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Thesis Summary

BackgroundThere is a higher prelence of smokingmong individuals with mental
health difficulties (MHDSs) internationallyhis thesis aimetb establish impact of smoking
on those with MHDs in Ireland in terms of smoknetpted diseases and to evaluate
current cessation care in both eendary and community mental health (MH) settings

using three interrelated studies guided by the Medical Research Council framework

Methods: Study 1, arosssectional retrospective secondary analysis8,175),
established the prevalence of smokingdsmokingrelated disease in a nationally
representative sample of community living adults aged 50 and over. Individuals with
evidence of MHDs were compared to their general population counterparts through
adjusted regression analysescluding mediatiorand moderation assessments. study
2 cessation care in MH settings was explored. A survey of inpatients (nwRH&-
month follow-up established current levels of caaad quit ratesn a private inpatient
setting.Finally,study 3 involved gualitative process evaluatioof the recent
implementation of a communitpasedsmoking cessation serviae public adult MH

centres involving interviews with 20 service users and 4 focus groups with 17 facilitators

Results:Older adultsvith MHDs had incrased prevalence of smokin(26-39%)RRRs
1.84 [1.50 to 2.26] to 4.31 [2.47 to 7.53]) and of smokielgted disease($3-60%)ORs
1.24 [1.01 to 1.51] to 1.62 [1.00 to 2.62)ery fewpsychiatrianpatients report cessation
advice from any HCP in the pagstar (13%)but numbers wanting to quit (75%nd 3
month quit rates (17%are similar to normpsychiatric mpatient samples. Key enablers and
barriers emerged at facilitator and participant levels in community MH cenwlgch

also have implications father settings

Conclusionsindividuals with MHDs are disproportionately impacted by smoking yet
remain undertreatedWhile cessation care is improving in community settings, a jeined

up approachacrossall sectors othe health servicés needed.
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Chapter 1 Introduction to the Thesis

1.1 Introduction

The ains of this thesisare threefold:to explorethe impact of smokingn individuals with
mental healthdifficulties (MHDsJ in Irelandin terms of smokingelated comorbiditiesto
assess thguality of cessation suppodurrentlyprovided ina psychiatric settingandto
evaluate the implementation cdmoke free policy and cessation supporcommunity
mental health sevices.Each of these aims addressé in a separate studyChapter 1
briefly describethe background to this thesis, introdusthe aims andspecificobjectives
for each componenand briefly discusssthe relevanceof this thesis in relation to

population health and health services research in Ireland
1.2 Background

1.2.1 Smoking and Smoking-related Diseases

Over 60 years since Doll amtll provided the first evidence of a causal link between
smoking and fatal lung cancét), smoking remains the leadingjobal cause of
preventable deathkilling appoximately six million people and causimgre than half a

trillion dollars of economic damage per y€aj.

Harmingalmost every organ of the bogdgmoking tobaccdas been causally linked to
chronic diseases includimpronary heart disease, chronic obstructive pulmgndisease,

diabetes, tuberculosisjumerouscances and events such astroke orcerebrovascular

accident Figure 11 overleafillustrates the list of cancers and chronic diseases which have

been causally linked to smoking to date according toWlgSurgon Genera(3).
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Cancers Chronic Diseases

U Stroke

A

| 3 -
N - Blindness, cataracts, age-related macular degeneration

A"E’ _—— Congenital defects-maternal smoking: orofacial clefts

Oropharynx Periodontitis

Aortic aneurysm, early abdominal aortic
atherosclerosis in young adults

Larynx

Esophagus

Coronary heart disease
~— Pneumonia
Trachea, bronchus, and lung — Atherosclerotic peripheral vascular disease

Acute mveloid leukemia — =3 Chronic obstructive pulmonary disease, tuberculosis,
3 asthma, and other respiratory effects

Stomach

Liver “‘P ’ . e .
,j'f B

Pancreas

L Reproductive effects in women

1
A A

Kidiiew J_,]; . 27| (including rcduced fertility)
and ureter — '/n’“‘ s o 1_ ——— Hip fractures

Cervix —1 ¥ L 1

Bladder |\ ’ ~ ¢ K . ’ 7T Ectopic pregnancy

-J‘ ~— Male sexual function—erectile dysfunction
Colorectal ~ Rheumatoid arthritis

Immune function

Overall diminished health e CDC

Figure 1.1 Cancers and Chronic Diseases causally linked to smoking

(SourceAdapted from a figure developed by t@enters for Disease Control and
Prevention and first publishedihe2014 Sur§ 2 y D Sy S NJTHe ®dalthw S LJ2 NI Y
Consequences of Smoking0 Years of Progreg§s. 4)(3)

Note: Each condition presented in red text is a new disease that was causally linked to

smoking in this report.

1.2.2 Mental Health Difficulties in Ireland  and Internationally

Mental and behavioural disorders are common and affect more than 25% of all people at
some time during their live@). A 2008 report indicated that 389,258 people in the
Republic of Ireland are experiencing mild to severe mental health prokd¢m@sy given

point in time. This figure, which equates to 12% of the adult population, is based on
GHQ12 scores (a shortened version of the General Health Questiolanedely used

to assess psychological distress in community samples) as well as censuses of inpatients
and high suport community residents conducted in 200®, and is similar to

international estimates, from the World Health Orgsation, of 10% of the adult

population experiencing a mental or behavioural problem at any given {ne
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In relation to older adults, the WHO report approximate§#4 of adults aged 60 and over
suffer from a mental disordg(7), while in the US the prevalence of any pastar mood
disorder, anxiety disorder and substance use disorder among those aged 55 and over is

6.8%, 11.4% and 3.8% respectively with 14.5% meeting criteria for a personality disorder

8).
1.2.3 Smoking and Mental Health Difficulties

Current General Population Smoking Prevalencein Ireland and Internationally

In 2015 worldwide it wa estimated that 22.5% of aduligre smokingobacco products
(9). In relation to older adults, European data, representing 17 countries, has revealed a
current smoking prevalence of 11.5%@ang those aged 65 and old@r0). Amongthe
Irish general populatioin those aged 15 years and oldagcording ¢ the latest figures
smoking prevalence has fallen to antathe low of 17.8%with rates of 18.4% and 8.3%
seen in those aged 564 and 65 and over respectivelyl). The prevalencen Ireland
tends to besimilar, but slightly higherto that seenin the UKwhich saw a prevalence of
16.1% (in those aged 16 and over) in 2(1® and the USAvhere 15.1% (of adults aged
18 and over) were current smokers in ZJ13). However, these overall prevalence
figures mask significant heterogeneity among subgroups, such as those with lower

socioeconomic statusr those with MHDs.

Smoking Prevalence among those with Mental Health Difficulties

Smoking is around twice as common among people with mental disoftletd), and

more so in those with more severe mental health problg¥ 15). Accordingo
international research, prevalence rates o-80% have been found among people with
depressive and anxiety disorders while patients with schizophrenia display rates as high
as 70%16).

Precise data on the prevalence of smoking in those with mental iliness in Ireland is
lacking, but the association between negative mental health and smoking has also been
demonstrated hereFor example, aationally representate survey, of adults living in
private households demonstrated that in Ireland individuals who snvede 2-3 times

more likely to report psychological distress or to be assessed as having a generalised

anxiety disorde(17).
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Globally, the prevalence of daily tobacco smoking has decreased by an estimated 25%
since 198(Q18). A decline has also been observed in Ireland where prevalence has been
reducing over time with general population prevalence in Ireland decreasing B9610.

since the implementation of a ban on smoking in the workplace in 2084 Those with
MHDshave nothowever experienced the same decreases in smoking rates as the general
population. In the UK for instance, while general population prevalence is known to have
reduced significantly in the last two decades among those with a mental health condition
smokirg rates apeared to remain stable at 40€20). Similarlyin the US, in spite of

steady general population declines, smoking rates remain high among those with mental
illness(15, 21-23).

It seemsthat while recent public health efforts and tobacco control strategies have
successfully decreased smoking in the general populgti@y have hadittle impact
among those with mental health conditioiis5, 20). Factors likely playing a role in this
discrepancy includmadequate and less frequent cessation supg@a-27) (as discussed
below, Section 1.%6) aswell asthe tendency to havesmokefree policyexemptions in
psychiatric setting§21, 28-31). For instancethe abovementioned 2004 Irislsmoking
banall workplaces including educational facilities, public transport, restasrddrs,
entertainment venues and hospita32) excluded hotels, prisons, nursing homes and
psychiatric unit430, 32), which were all deemed places of resider{88). All in all, given
the apparentimmunity to public health campaigns, it appears a more targeted approach
in relation to smokingn those withMHDsis needed in order to make an impact among

this extremely vulnerable populatiofl5, 20).

1.2.4 Impact of Smoking on Physical Health of those with Mental lliness

Given themanyharmful effects of smokin{B) and its increased prevalence among those
with MHDs(7, 14-16), the wellestablished association between mental illnessl poor
physical healtl{34) is not surprising.

According to a recent metanalysis of 203 studies across 29 countries and six continents
the annual risk of death for those with mental disorders is more than twice that of the
general population andgople with seious mental illness die on average 10 years

younger(median based on 24 studietsian the general populatiofB5). The greatest
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cause othis excess mortalityn people with severe mental disorders is not suiciole

rather the high proportion of chronic health conditiors preventable physical diseases
they experiencd35-37). In a study of public mental health clients in eight states in the

US, Colton et al. found the majority of mental health clients died of natural causes similar
to the leading causes of death nationwide. These included heart disease, cancer,
cerebrovascular and respiratory and lung disea8. Cardovascular disease itself is the
most common cause of death overall in individuals with serious or severe mental iliness

(39, 40).

In the general population, life expectancy for smokers is reduced by at least ten(§ears
However peoplewho havemental iliness and aremokes are reported to be dying on
average 25 years prematurdly the US41), with comparable estimates of life years lost
reported in Australia, Canada and New Zeal@tid42). Arecentcohortstudyof 328,110
adults in the UShowed current smokindoubled the risk of death among those with
serious psychological distresmd overall life expectancy was reduced by 14.9 years in
smokers who had s®us psychological distress compared to a reduction of just 5.3 years
in nonsmokers with serious psychological distré3). This suggesthat smoking may
account for up to two thirds of the difference in life expectancy seen in thosessttious

mental illnesg43).

Beyond mortality, research has also noted the increased rate of physical comorbidities in
those with mental iliness during their life course. For instance, serious or severe mental
illness including schizophrenwassociated with impaired lung function and increased risk
of pneumonia, chronic obstructive pulmonary disease, chronic bronchitis and emphysema
(44, 45). Also,Sokal et al. report that in comparison to the general population, adults
receivingoutpatient psychiatricare are more likely to have comorbid medical illnesses

and the odds of diabetes, lung diseases and liver problems in particular are significantly
higher(46).

All of these physical illnesses, have, as previously deschieen causally linked to
smoking(3), giving tobacco its status as the leading preventable cause of death among
individuals with mental illness and the single largest contributor to the premature

mortality seen in this groufil4, 20). In the US, tobacco is estimated to accouwnt f
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200,000 deaths annually among individuals with mental illng4s The UK meanwhile
report that smokingrelated disease among those with mental health conditions cost the
Health Service an estimatéi¥19 million in2009/2010(20).

However Irish data in relation to the dmlth impact of smoking on those twiMHDs
remains lacking andt the initiation of this thesisio populationtlevelstudy hal
attempted to assess the impact of smoking on the physical health of individuals in Ireland

with MHDs.The present study aimed tadress this gap

1.2.5 Smoking Cessation

According to a recent HIQA repgtiie average quit ratemong control groups in RCigs
7.8%12 months latel(47). The treatment of tobacco dependence has been established as
a clinically effective and highly cestfective intervention(48). Successfully quitting

smoking has been shown to result iniacrease in life expectancy of up to 10 years if it
occurs early enoug®9) and Reid et al. have argued that as a preventive strategy the

importance of smoking cessation is begocompaison (50).

1.2.6 Smoking Cessation in Mental Iliness

While smoking prevalences are higher amdhgse withmental illnesg7, 14), there is

now somegood evidenceavailable indicating thahey are capable of quittings1, 52).
Furthermore,although in general quit rates in those with mental illnesses are lower than
those in general population, rates as high as 3864e been achieved in those with a
history of major depressio(¥) while quit rates of between 1%and 30% have been
achieved in those with schizophrer(B, 54). Hallet al.found thata steppedcare
intervention tailored to depressed smokers' readiness to quit resulted in a 25%
abstinence rate at I-8nonth followup (55) whichmirrored that found in general
populationunmotivated smokersvith use of similar stagbased intervention$56).
Treatments that work in the general population have also been shown to work in those
with severe mental illness aratcording to one reew are approximately equally

effective (52).

Further to the welestablished physical benefits of quitting smoki@$-50), evidence
ddzZa3sSada GKFEG GNBFGAYy3 LI GASYyGaQ ayvyejg Ay3

58) and may even enhance (59, 60). A systematic review on smoking cessation in severe
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mental illness found tat treating tobacco dependence does not worsen mental state in
patients with stable psychiatric conditiog2) and in one RCT, which achieved a 20% quit
rate, hospital readmissions were significantly lowe the smoking cessation treatment
group, potentially demonstrating significant cost savings for such interventi@®s.
Moreover, in the UK, a recent study conducted on tailored tobacco dependence support
for mental health patients in inpatient and community services found that there was a

clear demand from patienthhemselves for such a servif@l).

A systematic reviewf 26 studiehas also shown that cessation is associated with
reduced depression, anxiety and stress and improved positive mood and quality of life in
those with and without psychiatric disordef®0). Furthermore effect sizes were equal to

or greater than those of antidepressant treatment for mood and anxiety disor@®)s

indicating cessation is as effectiverasdication n terms of improving mood.

In spite of thsevidence cessation care provisiamfortunately remaingoor in health
settingsin Ireland(27, 62, 63). Just 38% of smokers in the general population report being
advised to quit during a visit to their G&3) and a survey conducted at a general hospital
found just 61% of hospitalised patients were asked f@irt smoking status, while only

44% of smokers recalled receiving cessation ad@i2e However, no suckimilardata is

available for psychiatric settings.

In Ireland, tobacco dependence is undertreated in general, but especially among those
with mental health issues. Psychiatric hospitaéye exempted from the smoki&ee
regulations(30), while psychiatric facilities rank among the lowest in terms of delivering
cessation ervices(27). A nationwide survey of smoking cessation service provioss
revealed the scope and structure of cessation services in psychiatric and other setting
(27), but to datepatients havenot been surveyed in a psychiatric setting in Ireland in
relation to smoking cessation servic&ata on thalegreeof cessation are provision
therefore remaindimited. From a Health Services Research perspective there is a clear
need to ascertain the current quality of care for cessation suppgodurvey of patients in
these settingswill help to clarify the sape of the problemhere andmay highlight the

need for improved services in this area.
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1.2.7 Implementation of Smoking Cessation Service s for those with Mental

Health Difficulties

As yet ittle is known about the experiences of people with mental illness in smoking
cessatim interventions, especially in the case of those with more severe mental illness
(64). There have been calls for further research on the maiions for smoking and
experiences with smoking cessation among adults veignious mental illness (SMI)
including investigations into smoking cessation programmes designed for the general
population or for adults with SMI(65). Interviewswith staff are also an important
component in exploring the implementation of a curricului@¥, 66, 67), and when
combined with participant data regarding their experiences with a programme the data
gererated isargued to beparticularly valuable(54). In 2016 the Irishhealth service
(Health Service Executiv&ommenced implementation of a smokeee policy and
smoking cessation programme in adult community mental health services. The present
study aimed to explore the implementation of this programme from both service user and
staff perspectivesthus broadening knowledge oexperiences ofsmoking cessation
programmes in these settings. In addition ¢ontributing to currentknowledge on the
experience of individuals witMHDsin smoking cessation programmebe evaluation

will also likely provide valuable dat#éo further inform and shapethe further

implementaton of this programme

1.3 Relevance to Population Health and Health Services Research in Ireland

The impact of smoking on the health and mortality of those WithIDsin Ireland remais
unknown.The last and only study to explore this in Ireland, an ingastn of cause of
death in patients who had schizophrer{&B), had a sample of only 122 cases and is now
over 30 years oldA number of studiehavesince been conducted elsewhef@9-71), but

no studies have attempted to clarify the scope of the problem here. Furthermore studies
have tended to focus on imdduals with schizophreni@®8, 70, 71) and there is adck of
evidence in relation to the impact of smoking on the physical health of individuals with
MHDsbeyond schizophrenia. Individuals witiHDsin general are more likely to smoke

and therefore impacts on this group as a whole need to be established.

Ths is a vulnerable population with neglected needs and a lack of research as evidenced

by the recent legislation on smoking ba3€) and lack of smoking cessation service
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provision witnessed in psychiatric settin@s). This research heyto clarify the scope of
the problem and highlight the need for improved services in this area. It will inform best
practiceimplementation ofcessation services lmualitatively exploring ath evaluating

the implementation of same inommunitymental health settings in Irelan@his thesis is
therefore not only highly relevant to population health and health services research in

Ireland, but provides results which are highly useful internatitynalso.

1.4 Thesis aims and objectives

The overarching aim of thishesisis, using the MRC framewo(K2, 73), to explore the
impact of smoking and quality of cessatiorpport provided in those with mental health
problems in Ireland, and tobserve and evaluate the implementation of a strategy to
combat this problem viamplementation ofcessatiorsupport incommunity mental

health servicesThe thesis first establishesdlscale of the issue (as per Medical Research
Council guidelineér2, 73)), then explores the current provision of care in two separate
settings.Study 2 relating to theprovision of careis alsoevaluated under the REIM

evaluationframework(74). An overall thesis summary is as follows:

1.4.1 Study one:

Exploring smokingnental health and smokingelated disease in a nationally
representative sample of older adults in Irelagd retrospective secondary analysis
Aim

Establish in the best national sample datvailable the prevalenceof current smoking

and ofsmokingrelated disease in those witllHDsin comparison to the general

population.

1.4.2 Study two:

Provision of smoking cessation camea psychiatric settingn Ireland

Aim

Profile thesmokingcessation supporturrently provided tanpatients in grivate

psychiatric hospital in Ireland with a nationwide catchment area.
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1.4.3 Study three:

The implementation o smoking cessation programme in adult community mental
health cay services: a process evaluation.

Aim

Conduct grocess evaluation dhe implementation a smoking cessation programme

across centres frorhoth a servce user and staff perspective.

1.5 Thesis summary
Chapter 2 providesa reviewof the literature in which tisthesis is basedndan overview

of the current policy context in Ireland

In Chapter 3 the fieoreticalFramework upon which the thesis is based is evaluated
Justification of the pragmatic approadhkenand rationale for the use mixed methods

are alsooutlined.

The results of Study 1 are presented in Chapter 4.i$lkisecondry analysis of a
nationally representative dataset showing the associations betwdeiDsand smoking
and betweenMHDsand smokingelated disease in older adults in Ireland. Study 2
profiles current cessation care in a psychiatric setting in Irelandiandved a survey of
inpatientsat a private psychiatric hospitaleview ofcasenotesand followup 3months
later. Survey results based on both patient interviews aasenoteseviews are
presented in Chapter 5. Study 3 formed the dadéive componentto the thesis.
Following the implementation cd smoking cessation programnire publiccommunity
mental health day servicethe experience of both services users ardcilitators were
explored through irdepthinterviews and focus groups and thesedings are presented
in Chapter 6 Finally, Chapter 7 provides the overall discussion of the thesis findiogs
they relateto the existing literatureandtheir implications forpopulation health and
health services research and poligycluding recommendabns for future planning of
service provision relating to srkimg in those witiMIHDs. Overall methodological
strengths and weaknesses of the theais also reflected upon before final conclusions

are drawn.
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Chapter 2 Literature Review

2.1 Smoking and MHDs - Current policy context in Ireland

As previously mentionegmoking remains undertreated in Ireland in general but seems
especially so among those withHDs.At a national level government launched a policy in
HAaMo FAYAY3I FT2N HEG2 ORNBIIQEOC & 2H oSp e ROl G
population to be smoking at that tim@?5). Specific action in relation to those withHDs

a group 6r whom smoking prevalence is known to be disproportionately Kigh

however remains lacking.

Following the implementation of the workplace smoking ban in 2004 whiempted
prisons, psychiatrianits and other residential settind80)~z I | { 9 bl GA2Yy | f
[ FYLdza t2fA08Q g1 & t1dzyOKSR AY HAMH® | dzi
circumstances, referring in this case to service usersavhanentally or terminally itbr

f2y3 GSNXY NBaARSyd 2y | 1{9 OFYLdzaz ail
NAa]l G2 | LIFGASYGQakaSNIAOS dzaSNDa ¢St f
G2 ye o0SYSTAG | OKA S(Z6H0]. EowvevedNLBs Kirfcléak now sGéh

risks were to be calculated. According to the 2016 update in the 2016 Annual Report on

(@] [e=tN

ax

Tobacco Free Irelanimplementation rates for Tobacco Free Campus Policy were at 70%

for Mental Health Approved Units and 45% Mental Health Residential Services.

W, Sad tNIOFROS ¢cRdxk PORAVE Y ASYSYyld Ay (GKS
published by the Irish HealtBervice andHealth Promoting Hospitals Netwoirk 2008

(77) to assist improviding protection for both workers and resider{#&), but appeared to
focus much more on protection againstposire to environmental tobacco smokeith

limited guidance in relation to cessation cdog smokersThe included recommendations
advisedservice providers téreat smoking as a care issue for all cliearsd incorporate
smokinginto care plangvith appropiate pharmacological support and management of
medications during the quitting procesgiong withthe use of awareness campaigns to
bring about cultural chang€&7). While authorsspecified that all organisations/services
should have a smoking cessation seryvareaccess to a service withsenoking cessation

facilitator trained in mental healtfthe recommendations regarding education and

28



training of staff were quite tentativeOl f t Ay 3 F2NJ AYVF2NXI GA2Y |
to staff in a seeminglyoluntary or optin approachThe inorporation of training into
undergraduate education meanwhjle/hile labelled idealwas deemed only a potential

future possibility(77).

Since thenaccording to annual reports, a specialty-lome module on smoking and

mental health was launched in 20{48), while 2016 saw the publication of a briefing
R20dzySyid tFroSftftSR W{Y2] A-ABriefinGfardrontd A 35 Ay R
as a tailored resource formdntt KSIF f 6§ K aSNIAOSa 3IAPSYy WiK
Saltlof AaKSR LNy OGAOSa YR YAaoO2y@Bhi.A2Yy a
As of December 2016, 15 HSE staff were reported to be trained in the speciditye on

module on smoking and mental heal{hg).

2.2 Associations between MHDs and smoking

As described in Chapter 1, MHDs are associated with increased smoking prevalence.
Various indicators including diagnostic or clinical interview, medical records, current
psychiatric treatnent, reported doctor diagnosed conditions or medication use, are
consistently associated with higher smoking prevalences with rates cited ranging from
25.5 to 59%(7, 45, 80-84). Overall smoking is reported to be2times more prevalent
among those with mental illness compared to the general population as showkKpy®&
and Australian dat#7, 14, 41, 84-86). Increased smoking rates aneost pronounced in
those with substance use disorders and more severe mental illness (SMI) diagnoses such
as bipolar disorderschizophrenia or psychogig 15, 82, 87-89). Prochaska et al. report
prevalence is almost fivefold greater for those with schizophrenia, bipolar disorder; post

traumatic stress disorder and alcohol/illicit drug use disorder diagn@sBs

In addition to being more likely to smoke, those withiDsalso tend to smoke more
heavily than other smoker@), display greatenicotine dependencé 1) and appear to

be less likely to quit smokind, 90, 91). Those with schizophrenia appear to be less likely
to quit smoking92), and common mental illnesses such as anxiety or depreatson

seem to affect quitting behavio®3). For instance, metanalyses have shown that in

patients with chronic respiratory conditions or coronary heart disg@d¢D patients with
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depressive symptoms are less likely to quit smoking than those without such depressive

symptoms(94, 95).

2.3 Health Impacts of Smoking on those with MHDs

As described in Chapter 1, this higher prevalence of smoking has been associated with
significant health consequences in people with MHDs and those with mental iliness are
disproportionately affeatd by smokingelated morbidity and mortality41). In the US,
Callaghan et al. found significantly heightened patterns of tobaetaded mortality in
terms of respiratory disease, smokinglated cancers and cardioseular disease in
patients with schizophrenia (standardised mortality ratio [SMR] 2.45 95%CR 218},
bipolar disorder (SMR 1.57 95%CI 115@82) and depression (SMR 1.95 95%CI-1.98)

(69), while a recent large scale mesamalysis of 92 studies involving over 3 million cases
found patients with severe mental illness have significantly increased risk of CVD and
CVDrelated mortality(96). Earlier studies have also shown increased risk of death from
cardiovascular diseadd?2, 80, 97, 98) and cancer(42, 97) and morbidity studies have
shown those with SMI have a significantly higher prevalence of pulmonary i(#%4s,
99-103), cancer(46) and cardiovascular diseases (including stroke, estige heart
failure, angina and myocardial infarctiof#6, 99, 100) compared to matched samples or

general population counterpart@4, 46, 99-101).

While smoking is thought to account for the majority of morbidity and mortality in these
populations, studies have also found associations between mental illness and respiratory
disease, cardiovascular disease and riskdedth from cardiovascular disease which
seems to persist after adjustment for smoki(p, 80, 104). However, the literature is
limited by the range of conditions investigated, the measurement of mental health, and
the samples used are not always generalizable to other settings or conditions. For
example, manyf these studies focus on schizophrengdated disorders and psychosis,
though some have also included affective disorder diagn@gt6)® t | NI G A S
of respiratory disease was populatidmased but only explored psychog@b5), while

other studies were based on clinical populations using small samples ranging from 80
100 (44, 46, 100). As previously stated, the last study to address the impact of smoking

on the physical health of those with MHDs in Ireland is now over 30 years old, was
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specific to schizophrenia and was not populatlmased(68). More generally, morbidity
and mortality studies have tended to rely upon one or two indicators, such as structured
clinical interviews, medal records, medical service claims or scale scores, but never
more than two indicators when identifying those with MHQIS, 69, 80, 98, 99, 104,

105). The use of a number of different methods is preferable to enhance the reliability of

the findings.

In addition, chronic diseases such as cardiovascular disease and cancers usually occL
later in life. Most cancer diagnoses occur in individuals older than 65 y&86, while

CHD risk increases in both men and women after ag€l8%). In spite of this, some
studies of smoking prevalence in those with MHDs have been limited to yosag®les

with age ceilings 064 and 64 (7, 87), and there are almost no studies of smoking or
smokingrelated morbidity or mortality specifito older populations. To our knowledge

only one study exploring excess mortality in those with MHDs concerns those aged 65
and older(98). The impact of smokingnothe physical health of older adults with MHDs

therefore remains unclear.

In summary, few population studies have explored smokeigted morbidity in older
individuals withMHDsand there are no recent studies addressing the health impacts of
smoking inthose with MHDs in Ireland. The current thelsé two aimsn this regard

Firstly, to determine whether there is a higher prevalence of smoking and of smoking
related disease in older adults with mental health problems. Secondly, to assess whether
smokng mediates or moderates the relationship betwediiDsand smokingelated

disease at a population level. Given the absence of diagnostic interngtudy 1
employedseveral indicators both individually and in combination to reliably identify those
with MHD.It washypothesized that persons witllHDswould be more likely to have

higher levels of smokingelated diseases, which would be explained by a higher rate of

smoking.

2.4 Smoking Cessation among those with MHDs
In spite of the increased smoking pedence, historically tobacco dependence treatment
in those withMHDshas been limited41). A survey of doctors in the US previously

revealed thatpsychiatry was the specialty least likely to address tobacco, witl2 g9t
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reporting they provided smoking cessation assistafi@8), while in a UK survey of

clinical staff in inpatient mental health units less than half agreed that smoking cessation
care was tkir responsibility as a mental health professional and only half felt they could
make time to treat smoking in their working routii€09). In Ireland, tobacec

dependence also appears to be particularly undertreated among those with MHDs with
psychiatric facilities exempted from smoke free regulations and ranking among the lowest

in delivery of cessation servicgx/, 30).

No data is available in Ireland in relation to smoking cessation among psychiatric patients.
Recent inpatient psychiatry studietsewherehave foundcurrert smoking prevalences of
53.691.4%(83, 110-115), with average nicotine dependence scores 0f-8.6(110-112,

114, 115), indicating low to high dpendencg116). These studies have also shown
psychiatric patientsre motivated to quit, with 46.9% and 59.4% making at least one quit
attempt in the past yea(110, 115), and 18.8% making more than one atten{pi0).

These studies were howeveften limited by small sample siz@d ranging fron116-135,
(112 113 115), low population coverag€28.3%{)110) and response rates (34.2%;
55.6%}113, 114) and were smetimes restricted to certain age groufkl5), to men

(115), secure serviced 14), or emphasized the acutely psychotic in recruitmétts).
Additionally, the data provided were crassctional only with no subsequent quit rates

included(83, 110-115).

2.4.1 Cessation Care in Inpatient Psychiatric Settings

Psychiatric hospitalisations represent an opportunity to address tobacco use and
treatment (117). In spite of the high levels of motivation found however, rates of patient
reported and documented cessation advice in psychiatric settings arestirinal.

Studies conducted in Canada and South Affarainstance foundthat 36.2% and 43.4%

of psychiatric inpatients reported receiving smoking cessation aqtick 115). While no
studieshave been conducted in psychiatric settings in Ireland, recent studies in general
hospitalinpatient settings have shown that smoking is still undertreateith 32%
reporting discussion of smoking during admisgibt8), and 3844% reporting receipt of

advice from any healthcare professional in the past y63dy119).
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Beyond patient report data, reviews of medical records have also revealed low levels of
documented cessation care in psychiatric settingsa review of psychiatric inpatient
recordsin the USProchaska found despite higimokingprevalence, documented
interventions to treat smoking were rayand while 56% of smokers were prescribed NRT
smoking status was not included in treatment planning for any pat@2#t Similarly in
Australia Wye at al. have showacording of any nicotine dependence treatment in a

large psghiatric hospital to be negligible at lefmn 1% and pointed to this failure to
diagnose nicotine dependency and document treatment as a failure to conform to clinical
practice guideline§120). These findings demonstrate that, for whater reason, smoking
care is deemed a low priority in these settings. In Ireland, evidence in relation to

psychiatric settings once again is lacking.

In summary, arrent smoking prevalence, attitudes to cessation and ratiesessation
care in psychiatrisettings in Ireland remain unknown. Meanwhile International studies
have been limited by small sampl@s 2 113 115), low population coveragél10) and
response rate$113 114) and a focus on recruitnre of specific subgroupd 14,

115).The longer observation periodrgloyed in the current studyogether with a
hospitatwide recruitment approachwill allow for a large morerepresentativesample
across all adult wards$-urthermorethe inclusion of data from casenotes provides
evidence beyond patient report and all's comparison with general settings in Ireland
(118), as well as psychiatric settings abra@d, 120). Finally the inclusion of a folleup
survey allowed the researcher to ascertaim®nth quit rate among psychiatric patients
in the context of usual care. Study 2 therefa@ught to fill a gap in national knowledge
while also adding to the evidence internationally in terms of current levels of cessation
care in psychiatric settings, attitudes of psychiapatients towards quitting and advice,

and actual quitting behaviolamong this group.

2.4.2 Barrier to Smoking Cessation and Smoking Cessation Care among those
with MHDs
Reasons forolw levels of cessation capgovided in secondary care settings, and more

specificallyamong those wittMHDs, are further explored next
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Arecent systematic review of cliniciaeported barriers to provision of smoking cessation
advice in inpatient settings found lack of time, lack of knowledge, lack of perceived
patient motivation to quit smoking and lack of support (from colleagues, trepital and
the wider healthcare system) to be the most common barriers repo¢ied). In relation

to mental health professionals in particular, a mixed methods raetalysis of 38 studies
revealed similar barriers, including lack of time, training and confidence, negative
attitudes to cessation such &eliefs that patientsare not interested in quitting and that
cessation interventions are not effectivas well as permissive attitudes towards smoking
(122). The authors concluded that, in line with previous resedt@3), there is a need for
greater prioritisation of smoking cessation treatment in mental health care, specialist
trainingin smoking cessation interventions and wider education to address
misconceptions about smoking cessatiortha context of mental healtlf122). In Ireland,

no published research has explored barriers to cessation treatment among HCPs in
mental health settings specifically, but a survey of HCPs in general reVealéelels of
delivered advice witltack of time, training and competing work priorities as key barriers

in spite of the majority (94%) feeling they should advise all smokers tqifi4).

Individuatlevel barriers to cessation among those with mental iliness appear to be well
established125, 126). In a systematic review of qualitative and quantitative studies
Twyman et al. noted low motivation, symptom management, concerns about ability of
cessation services to handle mental libassues, identity and belonging as s&lported
barriers to cessation for people with mental illness (60). They called for further research
in relation tosystemslevel changes which may support cessation in people with mental
illness(126). This was later echoed by Trainor et al. who called for furffotitative
exploration of external barriers to cessan for people with severe mental illness

including systemic, health provider and treatment fact(&25).

At the level of implementatiorRarker et al. providedqualitative data on

barriers/facilitators for cessation services in conmty and inpatient settings in the UK
Theyconcluded that in spite of clear demand from patieréstablishing cessation

treatment services proves difficult due to complex systemic barriers. In addition to policy,
systems and procedaftbarriers including the regular facilitation of smoking, themes

related to knowledge, skills and attitude and ilingstated factors such as attentional,
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cognitive and motivational factors emerggll). Service user perspectives on
implementation barriers were omitted from this study and qualitative data was collected
through structured recording sheetshich were discussed with the project team, rather
than a more irdepth appro@h which may have revealed further and perhaps

unexpected barriers.

2.4.3 Smoking Cessation Care in Community Mental Health Settings zZ A

potential solution?

One reason for the lack of cessation care in secondary care settingelasgytothe
emphasis trditionally placed on GPs as well as prigneare settings more generally
concerninghe delivery of cessation ca &9, 127-133), which may lead to the belief
that thiscare is providedoutinelythere. In reality however, it is not clear that this is
actually the case and delivered rates in primary care settings in actagiggar low(63,
134-140). Furthermore, in relation to those with MHDs specifically, evidence from the
UK based on over 30,000 patients with a mental ilinessihdicated thatpn a per
consultation basis, primary care professionals are significéaglylikely to intervene with

smokers with a mental health condition compared to those with(28).

Internationally,the evaluation of smoking cessation programmes in community mental
health settingsremains understudied141, 142). While overall few studies have
evaluated tobacco treatment programes in community settings that serve those with
MHDs those that have tendo focus on quantitative method&l41, 143-147), brief or
summary outcomes datd 41, 145-149), andoften havea small sample of fewer than

30(143, 145, 149).

Studies which have taken a moredepth approach(64, 150, 151); often included
gualitative data for staff only150, 151), omitting service user views altogeth€r50), or
relying on surveys with no idepth exploration of ther experience include@l51).
Conversely, Rae et.gdrovided rich qualitative data of the experience of those with SMI
on two smoking cessation interventioftsut neglected to include any data, qualitative
or otherwise detailing the views or experiences of thodelivering these interventions
(64).
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Theavailable evidence however suggests that community programs are able to reach a
high proportion of smokers and when tailored can be effective for those with mental
illness for quitting(141, 147), orreducing smokingl44). In the case of untailored
approacheshowever, effectscanbe modest(149), or non-existentcompared to
controls(148), supporting the notion that existing tobacco treatment approaches may
need to be modified for those with mental illness in commungjtings (147, 148).
Qualitative data from a provider perspective reveatbdt a tailored tobacco cessation
curriculum tested well, was feasible amdhswell-received in a psychosocial clubhouse
environment(151), while interviews with individuals with severe mental illsdsased

on their experiences of a smoking cessation intervention delivered by a community
mental health agencysuggested the importance of choice and flexibility, a variety of
treatment options and responsivity to the changing needs and preferences widodl

service userg64).

Richer accounts of the experiences of both staff and service users are needed to allow us
to take full accounbf the complex issues which can shape pinecess oprogramme
implementation andf successfudjuitting at theindividualparticipantlevel.It was the

goal ofSudy 3 therefore to providesuchrich qualitativedata, integrating the views and
experience®f both service users and facilitatora relationto the implementation of a
smoking cessation programme in community mental health settings. This would inform
on experiences in this setting in general in addition to shaping the implementation of this

programme going forward.

2.5 Summary

Overall, the Irish policy context has been slow to tackle smoking and mental health with a
seeming focus on protection against exposure to environmental tobacco smoke, while at
a national level the training of mental hia staff in cessation care appears to remain in

its early stages. The international literature provides strong evidence of the increased
smoking prevalence among those with MHDs, yet there is a lack of evidence in relation to
this association in Irelanchd moreover in relation to its associated impact on the

physical health of those with MHDs. Furthermore in spite of increased smoking rates,

internationally cessation care for this group has historically been limited and to date no
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study has surveyed psyietric patients in Ireland in relation to smoking cessation. While
barriers such as time and a lack of training persist in secondary settings, the treatment of
tobacco dependence in community mental health settings can it seems be effective
especially whes tailored to this population though evidence remains limited. Therefore,
there remains sigificant gaps in the literaturéhat will be addressed by the current

thesis.
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Chapter 3 Theoretical and Methodological Rationale of the Thesis

3.1 Introduction

This chapter outlines the theoretical framework adopted within this thesis as well as the
rationale for samelnitially, this thesis was planned in line with tivedical Research
Councilframework for developing complex interventio(&2, 152) (i.e. two observational
studies leading to the development of a feasibility study of a complex intervention).
However, as dscribed later, challenges in obtaining research ethics approval and
associated delays led to significant revisions and the use of multiple study settings. The
current process involves identification of the evidence b@&152) in relation to impact

of smoking in Study 1 and in relation to current cessation care in StudyARMRE4) was
also applied to Study 2 findings to develop a mordepth understanding of current

care. Study 3 was a qualitative process evaluation conducted in line with MRC guidelines
for process evaluations of complex interventidas3), as detailed belowkinally in

relation to methodology, the adoption of a pragmatic approach employing mixed

methods in conducting this research is explained and justified.
3.2 Theoretical Rationale

3.2.1 Originally Proposed Framework

As stated above histhesis was initially plannedithin the Medical Research Council
(MRC) framework for developirapmplex interventiong72, 152). Study 1 wuld help to
identify the evidence base in relation to the impact of smoking on those Mi#Dsin
Ireland. Study 2 would survey patients aediewcasenotesin a psychiatric hospital
setting, in order to identifghe evidence base in relation tevelsof current smoking
cessation care and assess the effectiveness of samédongitudinal followup. Finally
Study 3, in the same setting, would consist of implementation and feasibility testing of an
intervention developed based on the knowledge gaine8tudies 1 and 2. However, as
detailed in Chapter 5, there were significant ethical approval complicatibtise
proposedsite for Studies 2 and 3yith changes requestedhich would have
compromised the scientific integrityf the studies These complicaanseventuallyled to

the transferof Study 2 to a new setting whapon ethical approval was secured with no
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amendments requiredThese delaykeft insufficient time forthe development and testing
of a bespoke intervention. Study 3 therefore assessestently-implementedsmoking
cessation support service in community mental health setti@igen these changes and
the resultant incorporation of two distinct setting types, psychiatric hospital and
community mental health day services, it was necessangtnvisage the theoretical

framework of the thesis.

3.2.2 Revised framework

Given the inclusion of various settings, rather than building towdetsgninga single
intervention for a particular site as originally planned, the thesis instead employR@ M
guidelines as a broad framework to assess overgdlementation,impact and overall
quality of carethus providing a comprehensiwerview which was representative of

both community and secondary care settings.

Identifying the Evidence Base z Impact: Study 1

In this Thesis Studygrovides the epidemiological contexEpidemiological context

shows the distribution of disease or conditions in a population, the attributable burden of
disease andeveals key determinants of nedtl54), in this case evidence dfHDs

Through a secondary analysis of nationally representatata, Study 1 establishes the
impactof smoking orolder adultswith MHDs in Ireland in terms of smokinglated
diseasg155). Epidemiological edext is one of the seven domains of context identified

by Pfadenhaueet al. as key areas for reflectiovhen attempting to address context and
implementation in an integrated way. Along with ethical and s@tonomic issues,

these three domains in padular are reported to be rarely considered despite their

considerable impact on the uptake, reach and effectiveness of intervenficits.

Identifying the Evidence Base z Care: Study 2

Study 2identified the evidence base in relation to current care, asseshimgurrent
levels of implementatiof smoking cessation cane a hospital setting. While guided by
the MRC framework, findings wereperted according to the REIM evaluation

framework(74), to provide a more irdepth understanding of current care.
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REAIM

REAIM is a widely cited evadion framework which originated in public health and is
commonly used to provide a structure for evaluating implementation endeavdg). It
was developed by Glasgow et al. in 1989) who aimed to provide an alternative to
clinical trials, which have limited external validity, and allow researchers to evaluate the
implementation of interventions in complex, real world settir{@4, 157). REAIM
specifiedive implementation aspects that should be evaluated as part of intervention
studies referring tdReach, EffectivenesAdoption, Implementation and Maintenance

(74, 156) (see Table3.1 below. Described by Gaglio et al. asth@ planning and an
evaluation mode(157), its five domains are said to provide a more complete picture of
the public health impact of a given interventi¢rd). It should be notechoweverthat
although five dimensions are specified not all studies employinglREassess all five
aspects. A recent systematic review fouhdt just two thirds of studies reported on all
five dimensiong157). Similarly, Kessler et al. reported following a content review thet
majority of grants use only soneementsof the model (less than 10% contained
thorough measures across all-REV dimensions) and few caseseiie ONA G SNA | ¥
RS @St 2 LIS R-Alkin8e@dthe 2idvelopeds themselves stated that it may not be

necessary to assess all 5 compotsein every study74).

l f 6K2dzZAK y 2 RS &oestliRthd useWivadeitional Kualigatve
components to understand domains halsobeen reconmended as has the inclusion of

costs(158), however both weraunfortunately beyond the scope of the current study.

Application of REAIM

Brief smoking cessation advice provided in hospital settings has been shown to be
effectivefor promoting quitting(118, 159-161). It is unknown however to what extent

brief advice is effective for patients in a psychiatric set{it®p). Study 2 aimed to add to
knowledge on smoking cessation care in psychiatric patients by surveying patients and
reviewingcasenotes and following smokers upr®nths later. Apgying the REAIM
framework, this study addressed the Reg€lectivenessAdoption and Implementation

aspectsReachhere refers to the prevalence of smoking cessation care i.e. what
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proportion of patients who smoke wellgaving status recorded and/@eceving any

smoking cessation advic&}Hectivenesavas evaluatedn terms of exploring the

association betweeneceiving smoking cessation advered cessation outcome3

months later. TheAdoption aspect of the RERAIM framework was addressed by assessing
which professionals were providing smoking cessation care/agwicie Implementation

was assessed in terms of the consistency with which staff were capturing smoking status
and/or addressingame Greaterdetail onStudy 2 findings in relation to FEM domains

will be provided in Gapter5.

While the REAIM framework was developed to assess key dimensions of an intervention
(163), in this case smoking cessation care, Study 2 was concernedwent routine
care rather than the evaluation of an intervention designed and implemented by the

researcher.
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Table 3.1 REAIM domains and application of same in Study 2

Reach Number, percentage and representativeness of eligible
patients who participated in the intervention.
s the intervention reaching the target population? Those
most in need?

Effectiveness Intervention effects on targeted outcomes,
*Does the intervention accomplish its goals?

Adoption Number, percentage and representativeness of participating

settings and providers.
*To what extent are those targeted to deliver the intervention
participating!

Implementation  The extent to which the intervention was consistently
implemented by staff members.

Maintenance The extent to which an intervention becomes part of routine
organizational practices, and maintains effectiveness.

Glasgow, www.re-aim.org

Percentage asked smokistptus (seHlreport).
Percentage received smoking cessation care-(eglbrt).

Percentage for which smoking status was recorded in casenotes.
Percentage for which smoking cessation care was recorded in casen

Effectiveness of smoking cessation caréerms of associations with qui
rate at 3month followrup for selfreported and casenoteecorded
cessation advice.

Representation of various HCP groups in delivery of smoking cessati
care according to (i) patient se#port and (ii) as documenteid
casenotes.

Extent to which status was recorded and care was consistently
implemented by staff members based on (i) patient-seffort and (ii) as
documented in casenotes (locationgasenotesand frequency).

Relates to longeterm follow up and vas therefore beyond the scope 0|
this thesis

Source: Left column in above table based on a figure in 2017 review by Forma(i168al.
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Understanding Change Processz Assessing the Implementation of a Potential

Solution in a Community Setting: Study 3

Study 3, a qualitative process evaluation, involved the triangulation of service user and
staff data collected through focus groups anebiepth interviews. The aim here was to
evaluatethe implementationof a quit smoking programme across various community

adult mental healthcentres to better inform future practice and policy.

MRC guidance provides a framework for conducting and reporting process evaluation
studies. Aimsas defined byMoore et al., includeenabling evaluation to inform the
development of effective interventions, through understanding their mechanisms and
contextual contingencie€l53). In other words how an intervention works in a given
setting. Specifically, this study focused on context and explored how it affected
implementation of the Quit Smokingdgramme and outcomethroughidentifying key

barriers and facilitators at both implementation and participant levels.

It has been argued that the adoption of a methodological theory is not necessary to in
order to conduct qualitative researdi64), and similar to a recent qualitative process
evaluation byAl-HadiHasan et al. the current study applied a pragmatic approach with a
focus on answering the research questions and explaining the qualitative data without

the restridions of a particular theory165).

Both investigation and initial analyses were therefore perfodnosing a largely inductive
approach. In relation to data collection this meant that while interview schedules were
initially guided by the prexisting literature, they were reviewed and adapted in light of
knowledge gained from initial interviews and ththe research was somewhat shaped by
the participants providingit KS 2 LILI2 Nlidzy A& F2NJ aSNBAOSaA

d

F3SYRIQY FyR FEt26Ay3 NBASEHNDK Aya{esizySy

In line with the redéist approach adopted interview guides were not restricted to fit the
domains of a given theory or framewo{k67). The lack of literature in this aredso
meant that a more deductive approach would currently be somewhat inapyatgp

Instead more flexible guides based on the literature and study contexvatildor a more
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authentic and exploratory approach whews@anticipated and unprompted issues were
truly allowed to emerg€168, 169). This approach has prewsly been employed in health

services researc{i69).

Thematic analysis, which is argued by Braun andk€ta provide an accessible and
theoretically flexible approach to analysing qualitative d@té0), was then conducted
prior to mapping of the emergent themes onto an emergent framework of barriers and

facilitators, thus allowing the data tgsak and themes to emerge organically.

Links between studies

By establishing smoking prevalence and prevalence of smolatgd disease Study 1

set the epidemiological context and evidence base for the thesis. Study 2 went on to
assess smoking prevalamand current cessation caia a psychiatric patient population.

This allowed the researcher to compare smoking prevalence across populations with
MHDsat both a population and clinical lev&8tudy 2 also assessed cessation care

provided by healthcare pofessionalsa theme which was also explored in Study 3 among
service users in community mental health day servitése broadly however, Study 3
ASNISR (2 SELX 2NB 6KSGKSNI I O2YYdzyAaide asi
highlighted by Study and Study 2.

More detail on how findings integrate will be provided later within the discussion chapter.

3.3 Mixed Methods: A Pragmatic Approach

This thesis took a pragmatic approach, which is to say that the focus was on investigating
the factors that lave the most impact on the chosen subject matter and deciding the way
in which to investigate those facto(&71). In generalpragmatism as an approach is

deemed beneficial for its redirecticmwards methodological concerns and proved apt
given the need to modify the approach in this thesis, as described above. It is also
considered particularly appropriate when combining qualitative and quantitatieehods
(171), given the specific justification it provides for safi€?). In the current programme

of research, Studies 1 and 2 were quantitative while Study 3 adopted a qualitative

approach.
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Pragmatism preides an effective alternative to emphasig the distinctions between
purely quantitative and purely qualitative approachesd allows the researcher to
transcendthe dualism of purely quantitative and purely qualitative approacfigd).
Rather than treating the broad tendencies of these methodologies as defining
characteristicst allows for a more iterative process in which the researcher is working
back and forth between thextremescommonly enphasised by each methodological

approach.Table 3.2 below displays the alternative approach offered by pragmatism.

Table 3.2 Pragmatic approacho methodology

Qualitative Quantitative Pragmatic

Approach Approach Approach
Comection of theory and data Inductive Deductive Abductive
Inference from data Context Generality  Transferability
Relationship to research proces:  Subjective Objective Intersubjective

(Source: Morgan(171) p.71))

For instance, in relation to the linking of theory and data, the use of abductive reasoning
transcends a purely grounded inductive or purely-tigovn deductive approach instead
moving back and forth between induction and deduct{@il, 173). Abductive reasoning
involves the logical connection made by researchers between data and tfle6fy As
Feilzer writes, datasets may be analysed separately at first, then moaetgamd forth
between the datasets with the knowledge produced by each one and then finally bringing
them together enables the interpretation of data from a multidimensional perspective

where each dataset is informed, questioned and enhanced by the ofth@8}.

Secondlyin relation to inference from dateor the extent to which study results can be
inferred to other settings, pragmatism calls for transferability. Rather thaquiantitative
research where generalisability is a key concern, or qualitative research where results are
often considered context specific, Morgan argues that the focus in pragmatism is on what

one can do with the knowledge they produce. This is achidwexigh investigating the
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factors that affect whether knowledge can be transferred. For example, assessing
whether results from a particular programme evaluation have implications for the

implementation of similar programmes in other contexi§'1).

Finally, while qualitative and quantitative research are commonly regarded as taking
subjective and objective approaches respectively, others argue this is an artificial

summary of the relationship betsen the researcher and the research process and that
complete objectivity and complete subjectivity are equally imposgibfd). Pragmatism,

as a third paradigm, offers an alternative to these aigly unrealistic goald 71, 172).

CKAAd AYUSNEIz02SOUAOS | LIINBIFOK |aaSNha Wo;
AYRAGARdzZI a4 KIFIGS GKSANI 26y (WAPA7Y)dzS Ay G SNLI

3.4 Rationale for mixed methods thesis

While pragmatism offers a legitimate approach to combining qualitative and quantitative
methods it is also important to explore why mixed methods are appropriate to the

currert programme of research in the first place. Justifications offered for the use of

mixed methods in Health Services Research include: the need for comprehensiveness and
the complexity of health care; the need to focus on processes as well as outcomes and
the range of methodological approaches required to do this; as well as ensuring

disempowered or marginalised groups in society are given a {brép.

In relation tocomplexity, the use of mixed methods by health services researchers is
commonly justified on pragmatic grounds given they work in an applied field and study
complex issues in complex environmerfsr instane, enploying qualitative components
allows researchers to study a range of aspects of an intervention or s€tvibeIn the
current programme of research, Study 3 sought to evaluate a complex, changing
intervention which was not highly controlledith implementation varying across

centres thus presenting real world conditions which represented a complexity beyond a
guantitative approach. Here pragmatism dictated that a qualitative approach be
employed in order to provide richer and more useful data in light of the actual research

guestion and context.
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Another argument for mixed methods research lies in the percestezhgth of

gualitative methods in accessing the views angtesof service users and providers and

the importance of same in grounding the research in the real wd@7&). The need to
emancipate marginalised and vulnerable groups in particular has often been presented in
justifying the inclusion of a qualitative component within a programme of rese@rch).

Given Study 3 aimed to evaluate a service provided to a vulnerable group (community
mental health service users) this was partarly pertinent, not to mention the applied

and pragmatic approach taken in the thesis in general which commanded the inclusion of

both patient and provider voices.

Overall, in the current thesis a mixed methods approach was taken for its intrinsec valu
ando F &SR dzLl2y (KS N3IBtan&elwNidgh krSpNaRidehel ddntrafityrdf theh O
research question in determining methods employed at all std§jés). Thisis the

pragmatic justification for using mixed methods iadtth ServicesResearchi.e. the

practical need to use a range methods and the need to choose most appropriate
method to answer the research questi while also considering the research context. In
the current thesis pragmatism therefore demanded the use of mixed met(bis),

while also lending

itself to the legitimate combination of qualitative and quantitative methods and allowing

for the possibility of working back and forth between the tejgproacheg171).

3.5 Summary

Overall this thesis broadly adopted MR@dglinesas its theoretical approach. While
epidemiological context in relation to impact was set in Study 1, Studies 2 and 3
established the evidence base in relation to care in secondary anchaoity settings. To
facilitate a greater understanding of current care, findings from Study 2 and 3alsre
mapped onto the REAIM and MRC Process Evaluation Frameworks respectively. In
relation to stance a pragmatic approaalsadopted. Pragmatism empisizes the
centrality of the research question in determining methods employed and offers a
legitimate approach to the combination of qualitative and quantitative methods. In this

thesis a mixed methods approach was demanded by the research questiahg, by
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complexity of the field which is commonly the case in health services research and

crucially by the need to truly access stakeholder voices and views.
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Chapter 4: Secondary Analysis of the Irish Longitudinal Study on
Ageing

4.1 Introduction

Study lwas a secondary analysis of a nationally representative dataset of community
living adults aged 50 and over, the Irish Longitudinal Study on Ageing. As described in
Chapter 3, it was necessary for this thesis to first set the epidemiological context in
relation to the impact of smoking on those with MHDs in order to build the evidence base
for health service policy in the Irish context. Smoking prevalence and the impact of
smoking in relation to prevalence of smokirejated diseases were therefore establsl

in individuals with MHDs compared to the general populat®hROBE guidedis for
observational studies we employed in reporting of both methodology and reswfghis

study(176). Thisstudyhas been published in th#urnal of Psychosomatic Research
a77).

4.2 Study design
This study was a retrospective secondary analysis of-sexdtonal data from a
longitudinal cohort study, conducted in an effort to examine the association between

MHDsand smoking and betweedHDsand smokiig-related diseases.

4.3 The Irish Longitudinal Study on Ageing (TILDA)

TILDA is a larggcale, longitudinal study on ageing involving a nationally representative
cohort of over 8,000 respondents aged 50 and over and resident in Ireland. The current
analyss involved the first wave which was collected between 2009 and 2011. Data
collection involved an extensive fate face computer assisted home interview, a self
completion questionnaire for data deemed more sensitive and a health assessment. At
wave one 5894 (72.1%) of the 8,175 participants aged 50 and over completed a health
assessment. Health assessments were conducted at TILDA Assessment Centres in Dublin
and Cork, or for those not willing to travel to TILDA Assessment Centres a shorter
assessment caed out in their home by a qualified, trained nurse was offered. At wave
one 5,894 (72.1%) of the 8,175 participants aged 50 and over completed a health

assessment. All variables included in the current analysis were collected at both health
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centre and hone assessments. Through the home interview and questionnaires detailed
data on smoking and physical health was collected. Data on medication use and self
reported doctor dignosed mental health conditiongas also collected as was scale data
relating to arxiety and depression symptoms. Thus TILDA provided the best national
sample data for the establishment of the extent of smokinduced disease in those with

enduring mental health problems in Ireland.

4.4 Participants

TILDA provides a stratified clusternationally representative sample of community
dwelling adults aged 50 and over living in Irelghdd). Private residentiedwellings were
assigned to clusters stratified by geography and socioeconomic group to produce a
population representativessampleof older adults Across households where it was
possible to make contact to confirm eligibility a response rate of 62% elas\ed(179).
Population weighting was employed to counteract bias introduced by differential
nonresponsg179). The main sample was compared to Quartétitional Household
Survey respodents on age, sex and educational attainment and consequent weights
assigned178). A more detailed description of the studgmple and response rates has
been described elsewhel@80). While a nationally representative sample of community
living older adults was achieved the use of private dwellings as a sampling frame means
individuals who were homeless or in residential care are not represented in the data.
Though not recordeth a systematic way the study team have also advised that eligible

participants in community dwellings who were too unwell to participate were excluded.
4.5 Variables

4.5.1 Outcomes

Smoking status: Selfreported current smoking statuse. current, forme or never

smoker.

Those who reported @S NJ aY21Ay3 WOAIFINBGGSasx OAIIl NE
2F |G f Slwarédefngd3s eved smulers (lifetime prevalence). Ever smokers
answered further smoking questions and those vémswered¥, Sa Q ¢KSy | &l S
smoked at the present time (including if smoked in past 3 months) were categorised as
currentsmokergs KAt S NBalLR2yRSyi(a o6K2 | yYyagSNBER Wbz
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This smoking status outcome variable was also assesse@a@ential mediator and
effect modifier in modelling smokingelated disease.
Smoking-related disease: The presence of any one or more smokietated diseases

I.e. respiratory disease, cardiovascular disease and smo&latgd cancers.

For the purposs of this analysis smokigg5 €t | § SR OF yOSNJ ¢l & RSTFA\
when asked if they were ever told by a doctor that they had cancer in any of the following
sites:Lung Colon or rectumStomach OesophagusBladder Liver, Cervix Kidney

PancreasOral cavity Larynx Other pharynxXincluding nasopharynx, oropharynx,
laryngopharynx or hypopharynx). These sites were identified based on the 2014 Surgeon
DSy S NI t @8i). QakceddikhE lip, the reh pelvis and acute myeloid leukaemia

were not included as these were not specified in the TILDA study.

WSAaLIANI G§2NE RA&SHF&AS 61 a4 RSTAYSR a lyasgSl
R2 Ol 2 NJ { K thionidildaGdiseakesikch a@s chromiorizhitis or emphysena ®

/' NRA2@I a0dz  NJ RAaSIHasS é61+ra RSTAYSR a | y;:
o0& I R20G2NJ dKF d K S ginckiding my¢dadia kfgretionor Wl K
O2NR2YI NE BKMNPDYJYASA8MABIKSONEAT F4 A & NASOS Wi
@l a0dzZf F NJ RAaSFaAaS0Q 2NJ WaAyAadNR]1S 2N ¢L! ¢

For the purposed of this analysigspiratory disease, cardiovascular disease and smoking
related cancers were combined to indicate having a chronic disease (score=1) or no

(score=0) due to low numbers in two categories.

4.5.3 Exposure variables

MHDs: A number of variables were taken as indicators of evidend¢HiDsand used
individually and in combination to model the association betw&#tDsand smoking and
betweenMHDsand smokingelated disease.

Ly SY20A2y I3 ySNB2dza 2NJ LJAEOKAI GNAO LINE
AT GKS@ 6SNBE SPSNI (2 éanRemdtional; neRaisOoi @ydhialri& | &

problems, such as depression or anxigtyd
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Psychiatic medication use: Participants were asked to bring medications to interviewer
during faceto-face home interview and all anxiolytics, antipsychotics and anti
depressants were included (ATC codes: NO5B; NO5A; NO6A). Any participant who was
taking one of hese medications was considered to have MHD

Psychometric scales: Standardisestpres for depression and anxiety scales, as follows.
CESD: The Center for Epidemiologic Studies Depression ScakDjCES 26tem self

report depression scale designémt epidemiological studies of depressi(i82). Each

item is measured on a-goint Likert scale reflecting frequency of occurrerand a cutoff
a02NB 2F x mMc Aa AFAR (G2 AYRAOFGS Of AyaAoOl
measure was administered during the fatweface computer assisted home interview
(179 and 8,044 (98.4%) responded to altgéms.

HADSA: The HADA is the 7item anxiety subscale of the Hospital Anxiety and
Depression Scal@83). This selreport measure with a four option Liketype response
format was included in the setfompletion questionnaire and terned by 6,635 of the

8,175 (81.2%) TILDA participants aged 50 and over.

4.5.4 Covariates

Demographic variables (age, sex, education and marital status) were adjusted for when
predicting smoking status. In models predicting smokiglgted disease socio

demographic variables (age, sex, education) as well as other known confounders (physical
activity, waist circumference, alcohol use and diabetes{sglbrted doctor diagnosed))

were included. Age and waist circumference were continuous, while all otheriates

were ordinal/categorical. Physical activity was assessed using the short fivem 8

version of The International Physical Activity Questionnaire (IP¥83), which estimates

time spent performing physical activities (moderate to vigorous) as well as inactivity (time
spent sitting)(185). Alcohol problems were identified using the CAGE questionnaire, a
widely used ad extensively validated screening tool for alcoholism, which was included

in the selfcompletion questionnaire. A CAGE test score of 2 or more is said to identify
problem drinkerg185, 186). Waist circumference was measured at the health

assessment during wave one and so was only available for participants completing that

component.
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4.6 Statistical analysis
Key variables and demographic characteristics of the sample were compared according to
smoking status using analysis of variance models andaqeldre statistics as appropriate.
Multinomial regression analysis was performed to investigate the associagioveen
MHDsand smoking. The models were weighted and adjusted for age, sex, education and
marital status as these were all significantly associated with the outcome smoking status.
Themarginscommand in Stata provided adjusted prevalence estimates.
Multivariate logistic regression models were then employed to explore the association
betweenMHDsand smokingelated disease. These models were weighted and adjusted
for potential confounders including soettemographic characteristics (age, sex,
education)and additional known risk factors (physical activity, waist circumference,
alcohol use and diabetes (seffported doctor diagnosed)). These covariates were
identified based on the literature.

FNBY YR YSyyeéQa 7T2dzNJ a0 S Indedialidh(NeP. IFiSHy, & |

as above, regression analyses were run to see if the independent variables, MHD

Qx

predicted the dependent variable smiokrrelated disease. Secondly, and also already
encompassed in aim one, regression analyses were conducted toMespredicted
smoking. Thirdly, it was assessed whether the mediator, smoking status, predicted
smokingrelated disease even while adjusgi for MHB3. Finally, smoking status was
added to models predicting smokiwiglated disease and changes in the association
betweenMHDsand smokingelated disease were observed for any mediational effects.
Finally, interaction terms were built and addeximodels to test for any moderating role
of smoking in the association betwedHDsand smokingelated illnesses.

Data analysis was performed using Stata 1B388).
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4.7 Results

This analysis of TILDA included 8,175 participants aged 50 years and over. As described
above, due to missing values related to issues such as health assessment attendance and
completion of theHAD&A the analytic sample ranged from 5,024 to 8,158. Sample sizes

for each model are included below (Tableg)2

4.7.1 Descriptive data

Table 1 summarises the demographic aspects of the sample, by smoking status
(current/former/never). Overall selfeported current smoking prevalence was 18.24%
while 38.1% were former smokers. Sex, age, education and marital status were all
significantly related to current smoking status. Current smokers were younger and
prevalence was highest in those with lower lesvef education and among those who
were separated or divorced. More of the men in the sample were former smokers while

more ofthe women were never smokers.
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Table 4.1 Demographic profile of TILDA respondents aged 50 and oaéegorised by smoking status at baselimecluding Anova and Chi
square analyses (n=8,174)

Current smoker Former smoker Never smoker

(n=1,491) (n=3,117) (n=3,566)

18.2% 38.1% 43.6%
Continuous Mean SD Mean SD Mean SD F p Value
Age 61.3 8.87 64.9 9.82 64.0 9.93 69.7 <.001**
Categorical N % N % N % 2 p Value
Women 811 18.3% 1,387 31.3% 2,233 50.4% 220.0 <.001**
Men 680 18.2% 1,730 46.2% 1,333 35.6%
Education
Primary/None 571 22.8% 990 39.5% 942 37.6% 113.2 <.001*
Secondary 619 19.0% 1,165 35.7% 1,479 45.3%
Third/Higher 300 12.5% 960 39.9% 1,144 47.6%
Marital status
Married 920 16.3% 2,179 38.7% 2,538 45.0% 110.8 <.001**
Never married 162 20.5% 311 39.3% 318 40.2%
Separated/Divorced 186 33.8% 186 33.8% 179 32.5%
Widowed 223 18.7% 441 36.9% 531 44.4%
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The prevalence dfiHDsranged from 1.60% (setéported alcohol or substance use
problem) to 9.49% (severe depressive symptoms as peDFE&sed on the various
indicator variables. Almost half of resmtents (45.9%) had at least one smoknetated
disease at baseline. Cardiovascular disease was most prevalent (43.1%), followed by
respiratory diseases (4.04%) and finally smokeigted cancers (1.65%).

All exposure variables, outcomes (overall andtdbating variables) and covariates were
significantly associated with current smoking status (Table 1.2). In relation to outcome
variables, both overall and in the case of each individual disease variable former smoking
was more prevalent than current orever smoking. Those reporting a diagnosed
respiratory disease had however also retained a high rate of current smoking (32.4%).
Physical activity was less strongly related to current smoking status in comparison to

other covariates, though the associatiaras stil statistically significant.
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Table 4.2 The presence of MHDs (exposure variables), smokiglgted illnesses (outcome) and confounding variables by smoking status
(n=8,174) including Anova and Géguare analyses

Current smoker Former smoker Never smoker

(n=1,491) (n=3,117) (n=3,566)

18.2% 38.1% 43.6%

N % N % N % .2 p Value

MHDsindicator variables
Emotional, ®rvous or psychiatric 190  27.4% 254 36.6% 249 35.9% 45.7  <.001**
problem (&lf-reported doctor
diagnosed)
Psychiatric medication use 200 27.2% 269 36.6% 266 36.2% 46.4  <.001**
(antidepressant, antipsychotic ol
anxiolytig
Antidepressant 148  26.4% 206 36.8% 206 36.8% 28.8  <.001**
Antipsychotic 40 36.0% 32 28.8% 39 35.1% 23.9 <.001**
Anxiolytic 49 28.6% 65 38.0% 57 33.3% 14.6 .001*
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Current smoker Former smoker

Never smoker

(n=1,491) (n=3,117) (n=3,566)
18.2% 38.1% 43.6%
N % N % N % .2 p Value

Alcohol/substance abugself 57 43.5% 50 38.2% 24 18.3% 66.2  <.001**
reported doctordiagnosed)
Depression (CH3) (n=8,044)
None/mild (7 or less) 737 15.2% 1,873 38.7% 2,230 46.1% 129.4 <.001**
Moderate (815) 422  19.0% 856 38.5% 944 42.5%
Severe (16+) 296  30.2% 342 34.9% 343 35.0%
Anxiety (HAD®\) (n=6,637)
Normal (7 or less) 756 15.1% 1,978 39.4% 2,286 45.5% 78.6  <.001**
Possible (&0) 199 19.4% 381 37.2% 444 43.4%
Probable (11+) 172 29.0% 201 33.9% 220 37.1%
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Current smoker Former smoker

Never smoker

(n=1,491) (n=3,117) (n=3,566)
18.2% 38.1% 43.6%
N % N % N % 2IF pValue

Outcomes
Any smokingelated disease 648 17.3% 1,573 42.0% 1,526 40.7% 440 <.001**
(self-reported doctor diagnosed)
Respiratory 107 32.4% 143 43.3% 80 24.2% 70.0 <.001**
Smokeirelated cancers 26 19.3% 69 51.1% 40 29.6% 12.3 .002*
CVvD 583 16.5% 1,479 42.0% 1,463 41.5% 40.0 <.001**
Other covariates
IPAQ (Physical Activity)(n=8,09¢
Low 517 19.9% 955 36.8% 1,120 43.2% 115 .022*
Moderate 459 16.5% 1,087 39.0% 1,241 44.5%
High 500 18.4% 1,044 38.4% 1,173 43.2%
Alcohol problem(n=6,758) 215  26.4% 390 47.8% 210 25.8% 1429 <.001**
(CAGE score of 2 or more)
Diabetes(self-reported doctor 110 17.3% 293 46.2% 231 36.4% 20.2  <.001**
diagnosed)
Waist cm(n=5,863) 93.77 (13.9) 97.79 (14.0) 93.95 (13.5) F=55.9 <.001**

(mean anl (SD))
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4.7.2 Predicting smoking status using MHDs

Multinomial logistic regression was employed to predict smoking status based on
evidence oMHDsand adjusting for age, sex, education andrital status. Variables
indicating evidence dfiIHDs were; a seHreported doctor diagnosed emotional nervous

or psychiatric problem (Model 1), seported psychiatric medication use (Model 2), self
reported doctor diagnosed alcohol/substance abuse¢é 5) and scores on
depression(Model 7) and anxiety scales(Model 8) thel@B&d HAD® respectively.
Models combining multiple mental health indicator variables were also employed with
the aim of exploring associations with smoking at various levedsidénce. Model 3
combined a selfeported emotional nervous or psychiatric problem and-sefforted
psychiatric medication use while in Model 4 the predictor variable was the presence of
either one of these. Model 6 was the presence of either argglbrted emotional,

nervous or psychiatric problem or an alcohol/substance use problem. Decisions regarding
the combination of variables within models were made based on both logic and the need
to provide a sample size which would provide sufficient powerdgression analyses.

As shown in Table 4.3, all models indicating evidenddrttDswere significant predictors

of current smoking statufkelative risk ratios for former and current smoking ranged from
1.26 to 1.99 and 1.84 to 4.31 respectively whileuating for potential confounders.

Never smoker was the base category. Across models the adjusted current smoking
prevalence ranged from 289% and was highest in the alcohol/substance abuse group.
This compares to the crude smoking prevalence of 18.24keisample overall. Adjusted
former smoking prevalence ranged from-88% which compares to 38% in the overall
sample. The prevalence of never smoking was particularly low in theepelfted doctor
diagnosed alcohol/substance abuse group (Model 5) at,228&it from the initially low

absolute prevalence of 1.6%.
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Table 4.3 Adjusted multinomial regression models of smoking status (current/past/never) according to various indicatokéHiDsfor
TILDA cohort

Model n Adjusted Adjusted Adjusted 95% CI P value
prevalence prevalence RRR
for no
MHDs
1 Emotional,nervous or 8,154
psychiatric problem df-
reported doctor
diagnosed)
Never smoker 34% 44% (base)
Former smoker 39% 37% 1.33 1.101.60 .003*
Current smoker 26% 19% 1.84 1.502.26 <.001**
2 Psychiatric medication us 8,158
(Seltreported)
Never smoker 35% 44% (base)
Former smoker 38% 38% 1.26 1.051.52 .012*
Current smoker 27% 19% 1.84 1.51-2.25 <.001**
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Model n Adjusted Adjusted Adjusted 95% CI P value
prevalence prevalence RRR
for no
MHDs

3 Seltreported doctor 8,158

diagnosed emotional,

nervous or psychiatric

problemand selfreported

any psychiatric medicatiol

Never smoker 33% 43% (base)

Former smoker 41% 38% 1.44 1.11-1.86 .006*

Current smoker 26% 19% 1.90 1.402.55 <.001**
4 Selfreported doctor 8,158

diagnosed emotional,

nervous or psychiatric

problemor selfreported

any psychiatric medicatiol

Never smoker 35% 44% (base)

Former smoker 38% 38% 1.26 1.081.46 .003*

Current smoker 26% 18% 1.87 1.582.21 <.001**
5 Alcohol/Substance abuse 8,158

(self-reported doctor

diagnosed)

Never smoker 22% 43% (base)

Former smoker 38% 38% 1.99 1.193.33 .009*

Current smoker 39% 19% 431 247753 <.001**
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Model n Adjusted Adjusted Adjusted 95% CI P value
prevalence prevalence RRR
for no
MHDs
6 Alcohol/Substance abuse 8,158
or Emotional nervous or
psychiatric problem df-
reported doctor
diagnosed)
Never smoker 34% 44% (base)
Former smoker 38% 38% 1.33 1.11-1.60 .002*
Current smoker 28% 18% 2.04 1.682.47 <.001**
7 CESD 8,029
None/Mild (base)
Never smoker 46% (base)
Former smoker 38%
Current smoker 17%
Moderate
Never smoker 41% (base)
Former smoker 38% 1.14 1.01:1.29 .036*
Current smoker 21% 1.33 1.151.54 <.001**
Severe
Never smoker 35% (base)
Former smoker 38% 1.37 1.151.63 <.001**
Current smoker 26% 2.27 1.882.75 <.001**
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Model n Adjusted Adjusted Adjusted 95% CI P value
prevalence prevalence RRR
for no
MHDs
8 HADSA 6,626
Normal (base)
Never smoker 45% (base)
Former smoker 38%
Current smoker 17%
PossibleAnxiety
Never smoker 41% (base)
Former smoker 39% 1.12 0.961.32 141
Current smoker 21% 1.30 1.06-1.60 .011*
Probable Anxiety
Never smoker 36% (base)
Former smoker 38% 1.27 1.02-1.59 .034*
Current snoker 25% 2.02 1.592.56 <.001**

Weighted and adjusted for age, sex, education and marital status.
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4.7.3 Predicting smoking -related illnesses using MHDs

A number of multivariate logistic regression models were conducted to assess the
association betwen various indicators dfiIHDsand the presence of smokinglated
disease. Employing the same eight models used to predict smoking status above, the
relevant outcome was the presence of any one or more smelefaged diseases i.e.
cardiovascular diseasespiratory disease or smokifnrglated cancer as detailed above in
methods section. Covariates adjusted for were age, sex, education, physical activity
(IPAQ), waist circumference, alcohol problem (CAGE) and diabetes.

All models were predictive of presemof smokingrelated disease with odds ratios
ranging from 1.24 to 1.62 (Table 4.4). The adjusted prevalence of smekatgd disease
ranged from 53 to 60% and was highest in those reporting a diagnosed alcohol/substance

abuse problem. This compares tearde prevalene of 46% in the overall sample.
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Table 4.4 Adjusted logistic regression models of any smokirejated disease (respiratory disease, cardiovascular disease or smeking

related cancer) according to various indicas of MHDs for TILDA cohort

Model
Adjusted
Adjusted prevalence
prevalence smokingrelated
smokingrelated disease for no Adjusted
n disease MHDS OR 95% ClI P value
1 Emotional, nervous or psychiatric 5,176 53% 48% 1.24 1.02-1.51  .036*
problem (self-reported doctor
diagnosed)
2 Psychiatric medication use 5,176 55% 48% 1.38 1.121.70  .002*
(self-reported)
3 Selfreported doctor diagnosed 5,176 57% 48% 1.46 1.11-1.93 .007*
emotional, nervous or psychiatric
problemand selfreported any
psychiatric medication
4 Selfreported doctor diagnosed 5,176 53% 47% 1.27 1.07-1.50 .006*

emotional, nervous or psychiatric
problemor seltreported any psychiatric
medication
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Model

Adjusted
Adjusted prevalence
prevalence smokingrelated
smokingrelated disease for no Adjusted
n disease MHDS OR 95% ClI P value
5 Alcohol/Substance abuse 5,176 60% 48% 1.62 1.002.62 .048
(self-reported doctor diagnosed)
6 Alcohol/Substance abuse Emotional, 5,176 54% 48% 1.30 1.07-1.58 .008*
nervous or psychiatric problem
(self-reported doctor diagnosed)
7 CESD 5,114
None/mild 46%
Moderate 50% 1.10 0.961.26 .160
Severe 54% 1.44 1.181.75 <.001**
8 HADSA 5,024
Normal 47%
Possible anxiety 51% 1.10 0.931.29 261
Probable anxiety 55% 1.50 1.21-:1.85 <.001**

Weighted and adjusted for age, sex, education, physical activity (IPAQ), waist circumference, alcohol problem (CAGEjeand diab

67



4.7.4 Mediation analysis

& LISNJ . I NP Yy rstepsior nyeSigfighgtite dndepehdint variable, M$iD

therefore predicted the dependent variable smokirejated disease thus fulfilling the
FANRG adSLI Ay . I N@®@8y). Ab alréadyiSpjayed gbave ih TabIN&E3: O K
the independent variable, MHDalso predicted smoking status thereby fulfilling the
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analyses were conducted which confirmed that smoking status predictedisgrelated
disease, with significant associations for former smoking (step 3).

Lastly smoking status was added to all models predicting smo&lated disease to
FadasSaa GKS F2dz2NIK FyR FAYILFE adSLI 2F . | NB\
shown below in Table 4.5, the addition of smoking status to models had virtually no

impact on odds ratios. Changes observed were negligible and therefore failed to fulfil step
four indicating that the association betwedtHDsand smokingrelated disease wanot

mediated by smoking.
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Table 45 Adjusted logistic regression models of any smokirejated disease according to various indicators of MHDs for TILDA cohort and

with mediational analysis adjusting for smoking status {rex/past/current)

Model Mediation analysis
Adjusted 95% ClI P value
OR
Adjusted
Adjusted prevalence
prevalence smoking
smoking related
related disease for Adjusted
n disease no MHDS OR 95% ClI P value
1 Emotional, nervous 5,176 53% 48% 1.24 1.01-1.51 .036* 1.23 1.01-1.51 .039*
or psychiatric
problem
(selfreported
doctor diagnosed)
2 Psychiatric 5,176 55% 48% 1.38 1.121.70 .002* 1.38 1.121.70 .002*
medication use
(selfreported)
3 Selfreported 5,176 57% 48% 1.46 1.11-1.93 .007* 1.45 1.101.92 .008*

doctor diagnosed
emotional, nervous
or psychiatric
problemand self
reported any
psychiatric
medication
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Model Mediation analysis
Adjusted Adjusted 95% ClI P value
Adjusted prevalence OR
prevalence smoking
smoking related
related disease for Adjusted
n disease no MHDS OR 95% ClI P value
4 Selfreported 5,176 53% 47% 1.27 1.071.50 .006* 1.27 1.07-1.50 .006*
doctor diagnosed
emotional, nervous
or psychiatric
problemor self
reported any
psychiatric
medication
5 Alcohol/Substance 5,176 60% 48% 1.62 1.002.62 .048 1.63 1.01-2.61 .044*
abuse (seH
reported
doctor diagnosed)
6 Alcohol/Substance 5,176 54% 48% 1.30 1.07-1.58 .008* 1.30 1.07-1.58 .008*
abuseor Emotional,
nervous or
psychiatric problem
(selfreported

doctor diagnosed)
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Model

Mediation analysis

Adjusted Adjusted 95% ClI P value
Adjusted prevalence OR
prevalence smoking
smoking related
related disease for Adjusted
n disease no MHDS OR 95% Cl P value
7 CED 5,114
None/mild 46%
Moderate 50% 1.10 0.961.26 .160 1.10 0.961.26 190
Severe 54% 1.44 1.181.75 <.001** 1.43 1.181.74 <.001**
8 HADSA 5,024
Normal 47%
Possible anxiety 51% 1.10 0.931.29 .261 1.10 0.931.30 .256
Probable anxiety 55% 1.50 1.21-1.85 <.001** 1.50 1.21-1.85 <.001**
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4.7.5 Moderation analysis

In order to assess moderation, interaction terms for smoking MirtDswere built.

Results from the moderation analysis are presented in Table deAppendix3 for full
models). All smoking andHDsinteraction terms were nossignificant when main effects
were included in the model, except one. Past smoking appeared to have a negative
moderating effect on the association between s&lported doctordiagnosed emaotional,
nervous or psychiatric problems and smokne¢ated diseases while current smoking had
no significant moderating role, although effect sizes were simiilais would suggest that
those who selfreported a doctor diagnosed emotionalervous or psychiatric problem
and were former smokers were less likely to have a smeléfaged disease, although the
fact that this result was not replicated in any other model suggests this may represent a

spurious finding.
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Table 4.6 Moderation analysis: Odds ratios for smoking and MHDs interaction terms for any smeietajed disease (respiratory disease,
cardiovascular disease or smokimglated cancer)

Model n Adjusted OR 95% ClI P
value

1 Emotional, nervous or psydiric problem 5,176

(self-reported dactor diagnosed)

*Past Smoking 0.62 0.390.98 .041*

* Current Smoking 0.66 0.381.15 142
2 Psychiatric medication use 5,176

(self-reported)

*Past Smoking 1.10 0.691.74 .699

* Current Smoking 1.14 0.681.91 .627
3 Selfreported doctor diagnosed emotional, 5,176

nervous or psychiatric probleand self

reported any psychiatric medication

*Past Smoking 1.02 0.531.96 .962
X Current Smoking 1.26 0.632.55 513
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Model n Adjusted OR 95%CI P
value

4 Selfreported doctor diagnosed emotional, 5,176

nervous or psychiatric probleor selfreported

any psychiatric medication

*Past Smoking 0.76 0.521.11 .160

* Current Smoking 0.77 0.491.21 .257
5 Alcohol/Substance abuse 5,176

(Seltreported doctor diagnosed)

*Past Smoking 2.08 0.528.34 .301

¥ Current Smoking 0.83 0.223.08 779
6 Alcohol/Substance abuse Emotional, ervous 5,176

or psychiatric problem

(Seltreported doctor diagnosed)

*Past Smoking 0.74 0.47-1.15 A77

X Current Smoking 0.68 0.41-1.13 139
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Model n Adjusted OR 95% ClI P

value

7 CESD 5,114

Moderate

*Past Smoking 0.93 0.701.24 .638

* Current Smoking 0.84 0.561.25 .389

Severe

*PastSmoking 1.03 0.67-1.57 .899

* Current Smoking 1.14 0.69-1.88 .605
8 HADSA 5,024

Possible Anxiety

*Past Smoking 1.23 0.851.77 .270

* Current Smoking 1.20 0.761.91 437

ProbableAnxiety

*Past Smoking 1.05 0.651.70 .834

X Current Smoking 0.86 0.501.48 .588

Weighted and adjusted for age, sex, education, physical activity (IPAQ), waist circumference, alcohol problem (CAGEjeand diab
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4.8 Discussion

This study revdad a number of important findings in a populatidased dataset of older
people, using multiple indicators MHDsto ensure robustness of findings. ME|[as
evidenced by selfeported doctor diagnosed problems, psychiatric medication use and
scores on axiety and depression scaleser associated with smoking status in

community living adults aged 50 and over in IrelaiiDswere also associated with the
presence of a smokiagelated disease i.e. respiratory disease, cardiovascular disease or a
smokingNEt F i SR OFyOSNJ Ay GKA&A O2K2NI® / 2y i N
status did not mediate the association betwekiiDsand smokingelated disease.

While it was expected that higher rates of smoking would be an important factor in the
relationship betweenrMHDsand smokingelated disease, smoking did not fully explain

the increased disease prevalence in this population. The various indicatiolidD$

revealed similar results. Associations with both current smoking and with smoddisigd
disease were strongest for seteported doctor diagnosed alcohol/substance use. This

was the first study to examine the burden of smoking on the physical health of those with

MHDsin Ireland at a population level.

The first aim of the current study was totabklish the prevalence of smoking and the
prevalence of smokingelated disease in older adults wiMHDsiIn Ireland. The higher
rates of smoking among those withHDscompared to the general population have
already been established in the UK, the US anstralia(7, 14, 84). Between 2009 and
2011 the general population svking prevalence among those aged 15 and over in
Ireland fell from 24.6% to 22.9%89). In the current study adjusted current smoking
prevalences of 25 to 39% were found among those MthDswhile former smoking
prevalences were 38 to 41%. This compares to current smoking prevalences of 25.5 to
59% among those with MHiJ7, 45, 80-84) found in previous studies and lifetime
prevalences between 55.3 and 81% with higher rates observed in those syith@sig7,
15, 87).

Increased rates of tobacemlated digase(44-46, 99-102) have also been shown. The
adjusted prevalences of smokknglated disease in the curréstudy ranged from 53 to
60%. Previous studies have found prevalences ranging from 0.9 (peripheral vascular
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disorder) to 61% (raised cholesterol) for cardiovascular conditions including cardiac
disease and stroke. In relation to respiratory conditionsPO@revalences of 6456.7%
(44, 45,99-101) have been rported in previous studies. Cancer morbidity studies
reporting prevalence according dMdHDsappear to be rare though a number of mortality

studies have been published.

The second aim of this study was to uncover the impact of smoking on the association
betweenMHDsand smokingelated disease. However, although the diseases included
were selected by the authors to show the burden of tobacco on the physical health of
those withMHDsin Ireland, in the current study smoking did not mediate this association
In general, smoking status had no moderating role in the association betkée#dsand
smoking;related diseases either. The only exception was a significant negative
moderating effect of past smoking on the association betweenrsglbrted doctor

diagnogd emotional, nervous or psychiatric problems and smokeigted diseases.
However given this was present in just one model and not a pattern seen across exposure
variables no strongonclusions can be drawBmoking intensity, in terms of pack years,
wasalso assessed for mediation and moderation effects, given mental iliness is associated
with heavier smoking88), but no effects were found (data not showmrevious studies
involving psychiatric populations or those wiiMI have found elevated odds of

respiratory illness, cardiovascular disease and risk of death from cardiovascular disease
which were not fully explained by smokitg, 80, 104). Researchers have suggested
antipsychotic medications, diet, exerci@@®) smoking intensity (doseesponse

relationship), inhaling more deeply (as has been indicated in schizoph(&ai:)191)

and greater secornthand smoke exposur@6) may form pat of the explanation. It

should also be noted that in the current study, cardiovascular disease, which is known to
have risk factors beyond smoking, accounted for the vast majority of smo&iatgd

disease. High cholesterol was also responsible forge lproportion of this CVD and 66%

of the overall smokingelated disease outcome variable was accounted for by those with
high cholesterol alone. However, only minor changes were present in a few models when
cholesterol was excluded as an outcome, anddkerall pattern of results remained (see
Appendix4). Respiratory disease and smokidated cancers accounted for just 4% of

the smokingrelated disease outcome modelled. Other risk factors for cardiovascular
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disease such as physical activity were assésn this study but may not have been

accurate enough to account for all excess risk. For instance, while the IPAQ is said to have
reasonable measurement properties for-68 year old¢184) its reliability with those

aged 65 and over has been questior(@82). It is also possible that other risk factors that

were not assessed may be monegortant.

Overall, individuals witMHDsare known to die youngg88, 42, 193-195) and tobacce
related deaths specifically also seem to occur at an earlier age than in the general
population(196). Given that the currenttady involved those aged 50 and over it is likely
that a proportion of those wititMHDsare missing from the dataset as they have already
died or were terminally ill and therefore not participating. Support for this is provided by
the fact that for mostMHDs indicators (with the exception of medications) case
respondents were significantly younger compared to the rest of the sample (data not
shown). Only one of the studies cited above in describing excess morbidity and mortality
was limited to an older popation and it concerned those aged 65 and older and
hospitalised for acute myocardial infarctig®@8). Another study, linking 1,213 inpatient
records to death indegata, found cigarette smoking contributed to an increased risk of
death in schizophrenia patients particularly in those ageéb8%years but that in older

ages (559 years) mortality risk was actually lower for smok@@). Similarly, Bandiera

et al. found persons with MHD, including substance abuse, experience tebelated

deaths at earlier ages than the general population but that after age 70 this patern i
reversed and tobacceelated deaths occur more often in the general populat{hf6).
Although descriptive data indicated that former smokers had higher estimates of
smokingrelated disease and only former smoking (and not current) was predictive of
smokingrelated disease, as stated results from the mediation and moderation analysis
show that past smoking did not explain the association betwdétbDsand smoking
relateddisease. It should be noted that in this older sample 38.1% were former smokers.
Furthermore as stated this is a relatively healthy sample, missing those who have already

died or were too unwell to participate.
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4.8.1 Strengths and Limitations

Strengthsof the current study include the large nationally representative sample of older
adults. The TILDA study with its robust methodology provides a detailed and rich
population weighted dataset and the necessary power to adjust for many confounders.
This largeepresentative sample means results can be generalised to the populattion
older adults(179). This study also included multiple measures of MHDs frorresedfrted

doctor diagnosed conditions to medication use to standardised scales.

This study was limited in that it is representative only of those aged 50 and over who are
living in the cormunity. Datasets which do not include younger people or other sectors of
society, such as those not living in the communityndod provide a full picture and are
therefore likely to underestimate disease prevalence, particularly if those excluded tend
to experience higher rate of disease and decreased life expectancy as is the case for those
with severe mental illnes@8). Osborn et al. accessed the UK General Practitioners
Research Database and achieved a large nationally representative community sample of
people with SMI which included those in letegm care However, as they acknowledged,
homeless people may not be wedipresented and as such the estimated risk of CHD
death may still be even greater than it appe&§). This is again especially relevant in the
case oMHDsgiven, as noted in the UKye striking disparity of prevalence

of psychiatriadisorders in different subsections of the populati@®7). In addition to

these challenges in gaining representative samples of those with SMI the exclusion of
those in residential care is also an ississvhile this covers only around 2% of those aged
50 and over, it repremts a greater proportion of those in older age categories and
people in residential care tend to have more chronic dis€a98). Future research could
look to include surveys of institutions and the homeless in addition to households

This stuly also largely relied on setported doctor diagnosed conditions and involved

an older population introducing issues including under diagnosis of conditions and-under
reporting. This older sample in particular may potentially uregyort conditions and
medications due to memory but also due to stigma and social desirability198s
particularly in the case of questions around mental health within the context of atéace

face interview. A 2007 national survey in Ireland revealedqust half of respondents
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LIS2 LX S 1y 2 4200 Selfdepdr? cird in felation to smoking has however been

shown to be accurate in most studi€x01).

In addition to potentihunderreporting, psychiatric medications such as benzodiazepines
can be prescribed for short term conditions such as insomnia or as muscle relaxants for
pain and thusvould not necessarily indicate MHDs. Furthermore the role which
psychiatric medicationhemselves can play in terms of weight gain and metabolic effects
is also a factof202). Nonethelesghe similar pattern of results across models (including
those based on seteported doctor diagnosed MHDs and scale scores) provides
reassurance that this alone was not responsiblethe increased risk of disease in those
with indicated MHDs after controlling for smokifithe use of multiple models was also a

limitation however givenmultiple testing increasethe risk of type | error.

Arguably some models were overfitted due to the inclusion of the CAGE questionnaire
(for consistency of models) as a covariate when modelling the presence of smoking
related disease based on se#fported doctor diagnosed alcohol/substance abuse
meaning alcohol was included as confounder while also a component of the exposure
variable,howeverremoval had little impact on results (data not shown). As with all
observational studies the potential for residual confounding cannot be ruled out. Finally,
the fact that it was not possibl® include cancers of the lip, the renal pelvis and acute

myeladd leukaemia is a further limitation.

4.8.2 Conclusions

Among older community living adults in Ireland indicator§/éfDswas associated with a
higher prevalence of current smoking and gejported doctor diagnosed cardiovascular
disease, respiratory geases and smokirglated cancers. This increased risk of smoking

related disease remained even after adjusting for smoking status.
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Chapter 5 Survey of Provided Smoking Cessation Care in a Psychiatric

Setting

5.1 Introduction

Study 2 assessed current/tds of cessation care in a psychiatric setting in Ireland through

a survey of service users and review of casenotes. Results were analysed according to the
REAIM evaluation framework which allows researchers to evaluate the implementation

of interventiors in complex, real world settingg4, 157). STROBE guidelines for

observational studies were employed irpagting of both methodology and resul{&76).

5.2 Study design
The study used erosssectional survey design at baseline, with a longitudinal follpw

at 3 months posbaseline survey for current smokers.

5.3 Setting

53130 0OAOOEAEGO 51 EOAOOEOU (1 OPEOAI

{d tIFTGNRO1 QA ! YADSNREAGE | 2&LIA0G!dtedihBubliny A
GAGK I yFiA2y6ARS OFGOKYSY(d I NBI @ LG A&
service provider and provides both inpatient and outpatient services. The hospital

consists of 241 beds across eight adult wards as well asbad 4dolesent unit. Baseline
interviews were conducted between January and October 2016 wittoBth follow-up
telephone interviews completed from April 2016 to March 2017. While the study was
originally planned for two other sites, both private and public, reseathics approval

for the same protocol was denied and the project was therefore moved to the St

tFGNRO1 Q& &aAYiS 64S8SS ! LWISYRAE c

5.3.2 Ethical approval

¢tKS NBaSIkNODK | LINRGIE yR SGKAOa | LILIX AOI i
February 2015The committee decision in May requested changes that compromised the
integrity of the study and the research was therefore switched to SPUH. Full ethical
approval was granted by tHe i t | G N&XA O1 Qa a ®tficslcdnmitte® brf K { ¢
September 28 2015 (See Appendikfor approval letter) subject to standard conditions

FYR Of FNAFTAOFGAZ2Y 2y 2yS 1jdzZSNE NBf I dAy3a |

81



of this and one or two additional minor amendments to the survey (i.e. the inclusion of
electronic cigarettes and the separation of questions regarding asking smoking status
versus advising to quit) chair approval was received dhNe@vember 2015 (see

Appendix8).

5.3.3 Participants

¢tKS aiddzReé O2K2NI 02 YLINR &K Hdospitalbverkhs petiocd | G
13" January; 20" October 2016. A number of outpatients were also surveyed at the
request of the medical director of this hospital although this sample ultimately proved too
small to be conclusive, so were omitted from tti@rrent analysis. This was because there
proved to be logistical issues with recruiting outpatients in a similar way to inpatients

given the limited opportunities antime constraints (see Appendix)10

5.4 Procedure

5.4.1 Baseline survey
Patients meetingeligibility criteria on each ward were approached to participate.

Eligibility criteria were that they were a current patient and that they provided fully
informed consent. Those with dementia or significant intellectual disability were
excluded, as werehbse who were deemed acutely unwell at the time of the study, as
advised by clinical staff. All eight wards included were adult only and so all participants
were 18 and over. It was also planned to exclude any patients who wer&nglish

speaking, but nsuch exclusions were required.

Prior to commencing recruitment on each ward the researcher presented the study to
staff at multidisciplinary team meetings. Inclusion and exclusion criteria were explained
and any patients deemed inappropriate to apprbagere highlighted. Recruitment then
began on that ward and while ongoing the researcher would check in regularly with a
member of staff to ensure all patients were still currently suitable to approach. Once
common areas had been exhausted the researcippr@ached patients in bays and
bedrooms. The aim was to approach every patient who met eligibility criteria, however
due to limited resources and patients transferring to other wards, single night admissions,
day leave, spending time off wards or patients responding to bedroom calls, it was

usually not possible to invite every patient to participate. A pragmatic approach was
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taken and when the researcher was spending a lot of time waiting to approach-@nly 1
remaining patients the study moved on to thext ward. In the case of the Special Care
Unit the researcher had to approach patients and conduct surveys accompanied by a

member of staff.

Patients were informed of the purpose of the study, provided waithinformation sheet
(Appendix 12 andonce witten consent (Appendix )3vas provided, participants were
interviewed by the researcher. In the case of those not participating reasons for exclusion
were recorded e.g. missed, refusal to participate, or due to exclusion criteria, for example,

significant dementia.

Participants who were current smokers and completed a baseline interview were also
asked to consent to a-Bonth followup telephone survey, casenote review and a carbon
monoxide breath test should they quit in the period between baselinefatiow-up

surveys. This study was a replication of surveys recently conducted at Beaumont and
Connolly hospital§2, 118, 119) and represented the first application of this type of

survey in a psychiatric hospital in Ireland thus allowing comparison of psychiatric and non

psychiatric settings.

Baseline inteviews lasted 5.0 minutes and included assessment of demographic details,
smoking history, Motivation to quit (Motivation to Stop Scéé3), cigarette dependence
(Fagerstrom Test for Nicotine Dependen(il6), recert quitting history, acceptability of
advice, beliefs about quitting and recall of smoking status questions and of smoking
cessation advice during the current admission as weh disa past 12 months (Appendix
14: Baseline survey). It was decided to lioutestions about advice at baseline to the
preceding 12 months due to potential recall b{@84, 205). During interviews the
limitations of the survey items became cleanefefore, data relating to smoking

cessation care received was recoded pdata collectionbut prior to analysisin order to
create additional variables whiakere felt tobetter capture care reported in more
meaningful way (Appendix 1®ata cleaning These additional variables were created at
the data entry stage in order to fully capture all actual reports of smoking interactions by
respondents after the original cessation care questions proved limited by interpretation

biases and staggered recadiporting. All available data arising from both responses to
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spontaneous reports of cessation interactions were considered in coding participant
reports to create thesedditional variables. Results for these additional recoded variables
as well as the original closed questions (which are directly comparable with prior work in

non-psychiatric setting$2, 118 119)) are presented in results.
Those who were current smokers were also asked if their casenotes may be viewed.

5.4.2 Casenote review

Casenote data was collected to assess the documentation of smoking status and of
cessation advice as well as to allow comparison with smoking cessation advice self
reported by patients at baseline and follewp. Where consent was praied the

researcher reviewed the casenotes of participants who were current smokers at baseline
abstracting data relating to admission and discharge dates, primary diagnosis at baseline
admission206), medical history, prescribed medications (in order to review the
complexity of drug interactions with smoking); smoking status and smokssation

advice or assistance (including relevant prescriptions [NRT, bupropion, varenicline, etc.]).

Casenotes were papdrased, and recording of smoking status/care, where present, was
not always in the same place. All documents within the 12 monthsegliag baseline
interview were therefore reviewed as well as documents relating to the 3 months

between baseline and followp in the case of respondents for whom a folloyw

interview was completed. Where multiple admissions had occurred within the study
period historical files were also requested and reviewed. For 3 of the 77 participants,
complete casenotes for all admissions within the study period could not be located and so

only partial review was possible.

Data relating to smoking cessation care waded in order to best capture documented
reports of delivered cessation care. Coding resulting in the following variables which

captured documented instances of:

1 Smoking cessation advice
1 Advice to cuidown

1 Advice to cutdown/quit
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1 Assessment of readiness
1 Need for care noted but no evidence care delivered

1 Smoking cessation prescriptions

Medical history data collected were coded for presence of smeieteged disease
diagnoses including cardiovascular disease (including hypercholesterolemia,
hypertensionstroke and myocardial infarction), respiratory disease (asthma,

emphysema, COPD) and smokietated cancers in line with Study 1 (see chapter 4).

All prescribed medications during the relevant study period were recorded by the
researcher. These were th@oded by a pharmacist for the presence of: grgychotics
(excluding prochlorperazine as usually used as an antiemb&agodiazepines or z drugs;
anti-depressants; and mood stabilizéwghere a patient had a diagnosis of epilepsy, the
antiepileptic melicines were not classified as mood stabilisers) and coded for presence of
Fye GKS2NBGAOIT AYyUSNIOGAZ2YEA SAGK aY21AY:
GAGK aY21Ay3 YR aY2{1Ay3a 0Saaliraz2yQ FNRY
forinteNJ O A2ya 6KAOK gla +faz2z @IftARFGISR Al
interactions, the Summary of Product Characteristics as well as recent literature on
smoking and drug interactior(207-211). Finally the presence of a prescribed medication
which may in particular clinically significantly impeaath regard to interaction with

smoking or smoking cessatidire. Clozapine, Olanzapine, Fluvoxamine, Thioridazine or

Agonelatine) was also noted.

5.4.3 Follow-up survey 3-months post baseline

Patients identified as smokers and who consented were contacted 3 months later. This
follow-up survey assessed current smoking status, quit attempts since baseline interview,
receiptof smoking cessation advice since baseline interview, and plafutea quit

attempts (Appendix 16Followup survey). Those who reported that they had quit

smoking at the 3nonth follow-up were asked to provide a breath sample using a carbon
monoxide maitor to objectively validate cessation. A small number of respondents were

not tested due to logistical issues (see Figure 5.1).
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For those consenting to followp several attempts were made to make contact in
morning, afternoon and evening. For two papiants followup was completed face-

face as they were current inpatients at the time and this was preferred while for one
participant, who was too unwell to participate, a proxy report of his status was supplied

by a spouse.

5.4.4 Measures

Smoking status
Current smokers were those who had smoked 100 cigarettes and reported they were

OdzZNNByife avyz2l1Ay3a wWazyS RIFeaQ 2N WSOSNE
smokers had smoked at least 100 cigarettes in their lifetime but reported they were
OdzNNBy i f &8 &Y Prtikigadts idegfiddias nossmdkdrst(fermer and never
smokers) were asked to participate anonymously in order to collect comparative data
regarding demographics, as per previous reseétd 119). Those who reported seven

day point prevalence abstinene follow-up were defined as quit.

Motivation to Stop Scale (MTSS)
A sinde-item measure,the Motivation to Stop Smoking scale (MTSS) aims to provide an

ordinal measure of motivation to stop smoki(®03) ¢ see Appendix 12. The scale

consists of one item with 7 response categories which are said esasdl relevant

aspects of motivation including intention, desire and belief making it highly cost efficient.
It has been shown to have strong predictive validity and accuracy in predicting quit
attempts at 6 months in an English sam(#83) and also proved externally valid when
used to predict quit attempts at 12 months in a Netherlands su(2éy) with

discriminative accuracy equal to that of a Stages of Change assed@h®&nt

Fagerstrom test of Nicotine Dependence
The Fagerstrom Test for Nicotine Depende(®E3), now renamed the Fagerstrom Test

for Cigarette Dependence (FTCIDY), is a tem measure widely used for assessing
level of physical deperhce on nicotine (seéppendix 111). The original #em FTQ
measure(215) was revised to #tems leading tomproved psychometric propertig216)
with acceptable levels of internal consistency and scores closely relatrigdleemical

indices of heaviness of smoki(#fL3).
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Possible scores range froml0. A score of -R indicates very low dependence43dow
dependence; 5 moderate/medium dependence? tigh dependence; and scores of 8

and over indicate very high dependence. RBsY RSy 1aQ a02NXa | N8 O
level of intervention/support which may be needed for successful smoking cessation
(213./ NPy ol OKQ& I f LIKF Ay (GKS OdNNByid aildzRe
by Heatherton et al. when revising the scale to its current f(2a8) and indicates

moderate internal consistency. This score also falls within the range (0.55 to 0.74) found
in a recent systematic reviewn(which14 studies cited alph&nglish, Spanish,

Portuguese) which included three psychiatric samgks).

Status at baeline (Stage of change)

A singleitem measure designed to assess current status in relation to quitting smoking
with four response categories provided. These categories are based on the Stages of
Change Mode(218) and are designed to tap into the precontemplation, contemplation,
preparationand action stages. The measure has been used in previous studies in Ireland

(118 219).

87



5.5 Application of RE -AlM
The REAIM framework was used to assess current levels of cessatie as outlined in
Table 5.1.

Table 5.1 Application of the REAIM framework

Dimension How assessed:

Reach Percentage asked smoking status (seffort).
Percentage received smoking cessation care-(eglbrt).

Percentage for Wich smoking status was recorded in casenotes
Percentage for which smoking cessation care was recorded in
casenotes.

Effectiveness Effectiveness of smoking cessation care in terms of association
with quit rate at 3month followup for selfreport and @senotes.

Adoption Representation of various HCPs in delivery of smoking cessatio
care according to (i) patient sekport and (ii) as documented in
casenotes.

Implementation | Extent to which care was consistently implemented by staff
members basedm patient selfreport.

Consistency in documentation of status and care in casenotes i
relation to location and frequency.

Maintenance Relates to longeterm follow up and was therefore beyond the
scope of this thesis

5.6 Study size
{ 0o tsWnivd&itYHoSpital had 241 adult beds across eight adult wards. Given the

then smoking prevalence in the Irish general population (19.5%) and smoking prevalence
in psychiatric inpatient settings based on international evidence7@¥)16) a sample of

200 inpatients recruited over 6 months was the initial aim. Taking a conservative estimate
of 46% smoking prevalence a sample of 200 would provide a margin ofod@.5%

which was acceptable given a precise prevalence was not sought. Rather the objective
was to demonstrate any potential discrepancy in smoking prevalence and smoking

cessation care offered, and to allow comparison with previously published sinatirin
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non-psychiatric setting$2, 119, 220). The fnal sample (h=246) was recruited over a
period of 9 months and exceeded the initial aim of 200. This larger sample was a result of
the researcher approaching as many patients as possible on each ward to ensure

representativeness coupled with the low reflisates.

5.7 Statistical Methods

Analysis

Data entry and analysis was completed on site. Following data cleaning and necessary
recoding of variables, data was analysed in Stata 13.0. Descriptive statistics were used to
profile the sample in terms of demagphics; smoking prevalence; smoking history; quit
attempts; attitudes towards advice and quitting. Betwegroup comparisons were made
using chi square andtésts on the basis of smoking status at baseline. Respondents for
whom casenotes were reviewed weealso profiled in relation to: psychiatric admissions;
diagnosis; medical history; prescribed medications and interactions of same with smoking

or smoking cessation.

Crude logistic regression analysis was then performed modelling associations between
smoking cessation care variables and smoking statusmabiths followup to observe
GNBYR& YR SELX 2NB LRGSYildAlf WSTFSOGAOSY!
variables, nicotine dependence, the MTSS and Stage of Change measure were also tested
for associations with smoking cessation am®nths followup using chsquare and+
tests.Participants lost to followp were treated as missing as were item A@sponses

where occurred.
5.8 Results

5.8.1 Participants
Across 8 wards (12 consultants), 2dpatients were interviewed between January and
October 2016Figure 5.Joverleafillustrates the recruitment process. For access and

refusal ratedor each ward pleassee Table located in Appendix 9
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Figure 5.1 Flow diagran of recruitment
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5.8.2 Descriptive data

Respondents selfeported that they had been in hospital on average 45.8 days (SD 303.0;
Median 16 days, IQR3b) when interviewed and the timing of baseline interview ranged
from on day of admission to several ysafter admission in the case of a single longstay

patient.
Table 5.2below provides the overall sample profile.

Table 5.2 Demographic profile of sample

Overall Baseline
Sample smokers
N=246 n=84

M SD M SD t P value

Agein years on day of interview 497 185 459 164 230 .022*
(n=244)

n % n % .° Pvalue
Female 146 59.4% 45 53.6% 1.77 184
Education (n=245)
Primary or lower 25 102% S5 6.02% 2.43 .296
(at least some) Secondary 108 44.1% 39 47.0%
(at least some) Third level 112 45.7% 39 47.0%

Insurance (n=245)

Private insuance /Insurance and 243 99.2% 82 98.8% 0.23 .629
Medical card/Employer/Spouse

Employer

None/Medical card only 2 082% 1 1.20%

Employment (n=245)

Fultime/Part-time/Self 91 37.1% 36 43.4% 7.01 .136
employed/Sick leave

Unemployed/Disabitly benefit/lllness 45 18.4% 19 22.9%

benefit

Retired including early retirement for 60 24.5% 17 20.5%
medical/disability reasons

House duties 28 114% 5 6.02%

Student 21 857% 6 7.23%

Marital status (n=244)

Single (never married 99 40.6% 47 56.0% 12.9 .002*
Married/Cohabiting 108 44.3% 29 34.5%
Separated/Divorced/Widowed 37 152% 8 9.52%

Lives with a smoker 44 179% 18 21.4% 1.09 297
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Current smokers at baseline were younger than+somokers and more likely toebsingle.
There were no significant differences in relation to sefforted education, employment,

gender, private medical insurance or living with a smoker.

5.8.3 Smoking prevalence

Among the 246 respondents, 136 (55.3%) had smoked 100 cigarettesrfifgtime,

while one respondent reported having smoked a pipe for several years. Among these 137
ever smokers, 79 (57.7%) reported they were currently smoking every day while 5 (3.65%)
reported they were now smoking some days. Overall the current iapasmoking

prevalence was 34% (84/246).

Current smokers reported an average of 23.6 pack years (SH221)0yhile mean FTND
score was 5.06 (SD 2.33) inding medium dependence. Table %8low presents
additional detail in relation to attitudes towards advice and quitting among current

smokers in the sample.
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Table 5.3 Attitudes towards advice and quitting among current smokeasbaseline
(n=84)

n %

Would like cessation advice while in hospital 40 47.6%
Made quit attempt in past year 32 38.1%
More than one attempt in past year 21 25.0%
Status at baseline (Stage of change) (n=83)

Trying to quit(Action) 2  241%
Actively planning to quitPreparation) 16 19.3%
Thinking about quitting but not planning {€ontemplation) 34 41.0%
Not thinking about quittingPre.contemplation) 31 37.4%
Motivation to Stop Scale

| don't want to stop smoking 7 8.33%
I thinkl should stop smoking but don't really want to 14 16.7%
| want to stop but haven't thought about when 11 13.1%
L wO![[, otyd G2 aid2L) avyz2lAy3a 21 250%
| want to stop smoking and hope to soon 8 9.52%
| REALLY want to stop sking and intend to in the next 3 months 9 10.7%

| REALLY want to stop smoking and intend to in the next month 13 15.5%
52y Qi 1y26 O6AYyLlzi Fa YAaaiay3ao 1 1.19%

Beliefs about quitting

Health would improve in the sheterm 73  86.9%
Health would improe in the longterm 80 95.2%
Would put on weight 41 48.8%
Harder to handle stress 51 60.7%
Would feel done something worthwhile 77 91.7%

Follow-up data (n=72)

Selfreport quitter 12 16.7%
CO validated quitter (100% pass rate) 5 6.94%
Selfreport cut-down 19 26.4%

The majority of current smokers wanted to quit (75%) and almost half reported they
would like advice while in hospital. Just 2% however reported they were currently trying

to quit at baseline.
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Casenotes data

Table 5.4resents deesriptive casenote data relating to the 77 smokers who consented to

review.

Table 5.4 Descriptive data abstracted from casenotes for current smokers who
consented (nN=77)

n %

Primary diagnosis at baseline admission (KLG{206))
FOG09: Organic, including symptomatic, mental disorders 1 1.30%
F1019: Mentaland behavioural disorders due to psychoactive substa

use 17 22.1%
F2029: Schizophrenia, schizotypal and delusional disorders 9 11.7%
F3039: Mood [affective] disorders 31 40.3%
F4048: Neurotic, stresgelated and somatoform disorders 7 9.09%
F5059: Behavioural syndromes associated with physiological

. ) 1 1.30%
disturbances and physical factors
F6069: Disorders of adult personality and behaviour 11 14.3%
Known to have had previous lifetime psychiatric admission(s) 58 75.3%
Basglln_e admissiodlearly documented as first lifetime psychiatric 10 13.0%
admission
Presence of previous lifetime psychiatric admission(s) unclear 9 11.7%

CANRG fAFSUAYS [RYA&GAAR2Y G2 {4 22 28.6%
Multiple admissions to SPUH study period 29 37.7%

Smokingrelated disease documented in medical history 38 49.4%

Prescribed medicines during study period

Antipsychotic 63 81.8%
Mood stabiliser 32 41.6%
Benzodiazepine /-drug 65 84.4%
Antidepressant 61 79.2%
Theoetical interaction with smoking and smoking cessation 71 92.2%

Clinically significant interaction with smoking and smoking cessation 29 37.7%

The majority of participants who consented to casenote review had had a previous
psychiatric admission as wal previous admissions to SPUH specifically. Mood disorders
were the most common primary diagnosis. Almost half had a smeakilated disease
documented in their medical history and over 37% had a prescription for a medication

which significantly interastwith smoking or smoking cessation during the study period.
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For further detail in relation to all variables plge seegpplementary results (Appendix

17) and dda cleaning sections (Appendix)15

The main study hypotheses, in terms of quality of cessatare, are explored nexas per

the REAIM framework.

5.8.4 Smoking cessation care

REACH Is the intervention reaching the target population?
Asking status

Any HCP in past year

Overall, 52% (n=128) of all respondents recalled being asked their snst&king by a
KSIfGKOFNBE LINRPFSaaArz2zylf Ay GKS LINBOJA2dza |
Y2Y(UK&a RAR I R200G2NJ 2NJ KSFfGK LINPFSaarzyl

current snokers was 58.3%see Table 5.5

Table 55 Asked smoking status by a Healthcare Professional in the past year

Current smokers  Non-smokers at Total sample
(n=84) baseline (n=246)
(n=162)
n % n % n %
Yes 49 58.3% 79 48.8% 128 52.0%
No/HCP Already knev 27 32.1% 41 25.3% 68 27.6%
Unsure 8 9.52% 42 25.9% 50 20.3%

Casenote status

Casenote data for the period between admission date and baseline survey (Mean 54.5
days(SD 198.44; Median 21.5, IQR3®.5) was available for 76 of the 77 current smokers
who consented to review. Smokintatis was recorded for 97% (n=74) of these including

two respondents who were neemokers at time and documented as same.

The two respondents for whom status was not recorded between baseline admission
date and survey had had their status documented a8 the previous 12 months (on

previous admissions), while the single respondent for whom baseline admission
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casenotes were not available had also had smoking status recorded at SPUH (during a
previous admission) in the 12 months prior to baseline sur@serall smoking status was
therefore documented for all 77 participants within the 12 months previous to baseline

survey.

Advising, Assessing, Assisting

While the majority of current smokers recalled some interaction with a HCP around
smoking in the pasyear (68%), just 23.8% reported an interaction beyond status checking
and only 13.1% reported an interaction which involved actual discussion of ways of
quitting (including one patient for whom this was attempted but stopped due to patient
disinterest).Over 7% of current smokers reported they had actually brought up smoking

themselves with a HCP in the past year.

Table 5.6 Smoking Cessation Care Reported at Baseline (n=84)

n %
Original closed questions
Asked status byrey HCP in past year 49 58.3%
{ F AR W, S adkscudsad ways &f quitting in past year 11 13.1%

{FAR W, SaQ G2 avyz2l1Ay3d RAaoOdza 9 10.7%

Recoded reports of actual smoking interactions reported

Any interaction on moking including status asking in past year 57 67.9%
Unsure 8 9.52%
Reported an interaction around smoking beyond being asked 20 23.8%
status

Reported actual discussion of ways of quitting 11 13.1%
Reported bringing up smoking themselves vathCP in past year 6 7.14%

Casenote advice
Reviewing casenotes for participants for the study duration and 12 months prior to
baseline survey interview, documented instances of patients being delivered advice to

cut-down or quit were found for 13 partijgants. A smoking cessatiwalated prescription
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(i.e. bupropion, varenicline or NRT) was found for 14 participants with just one of these

also having documented smoking cessation advice.

Of the 14 with a smoking cessation prescription, two were presdribagropion while
the remainder were for NRT. Just 10 of these smoking cessation prescriptions appeared to

have started in SPUH of which 3 were known to have been patient requested.

Interactions including advice to cdbwn, advice to quit and assessmef readiness

were grouped to form a variable indicating any interaction beyond prescription only.

In additon to the variables in Table 5.documentation of staff storing cigarettes to limit
consumption was also found for two participants both of whavere on a locked acute
ward at the time and one of whom had no further documented cessation care including

assessing readiness.

Table 5.7 Documented instances of Smoking Cessation Care (n=77)

At least one documented occasion :of n %
Patient delivered advice to cutlown/quit

Smoking cessation advice 5 6.49%
Advice to cuidown 5 6.49%
Advice to cutdown/quit 3  3.90%
Assessed patient readiness to quit 7 9.09%
Need to advise noted but no evidence care delivered tdipat 7  9.09%
Smoking cessation related prescription 14 18.2%
Summary variables

Patient delivered advice to catown/quit 13  16.9%
Any interaction (readiness/advice) 19 24.7%
Any interactionand smoking cessation prescription 4 5.19%
Smoking cessation adviemd smoking cessation prescription 1 1.30%

Clearly documented instance of smoking cessation advice were found for five patients
with a further 5 receiving documented advice to @ldwn or to cutdown/quit. Overall,

almost a quder had at least one documented instance of advice or assessment of
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readiness and almost 20% had a smoking cessation prescription. Just 5% however had

both a documented interaction and a smoking cessation prescription.

EFFECTIVENESgGIntervention effects on targeted outcomes
Original and additional recoded smoking cessation care variables were modelled for
association with smoking status ain3onth followrup using crude logistic regression

analyses.

Table 5.8 Crude logistiaegression models predicting quit at-Bionths based on
Smoking Cessation Care (n=72)

Follow-up Follow-up

Sample Quitters
N=72 n=12
n % n %  Odds Cls P

ratio value

Original closed questions
Asked status by any HCPin 43 59.7% 6 500% 0.62 .182.16 .454
past year

{FAR W, SaQ G2 10 13.9% 3 25.0% 252 .5511.6 .234
discussed ways of quitting in
past year

{FAR W, SaqQ (2 8 11.1% 1 8.33% 069 .086.17 .739
discussed during this
admission

Recoded reports of actual

smoking interactions

reported

Any interaction on smoking 49 68.1% 8 66.7% 0.93 .253.46 .910
including status asking in pa:

year

Reported an interaction 15 208% 5 41.7% 357 .94135 .061
around smoking beyond
being asked status

Reportal actual discussionot 9 125% 5 41.7% 10.0 2.1646.3 .003**
ways of quitting

Reported bringing up 4 556% 2 16.7% 5.8 .7346.0 .096
smoking themselves with a
HCP in past year
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Only advice which included actual discussion of ways of quittingsigagicantly

associated with selfeported quitting at 3months followup.

Demographic variables were unrelated to being quit-a&nths as was daily versus non

daily smoking or baseline tobacco dependence as assessed by the Fagerstrom test.

Motivation (MTSS).¢=14.2, p<.05), however, and stages of change/reported status at
baseline (>=18.1, p<.001) were significantly related to being quit-am&nths. All
respondents who reported not thinking about quitting (precontemplation) at baseline or

not warting to quit smoking at baseline were still smoking 3 months later.

Casenotes advice

Associations between cessation care as per casenotegattthg are shown in Table 5.9

Table 5.9 Crude logistic regression models prediatj quit at 3months based on
Smoking Cessation Care Documented in Casenotes (n=66)

Follow-up  Followup

Sample Quitters
N=66 n=12
n % n % Odds Cls P

ratio value

Smoking cessation prescriptior 12 18.2% 4 33.3% 2.87 .7011.8 .144

Anyinteraction delivered to 16 242% 4 33.3% 1.75 .456.82 .420
patient (including assessment

of readiness, advice to cut

down, and advice to quit)

Any interaction 4 6.06% 1 833% 154 .1516.3 .717
and smoking cessation
prescription

Smoking cesdion prescriptions and documented interactions related to quitting and
cutting-down including assessing readiness were all positively, though not significantly,

associated with quitting.

ADOPTION; Representativeness of participating providers
Of the 11respondents who reported advice including actual discussion of ways of

quitting, four reported that this advice had come from SPUH staff. Two cases involved
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doctors (one consultant, one unspecified,) and two involved nursing staff. Case 3 self
reported tha this occurred after he had brought up smoking cessation himself while case
2, for whom smoking cessation interactions occurred during outpatient reviews, was also

revealed to have raised the issue herself npasenote review (See Table 5.10

Table 510 SPUH adoption of smoking cessation advice including discussion of ways of
quitting

Case HCP Advice Patient
initiated?
1 SPUH doctor Mentioned patches
2 SPUH consultant while Zyban trial and Patches \%
outpatient
3 SPUH nise Try mints/gum Vv
4 SPUH clinical team nurse Attempted but patient stopped

Beyond SPUH, four participants reported advice from their own GP, two from non
psychiatric consultants based at other sites both seen privately and one reported advice
from both doctors and nurses during an inpatient stay #rge acutenospital. Just one

of these interactions was reported to bajent initiated (see Appendix 17

Supplementary Results: Tablg 9

Casenotes
There were five documented instances of clgaecordeddelivered cessation advide
patients two by hospital GPs, one by a registrar and two documented during ward rounds

where a consultant was present.

IMPLEMENTATION; Extent to which intervention was consistently implemented by
staff members
Basedon the small number of participants reporting any smoking cessation care while in

hospital, smoking cessation care is not currently consistently implemented by staff.

Casenotes
Smoking status was generally documented in the same plac&senotesandwas

recorded for 97% on baseline admission prior to survey.
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Smoking cessation care was not reliably documented in one assigned area of chart and
care provided was variahlevith some advised to ceown only and no care documented
for many. Smoking cessati prescriptions were not consistently implemented and, as
above, several appeared to occur in response to patient request whije another

patient who was noted to have requested NRT following advice to quit was never

provided with same.

5.9 Discussion

This study aimed to establish current levels of cessation care among patients in a
psychiatric setting through a survey of patients and casenotes and is the first survey of
smoking cessation among psychiatric patients in Ireland. Previous studieskihgm
cessation care in Ireland involved general inpatient samples and omitted patients on
psychiatric ward$62, 118, 119). By replicating these surveys in a psychiatric setting, the
current study provides novel data on cessation care quality that can be compared to

other inpatient studies.

Snoking prevalencat 34% was higher than both the general population @22 and
other inpatient samples in Irelan@®2, 118 119). However, importantly psychiatric
patients proved similar to nearby general inpatient samples in relation to quit attempts,
acceptaility of advice, desire to quit (MTSS) and quit rate-até@ths followup

suggesting psychiatric patients have a similar level of interest and capability in relation to
quitting smokingRates of smoking cessation care received were however lower. While
psychiatric patients reported smoking status recording at a similar(6e just 10.7%
reported smoking was discussed on their current admission while 13 Aéfteel advice
from any healthcare professional in the past year. This compares to advice rates of
around a third found in nompsychiatric inpatients at nearby teaching hospit@2, 118,

119. The findings of the current study thus seemingly contrast those of a recent-meta
analysis of US and UK studies whiebeialed similar smoking cessation advice rates for
those with and without mental illne4223). Current results are more in line with previous
studies which rported that people with severe mental ill health are less likely to receive
help in quitting compared to the general populati{@4, 109), in spite of similar levels of

desire to cut down or quil4).
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In contrast to general inpatient samples, psychiatric patients seemédve more

concern regarding impacts of quitting in relation to weight and st{@¢49) and average
nicotine dependence was medium, in contrast to low levels in general inpatient samples
(118 119), again indicating this population may require greater support with quitting.
Similarly to the Irish genergbpulation(219), just under 40% were not thinking about
quitting at baselindprecontemplation) There were however fewer at the action stage
with just 2.41% of respondents reporting they were currently trying to quit compared to
rates of 11% and 12% in general population and hospital surveys respetiv/g|219),
suggesting that a psychiatric inpatient stay is still seen by many as an inappropriate time
for quitting. This was also reflected in some of the explanations listed by those who did
not want cessation advice while in hospital which includesons related to timing or
acuteness of condition. This barrier remains it seemspite of evidence provided by
Prochaska et ali224) and arguments for integrating smoking cessation care with mental
health andaddiction treatmentg126).

Staff in the psychiatric setting did however appear more likely to documetht mioking
status and caren the current study, smoking status was documented for all smokers
within the past yearand 97% in the period between admission dhd baseline survey
compared to just 57% in nearby general inpatient samfé&s). AdditionallyEven

though rates of patienteported cessatioradvice were lowergasenotedocumentation

of samewas more frequentsuggesting psychiatrataff are perhaps more likely to
document such advicehengiven. Overall however documented cessation care was rare
and this is in line with previous inpatient psychiatry medical record audits in the US and
Australia(24, 120).

The current smoking prevalence found in this study is lower than that found in other
recent inpatient psychiatry studies which revealed prevalences of$B8%(83, 110-

115), though as described in Chapter 2 these studies were often limited by small sample
sizeq112 113 115), lower response ratefl 13 114) or were sometimes restricted to
certain age groupgl15), to men(115), secure serviced 14), or emphasized the acutely
psychotic in recruitmenfl15). While prevalence appeared lower, results wemilar in
relation to nicotine dependencé10-112, 114, 115) as well as belief smoking is harmful

to health(113), reported desire to stol13) and apparent motivation to quit in the form
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of past yeaquit attempts(110, 115) including multiple attempt£110). In relation to
care, studies conducted in Canada and South Africa found 36.2% and 43.4% of psychiatric
inpatients reported receiving smoking cessation adyidel, 115) about three times the

rate found in the curent study.

Strong evidence in relation to the effectiveness of smoking cessation advice for people
with serious mental illness remains lackiii$2). In the current study additional variables
were constructed prior to analysis in order to more meaningfully capture varying reports
of cessation advice and only advice which included actual discussion of ways of quitting
was assoeited with quitting at 3month follow-up. In the UK few smokers with a mental
health condition are reportedly offered real smoking cessation support in inpatient care.
A survey revealed 37% of those with a mental health condition reported advice to stop,
but were not always offered help to do so, while among those who were asked about
smoking 23% also said they were not always advised to(&@pThis was also reflected

in the current study through seteport and casenote reviews, which revealed numerous
interactions around smoking which were beyond askingustéout still fell short of

optimal cessation advice. Among smokers in general, a recent systematic review and
meta-analysis has shown that offer of support, in addition to advice to stop, appears to be
more effective in generating quit attempts, leadingthee recommendation that

assistance be offered to all smokers regardless of interest expressed following advice to
stop (225). Although not powered to detect significant quit rates, it appears from the

current research that such discussions were a&ective in prompting quitting here.

Doctors, nurses and hospital GPs were involved in delivery of cessation advice but
implementation with the exception of documentation of smoking status was revealed to
be minimal/inadequate and inconsistent. A retenixed methods systematic review and
meta-analyses of mental health professionals' attitudesealed commonly held beliefs
such as patients are not interested in quitting and quitting is too much for patients to take
on in addition to other barriers ingtling a lack of time, training and confidend2?).

Given just 8.33% of participants in the current study did not want to quit, coetpi

16% in nearby general inpatient samp{@48), coupled with the equivalent quit rate at 3
months(118), the education of staff to address potential attitudinal barriers relating to

interest and capability seems critical. Recent reviews and reports on smoking and mental
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illness tave identified the lack of mental health professional education in treating tobacco
use and the history of smoking in mental health services as factors contributing to current
levels of cessation care and called for ongoing education and training fohhealt
professional420, 41), an approach which has proved successful in general se(@26s

Other barries such as lack of time and training are also reported by HCPs in Ireland in
general, and point to the need for greater focus on cessation care in training of HCPs as

well as at a systems lev€l24).

Althoughtheoretical medicine interactions were highly prevalent in this sam@®4),
interactions which have actually been deemed clinically significant i.e. there have been
reports of it causing a problem practice were much lower at 372@(208). The approach
taken,in terms of recording all prescribed medications documented at any time in study
period and previous 12 monthsay also have overestimated true prevalence. In any
case the presence of clinicaBignificant interactions represents merely a factor to be
managed rather than reason not to offer cessation support especially in view of the

observed levels of desire to quit.

This evaluation revealed the current partial and reystematic implementatio of the 5

l Qa | LIINRZFOK (2 OSaalidAizy o aupdl2n.Rigr aSs |
Ottawa model, an application of the!l5Q& Odza 2 YA &aSR (2 (KS K2a
been $iown to work in general hospital settings with increased abstinence (&t#s

Goupled with staff educatio on the desire and ability gfsychiaty patients to quitthis

may work well in psychiatric hospital settings also.

5.9.1 Strengths & Limitations

This study was strengthened by its high access and participation rates and inclusion of all
wards providing a highly representative sample witthia setting. The influence of recall

bias was tempered by the inclusion of casenote reviews in addition toegmift data.

Indeed it was demonstrated that while just 58% of current smokers recalled recording of
status in the past year, all for whom castes were reviewed (92%) had status

documented in the past year. The inclusion of admissions during the study period as well
as in the previous 12 months also indicated that barriers beyond timing or reluctance to

advise while acutely unwell persist givére low rates of cessation care overall.
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The private setting however limits generalisability and furthermore may have
underestimated smoking prevalence given its current associations with lower
socioeconomic statu@22). Further research should seek to establish smoking
prevalence, attitudes to cessation and current care in-parate psychiatric settings.
Admissions to psychiatric units have also been shown to influence smoking withsesrea
in prevalence and rates of smokifilL3, 227, 228). This study may not have sufficiently
accounted for the variations in smoking status and level of smoking associated with
psychiatric admissionteading to somewhat artificially inflated cdown and quit rates

at 3:-months followup. Finally this study washsufficiently powered for truly assessing

outcomes and so used crude modtsavoid model overfitting

5.9.2 Conclusions

This was the first survey of smoking and smoking cessation in psychiatric patients in
Ireland and aimed to evaluate current levelscessation care. Current smoking
prevalence was 34%\hile all smokers hagdmokingstatus recorded in casenotgsist
6.5% had clearly documented smoking cessation agwibde 13% selfeported receipt
of advice on ways of quitting from any healthcam®fessional in the past yealdvice
including discussion of ways of quitting was associated with quittingnab@ths. There is
a need to implement systematic and consistent high quality cessation support in

psychiatric settings.
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Chapter 6 Qualitativ e Process Evaluation of the Implementation of
a Quit Smoking Programme in Community Adult Mental Health

Services z Staff and Service user Perspectives

6.1 Introduction

This chapter presents the findings of StudyBich was a process evaluation of the
implementation of a smoking cessation programme. In line with the pragmatic approach
taken in this thesis as a whole, as described in Chapter 2, methods at each stage were
chosen based upon their ability to answer the research quegfi@d). In the case of this
study both the research question, assessing implementation of a programme and the
multi-centre context/settingRS Y YRSR | ljdzZt €t AGF GA GBS I LILINE |
capacity to constituteeompelling arguments about how things work in particular

02y i §29gpalf o

6.2 Study design

This study was qualitativeprocess evaluatiodesigned to reviewhe implementation of

a Quit Smoking Programme (QSP) in community adult mental health selvaiesed to
identify keyenablersand bariers at both participant and staff levels in line with the MRC
guidelines for process evaluations of complex interventidas). A twophase semi
structured indepth qualitative design involving interviews for service user participants in

phase one and focus groups for facilitators in phase two was chosen.

The triangulation of sourcese. combining both service user and staff perspectives and
experiencesserves to validate study findin¢230), adding credibility and strengthening
confidence in the conclusions drawfhe integration of focus group and interview data in
particular is said to assist in the identification of both individual and contextual
circumstancesthus adding to interpretation and ultimately enhancing trustworthiness of

results(231). These two approaches were therefore adopted.

6.2.3 In-depth interviews
Semistructured indepth interviewswith service users werselected, instead of focus

groups, as participant experienaather than group processewas the focus in this

instance. Barbour argues that focus groups are not the optimum choice when it comes to
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eliciting narrativeg232). Instead a comprehensive individualised approach employing
one-on-onein-depth interviewsallowed the researcher tou8c@S NJ & SNIBA OS dzi
experiences and feelings relating to their smoking, quitting and, for those who attended,
their own experience of the cessation programme. This approach could therefore

uncover factors that might remain hidden when quantitative &esk indepth

approaches such as focus groups are used. Legardstatthat the indepth format
Fft2ga GKS NBaSHNOKSN) G2 SELX 2NB FdzZ f e | f

be they reasons, feelings, opinions and bel{ef33).

6.2.4 Focus groups

C20dza 3INRdzLJA KIS 0SSY RSTAYSR a | 3INRdz
SyO02dzNI 3Ay3a 2F= YR I i0 @¥pR®Wand agedeedl k& I NJ
extensively in health services reseaf@B2). Focus groups rather than interviews were
selectedfor the second phase of this study, where cessation group facilitators were
interviewed,as they allowed the researcheto explore interaction and group process and
would therefore be useful in discerning key cra#e barriers to aneé&nablersof the
implementation of the Aveek programmeAs Lambert and Loiselle relate these group
AYGSNI OGAzya OF y iditedad diferdéhdes andprovidNgh Qatai A Y

unveiling the range of perspectives and experien@a4).

6.3 Study context

6.3.4 EVEz A programme in the HSE
EVE,aJN2 IANJ YYS GAUOKAY LNBf Iy RMWasebtéblishediK { SN

1991 It provides communitypased recoverprientated programmes foadults who
experienceMHDE Ay (1 St f SOGdzZl f RAFFAOdz GAS&s ! 4LJIS
disabilities(235). This service is delivered througimetwork of Vocational, Rehabilitative

and Clubhouse services in 21 locations across the bBi@E@hity Healthcare Areas 6, 7

and 9(see Appendit9). Seventeen of these twentgne locations focus exclusively on
al5a YR AY [HMMEMN G&KSwSH 2dNDOSa F2N { Y21 Ay

Programme was rolled out in 14 of these centres.
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Elgible participants in this qualitative process evaluation were therefore:

Phase one: EVE service users who attended the programme as well as service
users who smoke but had not engaged with the Quit Smoking

Programme (norattenders) across these 14 censre

Phase two: EVE Quit Smoking Programme Facilitators including two service

user cofacilitators across these 14 centres

6.3.5 Quit Smoking Programme (QSP)
Below the programme is described in line with the TIRie€klist(236):

1. Briefname:¢ KS NBX a2 dzZNDOS 41 & yl YSR W[ 2g [ Al

/] Saal A2y Q 6KAE S (KSwebBNRIESNMbkMyY S o1 a f
t NEINI YYSQ GKAOK F00NBGAIGSR (G2 v{td

2. Why: The programme, designed by the HSE Health Promotion Service, aimed
to provideintensive support service van accessible resource which sets out a
stageby-stage process to support smokers in their decision to stop smoking

and to sustain the attempt.

3. What (materials):Facilitators received a binder detailing thevéek
programme and including questionnaires and forms which were distributed to

participants. A carbon monoxide monitor was also provided.

4. What (procedures)The programme involved 7 group sessibeld once
weekly where attendees would complete forms detailthgir smoking habit
and the cost of same as well as fill in forms detailing their individual plan for
quitting for instance personal coping strategies. Carbon monoxide monitors
were provided for attendees to ascertain their current expired breath carbon
monoxide levelsEach week addressed enf 7 stages with the assumption
attendees would quit at week 3 following two weeks of preparation and
planning. Post quit sessions were focused on support and maintenance of the

quit attempt. Namely the 7 sessions e

1) Prepare
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2) Plan

3) Quit

4) Support
5) Health

6) Keep going
7) Moving on

There were also features and activities common to each session. Each session
was introduced with a session aim, objective(s) and a section detailing what
GKS LI NIAOALI yia oAt fi KSE B R 2AFTNIIKRS
end of each session attendees were given the opportunity to reflect on their
LINEINB &4 o0& YIENJAY3I GKSANI LRAAGAZY 2

indicate progress, relapse or no change as well as emotional state.

. Who (provided):The programme was facilitated by an EVE staff member who
had undergone training in brief interventions for smoking cessation as well as
in the QSP programme specifically. These facilitators, while working in mental
health services, were ndtealthcare professionals. Two service users were

also trained in QSP and acted asfaailitators at one centre.

. How: The programme was delivered face to face in a group setting with the
exception of one location where a single service user was recrardadhus it
was provided individuallyjWhile beyond the scope of the programme as
designed, it emerged from the study that a number of centres also added on
individual support (see later for result&roup sessions were specified to last
approximately 90ninutes according to the QSP manual but adaptation of the

programme in line with client pace or readiness was also noted to be possible.
. Where: The programme was run at centres in a designated room.

. When and how muchThe programme as designed ran for temveekly

sessions although as the evaluation revealed this did vary in reality and at
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times took longer or delivery stopped before all 7 sessions were completed.

See later for results.

9. Planned TailoringWhile not plannedailoring did occulas subsequetty

revealed by this evaluation and described in the results section.
10. Modifications: No modifications occurred at the study level.
11.How well (planned):SeeNo. 12below.

12.How well (actual):The planning and delivery were considered in this research

and are described in the results.

6.3.6 Sample
This study adopted a purposive sampling strategy. Efforts were made to include a range

of service user participants, across all eligible centres, in terms of age, gender and service
use (fulitime/part-time) bu also, as stated above, in terms of level of engagement with

the quit smoking programme thus ensuringlaly constituencies of relevance were

covered and that sufficient diversity was includ@87). This was however dependent

upon both staff and service user availabiligyven the role of staff as gatekeepers and
recruitersand upon the provision of informed consent. In relation to recruitment of
facilitators efforts were made to ensure service useffadilitators were includedh

addition to staff facilitators ensuring any differences in perspectives could be explored

(237), once again dependent upon availability and informed consent.

6.4 Ethical approval
The study received chair approval from thallbght Hospital / St. James's Hospital Joint
Research Ethics Committea 28h April 2016 (Appendix 30

6.5 Data Collection Instruments/tools

6.5.1 Interview guides and Focus group theme sheet

Interview schedules for service users who attended the sma@sgation programme,
service users who did not attendnd for facilitator focus groups were developed by the
researcher based otme research questions, the literature reviewed and background

knowledge relating to the service itself and the Tobacco Faodieypand Quit Smoking
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ProgrammgAppendices 29 and 31While informed by the literature, interview guides
were also discussed with qualitative researchers and with researchers experienced in
working with vulnerable populations, including those wiitHDs as well as management
staff at the EVE servic&he final interview guides were piloted through two mock
interviews before service user interviews commenced, with no changes made based on
these interviews. In line with the inductive approach taken, ititerview guide was
reviewed in light of the knowledge gained from the initial round of interviews and some
minor adaptations were madevith arevised guide used for the remaining 18 interviews
(Appendix 30 The focus group theme sheet was also discuss#d qualitative

researchers and again underwent minor revisions following completion wicgeuser

interviews (Appendix 32

6.5.2 Audio recorders

Audio recorders were used throughout the study. For the initial two interviews a single
recorder only wasised and this failed 5 minutes into the second interview resulting in a
partial recording. In the case of the 18 remaining interviews and all 4 focus groups a

primary and backip recorder were used.
6.6 Procedure

6.6.1 Phase one- Service user interviews

Recruitment of service user participants was conducted thrdagk staffiwvho were
briefed on the evaluation andsked to recruiservice users whemoke or who had
recently quit smoking. To allow time to consider their participaservice usersvere
informed of the study angresented with information sheets (Append4 and 23one
weekprior to engaging with the informed consent process (Appe@iand 24. The
information presengd includeddetails regarding the purpose of the-gtepth interview,
right to decline to tak part, and right to withdraw at any stag@ne week aftebeing
informed of the study those who consented were invited to participate in an interview
with the researcher. This study was presented alongside a quantitative componésit wh
is therefore also described in information and consent forms. Data are however
unavailable due to incomplete implementation of this quantitative component across

centres.
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Interviews with service users focused on their experience of the programméhaird
feelings toward smoking. At the start of the interviservice users were asked for basic
demographic information (age and genddollowed by questionsibout smoking and
their smoking historyfFollowing this heywere asked aboupros and cons admoking and
not smoking, and barriers tand enablers of abstinenctheir feelings on the smoke free
policy and their experience of the smoking cessation progran8eevice usexr who
smoke but did not attend the smoking cessation progranweee asked to &alk about

their decision not to attend and whdt anythingmight have encouraged them to attend
in addition to discussing their smoking histoBefore all interviews the researcher
reminded participants of the confidential nature of their participatisweell as her

neutral stance in relation to both the service and the topics to be discussed.

Ultimately, 20 interviews across 10 of the 14 sites were conducted from October 2016 to
January 2017. Participants were a range of service users including @&deat (current

and former smokers) and service users who were current smokers but had not attended
the QSP. Some of the attendees interviewed were in the midst of a programme, some
were about to restart a programme and others had attended a programmiedriast few
months but were no longer attending at time of interview. Interviews lasted between 15

and 50 minutes and were held in a private room at the centre attended.

6.6.2 Phase Two z Facilitator Focus Groups

Once all service user interviews were qaete, phase two commenced, involving
facilitators of the quit smoking programme based in centres dealing exclusively with
mental health. All staff and botbervice users trained in QSP were invited to participate in
a focus group. Staff had previously Ineéaformed about this phase of the study at service
user recruitment briefings and information sheets were distributed once again in the
follow-up email invitation (Appendix 26The paricipant consent form (Appendix 2@vas
attached to this email and hao be completed prior to participatiorAs above, lis study
was presented alongside a quantitative component (an online survey in this case which

was also open to centre managers).

Four focus groups were held in a training room at the Brd Chaoimhin @afrgm

February 201% March 2017. Due to neattendance on the day the first focus group
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went ahead with just two members. Overall focus groups ranged in size from two to six
membes and lasted around an hour (#48®nutes¢ 1 hour 22 minutes) (see Talgel).

The late arrival of one participant at Focus group 3 led to an extensioomduerview

at the end with her of 14 minutes-ollowing the exclusion of three staff members who

had retired, gone on career break and gone on maternity leave respegtitél eligible
trained facilitators remained and 17 of these participated in a focus grome. additional
member of staff who did not have QSP training volunteered to be part of one of the focus
groups following miscommunication within the service, andtcdbuted with general

insights.

Table 6.1 Focus groups

n Duration
Focus Group 1 2 1h 3m
Focus Group 2 6 53m
Focus Group 3 4 49m
Focus Group 4 6 1h 22m

Facilitators were asked to discuss the smoke free policy; smakimgdgition to those with
MHDs and health service approach to same; the quit smoking programme in relation to
their training, the resource itself and their facilitation experience as well as initial and
ongoing barriers and enablers to starting and runrtimg programme at their centres.
Participants were reminded at the start of the focus group that all data would be de
identified and that the researcher was neutral in relation to the service and in relation to

the topics to be discussed.

6.7 Data analysis

All interviews and focus groups were digitally recorded and transcribed verbatim for
analysis with transcripts checked against recordings for accuracy. Transcripts were then
anonymised with all names and identifying data removed and pseudonyms assigned
where necessary. Data analysis was supported with Nvivol0 data management software.

Thematic analysis was used for data from interviews and focus gfaups

Following an extensive familiarisation process involving several close readings of

transcripts initial codes were generated. Once all data had been coded the researcher
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searched for major themes among these codes and developed an initial framework of
themes and suithemes representing key barriers apdables. This framework was then
disaussed with a member of the supervisory team before the researcher went on to
review and refine these themes to ensufistly, each theme was based on coded data
which formed a coherent pattern including exploration of deviant cases where present
and, secondly, and more broadlyto ensure the key emergent themes were valid in their
reflection of the dataset as a who(&70). A subset of transcriptsasread byan

additional codetto confirm that transcripts were coded consistently and that kesy
findings of the study were supporte@he final coding framework is presented in Figures
6.1 and 6.2 below
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Smoke-free campus policy

Resourcefulness of
Programme Facilitators

An active, open and
engaged recruitment
approach

Easy to use, flows,
colourful, good

information, enjoyable

Grouping with other and
broader health initiatives

Useful tools:
Questionnaires, ‘the
ladder’ and Carbon
Monoxide Monitor

Resource itself

Health and Money as
motivators for
participants

Doing itas a group —
togethemess

Figure 6.1 Enablers; Final coding framework
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Barriers

Implementation of
smoke-free campus
policy

Ongoing facilitation
smoking

Associated
forced/herded
attendance at QSP

Structure of service,
scheduling and
attendance issues and
gaps in availability

(i Scheduling

Contractual obligations

Staff sickness, leave or
moves leading to gaps in
availability

Inconsistencies and the
need for a joined-up
approach

Lack of HCP advice

Inadequate HCP advice

Lack of a joined-up
approach to cessation
support

Exemptions and
Inconsistencies in
relation to smoke-free
policies

Facilitators need to be
linked

Literacy issues for some
participants and need to
add technology
component in general

Technology could help

Name unnecessary and

unhelpful

Mental Health Difficulties|

Coping mechanism

Lacking self-belief/Self-
esteem

Lack of consistent
determination/willpower

Smoking among peers
and past culture

Lifestyle: lack of
structure/activities

MHDs as an excuse

rather than actual barrier

themselves

QSP too quick at 7 weeks

and assumes a very
serial/logical process

Getting stuck

Re-attending

Figure 6.2 Barriers¢ Final codng framewoik
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6.8 Results
6.8.1 Enablers

1. Smoke-free campus policy

The recently introduced tobacco free campus policy emerged as an enabler leading
members to often find smoking more awkward and as a result for some to find
themselves smoking less:

Ghaso SSy + tAGOES OAG Fo1oFNR a2 (GKS8 Q¢

A s o~ g

GL Odzi R2g6y I o0A0 0SOlFdzaS &2dz KI@gS G2

0dzi SK gdlowsdINake/oti A RS (KS o0dAfIRAYIDE DLy
The policy also prompted replacements for smoking breaks in some centres with fruit and
tea breaks offered to smokers or all members and thus serving as a distraction for

smokers:

G o KSy ( KrBecamé thwéchanged that to a coffee break so people now

instead of going out could come in and have a cup of coffee and tea and their bit

2F FNIzZAG YR 6KIFOGSOSNI YR AGQa | RA&G
G6S AYUNRBRdAzZOSR | GSI 0 NiBhavd tea afdbiNduits 82 | S
S YR gKI0SOSNX &2 GKSNB 62dzZ R 06S |
average of 12 or 13 people going in for the tea and a biscuit or whatever and

Fo2dzi w (2 o 3F2Ay3A 2dzi F2NI I avyz21S Yl
wka AYyOSyidAgAraiy3d wl IANBSYSYyGaexXxtyR Al ¢
gSEFGKSN) g2dZ R 6S | o0AlG O0FR 2NJIFy@UKAY:

[Focus Group 4 EA]

2. Resourcefulness of Programme Facilitators
The resourcefulness of staff faalitng the quit smoking programme in geneaddo
emerged as an importargnable for implementation.This was revealed in extra

curricular efforts including the provision of additionadlividual supportwhererequired
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G SQONBE R2Ay3A A BLE 2R SAWAHS oK SiLJ agid 366 G K
with each person then we do a group and then we just have a slot [for] an
AYRAQDGARdzZI £ € ®C20dz2i DNRdzLJ n b8

Godzi L 1y2¢ (GUKS LISNER2Y ¢K2 3l @S dzLJ 41
fAY1SR Ay ¢A BKHzZAKA YI 2S gSNHI RIIKESX Y2 YSy G dzy
I NPdzyR 4AE 68514 y26 2FFé¢ wC20dzda DNR dz

andthe buildingof individual work into group sessions deal with some service users

catching up on missed weeks;
a2 ¢S 1AYRIF 32 {KNRdYRKR yASIQ &l y2R/ (6KSSS] &+
IABS GKSY Yl @o6S 0SyYy YAydziSa FyR AF &2
FYR AF @82dzQNB (G(KS 6SS1 o YR GKSy @&2dz
[Focus Group 3 L]

Some facilitators usequit.ie and the ndional quit line as an additional resource in

classes as well as during individual support sessions;

GL A2 G2 tA1S GKS ljdzAdG avy21Ay3 6Soairi:
kinda talk about some kinda like tips or whatever and then soiweakgo through
Alé wC20dza DNRdzL) o [ 8

ehthatwlj dzA G ®A S WL @GH¥E INgeA B Sg N DJ o6 IGRRE&
FYR SIFOK LISNER2Y 320 'y Sy@St 2daj dAdi> X
R2 yx)ie askme@ilien(Laughspé wLYUGSNIBASSH 5m8

some had members whareformer smokerscome in to share advice:
A sl a 2dzad a1SR YR L &alFAR LQff 2dzad
YIS L O2dzZ R ImBGiew®@ O] a2YSUKAYy3IE o
while Gavin made @sof thetechnologyavailable in his centre to support and empower

attendees with low literacy:
GL KI @S /ISYRIONB OS MYR2Y 1 @2 Fuwd NE X0SOF c
flIRaA ¢2dZ RyQl o6S o6tS G2 GeLlS 2N gNR(.
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sudlSy @2dz 32 Glrt1 Ay LQY 32yyl | al ez2dz
FYR GKS@QNX 3ISGidAy3a Ftt GKS AYyF2NXNIGA:
b2g L 1y2¢6 AGQa | 062dzi XjtQll chaspddehatd | Yy R
O2y TARSY OSJFocudNGroup ®) I (1 Sa ¢

Several Facilitators discussed running gensmabort groupsalongside the programme
as a potential approach to dealing with missed weeks and attendees getting stuck at

certain stages

GoeSQftft 2dzad 0S | &yY2 inklgudh tidSas at leabtis@me A dz
2F dza OlFly aSié I ljdzAd RFEGSé¢ wC20dza DNER
FYR Ay - Qa OFasS 06SOlFdzaS F2NJ az2yS | 4SS

support

6a2YSiAayYySa GKS 6881 Aa G222 t2y3a FyR il
theweekF YR &2dz Ol yQi F20dza 2y Al a2 oKI
SOSNE fdzy OKGAYS 6SQfft YSSG 2dzad Fa |
1G]

In another centre J elected to run a stress management group in between courses:

GAy 0S thér h&kind\af doing you know the same thing all over again the
em tshjust you know the way | did one week about em you know managing stress
YR 6KFEGSOSNI L 2dzad RAR F NBfFEFGAZY

A number of staff contacteHISE programme delopersfor support:

GL Fa1SR wl LINPINIYYS RSOSt2LISNB FTNRY
D8 2dzadG G2 4SS é4la L R2AYy3a AG NRIKIGE

while those at Centre Inked in with local services

GgS 324G KSNI G2 3 A hS graup ds wall ydu ¥nBw td @dmedirg2 NJ|
somebody different, we linked up with the local doctors for prescriptions and

things like that we linked up with the local chemist as well to provide you know
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the patches and the different things and the cost and thesemuences, so we
1AYRF 4SSyl 2dzi AyG2 O2YYdzyAade 6AGK A,

3. An active, open and engaged recruitment approach
A more active approach to recruitment versus a simple noticeboard approach alone

seems to have helped gelteé programme up and running at centres:

GaGFrf1AYy3 Fo2dzi AG NBIfte tA1S SOSNE i

have you know are you a smoker and then if they say yeah ok well we have this

g2dAZ R 282dz 6S AYGSNBaliSRé wC20Odza DNERdzLJ
FacilitatorsYy SY G A2y SR GKS ySSR (2 wasStfQ GKS LINEP

participation:
KIGAYy3a Iy AYyAGALIET OKIG 6AGK azySozRe
FYR &l e @2dz 1y26 WaGAO|l @2dz2NJ yIYS R2g)
programme & NA IKGQ dd L GKAY] CUlafbdttar wgkdbopiRa G 2

NAI2NBBzZAEF BEX LdzaKAYy3a AOG F ftAGGES oAl |y
GSQONBE y20 R2Ay3 2dz2NJ 2206 X lFail y2aGd§KSNJ
still tell me togobug*er2 ¥ ¥ FIF ANJ Sy2dzaAK o6dzi 6SQNB 2.

more questions maybe just planting that little séd&focusGroup 1 M]

Several service users discussed attending due to curiosity or just to hear the advice on

offer:

& thought, youkno A (i Qa y2i0 GKIFIG L 8XRdAdAKGKE 622
good to sitdown and listen to it and who knows if it gets me down on
cigardi 1 Sa> (KIGQax ¢gKeée y203 @2dz {y26¢

Unsurprisingly opening the programme up to those not ready to lgdito greater

uptake:

GLIS2LX S GKAY]l GKSeée KF@S (2 l[dzAd O(GKI GQ:
trying to get this going here in December and nobody and again even January we
1AYR 2F (GK2dz3KGO Yl &0S yS¢g &SI NitwaNS & 2 |

kinda February before people kinda started kinda committing to me and | had to
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1AYR 2F LKN}&S Al Ay &adzOK | sle& tA1S |
y2 SELISOGFIA2YE wC20dza DNRdzLI o [ 8

Importantly however it also appeared to spur on latpiit attempts and personal goals:
GSQR | O02dzLl) S 2F LIS2LX S ¢6K2 6SNB aidAf
AyGaSyiadaz2y 2F IAGAY3I dzlJ odzi GKSysz AGQa
O02YS Ay W2K @&SIFK L aid2LJJSR flrad 6SS|Q:
GFryBYGRYOS GKS& aiGlFNIGSR 2y AG GKSe& adl
[Focus Group 3 L]

Some attended simply to cttown but were highly committed in this:

GedSIFK L KFIR 2yS flFReé (GK2dAK (GKFd aKS$S
she never actually gaxdzL) OA I NBGGS& o6dzi &aKS &al AR 3
G2 R2 Al X odzi aKS gFyaGdSR (2 {1SSLI 32A)
gl a SyO2dzNy 3Ay3d KSNJ (2 Odzi R2sy aKS 2
throughout thewhole 3 courseX | sfidjjust felt that it kept her you know

AYAGSIR 2F aY21AYy3 HIJFodusRAug2DEKS gt a &

and cutting down alone made a difference to them

GF2N) 0KAa fIFTRe AdG gla | o0A3 GKAY3I GK2

get her hair doneevery week and everything saving cigarettes financially so it was

I @SNE o0A3 (GKAYy3a L KIFI@S G2 aleé wC2 O
In general however it seemed that while opening up the programme to those not
necessarily ready to quit can work, it is best if theseradses have formed meaningful

personal goals in advance or are at least somewhatrsetfvated to attend. Forced or

disengaged attendance may lead to frustration or affect overall atmosphere in the group:

GL GKAY]l Y20 |Yye02REOPFdAZAKSE VO DNR tz0IQ& | ¥ i
1TY2MBIKSNE gAGK (GKS LINPINRYW¥EBYyGARABFQH

[Interview 2]
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At Centre X, where attendance by smokers was required ghemability to implement
a tobacco free campus at this site theifaator reported feeling frustrated with how the

programme had gone:

AFSSt F oAl F oAl FTNHZAGOINIGSR NBIffe @&:
lyedoz2Reé KIR lFyeé &dz00Saa tA1S 6AGK AlK:

and described members expressing protéistas in group

GLOR (g2 LIS2LA S SY GKIFIGZ 2yS 6Kz ol a 2
that the only reason they were there was because people were told they had to be
GKSNE 6KIGSOSNI YR fA1S @2dz {y260d YR L
1Yy26 6KSYy @2dz2QNB GlFf1Ay3 Fo2dzi GKS KSI
aF & Wal NIAY LQY 2dzald y24 3IAGAYy3I dzlJ GKS
0SOlFdzasS LIS2L)X S (2fR YS a2 2dzad L R2yQi
[Foas Group 2 M]

Pushing members to attend without goals often does not seem worthwhile:
GL RAR SOSNRBUOKAY3 L YSIy yAOSte G2 3Si
and then sure it was just like they just did not want to be there, it was a waste of
myth YS GKSANI GAYS YR S@OSNEB2YyS StasS Ay
session one they were goitleat was ityeah @©C2 Odza DNRdzLd n . 8

This again came across in the report of Michael who mentigoieéhg to boost numbers

andperhaps unsurprisingly caracross as not too engaged with the process

G¢KSe a1lSR YS G2 32 2y AGXPLQY aradiAy
1Yy26% &ALISYR YdzOK ({iterewDKAY 1Ay 3 | 62dzi A
As described above it would seem that a better approach may bedait those already

motivated or at least help attendees to form a meaningful personal goal as a seat filling

approach may lead to an atmosphesénobody really wanting to quit.

122



4. Grouping with other and broader health initiatives
Facilitators also mdioned grouping smoking cessation in with otlard broader mental
and physical health initiatives and some seemed to feel this could be an effective

approach:

GLI NI 2F GKS gK2tS O2y@SNERIFGA2Y 6A0GK
smoking progrenme is to say you know just to get that message out there
consistently to everybody to say we are a HSE location and the HSE are part of the
KSFfidKe LNBflFYR LINPINIYYS YR FYR | YR
you know many of our centresnow areédh y 3 KSIF f K& SFGAy 3 Y
doing mindfulness and quit smoking is just one of those thifigscus Group 1 M]

GLF &2dz Oy YI 1S GKSY FSSt Y2NB ¢St
feeling well to maybe want to attend something as welksgivdrking on their

ther2 6y 3ISYSNIt ¢gStfySaa YAIKG oodlBy3I |0
Group 2 f

In some centres service users themselves seemed to naturally start making goals in other

areas and link cutting down on smoking with healthietigor exercise goals:

Go{GFFF YSYOSNB Ay 2dz2NJ OSYGNB A& R2AY:
everybody and em some of the people have linked in smoking with that
SOSNEO2ReQa aSGGAy3a GKSANI I2Ffa FTNRY ;
go fora walk or eat less sugar or whatever but some of them actually putting in to

smoke lesgigaretteg ©wC2 OdzaA DNR dzLJ H a8

Mark also felt that a broader approach to health might trickle down to those less

motivated to quit smoking currently:

dayou know talk abat the benefits of a healthy lifestyle in general and then | think

AT GKFOQa {AYR 2F | O2yaraasSyid vy&apmal 3
@2dz 1y26 6KSY gSONR IKSNI RIF @A VR di NVIDSH
biscuits availableyoung ¢ SQNB 3F2Ay 3 2dzi0 F2NI g 1 2
$SONB R2Ay3 | oAl 2F SESNDA&ES 6SQONB $S
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G§23SGKSNI YAIK(G S@SyiGdz & GNRARO| fF&uUsR2 &
Group 1 M]

5. Resource itself

(a) Easy touse, flows, colourful, good information, enjoyable

Facilitators found the resource helpful, with reports that it was easy to use, colourful,

flowed well, had good information and was enjoyable:

GoKIG L tA1SR I0o2dzi (KB R0iQUAY Soyzidz Allya2Se
R2gy G2RFe FyR L ¢Syid 61601 FyR L NBIR
GSNE OSNEB ljdAaO1fe FyR GKFGQAa 6KIG A&z
AT GKSNBQa aSO0GAz2ya Kl tintod ZedzvesyuekhR y Q G
FYR L R2 FAYR AlG 3I22R FTNRBRY GKIFG LRAYD

GAG Aa OSNEB 3J22R Odza A0Qa y2i GKNBIGS
y2i GKS2NARASR o0lFaSR A0Qa OSNEB aAiAvYLX S |
pleasantly surprised how em easy that booklet makes it that that that 7 weekly

LI NIa YIFE(1Sa G6KS gK2fS LINRPOSaa AdGQa y2i
FNAIKGSYAYy3I F2N) GKS LISNA2Y @2dz (Y26 oI

Gl yR F2dzy R rfiviérly goaalwént heldud dtragBt to the point each week
YR @82dz O2dzf R AYUNRRdzOS | o0AG 2F Fdzyé

One facilitator said it should be condensed while another said more background
information was needed but these seemed to be minority views averall the resource

was wellreceived by staff.

Among service useraformation/knowledge in relation to: the effects of smoking; how to
quit; and their own habit emerged as important aspect of the programmeThis
knowledge was gained through leaBeand illustrations, teaching and filling in of their

own information.

GKS FILOG GKIFIGO GKSeée G2fR YS lotetiew @i Y21 Ay

~

G¢CKSNE ¢l a OSNBR 3I22R (1y2¢6f SRASO® L YSI
about your breathingand about the habit and eh there was leaflets about if you
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give up smoking, em, when you get the craving for a cigarette, how do you distract
yourself from doing that, from having a cigarette, you know, do you listen to music,
orhaveamealorgoforawal = 2NJ 6 NAYy3d GKS R32Boughe NJ |
it was a good idea. Yeah it was very good knowing that. It was very good being

taught that Interview H]
(b) Useful tools: QuestionnairesV it K S | Garb&nNRnoxidg Rlonitor

Attendees and Faldiators referred specifically to thquestionnairesthat attendees filled

in;
GiKSe KIS |ttt (dKSasS tSITFtSia 6KAOK Aa
giving up the smoking and the leaflets were very good. They were very explanatory.

They vere very helpful. They were very enlightening, okay, so that was an excellent
0 K A JhtBréiewdsl]

and their usefulness in revealing habits to the attendee and facilitator;
G¢CKSNBEQa ljdzSatAz2yylrANBa FyR (KSNBaya f 7
LR2Ayla @2dz G622 K2g YdzOK &2dz aY21S I yR
G2 dzyRSNRUI YR gKe mtegrdewd} 21 S> ez2dz 1y29
Ged2dz O2dzZ R aSS (GKS AYyONBIFasS Ay OA3IlNB
RQeé2dz |Yy2¢K [iRelinShe évérinaylée ifrém five until she went to

R G G4Sy IyR aKSQR 06S av2{iAy3a ySINIe

GKSN) 6AYSaé wC20dza DNRdzLJ n 9! 8

N O
(0p))

and also in highlighting the actual cost of their habit:

GoS 221 SR 2 0S thkalrioSey thdy yerg/spending onlciyazettes
LISN) 6SS1 @2dz {y26 YR (GKS& ¢6SNB & dzNLINR
doing with it like some members could be paying up to 60 or maybe more

depending what it was a week and we were saying to thethnely could cut back

they could get themselves some clothes or do something different with that money
82dz al ¥S dzLJ F2NJ I K2f ARl &8¢ ©C20dza DNE d:
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Ge2dz {(y29 ¢S ftt>x SOSNERo2Re FTAf{f{SR A
with, what | could dowithK I & Y2y Seéé¢ wC20dza DNRdzLI n b
GUKS LI NI ¢KSNBE &2dz aSS K2g YdzOK &2dz &
lot of people how much they actually spedty’ OA I NBGGSaf wcC2 Odz

There was B0 some indicatiomowever that this form at times highlnged cheaper

options such as Roll Your Own and even counterfeit cigarettes:

®2dzQR 0SS R2AYy3 @&2dzNJ LIy GKSe& alreée K
half a week and | pay twelve euro for my pouch and someone else saying oh | only

pay8euroonMa8 NBE a i NBS{¢BwC20dza DNRdzLI n

ayeah they were asking how many you smoked and what kind of cigarettes did you
ay21S8> FyR L g1 & G20l 002XL0iQa 2yfe F2
saving thirty odd euros a week by sking the roldzLJa ¢ L G SNIBA S 6 9

v

Finally theselNS ¥t SOGABS Wil RRSNR RAFINIY gl a ¢
L GKAYy]l FFOldzrtfte GKIFIG LAOGAINE GKSNB 2
doing that every week | think they kinda liked seeing oh well hang on where was |

last week vhich guy was lorwhii S@SNJ I yR (KSly¢é wC2 Odza DN
ayou know diagrams and the ladder, going up the ladder, and coming down the
ladder and all that. Reallyy § SNBa Ay 3 &SI Ké LYy dSNBAS

Carbon monoxide monitor

Another form ofinformation, the carbormonoxide monitor in particular seemed to stand
out for attendees:
GhK AdQa yAOSs: &2dz ({y263> SalLISOAlLtfte g
blow into it. That really is a wakep call when you see your levels of nicotine or tar
or whatever,em, ITR G KI 4 GKIFI{diQa | 3J22R KSf Lo
GKAAa A& gKIG &2dzQNBE R2 A iAtdErviewa2] & 2 dzNJ f dzy 3

and was also noted by several facilitators to be particularly useful:
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GGKS f1Ra NBIffteé Syaz2eé Site mokit&] that¥seeins to & & ¢
0SS | o6A3 (GKNPYRBARS OKNFAYy &SI K (KFG a8
F2N) 0KS 3Fdzea oK2Q@S IAPSY dzlJ £ 20S | Ofc
Yy20KAY3 GKSNB 2N gKFEiSOSNE wC20dza DN d:

G0KS /I ND 2tffey all2oyed thdt, Bh& Was a real buzz thing cus it was
something real tangible they could actually really see ok this is what my smoking is
R2AYy 3 LQY |G HyS L NBYSYOSNI GKSNBE oI &
20s and one of them was only B4 or 15, he was a light smoker, em and there was
kind of bantering about that and it just but it just kind of there was a real sense of
buzz and a few of them really were like ok knuckling down after seeing that, they
were like aw | wanttosetmy, IwbuRy QG 3JI2 aSdGAy3 & 2dzNJ RI
get to that, we need to, we still have to do a bit of groundwork, em yeah | think

a0dzF¥ fA1S GKIFEG GKFG FNB NBFE (2dzO0Ke ¥

It appeared to be an eyepener and generated effostfrom attendees while also
reinforcing quitters. ere was alstioweversome indication that the carbon monoxide

monitor vindicated the ecigarette for people:

GOGKSY &2YS LIS2 LiciHarere W was angtheliald thery'takBg
the carbonmonok RS 2F O2dzNBES (GKSNB ¢la y2z2 OFN
[Focus Group ]

ayou get your carbon monoxide levels tested, and mine were the same as-a non
AaY21SNIW®PX2 KAOK L FSftid OAYRAOBRISR GKS St
(c) Doing it as a grouptogetherness

Finally thecommunalaspect als@merged as helpful for several attendees:

dt was good to have a group of people that were going through the same thing as

yourself, you know Interview A]

while facilitators also noted it to be an advangp terms of attracting attendees;

Ge2dz (y29 L UGKAY]l 2d2NB gl asxs (KSNBQa 2
Sy22e8SR (KS GKS OKFG L KAyl FaG AdG Iyl
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as well as during thprogramme,;

7 A

aL f20S GK Of I 4 aA (e @APSO dzxK SD MBYdzlS Nk 016
6. Health and Money as motivators for participants

Physical balth appeared to be the main motivatidor quitting smokingamong service

users in general

GL ¢lyd G2 aSS Yeé (62 3IANI Y RRIhtezaKE]S NE

22 C2N) Yé KSIFfdidKXdaz2NB Yz2ySe (42 | FF2N
expensive, you know.
I: Xand when you say your health what do you mean?

F2: My breathing. | have asthma and all

GWdzali Yeé 2¢y KSI f (K dheststn®@tinesIaBdiothér yhigs,LI A
youl Y2 6¢é wIHJG SNIDASS
and also emerged as amportant motivatorfor attendeesto join this programme

specifically:

G 2dz 1y26 (GKS LIKeaAOlIf KSFfOK A& &dzFFS
breath, and | get out fobreath. | get very tired, | get very tired and | get breathless
OSNE ljdzAOlte YR @OSNE ShaAfeée &2dz (y26>
LINEINF YYSSE YR (UNEB |yR aSlgervie®BIL Oly R2
GKSEFfOGK Aa 1 Ke bighest matiyafprevek 8vierfthé finankial one

em health has been and | seen it with people who have tried to as well the only way
they stopped is because of it em but it just seems to be health is definitely number

2ySé¢ wC20dza DNRdzZLl o a8

Among youngemembers physical health was also a motivator but more in relation to

fitness and ability to exercise:

GoAUK GKS 3INRdzZLI LQY ¢AGK G GKS Y2YSyld
Fd GKS 3eY>X 6SQ@S 38Y YSYOoOSNBKAdAZ RyQih
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