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[ [ What we need is for community
service organisations to adopt a hew
mindset on this issue and to put it
up higher on the list of priorities with
their clients ...

[t s an issue of social justice, and
when we start to think and act in
those terms, much can be done. J J

Rev. Harry Herbert, Executive Director, UnitingCare NSW.ACT at the launch of the Tackling
Tobacco Program (then called the Tobacco Control and Social Equity Strategy), October 2006
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Foreword

Tobacco as a social justice issue

There has been a major change in smoking rates in
Australia since clear evidence of the health effects of
smoking first emerged in the 1950s and early 1960s. Rates
for males have dropped from around 70% in the 1940s to
less than 20% in 2011. Although rates for women were
lower in the 1940s, rising to 33% in the 1970s, they have
similarly dropped to less than 20%. These changes can be
attributed to effective mass media campaigns, increasing
tobacco control legislation and quit smoking programs
such as the Quitline.

However, the news is not as good for people living with
social disadvantage. The decline in smoking rates has
been far less for the more disadvantaged groups within
the population such as the homeless, Aboriginal people
and those living with a mental iliness. Research done by
the Cancer Council of Victoria (Siahpush & Borland, 2001)
has shown that smoking is inversely related to socioeco-
nomic status. Those who can least afford to smoke are
more likely to take up smoking and have greater difficulty
quitting. Although education, income, and index of relative
socio-economic disadvantage are independently related to
smoking rates, those living within the highest category of
disadvantage are twice as likely to smoke as those living
within the lowest category irrespective of education and
income. This research emphasised the influence of social
and cultural context on smoking behaviour, the social
determinants that lead to smoking and make quitting
difficult and relapse more likely.

Smoking is a huge preventable health problem that is now
affecting the socially disadvantaged more than any other
group. It accounts for over 15,000 deaths a year, 7.8%

of the total burden of disease and injury, and represents a
social cost of $31.5 billion dollars a year. Around 20% of
Aboriginal deaths a year are smoking related and those

living with a mental illness are consuming one third of all
cigarettes sold. The burden of disease and deaths due

to smoking has shifted to more socially disadvantaged
communities. Community service organisations have a key
role to play in developing and implementing strategies to
support these communities in addressing the problem of
smoking.

In July 2006, Cancer Council NSW initiated a program
aimed at reducing tobacco use amongst socially disadvan-
taged population groups. The Tackling Tobacco Program:
Action on Smoking and Disadvantage works to raise
awareness of the link between smoking and disadvan-
tage, provide training for community service workers to
enable them to affect changes in their communities and to
produce resources to help facilitate social change. Cancer
Council SA introduced a similar program in 2008 known as
Tackling Tobacco in Community Services.

This project works by partnering with social and community
service organisations to address smoking within particular
settings. These organisations work with a range of socially
disadvantaged groups such as people living with a mental
illness, people with drug and alcohol problems, homeless
people, single mothers, Aboriginal people and vulnerable
young people. Smoking rates within these groups are

up to four times higher than the general population and
the poorest households are spending nearly 20% of their
limited income on tobacco. There is no question that this is
an important area of work.

This policy tool kit provides background information on the
links between smoking and disadvantage. It also contains
practical guidelines and ideas for how community service
organisations can make a difference through organisational
policy, service environment and practice.



What we know is that those who live with social disadvan-
tage want to quit as much as the general population. What
we need to do is be more creative about how we go about
this because what’s working for the general population is
not working for those affected by social disadvantage. This
tool kit is a great start in the right direction.

Dr Terry Evans

Coordinator Cessation Services/Quit SA
Cancer Council SA

Siahpush, M., & Borland, R. (2001). Socio-demographic variations in
smoking status among Australians aged 18: multivariate results from the

1995 National Health Survey. Aust NZ J Public Health , 25, 438-442.

1. The facts about smoking and disadvantage

While smoking rates in Australia have declined in recent
years to around 15% of the population, men and women
in the lowest socioeconomic group continue to have
significantly higher rates of smoking than the rest of the
community. More than a quarter (28.2%) of the most
socioeconomically disadvantaged group in SA smoke,
compared to only 12.7% in the most advantaged group.?
As shown in Table 1, research on specific groups who face
additional disadvantage reveal even higher smoking rates.

Table 1 - Reported smoking rates among
disadvantaged groups*

Single MONErS ......ceiiiiiiiie 45% 8
Aboriginal PeoPIE .......cvvvviiiii 50% *
Young vulnerable people ........cccveeeviiiiieeeniiiienen, 65% °
HOMEIESS PEOPIE ...vvveeeiiiiiiiiiiiiiiice e 70% ©
People with severe mental illness*....................... 62% ’

* This figure is an average smoking rate for people with schizophrenia
taken from studies across 20 nations.

Note: Some of this data is taken from research or intervention studies
with specific groups of this population. In these cases the smoking
rates quoted are indicative and cannot be assumed to apply to the
population group as a whole.

What accounts for these high smoking rates? One
important factor is that the very disadvantaged face
circumstances which make it more likely they will take up
smoking and confront more barriers to quitting.

Smoking and disadvantage are closely linked. Social
deprivation in its various forms increases the risk of
smoking, and, because it undermines physical health and

has a significant financial cost, smoking deepens social
disadvantage.®®

Social conditions associated with higher smoking rates
include:

* lowincome

e poor housing

e family members and friends who smoke
® |one parenthood

e unemployment

® incarceration

Very disadvantaged people are more likely to take

up smoking because a larger number of their friends
and family smoke and it’s more common in their local
community.©

But social disadvantage itself, whether experienced
through poor housing, unemployment or homelessness,
also contributes to higher smoking rates. In qualitative
research, disadvantaged groups have revealed how they
use smoking as a means of coping with the difficulties they
face, providing escape from stress and anxiety, and release
from monotony and boredom.' 2 One commentator
describes smoking as offering a brief “holiday from
hopelessness”.'® Unfortunately, smoking provides only
temporary release at best and ends up making people’s
problems worse through its impact on health and finances.®



Addressing Smoking
in Community Service Organisations

The barriers to quitting

Most smokers find it difficult to quit because nicotine is
powerfully addictive. Twenty years ago, the US Surgeon
General concluded that smoking causes physical
dependence in a similar way to heroin or cocaine.
Smoking has rapid effects on brain chemistry, and it's
these processes that underlie nicotine addiction and
withdrawal.*

The strength of the dependency created by smoking is
shown in the finding that around 80% of current smokers
have tried to quit at some time but have been unsuccessful.'®

It’s not just physical addiction that makes smoking hard

to give up. Smoking is also reinforced by the social roles it
plays: it enables mixing and interaction with other smokers,
provides comfort and company, relieves boredom and
marks the transition from one part of the day to the next.'®

Around 95% of all unaided attempts to quit will fail, and it
is normal for people to make several attempts before they
can finally stop smoking.'”

Disadvantaged smokers face additional barriers to quitting,
including:

e greater exposure to powerful cues to smoke,
especially having close family or friends who smoke or
being exposed to smoking in other places © 8

® alack of social support, including not having the
support of a partner, close family, friend or other
person to help them quit " °

® alack of accessible, affordable and appropriate quit
smoking supports, such as nicotine replacement
therapy (NRT) 2

e stress from life circumstances, which often overrides
concerns about smoking and is a major cause of
relapse for those trying to quit 1° 20

e alack of affordable and attractive recreation options 2
e alack of confidence in their ability to quit

¢ a belief held by some health, community and welfare
workers that disadvantaged people either don’t want to
quit or are unable to do so. %

Despite these barriers, studies show that many margin-
alised and disadvantaged people have a strong desire to
stop smoking.?® Their major motivation for wanting to quit
is a desire to address the negative effects that smoking has
on both their physical health and their material wellbeing

as well as its effects on those close to them, especially
children. 1 24

2. Counting the cost of smoking

Smoking imposes an enormous burden on individuals,
families and communities. The health impacts of smoking
are well established. We are now learning more about how
smoking contributes to material hardship and deepens
financial disadvantage among the already vulnerable.

Tobacco-related deaths within Australia
compared with other causes - 2003
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The impacts of smoking on health

Smoking during pregnancy

Smoking is the leading cause of preventable death in
Australia.?® Each year more than 15,000 Australians die
from smoking.? The figure exceeds the combined deaths
caused by motor vehicle accidents, homicide, suicide,
breast cancer, AIDS and illicit drug use.

Half of all long-term smokers are likely to die because of
smoking.?® Long-term smokers lose an average 13 years
of life compared to non-smokers.?” Even when not fatal,
smoking-related disease and disability cause distress and
lead to reduced quality of life for smokers and those close
to them, often for many years.?® Because of their higher
smoking rates, the already vulnerable bear a disproportion-
ate share of the burden of premature death, sickness and
disease caused by smoking.

Table 2 - Smoking-related disease and
disability

Smokers have much higher rates of:

e Cancer, including lung, throat, mouth, bladder and
kidney cancer

e Stroke and cardiovascular disease

e Emphysema and other lung diseases.

Smokers experience more:

e respiratory illness, such as pneumonia and
bronchitis

e vision and hearing loss

¢ impotence and reduced fertility. 2

10

While smoking among all pregnant women in SA is around
15%, it is much higher for more disadvantaged mothers.
For instance, rates of smoking amongst indigenous
mothers are more than 52%. 2920

Smoking during pregnancy is a serious concern. The
4,000 or so toxic chemicals contained in tobacco smoke
are absorbed into the pregnant woman’s bloodstream
and pass to the baby through the umbilical cord. 27
Smoking also causes constriction of the blood vessels

in both the umbilical cord and placenta, reducing the
number of nutrients and amount of oxygen available to
the growing baby.

Smoking during pregnancy has been shown to cause:
e increased risk of premature birth
® increased risk of still birth

¢ twice the risk that the baby will be of low birth weight
and not properly developed

e athreefold increase in the risk of sudden infant death
syndrome (SIDS) for babies born to mothers who
smoke before and after birth. 273!

Research also indicates links between maternal smoking
and later child development problems. There is some
evidence that smoking in pregnancy impairs children’s
cognitive development, and clearer evidence that it
increases the risk of learning and behaviour problems. 3233

Second-hand smoke: The consequences for
children

Second-hand smoke is also referred to as ‘environmen-

tal tobacco smoke’. It is made up of side-stream smoke
(smoke emitted directly into the atmosphere from a
cigarette) and mainstream smoke (smoke that is drawn into
the smoker’s lungs and then exhaled). The inhalation of
second-hand smoke is called ‘passive smoking’.

Exposure to second-hand smoke is related to a variety of
health problems in children, including Sudden Infant Death
Syndrome (SIDS), asthma, respiratory infections (such

as pneumonia and bronchitis), middle ear infections and
learning difficulties.*

Children exposed to smoke in the home are more likely to
be ill and to miss school.*®

For children from vulnerable families, this can add yet
another layer of educational disadvantage on top of other
factors. It can have a significant impact on their learning
and achievement during school years and, ultimately, affect
their life opportunities.

For assistance with maternal smoking and associated
concerns, contact the Quitline. Phone: (+61 8) 8291 4282

The impact of smoking on material wellbeing

It is clear that regular smoking creates significant financial
stress for people on very low incomes. If a smoker spends
approximately $70 a week on tobacco, that works out to
$3,640 a year, literally up in smoke.

Using limited income for smoking means there is less
money available for essentials such as food, clothes and
housing. A US study found that people with severe mental

11

illness spent an average of 28% of their monthly income on
cigarettes.®® In an interview for the NSW Tackling Tobacco
Program an ex-homeless person stated, “When | was on
the street, smoking was my sustenance”.

Households where people smoke are twice as likely to
experience severe financial stress than non-smoking
households and to report ‘going without meals’ or ‘being
unable to heat the home’.*

Recent Australian and overseas research has confirmed
the link between smoking and financial disadvantage.

In one survey, respondents were asked if, in the last six
months, they had spent money on cigarettes rather than on
household essentials such as food. Over 40% of smokers
on low incomes indicated they had done so.%

In another study, conducted over three years, respondents
were asked a series of questions about their inability to
afford rent, heating, food and other household expenses.
Two groups were identified: those who were smokers
throughout the three years of the study and those who had
been smokers in the study’s first year but who had quit
during the second year and remained smoke-free during
the third year. The results showed that those who stopped
smoking were 42% less likely to report financial stress than
those who continued to smoke.®

Smoking contributes in no small way to material hardship,
and it is also clear that quitting can help alleviate financial
stress. Unfortunately, facing financial stress can make it
harder to quit.

A UK study of low-income mothers found that the main
reason they took up smoking again after quitting was the
pressure of everyday problems.*® An Australian study also
found that smokers with greater financial stress were more
likely to relapse after quitting.*!
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Smoking is closely linked with disadvantage, can reinforce
disadvantage and can cause additional harm to people
who already face many difficulties in their lives. It is
therefore an important social justice issue.

The relationship between smoking and disadvantage has
many facets and needs to be addressed on a range of
levels. Community service agencies are well placed to help
disadvantaged and vulnerable people address the complex
issues raised by smoking as part of their holistic response
to clients’ needs.

Reasons to address tobacco and
disadvantage

Smoking can’t be dismissed solely as a matter of ‘personal
choice’; it is closely connected to factors of social disad-
vantage and for many smokers it is powerfully addictive.
Without appropriate interventions and support, disadvan-
taged people are more likely to start smoking and to face
additional barriers to quitting. This makes smoking a social
equity issue.

The high smoking rates among the most disadvantaged

in our community, and the disproportionately negative
impacts of smoking on these individuals, provide a
compelling case for community service organisations to do
more to address smoking.

The nature of their work, the values that drive them, and
the skills and relationships that staff have with clients put
community service organisations in a unique position to help
improve the health and wellbeing of disadvantaged smokers.

As with many social issues, reducing smoking-related harm
requires strategies at different levels. Community service
organisations are well placed to implement a range of
actions — client, organisational and community-wide — to

12

address the negative effects of smoking among the groups
they serve.

As well as being well placed to respond there are other
reasons why community service organisations should do
more about smoking:

e addressing smoking aligns with their values — a
commitment to social justice and fairness

e addressing smoking is consistent with their mission —
improving the wellbeing and opportunities of people
with whom they work

e addressing smoking provides real benefits to clients —
better health, more money and greater control over life.

This last point is worth emphasising. Clients who quit
smoking will enjoy substantial benefits, both immediate and
longer term.

3. What can community organisations do to tackle

smoking?

Working at the client level

There are simple things that community services staff can
do to help their clients quit smoking. Offering emotional
support and encouragement to quit, providing brief quit
smoking advice, and referring people to a support service
such as their GP or Quitline can all help. Some organisa-
tions may want to provide more intensive assistance for
clients or staff, such as by providing individual counselling
or a quit group.

While gaining extra knowledge about smoking will assist
staff to support clients to quit, the approaches that work
with smoking are similar to the approaches that community
services already use to support other positive life changes
with their clients.

Staff can help their clients develop self-confidence by
setting goals, identifying improvements and celebrating
successes, both small and large. This positive and
consistent support is crucial, as it is common for people to
make several attempts at quitting before being successful.
People who receive support from family, friends or others
are more likely to be ready to quit, and are around 50%
more likely to successfully give up smoking than those who
receive no support.*

A review of the literature on smoking and disadvantage
found that disadvantaged groups were just as interested in
quitting as other groups in the community and, when given
appropriate support, were also as successful in quitting.??

The review also found that the way programs and interven-
tions were delivered was critical to their success. The more
successful approaches had the following characteristics:

e They were based on relationships of trust
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¢ (Clients had long, regular and stable contact with the
service

e Smoking was addressed holistically, alongside other life
issues

e Emotional and practical support was provided
¢ The client’s self-efficacy was supported and enhanced.

This highlights the critical role that community organisa-
tions could play in helping reduce the negative impacts of
smoking on their clients.

Working at the organisational level

Legislation currently bans smoking in a range of public
settings, including enclosed areas of the workplace, on
public transport and in restaurants, hotels and clubs.

These restrictions are intended to protect people from the
harm associated with second-hand smoke. However, a
number of other benefits flow from smoking restrictions,
including that:

e some people are prompted to quit
e others reduce the amount they smoke
e fewer people are likely to take up smoking

e thereis less risk of relapse in smokers who have quit,
due to reduced triggers and cues to smoke. 43

In the same way, the policies of community service
organisations and how these policies shape the service
environment have an effect on smoking behaviour.

Making premises totally smoke-free has around twice the
effect on how much people smoke as compared with
premises where smoking is allowed in some areas.
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Reasons to address tobacco

As well as being well placed to respond there are other reasons why
community service organisations should do more about smoking:

e addressing smoking aligns with their values - a commitment to
social justice and fairness

e addressing smoking is consistent with their mission - improving
the wellbeing and opportunities of people with whom they work

e addressing smoking provides real benefits to clients - better
health, more money and greater control over life.

This last point is workth emphasising. Clients who quit smoking
will enjoy substantial benefits, both immediate and longer term.

and disadvantage

/

In addition to providing a smoke-free workplace,
community organisations can also consider ways to
influence smoking in other aspects of their work with
clients, such as recreational and leisure activities, home
visits and setting casework goals.

These steps can help an organisation fulfill its duty of care
by reducing the number of occasions where smoking is
modelled as a ‘routine’ behaviour and by limiting exposure
to tobacco smoke for all concerned.

It may also be possible for organisations working with
children, young people and their families to influence their
clients’” home environment. Smoking restrictions at home
help reduce the overall level of smoking and increase

the quit rate among adults. 4 They can also significantly
reduce the exposure of children and young people to the
harmful effects of second-hand smoke. 46

Voluntarily restricting smoking at home also has a preven-
tative aspect because it can limit the uptake of smoking
among teenagers. This limiting of uptake occurs even
when parents remain smokers but no longer smoke inside
the house. #

Working at the wider community level

In recent years, a number of initiatives taken at the
community level have helped reduce rates of smoking.
These include:

e quit smoking public awareness and information
campaigns

® higher taxes, which increase the cost of smoking

® panning tobacco advertising and regulating the
promotion and retail selling of tobacco
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e the inclusion of nicotine patches and Champix
medication on to the Pharmaceutical Benefits Scheme.

As with alcohol and gambling, community service organisa-
tions can publicly add their voice to support these types of
measures and highlight the adverse impacts that smoking
has on already disadvantaged groups.

For instance, there is an urgent need for ongoing advocacy
to make affordable more options for Nicotine Replacement
Therapies (NRT) available for disadvantaged smokers.
Community service organisations could approach their
local Health Service or pharmaceutical companies for
access to more affordable NRT, or join others to lobby the
Commonwealth Government to have more NRT options
(such as nicotine lozenges, gum, inhalator and oral spray)
subsidised for priority groups.

Other areas for advocacy include lobbying for quit smoking
services and supports that better meet the specific needs
of disadvantaged groups.

Many community organisations play an advocacy role

in addressing the causes of social disadvantage. While
this advocacy is often justifiably focused on issues such
as access to better housing, employment programs or
strengthening vulnerable families, it could also contribute
to positive results in relation to smoking. This is because,
alongside its other negative effects, social deprivation
creates vulnerability to smoking and other addictive
patterns of behaviour. 824

“Smoking is one of the few pleasures
of very disadvantaged people. e feel
uncomfortable asking them to give it up”

4. Addressing some common concerns

While community service organisations that work with
disadvantaged groups may recognise the harm caused
by smoking, they may also be hesitant to take action. This
can be because of issues that relate to the clients or their
own services. This section sets out some responses to
commonly raised questions and concerns that services
may have.

“Smoking is one of the few pleasures of very disadvan-
taged people. We feel uncomfortable asking them to
give it up”

Smoking does provide some pleasure (though at times
this may be more that a cigarette provides relief from the
symptoms of nicotine withdrawal), but despite this around
80% of smokers have tried to quit. '® Even more (around
90%) regret having taken it up in the first place. ¥4 Al
people who quit smoking need alternative activities to fill
that place in their lives. Community service organisations
can help their clients find affordable, enjoyable activities to
replace smoking. What a tragedy if the only pleasure we
allow vulnerable people is one that shortens and reduces
their quality of life and adds to their material hardship.

“Smoking is a personal choice”

[t's often argued that people make an informed choice to
smoke. However, the issue is more complex than that:

e Most smokers take up and become addicted to
smoking when they are teenagers, before the legal age
of informed consent. 4950

¢ Nicotine is powerfully addictive, and this undermines
the argument that continued smoking is a free choice.
The fact that around 80% of smokers have unsuccess-
fully tried to quit at some time indicates the strength of
nicotine dependency. '®
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e Research has found that most adult smokers are not
fully aware of the dangers of smoking. While two-thirds
identify the risk of lung cancer, only one-quarter
understand the link between smoking and heart
disease and less than 10% know how smoking
contributes to emphysema, stroke and vascular
disease. 5

“People have a right to smoke”

Like alcohol, cigarettes are legal products, but they harm
both the smoker and other people even when used as the
manufacturer intended. Compelling evidence about the
harm caused by passive smoking has led to laws being
passed to protect people from second-hand smoke by
prohibiting smoking in a wide range of enclosed public
places, including the workplace, public transport, cinemas,
restaurants, pubs and clubs % (see Section 8 ‘Smoking,
tobacco and the law’).

While many community service organisations provide
outdoor smoking areas for clients and staff who smoke,
they are under no legal obligation to do so. It is possible
to show respect for clients who smoke (and recognise the
right of all to health and wellbeing) by providing support
for those who want to quit and having 100% smoke-free
service environments which support that choice.

“Disadvantaged people are not interested in quitting”

While disadvantaged smokers may face more obstacles to
quitting than others, numerous studies and consultations
show they do want to stop smoking. In NSW around 50%
of the smoking population expressed an interest in quitting
in the next six months. %2

Research on the ‘quit intentions’ of vulnerable groups,
including those with the highest smoking rates, has
revealed they have a similar and at times greater desire to
quit as the general population. 2338
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An agency for homeless people in Central Adelaide recently embedded a “Systems Approach” to address-
ing smoking amongst clients and staff of the service. Staff at the site ask about smoking as standard care,

and the centre is now 100% smoke-free. Post implementation surveys showed strong acceptance by staff
and clients, and gratitude from the clients for the support to attempt cutting down or quitting.

“I'd wake up in the middle of the night, coughing and wheezing. I’'m 55, | thought, ‘I can’t die
yet.” It took a while, but then, Boom! | quit. I’'m saving $140 per fortnight....It’s only been 3

months, but I’'m feeling good. After 35 yeatrs....

“Disadvantaged people are not able to quit”

Studies show that disadvantaged people are as able to
quit smoking as anyone else, as long as they are given
appropriate support. 22 They may be more vulnerable to
relapse, as the factors that contribute to smoking uptake —
financial and social stress, boredom, friends and peers who
smoke — are also factors that can trigger a person to start
smoking again. There is also evidence that disadvantaged
smokers are less commonly asked about their smoking or
offered assistance to stop smoking. 22

“Our services don’t have the time or resources to
address smoking”

While running a comprehensive quit smoking program may
be beyond the scope of many organisations, there are a
number of simple and inexpensive things that can be done
to address smoking:

1. Have a site which is 100% smoke-free.

2. Have a policy which is practical, workable, and
enforced.

3. Make it policy that staff do not smoke with clients.

4. Offer staff, volunteers and clients who smoke support
to quit, if they wish.

5. Train staff and volunteers in cessation strategies.

6. As part of usual care, ask clients about their smoking
and if they are interested in quitting. Record the inter-
vention in case notes.

7. Refer those who want to quit to appropriate services,
like Quitline (13 7848) or a local GP, for advice.

8. Offer personal encouragement and support to clients
trying to quit.
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Without your support, I'd still be smoking.”

Robert, ex-client of Hutt St Centre

Steps 6 — 8 should be included as part of an organisa-
tion’s routine casework practice and don’t require a lot
of additional time or resources. While it may take several
attempts for a person to quit, encouraging people to
make quit attempts is one of the most effective ways to
help them stop smoking and to reduce overall smoking
prevalence.

“Many of our staff smoke”

Having staff who smoke need not be an obstacle to giving
clients information about smoking or supporting clients

to quit or change their smoking behaviour. Staff who
smoke can acknowledge their own difficulty in quitting
while reinforcing the importance of clients taking even

small steps, such as smoking outside the home, and not
smoking at all in the car to lessen their children’s exposure
to smoke. Many staff who smoke will be interested in
quitting and may appreciate the active support and under-
standing of their employer to do so. Organisations that take
active steps to address tobacco and provide support to
quit can use this in their agency promotion and recruitment.

“We don’t have the expertise to deal with tobacco”

One of the most effective things staff can do is to
routinely ask their clients about smoking and encourage
and support them to quit. They can also refer clients

to others for practical advice on quitting. While gaining
extra knowledge about smoking would be useful, the
approaches that work with vulnerable people to address
smoking are the approaches that community services
already use to support clients to make other positive life
changes. 2258

Quit SA e-Quitskills Training can provide training in
smoking cessation skills and motivational interviewing for
Community Services workers.

During a discussion on making their service smoke-free,
one staff member of a service for homeless people said,

“It was an important element to not have staff
and volunteers exposed to tobacco smoke. The
partnership, Hutt St Centre, RDNS, and Quit SA all
working together, made it work so successfully.”

Recounted by Sarah Soteriou,
Manager, Client Services,
Hutt St Centre for Homeless

Go to http://www.quitsa.org.au/aspx/how_can_you_
help.aspx for more information about the role of service
providers. To register for e-Quitskills training go to:
www.quitsa.org.au/register_for_training.aspx

For more information on the use of NRT products, go to:

Action on Smoking & Health Guidleines: go to the Quit
SA website: http://www.quitsa.org.au/cms_resources/
ASHNRTguide07.pdf

Note that Quit SA also offer 3-day Quitskills training for
Aboriginal Health Workers. For more information, or to
register for the training, please go to the Quit SA website:
www.quitsa.org.au or telephone the Training Team
Leader on (08) 8291 4266.

The Royal Australian College of General Practitioners:
Supporting smoking cessation: a guide for health profes-
sionals. www.racgp.org.au/Content/NavigationMenu/
ClinicalResources/RACGPGuidelines/smoking/
Smoking-cessation.pdf

“We don’t want to be seen as wowsers”

Many community service organisations already express
strong and public concern about the destructive effects
of gambling and alcohol addiction. Taking a strong stand
on tobacco, coupled with compassion and active support
for disadvantaged smokers, can improve the health and

financial wellbeing of clients and help them gain more
control over their lives. e Help for smokers trying to cut down or quit

In community services, everyone benefits from
doing more about smoking

Benefits for staff and volunteers
e Healthier work environment

e Supportive environment for ex-smokers to remain

“NRT is too expensive for our clients and we can’t NoN-sMokers

afford to subsidise them”

. . _ Benefits for clients
While using NRT almost doubles the chances of a quit

attempt being successful, the vast majority of people who * Immediate financial benefit — more money for

quit do so without NRT or any other intervention. 554 Most essentials
people take several attempts to quit, and encourage- ¢ Significant health benefits
ment and support to keep trying are important factors in e Boost to self-confidence and sense of control.

their ultimate success. Organisations wanting to secure
affordable NRT for their clients could approach pharmaceu-
tical companies that manufacture NRT. Recently, Nicotine ¢ |Improved work and service environment
patches have been added to the Pharmaceutical Benefits e Reduced staff absenteeism

Scheme (PBS). Services could lobby governments to
provide more options around affordable NRT for the most
disadvantaged.

Benefits to the organisation

e Healthy progressive image (for clients and staff)
¢ An additional strategy to improve client wellbeing.

17
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5. What to put in your organisation’s policy

An organisation-wide policy can provide a clear statement
on your position on smoking, and guidelines for how

staff and clients can deal with smoking issues. The policy
should ideally cover all areas which could be affected,
including the service environment, recruitment, workplace
systems and casework practice.

Organisations may like to consider the following areas
when developing a policy.

Smoke-free environments

Quit SA recommends that service environments be 100%
smoke-free. This eliminates confusion around where and
when people can smoke. It also lessens visual cues for
those trying to quit, and provides strong support for those
attempting to quit. If people wish to still smoke they are
simply asked to do so off-site. Some organisations may
choose to used a staged approach, transitioning towards
a completely smoke-free service by using designated
smoking areas for a limited time.

Smoking breaks

It is recommended that if staff smoke they do so during
their own time or within unpaid break periods. Ideally, staff
should do this off-site.

Smoking with service users

Staff have a duty of care to safeguard the health and safety
of service users. They are also often in a position of being
role models for service users, particularly children and
young people.

While staff should be open and honest about their own
tobacco use, ideally they should:

e not smoke in the presence of service users

e refrain from using tobacco as a means of engaging
with service users
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e not purchase tobacco products for service users or
supply tobacco products to them.

Home visits and other settings

Community services organisations are required to provide a
safe working environment for staff during home visits and in
other service settings. This can be a problem when clients
smoke.

To respond to this, organisations can:

e as part of standard care, give information to clients
about the dangers of secondhand smoke and the need
to safeguard the health and safety of staff

® request that clients not smoke during home visits or
other meetings; alternatively, staff and clients could
meet outside or have breaks so the client can smoke
outside

e provide management support in the event that clients
do not cooperate with the policy

® negotiate arrangements for playgroups, group work
programs, leisure activities and excursions along the
same lines.

Assistance for smokers to quit

Assistance comes in many forms and can be given to
clients, staff and volunteers. It may include:

e providing information about smoking and support on
how to quit. Information could include impacts on
health and financial wellbeing, the effects of passive
smoking, the nature of nicotine dependence and the
benefits of quitting; this information could be provided
to staff or volunteers in induction or training programs

e asking clients about their smoking as part of routine
casework and goal-setting and providing support and
encouragement to quit

e providing information and referrals to help people quit
smoking, such as Quitline or a local GP or pharmacist;
staff could be allowed to talk to Quitline during work
time.

Additional support could include:

e providing brief quit smoking intervention training for staff
to use with clients, with a focus on smoking intervention
as a routine part of casework practice

e providing access for staff and/or clients to free or
subsidised NRT

e developing new, or modifying existing, casework tools
and resources that could be used to explore smoking
issues with clients, such as using a motivational inter-
viewing approach.

More substantial support might involve:

e providing funding for some staff to receive more
intensive quit smoking training

e developing or accessing group or individual quit
smoking programs and offering them to interested staff
and clients

e providing free or subsidised NRT to all staff and clients
who request it as a routine part of agency practice.

Quit SA can assist your organisation with the design and
implementation of resources around brief intervention.
Contact Quit SA on (08) 8291 4282.

Data collection

Collecting and recording information about a client’s
smoking status at intake and on other occasions signals to
the client and staff that it as an issue worthy of attention.
Sometimes simply asking people if they smoke prompts a
request for assistance to quit.

Results to do with smoking — such as reduced consumption,
increased readiness to quit or making a quit attempt — should

“social deprivation
increases the risk of
drug dependencies
such as smoking”

be included in outcomes reporting. Collecting this data would
also help develop more accurate knowledge about smoking
in a client group and would help your organisation to identify
the benefits of having a smoking policy.

Advocacy

Organisations can support disadvantaged smokers by
advocating for changes at the broader community level,
including:

e a greater proportion of State and Commonwealth
revenue derived from cigarettes being spent on public
education and smoking cessation initiatives

e support for legislation and other mechanisms to limit
tobacco promotion and regulate tobacco use

e quit smoking support and services that better meet the
specific needs of disadvantaged population groups

e provision of affordable NRT, particularly for disadvan-
taged smokers

e continued efforts to reduce social inequality, enhance
opportunity and address the structural causes of
disadvantage, as social deprivation increases the risk
of drug dependencies such as smoking. &

Investment and other income policy

A commitment to addressing smoking and disadvantage
will mean that community service organisations:

e do not make capital investments in any tobacco
company, or with any business that has substantial
capital interest or investments in tobacco companies

e do not accept any financial or in-kind support from
tobacco companies.
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6. Steps to developing and implementing your

policy

An organisation-wide policy can provide a clear statement
of your position on smoking and the practical actions you
will take to help reduce smoking-related harm.

There is no one ‘right’ way to develop or update a
smoke-free policy for your organisation. However, there
are a number of common elements that can help make the
process more effective. You can use or adapt these steps
to fit your organisation’s needs and circumstances.

Cancer Council SA and Cancer Council NSW acknowledge
with thanks use of the information in this section, which is
drawn from Smokefree Policy Guidelines for Workplaces
(Cancer Council Queensland and Queensland Health,
Brisbane, 2006).

Step 1: Build a case for change and establish
support for action

If you are developing a new policy on smoking and
tobacco, or revising an existing policy, it is important to
present a solid and well-argued case for change.

You will need to answer a number of questions of
management, staff, volunteers and clients, such as:

e Why s it important for the organisation to address
smoking?

e What are the costs — in time and money - involved in
doing more about smoking?

e What benefits will it provide for clients, staff and the
organisation?

In particular, the broad support of management or senior
staff is essential if a smoking policy is to be successfully
introduced into the organisation.

The material provided earlier in this resource may help
address some of these issues. Section 9 ‘Further
information, resources and advice’ will also be useful.

You may want to collect information on issues specific

to your organisation and service users. For example, if
your organisation works with families with young children,
you may want to learn more about the impact of passive
smoking on children.

It may also be useful to provide case studies of other
community service organisations that have successfully
implemented or revised a policy on smoking.

Step 2: Consult with staff, volunteers and
service users

Once support for change is established, the next step is
to talk to as many people as possible in the organisation
to gather their ideas on what should be included in the
new or revised policy. This can happen through regular
staff meetings, special forums, surveys, email feedback,
suggestion boxes or other means.

Some organisations may choose to establish a special task
group or designate an existing group (such as an occupa-
tional health and safety committee) to oversee this process.
Whatever process is used, it is important that the views of
all groups affected by the policy, including service users
and volunteers, are heard and taken into account.

Discussion on the policy should include information about
why the policy is being introduced, including the impacts of
smoking on disadvantaged groups. Topics covered during
the consultation phase could include:

e the adequacy of the current policy on smoking, if one
exists

e what the new policy should cover and which items are
of most importance

e how the new policy could be implemented

e particular issues or concerns and how these might
best be addressed.

“Some organisations may
choose to establish a special
task group to oversee this
process”

Some organisations may want to conduct an anonymous
smoking survey as part of the consultation phase to
provide information on the numbers of staff and clients who
currently smoke, attitudes to smoking, and what support
people need to reduce or quit smoking.

After collecting the feedback and views of management,
staff members, clients and volunteers, the task of preparing
a draft smoking policy and implementation plan for the
organisation can begin.

Step 3: Draft the policy

The main elements of the draft policy are the rationale and
the policy components.

The rationale briefly explains why your organisation has a
smoking policy. It may also set out principles that will guide
the organisation’s approach to reducing smoking-related
harm among staff and clients.

The following rationale provides an example that your
organisation may be able to use or modify. It is adapted
from Addressing Tobacco in Mental Health, Policy
Statement (South Australian Department of Health):

In recognition of the harm caused by smoking, the links

between smoking and disadvantage and our duty of care

to safeguard the health and wellbeing of service users,

staff and volunteers, we are committed to the following

principles:

e All staff, clients and volunteers within our services
should be protected from exposure to second-hand
tobacco smoke

e All staff, clients and volunteers should be supported to
not start smoking or resume or increase their tobacco
use while within our service

e Al staff, clients and volunteers should be provided
with information on the risks of smoking and

21

encouragement and support to consider cutting down
or quitting smoking

e All staff, clients and volunteers should be offered
support and assistance when experiencing nicotine
withdrawal and when trying to quit smoking.

The policy components clearly state how you will address
smoking- and tobacco-related issues. Careful thought
should be given to areas that are important for your organi-
sation. This could include taking action on the following:

® smoke-free sites

e smoking in vehicles

e staff smoking with clients

e providing support for staff and/or clients to quit
¢ funding from tobacco companies.

While comprehensive policies are likely to be more effective
in reducing smoking-related harm, it is important that
organisations develop a policy that is suited to and can be
successfully implemented in their situation.

Once the policy has been drafted, you may wish to
circulate it for further comment from managers, staff and
clients. These comments can then be integrated into a
revised policy.

Step 4: Develop an implementation plan

The next step is to develop an implementation plan for the
policy. The implementation plan should cover issues such
as timing, monitoring and dealing with non-compliance.

There should be clear timeframes for introducing each
component of the policy. Smokers will need time to adjust
to the changes, especially those involving smoking restric-
tions. It may be useful to allow time in advance of full imple-
mentation to start giving support to staff, volunteers and
service users who may be interested in quitting smoking.
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“Regular monitoring should

be an essential part of the
implementation plan”

The plan should also identify who is responsible for
implementing different elements of the policy and how
monitoring will occur.

Organisations should also consider how they will handle
non-compliance. There may be existing procedures for
responding to non-compliance by staff and volunteers.
Non-compliance by service users, during a home visit

for example, needs to be handled in a positive and non-
confrontational way. It is important that staff have guidelines
to follow in such circumstances and have the support of
management to resolve any situations that may arise.

Step 5: Inform everyone: staff, volunteers,
clients and the general public

Good communication is critical to ensure that all accept the
new policy and practices. Delivery of information about the
change needs to happen early and often, with a positive
theme outlining to all the benefits of a smoke-free site. It is
very useful to cite some examples of other agencies that
have successfully embedded smoke-free strategies. There
should be a nominated person/people who can deal with
concerns people may have about the policy and practices.

Step 6: Put the policy in place

The policy, including any revisions made during its
development, will need to be approved before its implemen-
tation. This may require sign-off by senior staff, the executive
officer or the board of management. Whatever the process, it
is important that there is strong support for the policy and its
implementation from the organisation’s leadership.

The implementation plan and timetable should be followed
closely, as a common reason for a policy failing is poor
implementation. Some of the more visible and well-
supported elements of the policy should be put in place as
soon as possible to maintain momentum and goodwiill. It is
important to identify how any problems that emerge should
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be dealt with and who will take responsibility. Grievances or
issues that arise when the policy is implemented need to
be addressed promptly and in a constructive way.

Step 7: Review the policy

Regular monitoring should be an essential part of the
implementation plan, especially in the early stages when
the policy is being rolled out. It is important to check that
the policy is working effectively and to identify any changes
or adjustments that need to be made.

If changes to the policy need to be made, they should be
clearly communicated to everyone concerned.

A time should be set to undertake a comprehensive review
of the policy, for example between twelve months and
three years after its implementation. If the organisation
conducted a smoking survey during the initial consultation
phase, this could be repeated to identify the changes that
have occurred.

A review should provide an opportunity for staff, volunteers
and service users to gauge the policy’s success or otherwise,
make comments on how it is working, and suggest improve-
ments. The policy should then be revised accordingly.

A review also provides a good opportunity for management
to acknowledge the efforts and cooperation of all parties in
developing and implementing the policy and to celebrate
any benefits.

/. Organisations taking action: 2 case studies

This section provides examples of what has been done by two organisations in SA — Hutt Street Centre for
Homeless and Cadell Training Centre — to more fully address the issue of tobacco.

Example 1: Hutt Street Centre

Hutt Street Centre (HSC) is a frontline agency for homeless
and vulnerable people in Adelaide. The clients of the
service are very disadvantaged, many live with mental
illness and financial hardship. The service provides meals,
washing facilities, and provides daily access to the Royal
District Nursing Services (RDNS), a visiting GP, and legal
and social workers. HSC is one of the busiest inner city
agencies; for the period 2010-11 HSC case managed
over 1600 individuals, and provided over 50,000 meals.
In the same period, RDNS nurses provided almost 2,600
individual services to clients at the service.

Many clients of the service have complex and diverse
needs — they may live with a mental iliness, and/or alcohol
or other drug problems, and are living in circumstances
of significant disadvantage. A large percentage of them
smoke tobacco.

Responding to concern about the harm caused by actice
and passive smoking at the site, in mid-2010 management
at the Centre met with Quit SA to discuss how to design
and roll out smoke-free initiatives.

An important factor in ensuring the success of the initiative
was good communication between all involved with

the service. Management conducted surveys with staff,
volunteers and clients, and consulted to ensure that all
opinions were considered in designing and implementing
strategies.

Many clients expressed an interest in getting off the
smokes. HSC was eager to provide support for those
clients, and to de-normalise smoking amongst this
population.
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Quit SA provided outreach at the site for 3 months before
implementation, and workers were amazed at the number
of clients who took the opportunity to have a chat, cut
down their smoking, and attempt cessation. Many chose
to use the (limited) free NRT products that were offered to
minimise withdrawal.

RDNS generously funded the installation of robust butt bins
in the street out the front of the service. Clients who still
chose to smoke were asked to extinguish their butts there,
before entering the site. New signage was put up on HSC
buildings, proclaiming the HSC did not permit smoking
on-site.

On World No Tobacco Day May 31 2011, without any
fanfare or trouble, the site became entirely smoke-free.

Post-implementation surveys revealed ready acceptance
of the initiative, and strong support for the change. Clients
expressed sincere gratitude for the opportunity to try to cut
down or quit, and for some who have quit, it has been a
truly life-changing experience.

Teri Lucas

Quit SA,

Tackling Tobacco in Community Services
Project Officer

Example 2: Cadell Training Centre

Smoking rates in all South Australian prisons are very
high, it is estimated that about 80% of prisoners smoke.
Smoking is a normalised behaviour; boredom and the
stress of being incarcerated are often cited as reasons
for smoking. Currently, in South Australian Correctional
facilities, prisoners can still smoke indoors, and in their
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cells, with no uniform restrictions. Prisoners may be
housed with 2 or more prisoners in a windowless cell,
and currently prisoners may smoke through the night.
Some prisoners say that they did not smoke until they
entered prison; the stress of imprisonment, boredom and
the influence of being in a cell with prisoners who smoke
causes them to start smoking once imprisoned. It is very
difficult, then, for those who have quit to remain off the
smokes.

Smoking-related illnesses in prisoners are common place.
Changing established practices in some settings can

be like turning an ocean liner. Cessation work in prisons

is made more challenging with the obvious constraints
around managing incarcerated persons, many with mental
health problems and personality issues. Many of the
State’s facilities have dedicated teams providing effect and
efficient intervention around smoking.

Prisons around SA have dedicated staff providing valued
care around smoking cessation, and this is acknowl-
edged and celebrated. Quit SA is grateful to be involved
with this work.

The following case study is an overview of practices at
Cadell Training Centre (CTC).

CTC provides accommodation for up to 167 low-security
prisoners in a rural environment on land covering approxi-
mately 1,600 hectares.

CTC is an example of excellence using a “systems
approach” to addressing tobacco use.

In the last 7 years, much good work has happened at this
prison. Since the first contact with the prison, offering the
support of Quit SA to Prison Health Centre staff, the staff
now ask smoking status as standard care, record this,
and offer support around quitting. Initially, one nurse was
nominated as the Primary facilitator. Now, most of the
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Health Centre staff have received Quitskills training in brief
intervention and provide cessation support.

Addressing smoking is now a standard component of
care at CTC. Addressing smoking is seen as an important
issue. Many prisoners are attempting to quit, with
remarkable success for a large percentage of those who
“give quitting a go”.

Health Centre staff dispense nicotine patches for a low
weekly cost. Prisoners in the CTC Quit Smoking Program
are required to telephone Quitline for additional support,
and a faxable referral form is sent to Quit SA to enrol
individuals for Quitline services.

Staff acknowledge the difficulty of stopping smoking in

the prison environment and understand that most people
require multiple quit attempts before they can maintain a
life free from tobacco. Health Centre staff, and other prison
staff provide real support, maintaining a calm and optimistic
attitude to barriers and “slip-ups”.

Stopping smoking is often the catalyst to greater change

— prisoners at Cadell are able to undertake employment-
focussed education programs, from numeracy and literacy
to computers programs. In addition, they are able to obtain
licences to be work-ready. Education and training, and
alternative activities are key to filling the time that previously
would have been taken up by smoking.

Teri Lucas

Quit SA,

Tackling Tobacco in Community Services
Project Officer

8. Smoking, tobacco and the law

The State and Commonwealth tobacco control
legislation of most relevance to community service
organisations in SA is briefly described below.

Passive smoking / second-hand smoke

In South Australia, Section 19 (1) of the Occupational
Health, Safety and Welfare Act 1986, imposes on all
employers a duty to ensure, so far as is reasonably
practical, that their workers are safe from injury and risks to
health while at work. %

The Act prohibits smoking in a wide range of public places
that are defined as “enclosed” under the Act. Such a place
is one in which a member of the public is entitled to use or
that is open to, or is being used by, the public or a section
of the public (whether on payment of money, by virtue of
membership of a club or other body, or otherwise).

Under the Act, employers are obliged to ensure the health,
safety and welfare at work of all their employees and any
others in their place of work. The organisation charged
with administering, and enforcing this Act, WorkCover

SA interprets this obligation as requiring the elimination of
smoking from all indoor areas of a workplace.

The issue of provision of a designated area is a contentious
one, and as such can generate a barrier to implement-

ing smoke-free strategies. However, the World Health
Organisation (WHO) clearly states that involuntary exposure
to tobacco smoke places non-smokers at risk of the same
range of diseases seen in those who choose to smoke.
WHQO estimates that passive smoking kills around 600,000
people a year. With tobacco smoke indiscriminate in

its impact, it is safest and easiest to make a site 100%
smoke-free, rather than create confusion and unnecessary
expense with installation of designated smoking areas.®”
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Sponsorship by tobacco interests

In SA the promotion of a tobacco product, brand name,
trademark or name of a tobacco product manufacturer or
distributor by any person is prohibited.

The Commonwealth Tobacco Advertising Prohibition Act
1992 prohibits any publicity that promotes or is intended to
promote smoking and/or tobacco products. %8
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9. Further information, resources and advice

For enquiries about this resource or the Quit SA Tackling
Tobacco in Community Services Project, information about
smoking and other tobacco-related information, or for other
smoking cessation information, resources and materials:

Quit SA
Phone: (08) 8291 4141

Web: www.quitsa.org.au
Quit SA e-Learning site: www.equitsa.org.au

For confidential telephone quit smoking counselling and
support call the Quitline (on a landline, for the cost of a
local call) on 13 7848 (13 QUIT)

A free interpreter service is available for people not fluent in
English.

For information about legislation relating to tobacco and
smoking go to: www.tobaccolaws.sa.gov.au

26

References

1. Collins DJ, Lapsley HM. The costs of tobacco, alcohol and illicit drug
abuse to Australian society in 2004/05. National Drug Monograph Series
(No 66). Canberra: Commonwealth Department of Health and Ageing;
2008.

2. Tobacco Control Research and Evaluation Program. Key Smoking
Statistics for SA —2010.

3. Siahpush M, Borland R, Scollo M. Prevalence and socio-economic
correlates of smoking among lone mothers in Australia. Australian and
New Zealand Journal of Public Health 2002; 26:132-5.

4. Australian Bureau of Statistics. 2004/2005 National Aboriginal and
Islander Health Survey. Canberra: ABS Cat 4715.0; 2006.

5. Youthblock Health and Resource Service, unpublished data from
Smoking Survey 2007. Camperdown, Sydney.

6. Arangua L, McCarthy WJ, Moskowitz R, Gelberg L, Kuo T. Are
homeless transitional shelters receptive to environmental tobacco control
interventions? Tobacco Control 2007;16:143-144.

7. de Leon J, Diaz, FJ. A meta-analysis of worldwide studies demon-
strates an association between schizophrenia and tobacco smoking
behaviours. Schizophrenia Research 2005; 76(2-3):135-57.

8. Marmot M, Wilkinson R. Social determinants of health: The solid facts.
Copenhagen: World Health Organization; 2008.

9. Siahpush M, Spittal M, Singh G. Association of smoking cessation
with financial stress and material well-being: Results from a prospective
study of a population-based national survey. American Journal of Public
Health 2007; 97(12):2281-2287.

10. Coleman C. ABC of smoking cessation: Special groups of smokers.
British Medical Journal 2004;328:575-577.

11. Stewart MJ, Brosky G, Gillis A, Jackson S, Johnston G, Kirkland S,
Leigh G, Pawliw-Fry B, Persaud V, Rootman I. Disadvantaged women and
smoking. Canadian Journal of Public Health 2006;87:257-260.

12. Ross R, Vittles P. Supports to quit smoking for NGO clients
and workers: Final report prepared for The Cancer Council NSW
Woolloomooloo: TCCNSW; 2007 .

13. Chapman S. Falling prevalence of smoking: How low can we go?
Tobacco Control 2007;16:145-147.

14. US Surgeon General. The health consequences of smoking: A report
of the Surgeon General. Washington DC: US Department of Health; 1988.

15. Trotter L, Mullins R, Boulter J, Borland R. Key findings of the 1996 and
1997 household studies. In Trotter L, Mullins R, editors. Quit Evaluation
Studies Number 9. Melbourne: The Anti-cancer Council of Victoria; 1998.

16. Carter S, Borland R, Chapman S. Finding the strength to kill your
best friend: Smokers talk about smoking and quitting. Sydney: Australian
Smoking Cessation Consortium and GlaxoSmithKline Consumer
Healthcare; 2001.

17. US Department of Health and Human Services. The health benefits of
smoking cessation: A report of the Surgeon General. Atlanta GA: Center
for Disease Control, Center for Chronic Disease Prevention and Health
Promotion, Office on Smoking and Health; 1990.

18. Centre for Health Research and Psycho-oncology. Tracking NSW
community attitudes and practices in relation to tobacco: A biennial
telephone survey. Unpublished report by The Cancer Council NSW; 2007.

27

19. Lacey LP, Manfredi C, Balch G, Warnecke RB, Allen K, Edwards C.
Social support in smoking cessation among black women in Chicago
public housing. Public Health Rep 1993;108(3):387-394.

20. Siahpush M, Heller G, Singh G. Lower levels of occupation, income
and education are strongly associated with a longer smoking duration:
Multivariate results from the 2001 Australian National Drug Strategy
Survey. Public Health 2005;119:1105-1110.

21. French P. Tobacco and Social Equity Project: Report on Stage 1
consultations. Woolloomooloo: The Cancer Council NSW; 2005.

22. Wise M, Hickey K, Palmer J. A review of the literature on the results of
smoking cessation interventions among six ‘high prevalence’ populations.
Unpublished report by The Cancer Council NSW; 2008.

283. Baker A, Ivers RW, Bowman J, Butler T, Kay-Lambkin FJ, Wye P,
Walsh R, Pulver L, Richmond R, Belcher J, Wilhelm K, Wodak A. Where
there’s smoke, there’s fire: High prevalence of smoking among some
sub-populations and recommendations for intervention. Drug and Alcohol
Review 2006;25:85-96.

24. Siahpush M, Borland R, Yong H. Socio-demographic and psychoso-
cial correlates of smoking-induced deprivation and its effect on quitting:
Findings from the International Tobacco Control Policy Evaluation Survey.
Paper presented at the 13th World Conference on Tobacco; July 12-15,
2006 Washington DC, USA.

25.Begg S, Vos T, Barker B, Stevenson C, Stanley L, Lopez AD. The
burden of disease and injury in Australia 2003. PHE 82. Canberra:
Australian Institute of Health and Welfare; 2007.

26. Dall R, Peto R, Boreham J, Sutherland I. Mortality from cancer in
relation to smoking: 50 years’ observation on British doctors. Br J Cancer
2005;92:426-9.

27. US Department of Health and Human Services. The health conse-
quences of smoking: What it means to you. Atlanta GA: US Department
of Human Services, Centers for Disease Control and Prevention, National
Centre for Chronic Disease Prevention and Health Promotion, Office on
Smoking and Health; 2004.

28. Ministerial Council on Drug Strategy. National Tobacco Strategy,
2005-2009: The Strategy. Canberra: Australian Government Department
of Health and Ageing; 2005.

29. Bai J, Wong F, Gyaneshwar R, Stewart H. Profile of maternal smokers
and their pregnancy outcomes in south western Sydney. Journal of
Obstetrics and Gynaecology 2000;26:127-132.

30. Chan A, Scheil W, Scott J, Nguyen A-M, Sage L. Pregnancy Outcome
in South Asutralia 2009. Adelaide: Pregnancy Outcome Unit, SA Health,
Government of South Australia, 2011

31. NSW Department of Health. Smoking and pregnancy: Tobacco
and health factsheet. Tobacco and Health Branch, NSW Department
of Health. Available from: www.health.nsw.gov.au/factsheets/general/
smoking_preg.html (accessed 7 May 2008).

32. Olds D. Tobacco exposure and impaired development: A review of the
evidence. Mental Retardation and Developmental Disabilities Research
Reviews 1997;3:257-269.

383. Herrmann M, King K, Weitzman M. Prenatal tobacco smoke and
postnatal secondhand smoke exposure and child neurodevelopment.
Current Opinion in Pediatrics 2008;20(3):184-190.



Addressing Smoking
in Community Service Organisations

34. The Cancer Council NSW. ETS and Kids Fact Sheet. Part of the
presentation manual for The Environmental Tobacco Smoke (ETS) and
Children Project, Woolloomooloo: TCCN; 2006.

35. Gillland FD, Berhane K, Islam T, Wenten M, Rappaport, E, Avol E,
Gauderman WJ, McConnell R, Peters JM. Environmental tobacco smoke
and absenteeism related to respiratory illness in school children. American
Journal of Epidemiology 2003;157:861-869.

36. Steinberg ML, Williams JM, Zieddonis DM. Financial implications of
cigarette smoking among individuals with schizophrenia. Tobacco Control
2004;13:206. Available from:

36. www.tc.bmj.com/cgi/content/full/13/2/206 (accessed September 9
2007).

37. Siahpush M, Borland R, Scollo M. Smoking and financial stress
among Australian households. Tobacco Control 2003;12:60-66

38. Siahpush M. Smoking and financial disadvantage. Presentation at the
launch of the Tobacco Control and Social Equity Strategy, 30 October
20086, Sydney, Australia.

39. Siahpush M, Spittal M, Singh G. Smoking cessation and financial
stress. Journal of Public Health 2007;29(4):338-342.

40. Graham H. When life’s a drag: Women, smoking and disadvantage.
London: UK Department of Health; 1993.

41. Siahpush M, Carlin JB. Financial stress, smoking cessation and
relapse: Results from a prospective study of an Australian sample.
Addiction 2006;110:121-127.

42. Fiore MC, Bailey WC, Cohen SJ, et al. Treating tobacco use and
dependence: Clinical practice guideline. Rockville, MD: US Department of
Health and Human Services, Public Health Service; 2000.

43. Chapman S, Borland R, Scollo M, Brownson RC, Dominello A,
Woodward S. The impact of smoke-free workplaces on declining cigarette
consumption in Australia and the United States. American Journal of
Public Health 1999;89(7):1018-1023.

44. Fichtenberg C, Glantz S. Effect of smoke-free workplaces on smoking
behaviour: Systematic review. British Medical Journal 2002;325:188.
Available from: www.bmj.com/cgi/content/full/325/7357/188 (accessed
16 December 2008).

45. Farkas AJ, Gilpin EA, Distefan JM, Pierce JP. The effects of household
and workplace smoking restrictions on quitting behaviors. Tobacco
Control 1999;8:261-265.

46. Yiow L, Hutchinson I, Oakes W. Car and home: Smoke free zone
— A report on the Environmental Tobacco Smoke and Children Project
2001-2005. Kings Cross: The ETS and Children Project; 2005.

47. Wakefield M, Chaloupka F, Kaufman N, Orleans C, Barker D, Ruel

E. Effect of restrictions on smoking at home, at school, and in public
places on teenage smoking: Cross sectional study. British Medical Journal
2000;321(7257):333-337.

48. Fong GT, Hammond D, laux FL, Zanna MP, Cummings KM, Borland
R, Ross H. The near-universal experience of regret among smokers in
four countries: Findings from the International Tobacco Control Policy
Evaluation Survey. Nicotine and Tobacco Research 2004;6:341-351.

28

49. Schofield PE, Borland R, Hill DJ, Pattison PE, Hibbert ME. Instability
in smoking patterns among school leavers in Victoria, Australia. Tobacco
Control 1998;7:(2)149-155.

50. Chapman S. Public health advocacy and tobacco control: Making
smoking history. Oxford: Blackwell Publishing; 2007.

51. The Cancer Council Victoria. Research reveals smokers in the dark
about health risks. Media release. Melbourne. 14 February 2006.

52. NSW Department of Health. NSW Tobacco Action Plan 2005-2009:
background paper. North Sydney: NSW Department of Health; 2005

53. Browne A, Shultis J, Thio-Watts M. Solution-focused approaches
to tobacco reduction with disadvantaged prenatal clients. Journal of
Community Health Nursing 1999;16(3):165-177.

54. Lancaster T, Stead L, Silagy C, Sowden A. Effectiveness of interven-
tions to help people stop smoking: Findings from the Cochrane Library.
British Medical Journal 2000;321(7527):355-358.

55. Pharmaceutical Benefits Advisory Committee. Letter to the Tobacco
Issues Committee, Cancer Council Australia. 24 April 2008.

56. SafeWork SA: http://www.safework.sa.gov.au/uploaded._files/gs47i.
pdf

57. WHO Library Catologuing-in-publication data: Protection from

exposure to tobacco smoke. Policy Recommendations .http://whglibdoc.

who.int/publications/2007/9789241563413_eng.pdf

58. Commonwealth Tobacco Advertising prohibition Act 1992.

Available from: http://comlaw.gov.au?ComlLaw/Legislation/
ActCompilation1.nsf/0/F84F544EB2BE3149CA256F710050A72C/$file/
TobaccoAdvertProhib1992.pdf (accessed 19 May 2008).

29







