 

EFUnf 0:411 •LmiArtsii-asr 

SECSNOMT SCUfS • 00 JigT USE M 
tssESsaie *LF* LEVBJ 

FumMljnnn Ennirwinigit 

Thmkma 
FecfmaiAffectnload 
UcdtcaliPlrvml 

PREDICTED SERVICE LEVEL; 
SERVICE LEVB. 1: INTENSIVE I • A.B 

• SERVICE LEVEL 2: MODERATE TO IWTENSIVE I - C II. III. IV - A.B.C 
C SERVICE LEVEL 3: MILD TO MODERATE I. tt. III. IV - O.E 

SECTION III: ASSESSMENT SUMiWAfTV 

NEsOS SECONIKEVEL REVIEW ? (lfim.seaMa<tss)>caaince2Sf rtvnwi 
• YES: CSentismoneof mefodamnqALfAcate^ones: 

1-A.aCO.s il-A.3.C lfl-A.a IV-A3 
• NO; Cient >s ui one o< ttie Idlkmmq ALfA ottfones: 

I1.0.E B-C.O.S IV.CJ.E 
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DIAGNOSTIC CATEGORY CLASSIFICATION LIST 

CATEGORYI 
Alcohol and Other Substance-Induced Psychotic Disorder! 
I:91 J. 291.5. 292.11. 292.11) 
Bipoiar Disoraerf (296.42. 296.4S. 296.44. 296.4S. 296.46. 
:96.S2. 296.SJ. 296.54. 296.SS. 296.S6. 296.62. 296.6J. 
296.64. 296.63. 296.66) 
Dtlusianai Daorder 129 10) 
\fawr Deprts^ion. Rtcumnt. Setre. mih Pnchoitc 
Ftttiura (296.J4) 
Sduvpitrtnia f29S.l. 29S.2. 29;js. 295.6. 295.9) 
Schizoaffective Disonler i295. 'Oi 

CATEGORY II 
Burderiiite Persanatiiy fJOt.SJ) 
Brief Psychotic Oisorder 1298.301 
Conduct Disorder (J12Jtl 
Disruptive Behaviors (312.9.313.31) 
Dtaoctativt tdenmy Disorder tJ0il.l4i 
Eatinf Disorders i30".l. 30" jx) 
Facntions Disorders (300.16.300.19) 
Impulse Control Disorders (312J0.312.31. 3I2J2.3I2_33. 
3I:J-«> 
Pasaraumanc Stress Disorder i309.Sli 
Pn-chttttc Disorder \OS /29.19U) 
Schtzoiypcl Persortality Oisorder tJOI.22i 
Shared Psychonc Oisorder (29"JO) 
Schizophreoirarm Oisorder (29:.-<i) i 

CATEGORY HI 
Acute Stress Disorder (308J) 
AhuscNe-lect (9'>«.52- 995j3. 995 54. 995J31 
Adiostment Disorders (309.9. 309.24. 309.0.309J. 309.23. 
309.4) 
Alcohol Abuser Dependence (303.00.305.00.303.90) 
inxietr Disorders iJOO.M. 300.0!. 300.02. 300.2!. 300.22. 
308J. 309.21) 
Attention Deficit; Hyperactivity (314.00.314.9) 
Bipolar Disorder' i2'>ft.0x, 296.40. 296.4!. 29'l50. 296.5!. 
296.60. 296.61. 296.'. 296.1(0. 296.M} 
Cydoihyoue Disorder i30!.l3l 
Dissocianve Disorders (300.12.300.13.300.15.300.60) 
^/ator Depression f296.2x. 296.30. 296.3 f. 296.32. 296.33. 
296.35. 296.36! 
Obsesstve^ompuisive Disorder f300.30} 
Obsessive Spectnim Disorders (312J'') 

Other Vfood Disorders 1296.90. 311.00. 300.401 
Oiber Sabstaoce AbuseOependencerWithdrawil (29UI 
291J9.29rjj. 305.10.305J0.305JO. 305.40. 
3O5J0.30S.M. 305.70.305.90) 
Other Substance-induced .VIental Oisorder (292.34.292J9 
291.9.292.9) 
Other Childhood Disorders (302.6.309.21.313.23 3I3J'' 
J13J9.313.9) 
Persomlar Disorders (301.5a. 301:1!. 301.40. 301.0. 301.9. 
301.20.30l.g2. 301.60! 
Phobic Disorders I300J3.300.29) 
Somatofonn Disorders (300.T. 307JO. 307J9. 300J2) 
\ Codes (most—sec Toll listin<) 

CATEGORY IV 
Behavior Disorders 
Abuser>e^|V6l_:i. V62J3) 
Antisocial Behaviors (30l.*0. V'l.oi. \ "1.02. V65.2> 
Paraphilias 1302.2. 302.4.302J2. 302J9. 302.9) 

Devdopmental Disorders 
Oevelopmental Coordination Disorder (315.4) 
Pervasive Oevetapmental Disorders i299.x.x) 
Leamia; Disorders (30'*.9.315j.ti 
Mental Retardaiian I3I7.318JC. 319i 

Neunlo^caUGeneral Medical Disorders 
Amnestic Disortitr (291.1.292J3.194.0. 294.8) 
Contenion Disorder (300.11) 
DeliriuniiDemen.-ia (290.it. 291.2. ;92J2. 293.0. 294.1. 
:94J.:94.I) 
Eliminanon Disorders (307.6. 30".' 
Mental Disorders Due to a General \ledical Condition 
(:93.iJ(.3lfl.l.316) 
Sleep Disorders (307.4*. 347> 
Sexual Disorders |302J. 302.6. JOZ-'X. 302.81. 302.33. 
302J4.302J5.30«jl) 
Tic Disarden (307.2.x. 307Ji 

L nspecilitd 
No 0ia>(iasis(V~I.09) 
Dia;nosis Deferred ("99.9) 
Mental Oisorder Lnspecified (i00.9< 

/tatic tnJtcare\ uiaiintms is niut an ilte Senou^Jv Uentallr !!! Diagnosis L^\l 

'Bipolar Disorders »irn sin'le episode, unspecilied or mild qualifiers are tn Cate;orv III: »itn recurrtnr. severe, psychotic, 
inoamal or ('ull remitsion qualifiers are in Category I. 
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THEliNtVEKSnYOF 

ARIZONA. Human Mibiects Committee / * 1 ̂  •'t • 1622 £. Mabel Sc 

HEALTH SCIENCES ONIW 
~=3^SS5— !20) 6264721 

10 April 1998 

Judith E. Nolen, a.N.,C. 
c/o JoAnn Glittenberg, Ph.D. 
College of Miirsing 
?0 BOX 210203 

RE: TRE BSSZMTXAL STRUCTUHB OF TUJi LXVEQ BXPBRZBNCB 07 SMOKERS 
HOSPITALIZED OK A TOBACCO TREE PSYCHIATRIC UNIT 

Dear Ms. Nolen: 

We have received documents concerning your above referenced 
project. Regulations published by the U.S. Department of Health and 
Human Services [45 C^R Part 46.101 (b) (2)] exempt this cype of 
research from review by our Oommittee. 

Please be advised that clearance froa aeadeniic and/or other 
official authorities for site(s) where proposed research is to be 
conducted nnist be obtained prior to performance of this study. 
Evidence of this must be siihmi tted to the Huaan Subjects Cannnxttee. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely, 

William F Denny, M.D. 
Chairmsin 
Human Subjects Committee 

WFD:js 
cc: Department/College Review Committee 
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CARJ^NDELET 
HEALTH NETWORK 

St. Mary s 
Hospital 

:t>oi Wal 
it- Mary s M. 

Tucson .\Z 
i57i5-:6S2 

(520) SZZ-Siji 

May 7. 1998 

I 

Judith Nolen, RN. C 
C/0 Jo Ann Glittenberg. PhD 
University of Arizona 
Coiiege of Nursing 
PO Box 210203 
Tucson. AZ 85724 

Dear Ms. Nolen; 

r.lso par. Of' 
Qsioadeiei: 

Aiinntcac 
HuUh. Inc. 

HoirCrsss 
rlospuai 

Half FU.ITT:V 
Catttr 

SLhsewif 
Hotpual 

Sirategic 
MaScil 
Senias 

Your request for access to Behavioral Health at Carondelet Health Network to 
conduct your research "Essential Stnjcture of the Lived Experience of Smokers 
Hospitalized on a Tobacco Free Psychiatric Unit* has been approved. 

Your contact person at Carondelet Health Network will be Chris Anderson. You 
can reach Chris at 721-6567. Please keep her informed of your progress with 
your research. 

We wish you the best of luck with your research. Please do not hesitate to call 
me if I can offer any assistance. Please let me know when you nave completed 
your data collection and analysis. 1 will help you to schedule a time to share your 
findings with colleagues at Carondelet 

Sincei 

Gem" S. Lamb. PhD 
Senior Corporate Director 

gsl/wb 

CafmMa fftaiik 

yaw of St. Antpn 
njCswdiia 
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APPENDIX D 

SUBJECT'S CONSENT FORM 
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SUBJECT'S CONSENT FORM 

THE ESSENTIAL STRUCTURE OF THE LIVED EXPERIENCE OF SMOKERS 

HOSPITALIZED ON A TOBACCO FREE PSYCHIATRIC UNIT 

I -\M BEING ASKED TO READ THE FOLLOWING MATERLAL TO 
ENSURE THAT I AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY 
AND OF HOW I WILL PARTICIPATE IN IT. IF I CONSENT TO DO SO. SIGNING 
THIS FORM WILL INDICATE THAT I H-AVE BEEN SO INFORMED AND THAT I 
GIVE MY CONSENT. FEDERAL REGLXATIONS REQUIRE WRITTEN 
INFORMED CONSENT PRIOR TO PARTICIPATION IN THIS RESEARCH STUDY 
SO THAT I CAN KNOW THE NATURE .AND THE RISKS OF MY PARTICIPATION 
AND C.AN DECIDE TO PARTICIPATE OR NOT PARTICIPATE IN A FREE AND 
INFORMED MANNER. 

PURPOSE 
I am invited to participate voluntarily in the above-titled research project. The 

purpose of this project is to provide a description of the experience of what it is like for a 
smoker to experience hospitalization on a tobacco free psychiatric unit. 

SELECTION CRITERIA 
I am being invited to participate in this smdy because I have been hospitalized on 

the Carondelet St. Mary's Hospital Inpatient Psychiatric Unit. I am case managed in the 
Seriously Mentally 111 Carondelet Behavioral Health Outpatient network. I am at least 18 
years of age. I speak English, and I am able and willing to participate. 

PROCEDURE 
If I agree to participate. I will be asked to consent to be interviewed for about an 

hour by Judith Nolen. R.N..C. and I will be asked to tell what it was like as a smoker to 
be hospitalized on a tobacco free psychiatric unit in as full detail as possible. All 
meetings will take place at a time and place convenient to everyone. The interviews will 
be audiotaped and later transcribed. During the interviews. I may choose not to answer 
some or all of the questions asked of me. 

RISKS 
There are no known risks to me. However. I may feel slightly uncomfortable 

answering some of the questions. I understand the interview process will be as 
supportive as possible. 
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BENEFITS 
I understand that no direct benefit to me is expected. However, information I 

provide will be analyzed and added to existing information about smoking cessation 
interventions. 

CONFTOENTIALITY 
Information I provide will be kept confidential. No identifying names or 

comments will be on the audiotapes or the transcribed material. Only Judith Nolen. 
R.N.C. and the transcriber Lynda Ramirez will have access to the tapes. The 
transcriptions will be discussed with JoAnn Glittenberg, R.N., Ph.D. and Joan Haase. 
R.N.. Ph.D. and other professionals, but a number will be assigned to the transcriptions so 
that my name will never be revealed. The audiotapes will be kept in a locked file by the 
researcher. I acknowledge that the data may be used for another research project at some 
later date but fiill confidentiality would be maintained; no identifying names or comments 
would accompany the data. 

PARTICIPATION COSTS 
There will be no costs to me to be in the study except for my time (approximately 

one hour to one hour and one-half). I will receive fifteen dollars for my participation. 
I can obtain fiirther information from Judith Nolen. R.N.. C. at 620-4910. If I have 
questions concerning my rights as a research subject. I may call the Human Subjects 
Comminee at 626-6721. 

AUTHORIZATION 
BEFORE GIVING MY CONSENT BY SIGNING THIS FORM. I 

ACKNOWLEDGE THAT THE METHODS. INCONVENIENCES. RISKS. .AND 
BENEFITS HAVE BEEN EXPLAINED TO ME AND MY QUESTIONS HAVE BEEN 
ANSWERED. I UNDERSTAND THAT I MAY ASK QUESTIONS AT ANY TIME 
AND THAT I AM FREE TO WITHDRAW FROM THE PROJECT AT ANY TIME 
WITHOUT CAUSING BAD FEELINGS OR AFFECTING MY MEDICAL CARE. MY 
PARTICIPATION IN THIS PROJECT ^LAY BE ENDED BY THE INVESTIGATOR 
FOR REASONS THAT WOULD BE EXPLAINED. NEW INFORMATION 
DEVELOPED DURING THE COURSE OF THIS PROJECT WHICH MAY .\FFECT 
MY WILLINGNESS TO CONTINUE IN THIS RESEARCH PROJECT WILL BE 
GIVEN TO ME AS IT BECOMES AVAIL.ABLE. I UNDERSTAND THAT THIS 
CONSENT FORM WILL BE FILED IN -AN," AREA DESIGNATED BY THE HUMAN 
SUBJECTS COMMITTEE WITH ACCESS RESTRICTED TO THE PRINCIPAL 
INVESTIGATOR. JUDITH NOLEN. R.N..C.. OR .AUTHORIZED REPRESENTATIVE 
OF THE COLLEGE OF NURSING. I UNDERSTAND THAT I DO NOT GIVE L^P 
.ANY OF MY LEGAL RIGHTS BY SIGNING THIS FORM. A COPY OF THIS 
SIGNED CONSENT FORM WILL BE GPv'EN TO ME. 



Subject's Signature Date Witness Date 
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INVESTIGATOR'S AFFIDAVIT 

I have carefully explained to the subject the nature of the above project. I hereby 
certify that to the best of my knowledge the person who is signing this consent form 
understands clearly the nature, demands, benefits, and risks involved in his/her 
participation and his/her signature is legally valid. A medical problem or language or 
educational barrier has not precluded this understanding. 

Judith E. Nolen. EI.N..C.. B.S.N. Date 
Principal Investigator 
University of Arizona College of Nursing 
(520)620̂ 910 
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APPENDIX E 

DATA GENERATING QUESTION 



INTERVIEW QUESTION 

Tell me as fully as you can. what it was like for you. a smoker, to be hospitalized on a 
tobacco free psychiatric unit 

Start at the beginning and tell me everything you can remember, including thoughts, 
feelings, and actions, as you remember experiencing them. Continue to describe the 
experience until you feel it is fully described. 
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APPENDIX F 

DEMOGRAPHIC DATA FORM 
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DEMOGRAPHIC DATA 
Name: 
Date of Birth: 
Gender: 
Address: 
Telephone Number: 
Psychiatric Diagnosis: 
Medications: 
Hospitalization Date(s): 
Medical Problems: 
Smoking History: 

Amoimt smoked per day at time of hospitalization: 
Current smoking status: 
Number of years smoked: 
Pattern of daily smoking: 
Concurrent habits associated with smoking: 

Level of Education: 
Income Level: 
Culture: 
Religion: 
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APPENDIX G 

THEME CATEGORIES. THEME CLUSTERS, AND THEMES 
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THE\E CATEGORIES. THEME CLUSTERS. AND THEMES 

The Psychological Experience of Smoking Abstinence 

Admission Stressors 

Lengthy emereency room wait before admission 1.9.1.10 

Unaw^areness of tobacco free setting 1.283. 1.291.1.292.3.6.3.110.3.111 

Where or where have my cigarettes gone? 1.23.1.285. 1.286. 1.287. 
\2SS. 1.289. 3.133.3.143. 3.144.3.232 

I have doubts about this no smoking thing! 1.1. 1.62. 2.11. 3.10. 3.11 

Decisions Do Make a Difference 

I knew it was a no smoking unit before admission 1.281. 1.282.2.47.2.90 

Decided to accept smoking abstinence rather than fight it 1.136. 1.137. 
2.5. 2.6. 2.49. 3.7 

Mental Preparation and reasons were pan of the decision 2.48.2.91. 2.93. 
2.94. jSLO. 3.37. 3.140. 3.146. 3.150 ' 

There are consequences to not making decisions 1.161. 1.162 

Psychological Changes 

I just couldn't concentrate 1.40. 1.41. 1.120. 1.122. 1.197. 1.198. 1.199. 
L200. 1.201.1218.3.83. 3.85. 3.198 

My memor>' wasn't so good 1.115. 1.116. 1.158.2.42. 2.51. 3.56 

My mood changed a lot! 1.166. 1.172. 1.173. 1.174. 1.175. 1.176. 1.178. 
1.182. 1.183. I.'l84. 1.185. 1.186. 1^142. 1.270. 1J290. 3.113. 3JZ05 
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THEME CATEGORIES. THEME CLUSTERS AND THEMES - Continued 

I was anxious! 1.27. 1.140. 1.143. 3.5. 3.107,3.128,3.129. 3.136, 3.137. 
3.177.3.178.3.189.3.191.3.196 

There was an increase in irritability and anger 1.90. 1.202.1.203. 1.216. 
1.255. 2.15. 2.16, 2.17. 2.38. 2.39, 2.58. 2.59, 3.105, 3.106. 3.120. 
3.121. 3.132. 3.133. 3.194. 3.207, 3.217. 3.279. 3.332 

I thought about smoking while hospitalized 1.81. 1.82. 1.138. 1.139. 
1.145. 1.146. 1.147.1.177. 3.12. 3.13. 3.14. 3.15. 3.16. 3.104. 3.108. 
3.134. 3.135.3.200.3.215.3.216 

The cravings were worse when... 1.180. 1.181.2.12.2.50.3.141.3.142. 
3.208 

Psychological Improvement 

My frustration level dropped while I was there 1.133. 1.134. 1.135 

Absence of Psychological Changes 

My thoughts didn't change 1.217. 2.71. 2.72.2.73. 3.22.3.23. 3.24. 3.25. 
3.26. 3.27.3.28. 3.29 

My memory was good 1.18. 1.113. 1.114 

I don't know if I had a change in my alermess or concentration 2.104. 
2.105. 2.218 

Maybe my mood wasn't really that different 2.67. 3.114. 3.115. 3.116. 
3.190.3.197 

Agitation wasn't a problem 1.91. 1.234. 1.235. 1.239.2.40. 2.41.3.117. 
3.179.3.180 

The craving never happened 2.10.2.46. 2.52.2.53. 2.54. 3.30. 3.263 
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THEME CATEGORIES. THEME CLUSTERS. AND THEMES - Continued 

The Physiological Experience of Smoking Abstinence 

The Physiological Effects of Smoking Abstinence 

Stimulant effect from smoking is missed 3.50. 3.51. 3.52. 3.76. 3.77 

Decreased energy level when not smoking 1.268. 1.269. 1.271. 1.272 

Increased fatigue with smoking abstinence 3.55. 3.75 

I couldn't sleep when I couldn't smoke 1.78. 1.79. 1.83. 1.84. 1.89. 1.117 

Increased restlessness with smoking abstinence 1.39. 1.80. 1.119. 1.121. 
1.123.3.189.3.218 

Water, coffee, anything, give me some to drink 1.42. 1.43. 1.44. 1.45. 
1.46. 1.47. 1.48. 1.49. 1.50. 1.51. 1.53. 1.88. 3.70. 3.71. 3.73 

No smoking, more food 1.208. 1.209. 1.210. 1.211. 1.212.2.76. 2.78. 
2.1.153. 2.154.2.155. 3.47. 3.48. 3.66. 3.68.3.69 

Weight gain is a problem when not smoking 3.45. 3.46. 3.57. 3.100.3.101. 
3.102.37292 

Physical Improvement With Smoking Abstinence 

When Tm not smoking, I experience very few cardiac or respiratory 
symptoms 1.311. 1.312. 1.313. 1.314.3.163.3.165.3.171.3.172 

Sleep patterns improved 1.76. 2.97. 2.98.2.99. 2.103.2.143. 3.76. 3.78. 
3.231 

Return of the senses 1.17. 1.24. 1.25. 1.179. 1.180.3.64.3.65.3.253. 
3.255. 3.256. 3.257. 3.258. 3.259. 3.260.3.261. 3.262.3.289. 3.290 
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THEME CATEGORIES. THEME CLUSTERS. AND THEMES - Continued 

Some Physical Symptoms Didn't Change 

Sleep was bad before I came L304. 2.96.2.100.2.101 
I didn't notice the odor 1.148. 2.55. 3.265. 3.266. 3.267 

My appetite doesn't change whether I smoke or not 1.52.2.74.2.75. 2.77. 
2.79. 2.152,2.156.3.67 

I didn't experience health problems 2.146. 2.147.2.150. 2.151. 3.199. 

The Socio-Cultural Experience of Smoking and Its Abstinence 

What About Addiction? 

I'm really addicted 1.274. 2.33.2.86. 3.38. 3.40. 3.43. 3.48. 3.182. 3.202. 
3.203. 3.204. 3.269. 3.294. 3.295 

How much do I smoke? 1.2. 1.294.2.139.3.147.3.148.3.300.3.301 

I've smoked a long time, baby! 1.275. 1.293. 1.320.2.137.3.302.3.303. 
3.304 

Vly family members smoked 1.323. 1.324. 3.338. 3.339 

Smoking status after discharge 1.28. 1.29. 1.30. 1.295. 2.14. 2.20. 2.138. 
3.156. 3T157. 3.301 

The Patterns of Smoking .A.ddiction 

I smoke tirst thing in the morning 1.296. 1.300. 2.142. 3.305. 3.222. 3.223. 
3.307 

Smoking and eating - they go together 1.213. 1.297. 1.301. 1.302. 1.306, 
2.211. 3T44. 3.45. 3J07. 3.308, 3.309 

Cigarettes go well with coffee and soda 1.296. 1.298. 1.303, 1.305. 1.306. 
2.144. 2.145.3.224. 3.225. 3.226. 3.306 



120 

THEME CATEGORIES. THEME CLUSTERS, AND THEMES - Continued 

Smoking gives me a reason to take a break 1.299. 1.306. 1.307. 2.80. 2.81. 
2.82.2.83.2.85.2.141. 3.221. 3.228. 3.297. 3.310 

I Smoke at night 1.85. 1.86. 1.305. 3.221, 3.227. 3.229. 3.230 

Smoking calms my anxiety 1.3. I.IIO. 1.111. 1.112. 1.141. 1.142. 1.144. 
3.137. 3.138.3.181. 3.191*. 3.195 

Smoking defuses my irritability 1.204. 1.205. 1.206. 1.207 

Sometimes my smoking panem changes 2.140. 3.210. 3.311 

Smokers do include healthy practices in their routine life 2.148. 2.149. 
3.31,3.334 

Patterns Associated With "'Smoking"' Hospitals 

Hospital smoking areas came in a variety of settings 1.263. 1.265. 1.266. 
1.267, 3.1. 3.2. 3.3. 3.271. 3.272. 3.273. 3.275 

Smoked while participating in activities in past hospitalizations 1.159. 
1.262. 1.264. 1.267. 3.90. 3.268 

Smoking is a common bond for sharing with others while hospitalized 
1.221. 3T53. 3.54. 3.58. 3.90. 3.91. 3.270. 3.281. 3.282. 3.283 

There were more fights over cigarettes on smoking units 1.233. 1.235. 
1.236.1.237.1.238^1.239 

Smoking Abstinence Experiences 

I've had to stay in a smoke free facility before 1.151, 1.152. 1.153. 1.154. 
1.157,2.4.3.4.3.18 

My past non-smoking experiences were difScult 1.92, 1.240. 1.241. 1.246. 
1.254. 2.69. 2.127. 2.128. 3.17, 3.141 
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THEME CATEGORIES. THEME CLUSTERS. AND THEMES - Continued 

The psychiatric experience on a tobacco free unit is worse when 
undergoing alcohol withdrawal 3.195. 3.202. 3.205. 3.206. 3.207. 3.208. 
3.209 

Should I sneak one? 1.19. 1.20. 1.21. 1.22, 3.232, 3.233. 3.234 

Social isolation was increased during smoking abstinence 1.149. 1.150. 
1.219. 1.220. 1.223. 1.224. 1.225, 1.226.3.103.3.118 

Conversations may be different when you're not 
smoking 1.63. 1.64. 1.65. 1.66. 1.67. 1.68. 1.69. 1.220. 1.222. 1.243. 
1.244. r.245. 1.251, 1.252. 1.253. 

Conversing may be OK for others 3.89. 3.92. 3.93. 3.94. 3.112. 3.284 

If I can t smoke, give me more activities 1.38. 1.60. 1.61. 1.118. 1.196. 
1.214. 1.257. 1.258. 1.259. 1.260. 1.261.3.79.3.80.3.81.3.82. 
3.213.3.296 

Hand actions are vital 1.15. 1.16. 1.45. 1.46. 1.54. 1.55. 1.56.1.57. 1.58. 
1.59. 1.215.3.74.3.187.3.188 

My actions didn't change 2.87. 2.88.2.89. 3.212. 3.219 

Contact with the outside can be helpful or harmnil 1.169. 1.179. 1.181. 
1.194. 1.195 

Fewer side effects from smoking abstinence because... 3.21.3.22, 3.34. 
3.146. 

Varied effect of non-smoking on hospital length of stay 1.248. 1.249. 
1.250.2.117 



THEME CATEGORIES. THEME CLUSTERS. AND THEMES - Continued 

Spiritual Aspects of Smoking 

Cultural and Religious Associations With Tobacco 

I feel guilty about my smoking 1.329. 1.331.1.332. 3.158. 3.335 

Associates tobacco with prayer 2.84. 2.158. 2.159. 2.160 

Absence of cultural or religious associations with smoking 1.322. 3.323 

How Do I Deal With Smoking Abstinence? 

Willingness to Try Coping Interventions 

Give me something to help with not smoking 1.4. 1.6. 1.189. 3.41. 3.42 
3.87. 3.88. 3.201.3.149. 3.183. 3.184. 3.185. 3.186 

I'm not one to ask for help 1.127.1.128. 1.129. 1.130. 1.131 

I had my plan to cut the craving but didn't follow through 3.213. 3.214. 
3.215.3'.216. 3.220 

I didn't get many suggestions of how to cope with not smoking 1.126. 
1.256. L333. 1.334 " 

My Experience With Relaxation Techniques 

Imagery worked for me 1.14. 1.74.3.97. 3.98. 3.99 

Progressive relaxation is my thing 1.71, 1.75 

Deep breathing helped 1.72. 1.73. 1.74,3.96 

I leamed massage techniques to rela.x 3.246. 3.247. 3.248. 3.249 

I used the relaxation techniques in private 1.70, 3.99. 3.249 

Relaxation techniques were not that helpful 1.77. 1.87. 2.56 
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THEME CATEGORIES. THEME CLUSTERS. AND THEMES - Continued 

Group Therapy tor Coping 

I attended group therapy 1.124.2.57. 3.244 

Group therapy content was inconsistent with smoking abstinence coping 
interventions 1.125. 3.245.3.246. 3.250 

Nicotine Replacement 

They offered me a nicotine patch 1.32. 1.277. 2.7. 3.9. 3.19 

Timeliness of offering admission nicotine patch was inconsistent 1.5.1.7. 
1.8. 1.11. 1.12. 1.33. 1.34. 1.35. 1.36. 1.37.2.29.3.191,3.192.3.193 

Frequency of receiving fresh patches varied 1.155. 1.156. 3.31 

I could tell when a fresh patch was due 3.128.3.129. 3.130 

The calmness with the patch surprised me 1.99. 1.100. 1.101, 1.102. 1.103. 
3.33.3.122 

Those patches had a psychological effect 1.187. 1.192. 1.279 

The patch makes it easier to abstain from smoking 1.96, 1.188. 1.191, 
1.193. 1.278. 1.280. 2.8. 2.18.2.118.2.119.2.121.3.32.3.34.3.123. 
3.131.3.139.3.200.3.278 

With the patch, the nicotine level is smooth 2.122. 2.125.2.126. 3.132 

There wasn't much craving when I wore a patch 3.125. 3.126. 3.127. 
3.141 

The patch didn't eliminate... 1.13. 2.32. 3.11.3.84 

Nicotine gum is less desirable than nicotine patches 2.120. 2.121,2.123, 
2.124,3.1*26 
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THEME CATEGORIES. THEME CLUSTERS. AND THEMES - Continued 

Medication Experience 

I needed less antianxiety medication 1.104. 1.105. 1.106. 1.107. 1.108. 
1.109.2.43.2.44. 2.45 ' 

Routine psychotropic medication experience during smoking abstinence 
varied 1.317.3.86 

What About Smoking Cessation ? 

Prior Smoking Cessation Experiences 

I've tried to stop smoking before 1.93,2.3, 2.23, 2.30,2.34, 3.302 

My smoking cessation experience was difficult 1.94. 1.95. 2.19. 2.31. 
2.32,2.35,2.36.3.124 

I started to smoke again after I quit 2.37.3.303 

Family members successfiilly quit smoking or never started 1.324. 1.325. 
1.326.' 1.327. 1.328. 3.336. 3.337 

Desire For Successful Smoking Cessation 

1 want to quit smoking 1.339. 1.340.2.106. 2.107. 2.108. 3.152. 3.159. 
3.176.3.286.3.287 

Use of nicotine patches can lead to a successfiil smoking cessation 3.35. 
3.155. 

Reasons For Quitting 

I want to stop smoking because of my medical problems 1.308. 1.309. 
1.310. 1.315. 1.341. 3.161. 3.162. 3.164, 3.166. 3.167. 3.168. 3.169. 3.170. 
3.174. 3. 176, 3.205, 3.228, 3.329, 3.330 

I'm fearful about my physical health 1.231. 3.173. 3.175, 3.331. 3.333 
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THEME CATEGORIES. THEME CLUSTERS. AND THEMES - Continued 

Physical problems will improve if I quite smoking 2.109.2.110, 2.113. 
2.114 

My life will improve if I quit smoking 2.111,2.112, 3.39,3.288 

My family wants me to quit smoking 3.61. 3.62, 3.63. 3.241. 3.242. 3.243, 
3.337. 3.339. 3.340 

I should quit because 1 can't afford to smoke 1.232. 3.160. 3.236, 3.237 

I want to quit smoking so I don't smell like tobacco smoke 3.238. 3.239. 
3.243. 3.251. 3.252. 3254. 3.264. 3.291 

Readiness to Quit 

Smoking continues until the stage of readiness for smoking cessation is 
reached 2.20. 2.21.2.22. 2.24.2.25. 2.115. 2.116 

I was ready to quit smoking before I was hospitalized 2.2,3.37, 3.150, 
3.152 

Barriers Related to Smoking Cessation 

Smoking education doesn't help me 1.334. 1.335. 1.336 

Smoking cessation programs should be more affordable 1.98, 1.337. 
1.342. 1.344. 3.151. 3.r54 

Smoking cessation programs should be readily available 1.338. 1.343. 
1.345. 3^153 

Persisting Perceptions of a Tobacco Free Psychiatric Hospitalization 

Statements Against Smoking Abstinence 

No smoking makes for a negative experience 1.227. 1.228, 1.247. 1.284. 
2.64, 2.70,2.129. 2.135. 3.8^. 3.17. 3.109. 3.209 
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THEME CATEGORIES. THEME CLUSTERS. AND THEMES - Continued 

Smoking abstinence increases the variables in the hospitalization course 
1.167. 1.168.3.206 

Smoking bans are punishment 2.27. 2.28, 2.61.2.63.2.65. 2.68, 3.145 

Smoking bans are a political issue 2.95.2.130,2.131. 2.132.2.133. 2.134 

I don't want to be where you can't smoke 1.160. 1.163. 1.164. 1.165. 
1.276,1.284.2.92 

Statements Supporting Smoking Abstinence 

Smoking abstinence turned out to be a good thing 1.26. 1.229. 1.230, 3.60. 
3.152. 3235.3.240. 3.276. 3.277. 3.280. 3.285. 3.298. 3.299 

I experienced a good sense of well being 1.170, 1.171. 2.9. 2.102. 3.60. 
3.278. 
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