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Introduction: People with serious mental illness experience substantially reduced life expectancy,
likely due in part to their higher smoking rates relative to the general population. However, the
extent to which smoking affects their life expectancy, independent of mental illness, is unknown.
This study quantifies the potential contribution of smoking to reduced life expectancy among
individuals with serious psychological distress (SPD), a measure that screens for serious mental
illness in national surveys.

Methods: A cohort of 328,110 U.S. adults was examined using the 1997–2009 National Health
Interview Surveys linked to the 2011 National Death Index. Cox models were used to estimate
mortality hazard ratios for current smoking, former smoking, and SPD and construct life tables by
smoking and SPD status. The smoking-attributable fraction of deaths by SPD status was calculated.
Analyses were conducted in 2015.

Results:Among those with SPD, being a current smoker doubles the risk of death. Current smokers
with SPD lose 14.9 years of life relative to never smokers without SPD. Among never smokers,
having SPD reduces life expectancy by 5.3 years. Thus, smoking may account for up to two thirds of
the difference in life expectancy between smokers with SPD and never smokers without SPD. One
third of deaths among those with SPD can be attributed to smoking.

Conclusions: The life expectancy difference between current smokers with SPD and never smokers
without SPD is primarily due to smoking. Aiding individuals with serious mental illness to avoid
smoking will translate into sizeable gains in life expectancy.
(Am J Prev Med 2016;51(6):958–966) & 2016 American Journal of Preventive Medicine. Published by Elsevier
Inc. All rights reserved.
Introduction
The annual risk of death for individuals with
psychiatric disorders is more than twice that of
the general population.1 Those with mental illness

lose 10 years of potential life on average1 and their quality
of life is reduced by the contribution of these disorders to
overall disability.2 Many with serious mental illness die
from unnatural causes such as suicide or accidents. High
levels of psychological distress are associated with suicide
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ideation and completion,3,4 and more than 40,000 U.S.
deaths are due to suicide each year.5 However, a large
proportion of deaths among those with psychiatric
disorders is ultimately due to chronic diseases such as
heart disease, cancer, and stroke.6

This poor physical health is attributed to a combina-
tion of factors.7–9 Those with serious mental illness are
disproportionately living in poverty or lack housing, and
are subject to health risks associated with social depri-
vation. Patients with psychiatric disorders are less likely
to receive adequate physical health care than the mentally
healthy. Some antipsychotic medications come with
hazardous side effects. Finally, those with serious mental
illness are more likely to engage in harmful health
behaviors such as poor diet, alcohol or substance abuse,
and smoking.6,10–14

Both substantial burdens to health, serious mental
illness and smoking are highly associated with each
rnal of Preventive Medicine. Published by Elsevier Inc. All rights
reserved.

http://crossmark.crossref.org/dialog/?doi=10.1016/j.amepre.2016.06.007&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1016/j.amepre.2016.06.007&domain=pdf
mailto:rmeza@umich.edu
http://dx.doi.org/10.1016/j.amepre.2016.06.007
http://dx.doi.org/10.1016/j.amepre.2016.06.007
http://dx.doi.org/10.1016/j.amepre.2016.06.007


Tam et al / Am J Prev Med 2016;51(6):958–966 959
other.2,15,16 Serious mental illness can be broadly defined as
having at least one DSM-IV diagnosis and functional
impairment in the past 12 months.17 National surveys screen
for serious mental illness using the Kessler six-item scale for
non-specific serious psychological distress (SPD). High
scores significantly predict DSM-IV diagnoses, such as
bipolar disorder and major depressive disorder, with asso-
ciated impairment.17–19 Like diagnosable psychiatric disor-
ders, SPD is highly associated with increased mortality and
comorbidity with smoking.20–22 Approximately 42% of
adults with SPD are current smokers.21 This is lower but
on the same order of magnitude as smoking prevalence
among those with bipolar disorder (46%) and schizophrenia
(59%).23 Overall adult smoking prevalence in the U.S. is less
than 20%.24

Although tobacco use contributes to early death among
those with psychiatric disorders, the extent to which smoking
affects excess mortality, independent of mental illness, is
unknown. Several mortality studies comparing populations
with and without psychiatric disorders adjust for confound-
ing due to smoking but are restricted to veterans,25,26

California-based or non-U.S. patient populations,6,27 and
middle-aged or elderly individuals.28–31 These studies show
that psychiatric disorders increase mortality risk even after
accounting for smoking, but have not quantified the specific
contribution of smoking to mortality relative to mental
illness.
This study uses nationally representative data to estimate:
1.
De
the relative rates of death for smoking and SPD
adjusting for covariates; and
2.
 the impact of smoking on all-cause mortality and life
expectancy among people with and without SPD in
the U.S.

Methods
Data Source and Measures

The National Health Interview Survey (NHIS) surveys the civilian,
non-institutionalized U.S. population. Since 1997, NHIS has
identified adults with SPD by asking respondents about the
frequency over the past month with which they have felt:
1.
 nervous;

2.
 hopeless;

3.
 restless or fidgety;

4.
 so sad or depressed that nothing could cheer them up;

5.
 that everything is an effort; and

6.
 worthless (Kessler six-item scale).
Each item is scored 0–4 based on the response none of the time,
a little of the time, some of the time, most of the time, or all of the
time. Individuals with scores Z13 are considered to have SPD.
cember 2016
At this cut point, the measure has high specificity for identifying
individuals with serious mental illness.17

Current smoking is defined as having smoked at least 100
cigarettes in one’s lifetime, and currently smoking every day or
some days.32,33 Former smokers have smoked at least 100
cigarettes but do not currently smoke.
Mortality follow-up data are available for a subsample of NHIS

participants linked to death certificate information through the
National Death Index from the date of survey through 2011.
Because NHIS only collects mortality data upon follow-up, all
behavioral and demographic data are based on time of survey.
Approximately 95% of participants in the sample were eligible for
mortality linkage. Details on the mortality linkage data are
available online.34 NHIS data for 1997–2009 were pooled to
generate a final sample of 328,110 individuals. Recommended
procedures to adjust the sampling weights for the mortality follow-
up and pooled sample were followed.34 NHIS response rates
ranged from 62.7% to 80.4% over the study period.

Statistical Analysis

Cox regression models were used to estimate mortality hazard
ratios stratified by 10-year age groups. Individuals agedo25 years
were excluded. Survival models related time to death in years, and
adjusted for smoking status, gender, race/ethnicity, education, age
at baseline (continuous variable), marital status, and alcohol
consumption. Mortality hazard ratios were also estimated specif-
ically for the SPD population, stratified by gender, and adjusting
for the aforementioned variables and year of birth.
The proportional hazards assumption was assessed for each

covariate through interaction terms with log of time in years. As
baseline mortality rates for life table construction are not available
by race/ethnicity or alcohol consumption, the NHIS cohort was
not stratified beyond age group and gender. Given the known
correlation between mental illness and tobacco use, interactions
between smoking status and SPD were tested.
Mortality hazard ratios for current and former smoking were

used to determine the smoking-attributable fraction (SAF) of
preventable deaths among those with SPD, following the Centers
for Disease Control and Prevention approach35:

SAF¼
pcsðRRcs–1Þþpf sðRRf s–1Þ

pcsðRRcs–1Þþpf sðRRf s–1Þþ1
;

where pcs is the prevalence of current smoking in the population of
interest, pfs is the prevalence of former smoking, RRcs is the relative
risk of death for current smokers with SPD, and RRfs is the relative
risk of death for former smokers with SPD compared with never
smokers with SPD.
To estimate the impact of smoking and mental illness comorbidity

on life expectancy, life tables were developed by gender according to
smoking and SPD status. Complete life tables were constructed
according to the Human Mortality Database protocol.36 The Cancer
Intervention and Surveillance Modeling Network never smoker
mortality rates were used as baseline rates,37 and assumed to
approximate the rates in never smokers without SPD. These data have
been used in the development of multiple validatedmodels of smoking,
mortality, and lung cancer.38–40 Baseline death rates were adjusted by
applying the estimated age group–specific mortality hazard ratios for
SPD, current smoking, and former smoking. For ages 0–25 years,
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baseline death rates assume no change tomortality risk due to smoking
or SPD status. Results based on the 2009 never-smoker death rates are
shown here; results using the 1997–2008 Cancer Intervention and
Surveillance Modeling Network death rates are available on request.
All analyses were conducted in 2015.

Results
Table 1 presents study population characteristics accord-
ing to SPD status. People with SPD comprised 3.1% of
the population. From 1997 to 2011, 38,266 participants
(9.5%) died at follow-up, including 15.4% of individuals
with SPD and 9.2% of individuals without SPD. Average
follow-up time was 8.2 years. Mean age at baseline was
49.5 years and 49.8 years for the SPD and non-SPD
samples, respectively. Participants with SPD were sig-
nificantly more likely to be smokers, less likely to have
quit, less likely to be male, more likely to be black or
Hispanic, less educated, less likely to be married, and
more likely to be divorced or separated compared with
those without SPD.
Table 2 presents all-cause mortality hazard ratios for

current smoking, former smoking, and SPD by gender
and age group adjusted for age, education, race/ethnicity,
marital status, and alcohol consumption. Current smok-
ing, former smoking, and SPD significantly increased risk
of death for men and women across most age groups.
Mortality risk for current smoking increased by age
group and was highest for men aged 55–64 years and
women aged 35–44 and 55–64 years. Relative risk for
death among former smokers was also greatest among
middle-aged groups, and declined for older age groups.
When models distinguished between former smokers
who quit r2 years ago from those who quit Z2 years
ago, relative risks for stable quitters were similar to
estimates using a single former smoker category. Results
for other risk factors are presented in Appendix Tables 1
and 2 (available online).
Interaction terms between former smoking and SPD

were left out of the final models because of non-
significance in earlier runs. The interaction term between
current smoking and SPD was significant only for men
aged Z85 years. The large male aged Z85 years
interaction term and its low precision translated into
inflated mortality estimates. To achieve more conserva-
tive and precise hazard ratios, this term was omitted from
the final model used for life table construction.
The proportional hazards assumption was satisfied for

most covariates included in the age-stratified models at
the po0.05 level. Models stratified by the remaining
covariates did not noticeably affect estimates for current
smoking, former smoking, or SPD.
Table 3 shows estimated mortality ratios among

individuals with and without SPD by gender. Current
smoking substantially increased risk of death for both
men and women—approximately doubling the hazard
relative to those with SPD who never smoked. Former
smoking also increased the relative hazard rates, but was
not statistically significant for men with SPD. Results for
all covariates are available in Appendix Table 3 (available
online).
Mortality hazard ratios were applied to estimate the

SAF of deaths among people with SPD. This calculation
was based on 46.2% smoking prevalence for SPD men
(95% CI¼44.3%, 48.1%) and 40.8% for women (95%
CI¼39.5%, 42.2%), and 25.9% former smoking preva-
lence among men (95% CI¼24.2%, 27.6%) and 18.5%
among women (95% CI¼17.3%, 19.7%). Using CI limits
for both hazard ratios and prevalence estimates, the SAF
ranged from 16% to 53% among men and 18% to 41%
among women. Based on point estimates, approximately
36% and 30% of all deaths among men and women with
SPD were attributed to smoking.
For those without SPD, 23.6% of men (95% CI¼23.3%,

24.0%) and 18.6% of women (95% CI¼18.3%, 18.9%)
were current smokers. Prevalence of former smoking was
28.9% among men (95% CI¼28.6%, 29.3%) and 20.5%
among women (95% CI¼20.3%, 20.8%). The SAF of
deaths among those without SPD was 28% (25%–31%)
for men and 27% (25%–30%) for women.
The proportion of deaths in the sample due to heart

diseases, cancers, and chronic lower respiratory diseases
—all major conditions linked to smoking—was
54% (95% CI¼53%, 55%) for men without SPD; 52%
(95% CI¼48%, 56%) for men with SPD; 48%
(95% CI¼47%, 49%) for women without SPD, and
42% (95% CI¼39%, 45%) for women with SPD.
Figure 1 presents years of potential life lost at age 40

years compared with never smokers without SPD. Con-
fidence bands represent reduced life expectancy using the
95% CIs for each hazard ratio applied to baseline never
smoker death rates. Results at other ages are available in
Appendix Table 4 (available online).
Current smokers with SPD lost 14.9 years of life

expectancy (average across men and women; 95%
CI¼10.5, 18.9) compared with never smokers without
SPD. Never smokers with SPD lost approximately 5.3
years (95% CI¼2.6, 7.9). Thus, smoking may account for
nearly two thirds of the overall difference in life expect-
ancy between smokers with SPD and never smokers
without SPD.
Among individuals with SPD, current smoking

reduced life expectancy by approximately 9.6 years
(95% CI¼8.0, 11.0) compared with never smoking.
Those with SPD who had quit smoking had 5.8 more
years of life (95% CI¼5.5, 5.9) compared with current
smokers. However, confidence bands overlapped for
www.ajpmonline.org



Figure 1. Life expectancy reduction at age 40 years by smoking and SPD status compared to never smoker without SPD, U.S.
Adults, 2009.
Notes: Estimates represent the difference in life expectancy between each group and never smokers without SPD. Life expectancy in never smokers
without SPD is 41.6 years for men and 43.7 for women at age 40. Confidence bars represent estimates using the lowest and highest hazard ratio
estimates (95% CI) applied to the reference group’s mortality rates.
SPD, serious psychological distress; Both, average across males and females.
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former and current smokers with SPD. For the popula-
tion without SPD, the life expectancy difference between
smokers and never smokers was 8.8 years (95% CI¼7.0,
10.4), and former smokers lived 5.4 years (95% CI¼4.8,
5.6) longer than current smokers.
Discussion
This study adds to the literature by quantifying the
potential contribution of smoking to reduced life expect-
ancy among people with serious mental illness. The
findings that mental illness and smoking both independ-
ently reduce life expectancy corroborate previous
research.1,41 Smoking may account for up to two thirds
of the difference in life expectancy between current
smokers with SPD and never smokers without SPD,
independently contributing to as much as 9.6 years of
potential life lost, compared with 5.3 years of life lost
associated with SPD per se. The magnitudes of differ-
ences by smoking status are similar to those for the
population without SPD. That approximately 33% of
deaths among individuals with SPD is attributed to
smoking is driven by the higher overall smoking rates
in the SPD population. This is slightly larger than the
SAF of deaths among people without SPD. The estimate
is similar to those reported for United Kingdom patients
with psychiatric disorders.42 Approximately 47% of
December 2016
deaths in the SPD population were due to three leading
tobacco-related conditions, consistent with earlier work
that found half of total deaths among those with
schizophrenia, bipolar disorder, and depression were
due to smoking-related diseases.27 A relatively smaller
share of deaths in the SPD population are caused by these
diseases, compared with those without SPD. This lower
proportion may be a function of competing causes of
death among the SPD population (e.g., suicides) and the
shorter life expectancies of those with SPD, who die at
earlier ages when chronic diseases are less prevalent. In
general, results demonstrate that populations with and
without serious mental illness experience substantial
tobacco-related mortality burdens.

Limitations
This study design and data source prohibit causal claims
about the underlying mechanisms that lead to premature
death for smokers with serious mental illness; confound-
ing variables beyond those included here may contribute
to their dramatically reduced life expectancy. Yet, there is
overwhelming evidence on the causal relationship
between smoking and mortality.43 Recent analyses sug-
gest that U.S. smokers lose 10–20 years of life expectancy
compared with never smokers.40,41

Screening for SPD does not capture all cases of adults
with serious mental illness. The NHIS does not survey



Table 1. Sample Characteristics by SPD Status, U.S. Adults, 1997–2009

Characteristic No SPD SPD p-value

No. of observations 311,551 11,563

Average years of follow-up (SD) 8.19 (3.84) 7.85 (3.94)

Deaths, n (%) 35,117 (9.2) 2,013 (15.4) o0.001

Male, n (%) 136,741 (48.1) 3,760 (37.0) o0.001

Smoking status, n (%)

Never smoker 169,934 (54.4) 4,369 (35.9) o0.001

Current smoker 66,036 (21.0) 4,798 (42.8) o0.001

Former smoker 74,040 (24.6) 2,335 (21.2) o0.001

Education, n (%)

High school or less 147,443 (45.1) 7,673 (65.8) o0.001

Some college 83,841 (27.5) 2,781 (24.8) o0.001

College graduate 78,471 (27.5) 1,031 (9.4) o0.001

Race/ethnicity, n (%)

Hispanic 49,433 (11.2) 2,359 (13.4) o0.001

White (Non-Hispanic) 204,579 (73.0) 6,870 (68.9) o0.001

Black (Non-Hispanic) 43,038 (10.8) 1,813 (12.6) o0.001

Other (Non-Hispanic) 14,158 (5.0) 514 (5.1) 0.786

Age group, years, n (%)

25–34 66,614 (21.4) 2,001 (17.4) o0.001

35–44 70,584 (23.5) 2,738 (24.4) 0.074

45–54 61,282 (21.5) 2,992 (26.7) o0.001

55–64 45,524 (15.0) 1,926 (16.7) o0.001

65–74 35,341 (10.2) 969 (7.5) o0.001

75–84 24,650 (6.6) 708 (5.3) o0.001

Z85 7,556 (1.9) 229 (1.9) 0.966

Birth cohort, n (%)

1912–1929 37,844 (9.6) 1,107 (8.1) o0.001

1930–1939 34,433 (10.0) 1,040 (7.9) o0.001

1940–1949 48,180 (15.6) 2,070 (17.5) o0.001

1950–1959 64,679 (22.2) 3,022 (26.8) o0.001

1960–1969 70,521 (23.3) 2,637 (23.4) 0.765

1970–1984 55,894 (19.3) 1,687 (16.2) o0.001

Marital status, n (%)

Never married 47,559 (11.6) 2,012 (14.4) o0.001

Currently married 161,494 (64.2) 3,868 (45.8) o0.001

Cohabiting 13,276 (5.2) 622 (7.2) o0.001

(continued on next page)
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Table 1. Sample Characteristics by SPD Status, U.S. Adults, 1997–2009 (continued)

Characteristic No SPD SPD p-value

Divorced or separated 54,032 (11.7) 3,572 (23.1) o0.001

Widowed 34,435 (7.2) 1,454 (9.4) o0.001

Current drinking status, n (%)

Nondrinker 50,433 (20.4) 2,957 (35.2) o0.001

Non-heavy drinker 128,795 (55.4) 3,462 (40.3) o0.001

Heavy drinker, o3 times per week 51,781 (22.9) 1,701 (20.8) o0.001

Heavy drinker, Z3 times per week 2,814 (1.2) 294 (3.6) o0.001

Note: Boldface indicates statistical significance (po0.001). Percentages represent weighted proportions, excludes individuals less than 25 years
of age.
SPD, serious psychological distress.
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homeless or institutionalized groups known to have
higher prevalence of smoking and psychiatric disor-
ders.44–48 Thus, the analyses might misestimate the true
impact of smoking and mental illness on mortality due to
the exclusion of these groups, particularly those in
psychiatric institutions. SPD has high specificity for
screening diagnosable psychiatric disorders,17 but given
its lower sensitivity, individuals with serious mental
illness may exist in the sample without SPD, potentially
underestimating the effects of mental illness. Still, the
measure is relevant to clinical practice as it identifies
those with the greatest need for treatment. Only 32% of
individuals with SPD report seeing a mental health
professional in the past year.21 This underscores the
need to remove barriers to mental health care and the
obligation of clinicians to address smoking for those
patients who do interface with treatment settings.
Findings about the contribution of smoking to the

excess mortality of people with SPD may also under-
estimate differences in life expectancy, given this study’s
use of baseline death rates for never smokers that include
those with SPD who have never smoked. Although
models did not adjust for the fact that individuals with
SPD smoke more cigarettes per day than do smokers
without SPD,23,49 the estimated relative risks implicitly
reflect these differences.
This study is also limited by the lack of data on mental

health and smoking status for individuals over time.
Baseline health and behavioral data may not reflect their
status upon follow-up. If SPD is a transient state, this
would overestimate its mortality risk, although many
with serious psychiatric disorders experience chronic
symptoms across the life course. With regard to smoking,
98% of smokers initiate cigarette use by age 25 years,43

and because some smokers subsequently quit, decreasing
their risk, actual differences in life expectancy are greater
December 2016
than shown here. Other longitudinal data sources may
have more comprehensive information but are generally
not representative of the U.S. population.
Life expectancy and smoking-attributable mortality

may vary considerably by type of psychiatric disorder
and level of disease severity. Future research should
examine the impact of smoking on mortality for specific
psychiatric disorders. Though much of mortality may
be due to smoking, mental illness may account for
considerable decreases in quality of life, which were not
examined here.
This study is strengthened by its use of nationally

representative data and the most historically compre-
hensive mental health measure available in the U.S., with
screening for SPD since 1997. Although SPD is not a
diagnostic measure, unpublished analyses using the
National Health and Nutrition Examination Survey and
the Patient Health Questionnaire, a validated screening
tool for clinical depression, found smoking relative risk
estimates consistent with those reported here.
A global meta-analysis estimated roughly a decade of

potential life lost for individuals with psychiatric disor-
ders.1 The present study suggests that much of this life
expectancy reduction may in fact be due to smoking. United
Kingdom data have been used to calculate potential life years
gained at the population level if people with psychiatric
disorders quit smoking,15 and smoking-attributable years of
potential life lost for this entire population.42 However, unlike
the present study, these studies did not estimate the
contribution of smoking to mortality at the individual level
or its impact relative to mental illness.

Conclusions
The need to effectively address smoking among mentally
ill populations is critical.50–52 Global disparities in



Table 2. All-Cause Mortality Hazard Ratios by Age Group, U.S. Males and Females

Age group (years)

Variable 25–34 35–44 45–54 55–64 65–74 75–84 85þ

Males

No. of observations 24,841 27,763 24,484 17,648 12,183 7,161 1,708

Current smoker 1.8***
(1.4, 2.4)

1.6***
(1.4, 1.9)

2.3***
(1.9, 2.6)

2.8***
(2.4, 3.2)

2.7***
(2.4, 3.1)

2.1***
(1.8, 2.4)

1.3
(0.9, 1.9)

Former smoker 1.5**
(1.0, 2.1)

1.1
(0.9, 1.4)

1.2**
(1.0, 1.4)

1.4***
(1.3, 1.7)

1.5***
(1.3, 1.7)

1.3***
(1.2, 1.4)

1.2***
(1.1, 1.4)

SPD 1.7*
(1.0, 3.0)

2.1***
(1.6, 2.8)

1.8***
(1.4, 2.2)

1.5***
(1.2, 1.8)

2.1***
(1.7, 2.6)

1.5***
(1.2, 1.9)

1.8**
(1.1, 2.9)

Females

No. of observations 27,408 29,574 25,698 17,906 12,709 8,705 2,485

Current smoker 1.4**
(1.0, 2.0)

3.2***
(2.6, 4.0)

2.5***
(2.1, 2.9)

2.8***
(2.5, 3.3)

2.8***
(2.5, 3.1)

2.3***
(2.0, 2.6)

1.3**
(1.0, 1.7)

Former smoker 0.9
(0.6, 1.5)

1.3*
(1.0, 1.8)

1.4***
(1.2, 1.7)

1.7***
(1.5, 2.0)

1.7***
(1.5, 1.8)

1.6***
(1.5, 1.7)

1.2**
(1.0, 1.3)

SPD 3.6***
(2.3, 5.6)

1.9***
(1.4, 2.6)

2.1***
(1.7, 2.7)

1.7***
(1.3, 2.1)

1.7***
(1.3, 2.1)

1.6***
(1.3, 2.0)

1.3
(0.9, 1.9)

Note: Boldface indicates statistical significance (*po0.1; **po0.05; ***po0.01). Values are 95% CIs presented below hazard ratios; ages 85þ are
top-coded. Hazard ratios are adjusted for age, education, race/ethnicity, marital status, and alcohol consumption. Full tables are available as
supplementary material (Appendix Tables 1 and 2, available online).
SPD, serious psychological distress
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smoking, mortality, and life expectancy outcomes by
mental health status have persisted for decades. Although
smoking rates have declined substantially for the general
U.S. population, comparable declines have not been
observed among those with mental illness.53 People with
mental illness continue to smoke at higher rates, with
greater intensity, and with less success in quitting.23 The
fact that smoking and serious mental illness comorbidity
reduce life expectancy by nearly 15 years is highly
concerning, especially because the former can be avoided
Table 3. All-cause Mortality Hazard Ratios, U.S. Adults With and

SPD population

Variable Males Fem

No. of observations 3,045 5,

Smoking status

Current smoker 2.1 (1.5, 2.9) 1.9 (1

Former smoker 1.2 (0.9, 1.7) 1.4 (1

Note: Boldface indicates statistical significance (po0.001). Values are 95%
omitted from the table. Hazard ratios are adjusted for age, education, race/et
are available as supplementary material (Appendix Table 3, available online
completely and the effects of the latter can be mitigated
through prevention and treatment. National organiza-
tions’ recommendations of providing smoking cessation
treatment in mental health settings still have not been
fully implemented.51,54–56 Life expectancy is already
reduced for individuals with psychiatric disorders, but
helping people with mental illness quit smoking and
preventing them from starting will substantially increase
their life expectancy. Combined, these efforts could
translate into major gains in population health.
Without Serious Psychological Distress (SPD)

No SPD population

ales Males Females

269 112,743 119,216

.5, 2.4) 2.3 (2.2, 2.4) 2.5 (2.4, 2.7)

.1, 1.7) 1.3 (1.2, 1.4) 1.5 (1.4, 1.6)

CIs presented below hazard ratios. Never smoker reference groups were
hnicity, marital status, alcohol consumption, and year of birth. Full tables
).

www.ajpmonline.org



Tam et al / Am J Prev Med 2016;51(6):958–966 965
No financial disclosures were reported by the authors of
this paper.

References
1. Walker ER, McGee RE, Druss BG. Mortality in mental disorders and

global disease burden implications: a systematic review and meta-
analysis. JAMA Psychiatry. 2015;72(4):334–341. http://dx.doi.org/
10.1001/jamapsychiatry.2014.2502.

2. Whiteford HA, Degenhardt L, Rehm J, et al. Global burden of disease
attributable to mental and substance use disorders: findings from the
Global Burden of Disease Study 2010. Lancet. 2013;382(9904):1575–
1586. http://dx.doi.org/10.1016/S0140-6736(13)61611-6.

3. Chamberlain P, Goldney R, Delfabbro P, Gill T, Dal Grande L. Suicidal
ideation. The clinical utility of the K10. Crisis. 2009;30(1):39–42. http:
//dx.doi.org/10.1027/0227-5910.30.1.39.

4. Bell S, Russ TC, Kivimaki M, Stamatakis E, Batty GD. Dose-response
association between psychological distress and risk of completed
suicide in the general population. JAMA Psychiatry. 2015;72(12):
1254–1256. http://dx.doi.org/10.1001/jamapsychiatry.2015.2107.

5. Centers for Disease Control and Prevention. Suicide and self-
inflicted injury. www.cdc.gov/nchs/fastats/suicide.htm. Published
2015. Accessed September 7, 2015.

6. Osborn DP, Levy G, Nazareth I, Petersen I, Islam A, King MB. Relative
risk of cardiovascular and cancer mortality in people with serious
mental illness from the United Kingdom’s General Practice Research
Database. Arch Gen Psychiatry. 2007;64(2):242–249. http://dx.doi.org/
10.1001/archpsyc.64.2.242.

7. Osborn DPJ. The poor physical health of people with mental illness.
West J Med. 2001;175(5):329–332. http://dx.doi.org/10.1136/ewjm.
175.5.329.

8. Thornicroft G. Physical health disparities and mental illness: the
scandal of premature mortality. Br J Psychiatry. 2011;199(6):441–442.
http://dx.doi.org/10.1192/bjp.bp.111.092718.

9. Collins E, Tranter S, Irvine F. The physical health of the seriously mentally
ill: an overview of the literature. J Psychiatr Ment Health Nurs. 2012;19
(7):638–646. http://dx.doi.org/10.1111/j.1365-2850.2011.01831.x.

10. Marder SR, Essock SM, Miller AL, et al. Physical health monitoring of
patients with schizophrenia. Am J Psychiatry. 2004;161(8):1334–1349.
http://dx.doi.org/10.1176/appi.ajp.161.8.1334.

11. Lasser K, Boyd J, Woolhandler S, Himmelstein D, McCormick D, Bor
D. Smoking and mental illness: a population-based prevalence study.
JAMA. 2000;284(20):2606–2610. http://dx.doi.org/10.1001/jama.284.
20.2606.

12. Pratt L, Brody D. Depression and Smoking in the U.S. Household
Population Ages 20 and Over, 2005-2008. Hyattsville, MD: National
Center for Health Statistics, April 2010.

13. Lawrence D, Mitrou F, Zubrick SR. Smoking and mental illness: results
from population surveys in Australia and the United States. BMC
Public Health. 2009;9:285. http://dx.doi.org/10.1186/1471-2458-9-285.

14. Lawrence D, Mitrou F, Zubrick SR. Non-specific psychological distress,
smoking status and smoking cessation: United States National Health
Interview Survey 2005. BMC Public Health. 2011;11:256. http://dx.doi.
org/10.1186/1471-2458-11-256.

15. Royal College of Physicians, Royal College of Psychiatrists. Smoking
and mental health. Royal College of Psychiatrists Council Report
CR178. London: RCP, 2013.

16. Smoke alarm: mental illness and tobacco. Lancet. 2013;381(9872):1071.
http://dx.doi.org/10.1016/S0140-6736(13)60677-7.

17. Kessler RC, Barker PR, Colpe LJ, et al. Screening for serious mental
illness in the general population. Arch Gen Psychiatry. 2003;60(2):184–
189. http://dx.doi.org/10.1001/archpsyc.60.2.184.

18. Kessler RC, Andrews G, Colpe LJ, et al. Short screening scales
to monitor population prevalences and trends in non-specific
December 2016
psychological distress. Psychol Med. 2002;32(6):959–976. http://dx.
doi.org/10.1017/S0033291702006074.

19. Furukawa TA, Kessler RC, Slade T, Andrews G. The performance of the
K6 and K10 screening scales for psychological distress in the Australian
National Survey of Mental Health and Well-Being. Psychol Med. 2003;33
(2):357–362. http://dx.doi.org/10.1017/S0033291702006700.

20. Pratt LA. Characteristics of adults with serious mental illness in the
United States household population in 2007. Psychiatric Serv. 2012;
63(10):1042–1046. http://dx.doi.org/10.1176/appi.ps.201100442.

21. Pratt LA, Dey AN, Cohen AJ. Characteristics of adults with serious
psychological distress as measured by the K6 scale: United States, 2001-
04. Adv Data. 2007;382:1–18.

22. Pratt LA. Serious psychological distress, as measured by the K6,
and mortality. Ann Epidemiol. 2009;19(3):202–209. http://dx.doi.org/
10.1016/j.annepidem.2008.12.005.

23. McClave AK, McKnight-Eily LR, Davis SP, Dube SR. Smoking character-
istics of adults with selected lifetime mental illnesses: results from the 2007
National Health Interview Survey. Am J Public Health. 2010;100(12):
2464–2472. http://dx.doi.org/10.2105/AJPH.2009.188136.

24. Centers for Disease Control and Prevention. Current cigarette smoking
among adults in the United States. www.cdc.gov/tobacco/data_statis
tics/fact_sheets/adult_data/cig_smoking/. Published 2016. Accessed
April 20, 2016.

25. Boscarino JA. A prospective study of PTSD and early-age heart disease
mortality among Vietnam veterans: implications for surveillance and
prevention. Psychosom Med. 2008;70(6):668–676. http://dx.doi.org/
10.1097/PSY.0b013e31817bccaf.

26. Chwastiak LA, Rosenheck RA, Desai R, Kazis LE. Association of
psychiatric illness and all-cause mortality in the National Department
of Veterans Affairs Health Care System. Psychosom Med. 2010;72
(8):817–822. http://dx.doi.org/10.1097/PSY.0b013e3181eb33e9.

27. Callaghan RC, Veldhuizen S, Jeysingh T, et al. Patterns of tobacco-
related mortality among individuals diagnosed with schizophrenia,
bipolar disorder, or depression. J Psychiatr Res. 2014;48(1):102–110.
http://dx.doi.org/10.1016/j.jpsychires.2013.09.014.

28. Saint Onge JM, Krueger PM, Rogers RG. The relationship between
major depression and nonsuicide mortality for U.S. adults: the
importance of health behaviors. J Gerontol B Psychol Sci Soc Sci.
2014;69(4):622–632. http://dx.doi.org/10.1093/geronb/gbu009.

29. Jeong HG, Lee JJ, Lee SB, et al. Role of severity and gender in the association
between late-life depression and all-cause mortality. Int Psychogeriatr.
2013;25(4):677–684. http://dx.doi.org/10.1017/S1041610212002190.

30. Pulska T, Pahkala K, Laippala P, Kivela SL. Six-year survival of
depressed elderly Finns: a community study. Int J Geriatr Psychiatry.
1997;12(9):942–950. http://dx.doi.org/10.1002/(SICI)1099-1166
(199709)12:9o942::AID-GPS66843.0.CO;2-Z.

31. Van Hout HPJ, Beekman AT, De Beurs E, et al. Anxiety and the risk of
death in older men and women. Br J Psychiatry. 2004;185:399–404.
http://dx.doi.org/10.1192/bjp.185.5.399.

32. Centers for Disease Control and Prevention. Cigarette smoking among
adults—United States, 1992, and changes in the definition of current
cigarette smoking. MMWR Morb Mortal Wkly Rep. 1994;43(19):342.

33. Ryan H, Trosclair A, Gfroerer J. Adult current smoking: differences in
definitions and prevalence estimates—NHIS andNSDUH, 2008. J Environ
Public Health. 2012;2012:918368. http://dx.doi.org/10.1155/2012/918368.

34. National Center for Health Statistics, Office of Analysis and Epidemi-
ology. Public-use linked mortality file. www.cdc.gov/nchs/data_access/
data_linkage/mortality.htm. Published 2015.

35. Adhikari B, Kahende J, Malarcher A, Pechacek T, Tong V. Smoking-
attributable mortality, years of potential life lost, and productivity
losses—United States, 2000-2004. MMWR Morb Mortal Wkly Rep.
2008;57:1226–1228.

36. Wilmoth J, Andreev K, Jdanov D, Glei D. Methods protocol for the
human mortality database. www.mortality.org/Public/Docs/Method
sProtocol.pdf. Published 2007. Accessed September 8, 2015.

http://dx.doi.org/10.1001/jamapsychiatry.2014.2502
http://dx.doi.org/10.1001/jamapsychiatry.2014.2502
http://dx.doi.org/10.1001/jamapsychiatry.2014.2502
http://dx.doi.org/10.1001/jamapsychiatry.2014.2502
http://dx.doi.org/10.1016/S0140-6736(13)61611-6
http://dx.doi.org/10.1016/S0140-6736(13)61611-6
http://dx.doi.org/10.1016/S0140-6736(13)61611-6
http://dx.doi.org/10.1027/0227-5910.30.1.39
http://dx.doi.org/10.1027/0227-5910.30.1.39
http://dx.doi.org/10.1027/0227-5910.30.1.39
http://dx.doi.org/10.1027/0227-5910.30.1.39
http://dx.doi.org/10.1001/jamapsychiatry.2015.2107
http://dx.doi.org/10.1001/jamapsychiatry.2015.2107
http://dx.doi.org/10.1001/jamapsychiatry.2015.2107
http://www.cdc.gov/nchs/fastats/suicide.htm
http://dx.doi.org/10.1001/archpsyc.64.2.242
http://dx.doi.org/10.1001/archpsyc.64.2.242
http://dx.doi.org/10.1001/archpsyc.64.2.242
http://dx.doi.org/10.1001/archpsyc.64.2.242
http://dx.doi.org/10.1136/ewjm.175.5.329
http://dx.doi.org/10.1136/ewjm.175.5.329
http://dx.doi.org/10.1136/ewjm.175.5.329
http://dx.doi.org/10.1136/ewjm.175.5.329
http://dx.doi.org/10.1192/bjp.bp.111.092718
http://dx.doi.org/10.1192/bjp.bp.111.092718
http://dx.doi.org/10.1192/bjp.bp.111.092718
http://dx.doi.org/10.1111/j.1365-2850.2011.01831.x
http://dx.doi.org/10.1111/j.1365-2850.2011.01831.x
http://dx.doi.org/10.1111/j.1365-2850.2011.01831.x
http://dx.doi.org/10.1176/appi.ajp.161.8.1334
http://dx.doi.org/10.1176/appi.ajp.161.8.1334
http://dx.doi.org/10.1176/appi.ajp.161.8.1334
http://dx.doi.org/10.1001/jama.284.20.2606
http://dx.doi.org/10.1001/jama.284.20.2606
http://dx.doi.org/10.1001/jama.284.20.2606
http://dx.doi.org/10.1001/jama.284.20.2606
http://dx.doi.org/10.1186/1471-2458-9-285
http://dx.doi.org/10.1186/1471-2458-9-285
http://dx.doi.org/10.1186/1471-2458-9-285
http://dx.doi.org/10.1186/1471-2458-11-256
http://dx.doi.org/10.1186/1471-2458-11-256
http://dx.doi.org/10.1186/1471-2458-11-256
http://dx.doi.org/10.1186/1471-2458-11-256
http://dx.doi.org/10.1016/S0140-6736(13)60677-7
http://dx.doi.org/10.1016/S0140-6736(13)60677-7
http://dx.doi.org/10.1016/S0140-6736(13)60677-7
http://dx.doi.org/10.1001/archpsyc.60.2.184
http://dx.doi.org/10.1001/archpsyc.60.2.184
http://dx.doi.org/10.1001/archpsyc.60.2.184
http://dx.doi.org/10.1017/S0033291702006074
http://dx.doi.org/10.1017/S0033291702006074
http://dx.doi.org/10.1017/S0033291702006074
http://dx.doi.org/10.1017/S0033291702006074
http://dx.doi.org/10.1017/S0033291702006700
http://dx.doi.org/10.1017/S0033291702006700
http://dx.doi.org/10.1017/S0033291702006700
http://dx.doi.org/10.1176/appi.ps.201100442
http://dx.doi.org/10.1176/appi.ps.201100442
http://dx.doi.org/10.1176/appi.ps.201100442
http://dx.doi.org/10.1016/j.annepidem.2008.12.005
http://dx.doi.org/10.1016/j.annepidem.2008.12.005
http://dx.doi.org/10.1016/j.annepidem.2008.12.005
http://dx.doi.org/10.1016/j.annepidem.2008.12.005
http://dx.doi.org/10.2105/AJPH.2009.188136
http://dx.doi.org/10.2105/AJPH.2009.188136
http://dx.doi.org/10.2105/AJPH.2009.188136
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/adult_data/cig_smoking/
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/adult_data/cig_smoking/
http://dx.doi.org/10.1097/PSY.0b013e31817bccaf
http://dx.doi.org/10.1097/PSY.0b013e31817bccaf
http://dx.doi.org/10.1097/PSY.0b013e31817bccaf
http://dx.doi.org/10.1097/PSY.0b013e31817bccaf
http://dx.doi.org/10.1097/PSY.0b013e3181eb33e9
http://dx.doi.org/10.1097/PSY.0b013e3181eb33e9
http://dx.doi.org/10.1097/PSY.0b013e3181eb33e9
http://dx.doi.org/10.1016/j.jpsychires.2013.09.014
http://dx.doi.org/10.1016/j.jpsychires.2013.09.014
http://dx.doi.org/10.1016/j.jpsychires.2013.09.014
http://dx.doi.org/10.1093/geronb/gbu009
http://dx.doi.org/10.1093/geronb/gbu009
http://dx.doi.org/10.1093/geronb/gbu009
http://dx.doi.org/10.1017/S1041610212002190
http://dx.doi.org/10.1017/S1041610212002190
http://dx.doi.org/10.1017/S1041610212002190
http://dx.doi.org/10.1002/(SICI)1099-1166(199709)12:9<942::AID-GPS668>3.0.CO;2-Z
http://dx.doi.org/10.1002/(SICI)1099-1166(199709)12:9<942::AID-GPS668>3.0.CO;2-Z
http://dx.doi.org/10.1002/(SICI)1099-1166(199709)12:9<942::AID-GPS668>3.0.CO;2-Z
http://dx.doi.org/10.1002/(SICI)1099-1166(199709)12:9<942::AID-GPS668>3.0.CO;2-Z
http://dx.doi.org/10.1192/bjp.185.5.399
http://dx.doi.org/10.1192/bjp.185.5.399
http://dx.doi.org/10.1192/bjp.185.5.399
http://dx.doi.org/10.1155/2012/918368
http://dx.doi.org/10.1155/2012/918368
http://dx.doi.org/10.1155/2012/918368
http://www.cdc.gov/nchs/data_access/data_linkage/mortality.htm
http://www.cdc.gov/nchs/data_access/data_linkage/mortality.htm
http://www.mortality.org/Public/Docs/MethodsProtocol.pdf
http://www.mortality.org/Public/Docs/MethodsProtocol.pdf


Tam et al / Am J Prev Med 2016;51(6):958–966966
37. Rosenberg MA, Feuer EJ, Yu B, et al. Chapter 3: Cohort life tables by
smoking status, removing lung cancer as a cause of death. Risk Anal. 2012;32
(suppl 1):S25–S38. http://dx.doi.org/10.1111/j.1539-6924.2011.01662.x.

38. Moolgavkar SH, Holford TR, Levy DT, et al. Impact of reduced tobacco
smoking on lung cancer mortality in the United States during 1975-
2000. J Natl Cancer Inst. 2012;104(7):541–548. http://dx.doi.org/
10.1093/jnci/djs136.

39. Jeon J, Meza R, Krapcho M, Clarke LD, Byrne J, Levy DT. Chapter 5:
Actual and counterfactual smoking prevalence rates in the U.S.
population via microsimulation. Risk Anal. 2012;32:S51–S68. http:
//dx.doi.org/10.1111/j.1539-6924.2011.01775.x.

40. Holford TR, Meza R, Warner KE, et al. Tobacco control and the
reduction in smoking-related premature deaths in the United States,
1964-2012. JAMA. 2014;311(2):164–171. http://dx.doi.org/10.1001/
jama.2013.285112.

41. Jha P, Ramasundarahettige C, Landsman V, et al. 21st-century
hazards of smoking and benefits of cessation in the United States.
N Engl J Med. 2013;368(4):341–350. http://dx.doi.org/10.1056/
NEJMsa1211128.

42. Wu Q, Szatkowski L, Britton J, Parrott S. Economic cost of smok-
ing in people with mental disorders in the UK. Tob Control.
2015;24(5):462–468. http://dx.doi.org/10.1136/tobaccocontrol-2013-
051464.

43. U.S. DHHS. The Health Consequences of Smoking—50 Years of
Progress: A Report of the Surgeon General. Atlanta, GA. U.S. DHHS,
Centers for Disease Control and Prevention, National Center for
Chronic Disease Prevention and Health Promotion, Office on Smoking
and Health, 2014.

44. Substance Abuse and Mental Health Services Administration. Current
statistics on the prevalence and characteristics of people experiencing
homelessness in the United States. Published 2011. 2015 (September 29).

45. Department of Defense. 2011 Health Related Behaviors Survey of
Active Duty Military Personnel. Published 2013.

46. Baggett TP, Lebrun-Harris LA, Rigotti NA. Homelessness, cigarette
smoking and desire to quit: results from a U.S. national study. Addiction.
2013;108(11):2009–2018. http://dx.doi.org/10.1111/add.12292.

47. Bailey ZD, Okechukwu C, Kawachi I, Williams DR. Incarceration and
current tobacco smoking among Black and Caribbean Black Americans in
the National Survey of American Life. Am J Public Health. 2015;105
(11):2275–2282. http://dx.doi.org/10.2105/AJPH.2015.302772.

48. Binswanger IA, Carson EA, Krueger PM, Mueller SR, Steiner JF, Sabol
WJ. Prison tobacco control policies and deaths from smoking in
United States prisons: population based retrospective analysis. BMJ.
2014;349:g4542. http://dx.doi.org/10.1136/bmj.g4542.

49. Hagman BT, Delnevo CD, Hrywna M, Williams JM. Tobacco use
among those with serious psychological distress: results from the
national survey of drug use and health, 2002. Addict Behav. 2008;33
(4):582–592. http://dx.doi.org/10.1016/j.addbeh.2007.11.007.

50. Substance Abuse and Mental Health Services Administration Center
for Behavioral Health Statistics and Quality. The NSDUH Report:
Smoking and Mental Illness. Rockville, MD; February 5, 2013.

51. Legacy Foundation. A Hidden Epidemic: Tobacco Use and Mental
Illness. Washington, DC: Legacy Foundation, June 2011.

52. Suetani S,Whiteford HA,McGrath JJ. An urgent call to address the deadly
consequences of serious mental disorders. JAMA Psychiatry. 2015;72
(12):1166–1167. http://dx.doi.org/10.1001/jamapsychiatry.2015.1981.

53. Cook BL, Wayne GF, Kafali EN, Liu Z, Shu C, Flores M. Trends in
smoking among adults with mental illness and association between
mental health treatment and smoking cessation. JAMA. 2014;311
(2):172–182. http://dx.doi.org/10.1001/jama.2013.284985.

54. American Psychiatric Association. Practice guideline for the treatment
of patients with nicotine dependence.Am J Psychiatry. 1996;153(10 suppl):
1–31. http://dx.doi.org/10.1176/ajp.153.10.1.

55. Hall SM, Prochaska JJ. Treatment of smokers with co-occurring
disorders: emphasis on integration in mental health and addiction
treatment settings. Annu Rev Clin Psychol. 2009;5:409–431. http://dx.
doi.org/10.1146/annurev.clinpsy.032408.153614.

56. Prochaska JJ. Integrating tobacco treatment into mental health settings.
JAMA. 2010;304(22):2534–2535. http://dx.doi.org/10.1001/jama.2010.1759.

Appendix

Supplementary data

Supplementary data associated with this article can be found at
http://dx.doi.org/10.1016/j.amepre.2016.06.007.
www.ajpmonline.org

http://dx.doi.org/10.1111/j.1539-6924.2011.01662.x
http://dx.doi.org/10.1111/j.1539-6924.2011.01662.x
http://dx.doi.org/10.1111/j.1539-6924.2011.01662.x
http://dx.doi.org/10.1093/jnci/djs136
http://dx.doi.org/10.1093/jnci/djs136
http://dx.doi.org/10.1093/jnci/djs136
http://dx.doi.org/10.1093/jnci/djs136
http://dx.doi.org/10.1111/j.1539-6924.2011.01775.x
http://dx.doi.org/10.1111/j.1539-6924.2011.01775.x
http://dx.doi.org/10.1111/j.1539-6924.2011.01775.x
http://dx.doi.org/10.1111/j.1539-6924.2011.01775.x
http://dx.doi.org/10.1001/jama.2013.285112
http://dx.doi.org/10.1001/jama.2013.285112
http://dx.doi.org/10.1001/jama.2013.285112
http://dx.doi.org/10.1001/jama.2013.285112
http://dx.doi.org/10.1056/NEJMsa1211128
http://dx.doi.org/10.1056/NEJMsa1211128
http://dx.doi.org/10.1056/NEJMsa1211128
http://dx.doi.org/10.1056/NEJMsa1211128
http://dx.doi.org/10.1136/tobaccocontrol-2013-051464
http://dx.doi.org/10.1136/tobaccocontrol-2013-051464
http://dx.doi.org/10.1136/tobaccocontrol-2013-051464
http://dx.doi.org/10.1136/tobaccocontrol-2013-051464
http://dx.doi.org/10.1111/add.12292
http://dx.doi.org/10.1111/add.12292
http://dx.doi.org/10.1111/add.12292
http://dx.doi.org/10.2105/AJPH.2015.302772
http://dx.doi.org/10.2105/AJPH.2015.302772
http://dx.doi.org/10.2105/AJPH.2015.302772
http://dx.doi.org/10.1136/bmj.g4542
http://dx.doi.org/10.1136/bmj.g4542
http://dx.doi.org/10.1136/bmj.g4542
http://dx.doi.org/10.1016/j.addbeh.2007.11.007
http://dx.doi.org/10.1016/j.addbeh.2007.11.007
http://dx.doi.org/10.1016/j.addbeh.2007.11.007
http://dx.doi.org/10.1001/jamapsychiatry.2015.1981
http://dx.doi.org/10.1001/jamapsychiatry.2015.1981
http://dx.doi.org/10.1001/jamapsychiatry.2015.1981
http://dx.doi.org/10.1001/jama.2013.284985
http://dx.doi.org/10.1001/jama.2013.284985
http://dx.doi.org/10.1001/jama.2013.284985
http://dx.doi.org/10.1176/ajp.153.10.1
http://dx.doi.org/10.1176/ajp.153.10.1
http://dx.doi.org/10.1176/ajp.153.10.1
http://dx.doi.org/10.1146/annurev.clinpsy.032408.153614
http://dx.doi.org/10.1146/annurev.clinpsy.032408.153614
http://dx.doi.org/10.1146/annurev.clinpsy.032408.153614
http://dx.doi.org/10.1146/annurev.clinpsy.032408.153614
http://dx.doi.org/10.1001/jama.2010.1759
http://dx.doi.org/10.1001/jama.2010.1759
http://dx.doi.org/10.1001/jama.2010.1759

	Smoking and the Reduced Life Expectancy of Individuals With Serious Mental Illness
	Introduction
	Methods
	Data Source and Measures
	Statistical Analysis

	Results
	Discussion
	Limitations

	Conclusions
	References
	Supplementary data




