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Readiness/ Confidence to change rulers

Adow important to you is addressing this issue?
0The Readiness Rulerod

I E E N O O EN N

Not important at all Extremely
important

Adow confident are you about changing?
0The Confidence Rul ero

o N N N C N R N

ANot confident at all Extremely
Confident

ANhy did you score yourself so high/ low?
ANhat would help to move you higher on the scale?

Adow high on the scale would you need to be to change?



The Invisible Elephant in the Room

A As a community, we tend to express little concern about
disparities in smoking prevalence & cessation among
marginalized groups & few of us appreciate the disparities.

A Even fewer make the logical connection between these
disparities & disparities Iin life expectancy.

A Many non-smokers believe smoking is a choice, a social
activity, that involves poor decision-making on the
smokerso part.

A Yet, disparities in smoking are large & numerous &
eliminating them would contribute substantially to public
health.



Chall enges & oUni nt

A Behavioural strategies to encourage more responsibility for
physical health T common attitudes being that people should
simply eat better & exercise more.

A Culturally tailored Quitline support is only good if people
access it. (E.g. 3.6% of Australian smokers or 1 in 25 smokers
called the Quitline in its first year of national promotion).

A E.g. US National cigarette excise tax hike has caused more
smokers to quit than all the cessation clinics combined.

A Higher prices affect the smoking of lower-income smokers
more ie. They inadvertently reduce socio-economic
disparities.



Why Is this issue Important?

A A much neglected & complex addiction

A The most insidious cause of physical health problems in
populations that experience higher rates of disadvantage

A Tobacco is among the most modifiable risk factors for
excess mortality & morbidity due to the development of
chronic diseases in developed countries

A It contributes to vicious cycles of poverty & social
problems in vulnerable groups

A Its impacts are felt from one generation to the next within
families



The Numbers

Aboriginal and Torres |47%
Strait Islander people

Homeless people 70%
General
POpU'it'O” People with mental 20-
=<20% illness 90%
People with drug and |51-
alcohol problems 91%

Young peopl g65%a |

Low income Single 46%
Parents




Smoking in Indigenous
Communities around the World

http://www.ceitc.orqg.au/files/fact sheet international rates web.pdf

Country Indigenous people Prevalence of
smoking
Canada First Nations on-reserve (a) | 58.8%
Indigenous off-reserve (b) 51.4%
Inuit (c) 71%
New Zealand | Maori (e) 45%
United States | American Indian/ Alaska 32.7%
of America Natives (f)
Australia Aboriginal and Torres Strait |47%

Islanders (g)



http://www.ceitc.org.au/files/fact_sheet_international_rates_web.pdf

Wwhy the High Rates of Smoking?

http://www.ceitc.orqg.au/files/fact sheet international rates web.pdf

Factors that impact on high smoking rates
Include the impact of colonization & low socio-
economic status.

..When compared to non-Indigenous people, Indigenous
people are likely to be younger when they start smoking.

..Smoking rates among pregnant women is higher for
Indigenous than non-Indigenous women.

..Environmental tobacco smoking (or second-hand smoke) is
a serious health issue; large numbers of Indigenous people
(compared to non- Indigenous people) smoke indoors in
the home.


http://www.ceitc.org.au/files/fact_sheet_international_rates_web.pdf

Why These Groups?

Pressures Iin the Environment:

A Constant struggle to get by on limited income

A Difficulties living in unsafe, poorly resourced
neighbourhoods

A Strain of caring for children alone
A Limited opportunities for respite & recreation

Smoking perceived to provide:
A An attainable & affordable pleasure
A A diversion from monotony & boredom

A Borrowing & lending means sharing / increasing solidarity
In spite of perceived isolation from & in community

A Immediate comfort & relief



Smoking Intensifies & Reinforces Disadvantage

Andversity

fStress

Asolation

Ansafe neighbourhood

Social Disadvantage & Deprivation

Amoking as O6Nor mal {

7

Makes Circumstances

Worse

A ess money for essentials
AGreater financial stress
Aoorer health & wellbeing

Creates Vulnerability to
Smoking

A\s means of coping with
difficulties

AAs response to stress &
Exclusion

Smoking Prevalence
Ancreased smoking

A ess quitting

Adigher relapse

Cancer Council NSW Tackling Tobacco




What we know:

A

Only 4-7% of unaided quit attempts are successful. Quitlines
increase % of smokers making quit attempts. Counselling support
doubles success rates.

People with depression - quit rates as high as 38% (Lasser et al., 2000)
Schizophrenia - 10-30% (Baker, et al., 2007).

Treatment approaches found effective for general population also
effective for Ml smokers (Fiore, et al., 2008).

Every person with high dependence should be offered
pharmacotherapy to aid quitting. Many will require high doses,

combination treatments, & longer duration of pharmacotherapy (us
Dept of Health clinical practice guidelines)

Previous attempts to quit provide an important reference point
for what might happen in the next quit attempit.



Medication & Support is BEST

Bl Mo action Bl Medication
__| Medication and behavioural support

80 r [
60
40
20
i

35 36 37 38 39 40 41 42 43 44 45 46 47 48 49 50

=
-
-

—

% of smokers who quit

Age (years)

Aveyard & West, BMJ, 335, 2007



Stress, Coping & Smoking: What came first?

A Self-medication
A Learned from others i parents, environment, community
A Peer influence, experimentation, rebellion

A Stress & smoking maintenance (childs &de Wit, 2010; Malpass & Higgs, 2010)
A Stress & Cessation challenges (siapush, Spittal & Singh, 2007)

A Stress & Addiction / Withdrawal

A Social disadvantage & heightened stress
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Active Vs Avoidant Coping Styles

People who smoke as a coping strategy tend to close off
other options for using & learning more positive coping

strategies (Malpass & Higgs, 2009).

A Smokers are more likely than non-smokers to adopt
avoidant or emotionally focused coping strategies when
faced with problems (Bricker, Schiff & Comstock, 2011).

A Many smokers demonstrate a lack of confidence in
capacity to problem solve (active coping strategies).

A Strong & significant influence of exposure to &
reinforcement in social smoking environment on smoking

behaviour (Piasecki, Richardson & Smith, 2007).



Resilience, Smoking Abstinence &
Cessation

A Autonomous motivation to pursue smoking abstinence =
more likely to have intention to persist in engaging this
motivation than pressure from outside (Deci & Ryan, 2008) ...
though this depends (eg. price rises, health concerns,
chil drends concerns)

A Capacity to be self-determining (internal/external locus of
control)

A People learn strategies for coping with future adverse

circumstances from their previous experiences of adversity
(Psychosocial model of Resilience i Muller et al, 2009)

A If people are frequently exposed to situations where they
feel self-determining, they will face other situations with the

same feelings of self-determination (Levesque, Copeland & Sutcliffe,
2008)



Social Support, Stress & Smoking

A Social Support - An external factor that strongly
Influences internal properties for dealing with stress

A Internalization of coping through early experiences of
support

A Social support is influential in fostering motivation &
competence in order to quit smoking (Brothers & Borelli, 2011).



Perceived & Actual Social Support

Flinders Study of young people at risk

Non-smokers tended to:

I Have life-long & multiple options for social support
I Perceived that they could get them when & if they needed them
I Have learned how to reach out for support (Deci & Ryan, 2008)

Smokers:
When they failed to gain a sense of support, they were more

likely to value it less & to block awareness of those supports
(Moller, Deci & Elliot, 2010)

Lawn & Public Health Colleagues (2009)
Resilience & Smoking Project Report



Copyright 2003 by Randy Glasbergen.
www.glasbergen.com
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“I started smoking to help me stop overeating.
Then I started drinking to help me stop smoking.
Then I started overeating to help me stop drinking.”

— - S




Resilience: Non-s mo ki ng O1 n
Disadvantage & Vulnerability

A Policies & programs aimed at improving resilience at
Individual & community level improve health & wellbeing

A Psychosocial attributes & social & emotional
environments

A Quitting involves additive (taking on) & subtractive
(leaving behind) resilience strategies

A Smoking is a social problem & needs social solutions

A Stress & smoking are deeply linked in these populations
A Quitting can symbolize taking control (Palm Island)

A Quitting can involve changing identity & sense of self

A Campaigns may need tailoring



Smoking Matters

http://www.ceitc.org.au/files/smoking%2Bmatters.pdf

ceitc

centre for excellence in

Indigenous tobacco control

Did you know?

A
A
A

Nearly half of all Aboriginal and Torres Strait Islander adults are
current smokers.

Generally we start smoking younger, smoke more heavily and quit
at a later age than most other Australians.

Smoking is not part of our traditional culture, but with one in two
adults smoking it has become part of our everyday lives. Our _
children copy us and become addi

A Smoking is responsible for more deaths and ill health in our

community than all other drugs and alcohol combined.

A One in five people will die from a smoking-related illness and many

others will have hard lives suffering from smoking-related sickness.

A Our community is made weaker because we lose our family

members, Elders and leaders at a younger age because of
smoking.

Even smoking a few cigarettes a day can be harmful T there is no
safe level of smoking.


http://www.ceitc.org.au/files/smoking%2Bmatters.pdf
http://www.ceitc.org.au/

Clearing the Air

on Passive Smoking A
http://www.ceitc.org.au/files/clearing%20the%20air.pdf

celtc

cellenc
I d ge o s tobacco cont ol

This can lead to a baby who:

Ais born underweight

A arrives too early
A is slower to grow
A has problems fighting off

A is at risk of SIDS also ca
suddenly stops breathing), or

A is stillborn.


http://www.ceitc.org.au/files/clearing the air.pdf
http://www.ceitc.org.au/

NRT & Co-morbid Health Conditions

NRT and Cardio-Vascular Disease

Much lower peak arterial concentrations than smoking and so has less
iIntense cardiovascular effects. Clinical trials suggest that nicotine does not
Increase cardiovascular risk (Benowitz & Gourlay, 1997).

Safety of NRT use in patients with cardiovascular disease is widely
documented.

Pregnancy

The National Smoking and Pregnancy Project provides guidance for working
with pregnant women who smoke tobacco products. Call 8922 6905 for
Information and resources for the national Smoking and Pregnancy project.

Myocardial Infarction

NRT may not be the preferable option for people with recent MlI, unstable

angina, severe arrhythmias or refractory angina. However, if it does assist
the person to quit then this is less harmful than continued smoking (NSW

Health, 2002).

NRT and Diabetes

Patients should be advised to monitor their blood sugar levels more closely
than usual as catecholamines released by nicotine can affect carbohydrate
metabolism and vasoconstriction may delay/reduce insulin absorption.

Clinical Guidelines For The Management Of Nicotine Dependent Inpatients



No Durri for this Murri

The Sunshine Coast Division of General Practice
(SCDGP) and North Coast Aboriginal Corporation
for Community Health (NCACCH)

Indigenous Smoking Cessation Pilot Program
A aimed at families and individuals aged 10 and over
A available to NCACCH Cardholders

A families and/or individuals must be an Indigenous
NCACCH client and be motivated to quit smoking

Once registered, individuals can receive:

A counselling for quit planning

A maintain regular contact with their 'Quit Coach' and GP
A a variety of quitting programs and options

A access to smoking cessation products at no cost to the
individual.



Why is it hard to talk about 1t?

NFinding the time and res
community about health promotion, as well as
developing and running programs, is hard for many
health workers. So too can be talking to colleagues,
patients and clients about smoking prevention,
especially because:

A people who are smokers may not be ready to quit;

A the whole thing may be too personal to discuss; and

A workers who are smokers themselves may feel that they are
unable to help others quit.o

Talking Up Good Air Health Worker Resource Kit.
Section 2: The Importance of Community Development
http://www.ceitc.org.au/files/on_2 the importance of community development.pdf



http://www.ceitc.org.au/files/on_2_the_importance_of_community_development.pdf

Example: People with Mental lliness

A People with MI die up to 25 years earlier (Manderscheid et al,
2007).

A They have 2-3 times the morbidity & mortality from all

major health conditions (CVD, COAD, cancers, etc)
(Coghlan, et al., 2001).

A Smokers with Schizophrenia have 10-fold increased death
rates from respiratory disease (Joukamaa, et al., 2001).

A Almost half of all cigarettes smoked in Australia, USA and

UK are smoked by people with mental iliness (Access
Economics, 2007; Lasser et al, 2000; McManus et al, 2010).






A Problem of Need
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A Problem with Values

(Grace i CNC/psychiatric nurse/ex-smoker)

A In the locked ward | don't think there's much in the way of
one-to-one therapeutic activity that happens. It's a kind of,
"Let's walit for the medication to work". There's just nothing
to do. The only normal thing to do at the time is to smoke.

(Jane T community social worker/smoker)

A My ability to empathise and almost openly model smoking
behaviour at different points in my career when | didn't have
di fferent toolse. And part of
clients is trying to find an entry point where you can develop
rapport with them. And what was more easy than sitting
around with them and having a smoke.



Is this a good enough response?

(John T consultant
psychiatrist/ex -smoker)

A In my heart of hearts, with
patients with schizophrenia,
| feel that they haven't got
much left for them, so good
luck to them. If they want to
smoke, let them.
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Paradoxes Exist in MH Settings

A Clinicians use a harmful substance in the management of
MH patients

A Otherwise good clinicians fail to diagnose & treat

A Aggression towards family, staff & other patients is tolerated
A Passive smoking is tolerated / OH&S is ignored

A Medical co-morbidity is not addressed

A Families & workers are co opted into the distortion

A Smoke-free environments - not enforced



Why Action is Needed:.
Current Mental Health Systemic Issues

The use of cigarettes In the engagement,
management and control of clients:

I Deskilling of staff

I Many detained patients/community clients have no
funds, hence they withdraw abruptly

I NRT is often not available, is inadequately provided or
Aitoo | ittle, too | ateo

I Rationing one cigarette per hour in inpatient units is
punishment, not treatment, & reinforces addiction



Smoking i A tool in a much larger set of
Interactions and relationships (awn, 20012004

Understanding needs to incorporate the
pharmacological, psychological, and social
reasons, as well as the meaning people give

to SmOking (Lawn, et al., 2002).



Littl e Wonder Thene
Clinical & Cultural Reinforcement:

When people are highly distressed this is really
hard work! And Iin the presence of
environments that reinforce smoking , &
absence of adequately trained staff,
adequately supported staff, and systems of
care to understand how to support clients
through withdrawal and alleviate stress, staff
do what they can at the time!



Smoking & Mental lliness Myths

Myths Evidence
1.They choose to smoke | Not a free choice, not a level playing field
2. They <canot |Yesuheycan and do with appropriate support

and hope/belief

3.They need to smoke

A vicious cycle of need based on addiction,
reinforcement and our lack of response

4. Smoking between staff
and patients facilitates a
therapeutic relationship

Therapeutic for whom? An excuse not to use
other skills?

5. If they quit they will put
on more weight

Surely this is already enough of a problem?

6. Attempting to quit
makes symptoms worse

No evidence - UK study - smoking sustains
depression, reduces opportunities to gain more
adaptive coping skills, increases hopelessness,
reduced self-efficacy. Quitters are more well!
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Clues from NRT Use & Mental lliness

Patches, Gum, Inhalers?

Consider:

I Combinations

I Higher doses

I Hand / Mouth comfort

I Immediacy of delivery / time of day
I Sleep issues

I Risk of smoking whilst using NRT
I NRT & presentations to EDs



© Original Artist
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"The nicotine patch wasn't working for Ted so
his doctor prescribed a full body wrap.™



Policy & Practice Solutions

A Understand the meaning people give to their smoking
A Understand how to mobilize motivation

A Support self-esteem, hope, offer choices, partnership
A Move beyond trying to resolve the debate ethically

A Understand the social determinants of health & mental health,
& advocate for change, inclusion, citizenship

AAdvocate to improve peopl eds
housing, education, safety, leisure options.



Policy & Practice Solutions

A Support greater staff clinical skills development & mentoring

A Support interdisciplinary learning & practice. Rivalries, splits,
circling the wagon responses perpetuate inaction

A Develop more leadership skills & support leaders who can
lead

A Start treating it seriously like the clinical & social problem that
It Is; broad coordinated strategy needed across service
systems & Make smoking care part of usual care

A Work towards Smoke-free service environments as much as
possible






