
n item in the January 21, 2014 edition 
of NAADAC’s Ad dic tion & Re cov-

ery eNews titled “Most U.S. Doc-
tors Fail to Dis cuss Al cohol with 
Patients” linked to a news story 
about a study showing that 

doctors aren’t asking patients about their alcohol 
use like they should be (NAADAC, 2014). Nu mer-
ous valid points were made and no doubt many 
addiction counselors agreed with them, but this old 
adage came to mind as I read it: “People in glass 
houses shouldn’t throw stones.” Before addiction 
treat ment professionals point their fingers at a per-
ceived gap in primary care providers’ services, per-
haps we should look at ourselves and assess the situation with regards to 
the Axis I substance use dis order most often left untreated in our pro-
grams: nicotine dependence.

If we feel physicians should screen patients for alcohol use because 38 
million American adults drink excessively, about 88,000 people in the 
United States die each year because of drinking too much, and yet only 
one in six adults discuss drinking with their doctor (Beasley, 2014)—
surely addiction counselors ought to be screening every client for tobacco 
use and dependence. In the United States, over 440,000 tobacco-caused 
deaths occur annually and a hugely disproportionate percent of those are 
people with substance abuse and mental health disorders (Schroeder & 
Morris, 2010). National data on how many SA/MH treatment providers 
assess tobacco use disorder and address it as an Axis I primary substance 
use disorder, which is the appropriate service for these behavioral health-
care settings, is not even available. There simply is no data collection tool 
that asks about this service.

If we feel primary care practices need to change and make alcohol use 
screening part of routine care in the same way they screen for high blood 
pressure and high cholesterol, surely clinicians and programs that special-
ize in addiction treatment should be addressing tobacco use disorder just 
like alcohol and other drug use disorders. Not as a risk factor for health 
problems, not just in our prevention programs but throughout the treat-
ment continuum. No other substance use disorder is identified (diag-
nosed) and then ignored by our field.

Doctors often say they are too busy to screen patients for alcohol abuse 
and may view treatment options as ineffective. They frequently do not 
feel they have the training needed to effectively discuss alcohol or drug 
abuse and believe most patients are not interested in counseling (Beasley, 
2014). Sadly, addiction counselors often make the same statements about 
tobacco use among their client population, in spite of the fact that treat-
ment of substance use disorders is actually their specialty. Who is better 
trained and qualified to assess dependence to a drug, to effectively work 
with people not ready to totally abstain from use yet, to approach addic-
tion as a chronic disease in which relapse is common and recovery takes 
time, and to provide individualized assistance?

If addiction treatment providers screen, assess motivation, and provide 
an appropriate counseling intervention (e.g., Motivational Interviewing 
or Cognitive-Behavioral Therapy) or at a minimum do an Screening, 
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Brief Intervention, and Referral to Treatment 
(SBIRT) intervention and refer to a local Tobacco 
Treatment Specialist or trained Quitline Coach, 
this could result in a substantial reduction in to-
bacco use and increase in tobacco recovery among 
their client population. Instead, skills addiction 
providers possess are not applied and while clients 
are helped to recover from their other addictions, 
they are left to get sick and die prematurely from 
the drug use that kills more of them than all the 
others combined.

I hope this opinion piece will generate interest 
in discussion about the professional responsibilities 
of addiction counselors to provide comprehensive 

treatment services that address all drug use disorders with clients admit-
ted to their programs for any substance use disorder or co-occurring 
disorder, including tobacco. The concept of parity should apply here, 
too. While it may not be possible to admit people into treatment who 
only have a tobacco use disorder, there is no valid reason for the addiction 
treatment field to be ignoring the DSM diagnostic code 305.1 when fully 
aware of which clients have this substance use disorder.

Is the program staff at your facility screening for nicotine dependence? 
Ask staff or check some charts—what percentage of clients are being 
counseled about tobacco use and nicotine dependence? I hope NAADAC 
will provide continuing leadership in advocating for full integration of 
treatment for tobacco use disorder into SUD/MH services provided by 
its members and the field in general. But change can begin with you.

For an excellent source of training tailored to addiction counselors, 
go to the Tobacco Recovery Resource Exchange at www.tobaccorecovery.
org. You may be surprised to find out how capable you already are and 
realize you only need to begin using your skills.
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“[S]urely clinicians and 

programs that specialize in 

addiction treatment should be 

addressing tobacco use disorder 

just like alcohol and other drug 

use disorders…No other 

substance use disorder is 

identified (diagnosed) and then 

ignored by our field”
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