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Association of Participating Service Users is a service arm of the Self Help Addiction Resource Centre(SHARC)
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Introduction
On 1 July 2009, Victorian public hospital buildings and grounds in Victoria became totally smoke free environments. This new smoking policy includes not only hospital based Alcohol and Other Drug (AOD) residential withdrawal services, but also those facilities under the administration of hospitals on separate grounds. The smoking ban will impact alcohol and other drug services users in that they may not be able to smoke whilst in some residential withdrawal units, depending on the service response to the role out of this aspect of The National Tobacco Strategy (2004-2009). 

This issue paper discusses some of the research into the impact of smoking cessation whilst withdrawing from other substances, including responses from service users, family members and service providers.  The purpose of this issue paper is to highlight the complex and (as what is described by respondents) detrimental impact of being forced not to smoke when giving up other substances. Concern regarding the apparent lack of consultation with service users and family members, and the possible breach of the Victorian Charter of Human Rights (2006) are also raised.

Enforced smoking cessation whilst using services. 

Whilst withdrawing from other substances is recognised as difficult, the low success rate and challenges for those attempting to quit tobacco cannot be dismissed. The National Tobacco Strategy (2004) acknowledges that: ‘nearly 80% of Australian smokers have tried in the past to quit, but have been unsuccessful on any single attempt to stop smoking unaided. More than 95% of smokers will fail quitting as it is often described by smokers as the hardest thing they have ever done.’(p.p.11). This is also supported by the Victorian Tobacco Control Strategy (2008) which states: ‘Most smokers quit unaided, but it usually takes between three and fourteen attempts before a regular smoker finally stops.’(p.p.23)

According to the literature review undertaken by the NSW Cancer Institute (2008), somewhere between 74 and 91% of people accessing alcohol and other drug treatment services in Australia and overseas, are smokers (p.p.10). Given the enormity of this number, the potential health consequences are staggering. Indeed one of the reviewed studies revealed that ‘alcohol dependant people are more likely to die of tobacco related disease than they are of alcohol related disease’ (NSW Cancer Institute: 2008. p.p.10).There should be no question that this health issue needs to be addressed, however it is arguable whether total smoking bans in residential drug treatment as enforced smoking cessation is the best way forward.

A review of empirical studies of forced smoking cessation in psychiatric patients resident in hospital psychiatric wards for short periods of time found that total smoking bans had no effect on long term quitting (el-Gueblay et al: 2002). In fact the NSW Cancer Institute found in their review that the median time between discharge and resuming smoking was five minutes! (2008. p.p.8.)

Questions have been raised as to whether total smoking bans (which include the grounds of a service) will deter people from entering or staying in treatment (Walsh: 2005.p.p 235). Capretto (1993) (in Callaghan:2007.p.p.2) found that the rate of those leaving drug treatment against medical advice during a total smoking ban  increased from 14% to 30% and that referrals to the program dropped. Other studies (Kotz, 1993, Williams et al, 2005 and Callaghan, 2007) comparing the rate of referral and early leaving before and after the implementation of total smoking bans indicate that while a drop in referrals and an increase in early leaving  might be the impression of staff, the figures do not bear this out. 

It is most interesting when total smoking bans are in place in drug treatment facilities that many residents continue to smoke. In the New Jersey experience 59% of residents continued to smoke (Williams:2005.p.p.337). Capretto found that 40% - 70% in an adult hospital based drug treatment program still smoked despite a total ban (1993 in Callaghan: 2007.p.p.6) In the Cleveland Chemical Dependency unit smoking abounded (Kotz:1993.p.p.128) and in the adolescent service it was unknown how many continued to smoke when the total ban was in place.(Callaghan:2007.p.p.6)  It is quite possible then that the reason we see no change in referral and treatment dropout rates is that for many residents there is no actual smoking cessation. 

Investigations 

APSU wanting to seek the opinions of those directly impacted by these bans, service users and family members, sent out an email to the APSU membership and consulted with the family members of Family Drug Help. APSU also sought opinion from service providers and Quit Victoria.
Note: Pseudonyms are used throughout this document for service users’ and providers’ quotes
APSU Membership Response

On 5 June APSU sent an email to its membership requesting comments regarding this smoking ban. Eleven comments were received. All of the eleven respondents stated that not smoking presented another difficulty during a withdrawal, a stressful process already. For example a service user writes:

‘I rang the detox two or three times to find out if I could smoke there and if I could also leave my room to smoke at night time if I needed to. Each time I was reassured that I could. It was pretty simple really, I was going to give up drugs and I was very serious about it, but I wasn’t going to give up cigarettes yet. If I had been told I couldn't smoke there, I wouldn't have gone. I just wouldn't have! I'd already failed at a home detox, there wasn't anywhere else to go.’ (Amanda)

For this particular individual smoking was an essential component of her withdrawal: without it

withdrawing from other drugs would not be a possibility.

Another writes:

‘A coffee and cigarette are the only things you can have without breaking a law or hospital

regulations. Compared to what was consumed before, caffeine and nicotine compare like a choirboys' vicar against Satan on judgement day. Anyone who's had a few detoxes and tried a few fresh starts knows that coffee, tea and ciggies are on the third and final rung of the ladder to reality. Get the life-crushing, time-eating, money-joking soul-raping drugs finished with - then deal with the slower, more leisurely dangers like nicotine.’ (Gary)

A number of respondents stated that they didn't contemplate giving up smoking until sometime after they had given up the addiction that brought them to the alcohol and other drug service in the first place. As several APSU members stated
‘When coming off substances such as alcohol and other drugs one needs to be able to do so one step at a time. It's the last thing that people need at such a difficult time!!! One more horror habit to stop’. (Katy)

‘It’s another sign of the road to perdition being paved with good intentions. And another hurdle being needlessly placed on the journey to a user’s recovery. Hooray for reactive policies to well funded government sponsored anti smoking campaigns.’ (Judy)
‘Clients are entitled to a safe environment. Some clients will be put off using the service as it has become a jail style in our community when you cannot smoke even on verandas. What difference does it make sitting outside or in a comfortable environment? Why should it be the street, when a discreet place on the grounds of the facility could be found?’ (Marcus)
‘Smoking is a choice and a right. As a smoker myself I don’t think I would be able to cope very well detoxing from other drugs and alcohol AND being expected to quit smoking as well. In fact it would really deter me from going and using any of those services because it would feel like my personal choice and freedom was being negated. This kind of feeling really adds to the whole dynamic of a detox/rehab where I feel my privacy and my sense of freedom is being invaded anyway, leading to feelings of demoralisation on some occasions. I think the social aspect of smoking is what brought me out of my room at detox and forced me to be around people and communicate and socialise, otherwise it would have been much easier to isolate myself.’ (Tess)
And:

‘Withdrawing from drugs was the most difficult and psychologically/emotionally demanding process I have ever had to endure. I had very little left to lose and was suicidal at the time. There is no way I would have entered a rehab or detox facility if I was unable to smoke’ (Sandra).

One APSU respondent captured the feelings of many service users in detox stating: 
“When I was detoxing I clung to smoking like a life boat”.

These comments clearly portray the hardship and difficulty that would be faced by these individuals entering residential withdrawal programs with a total smoking ban.

Family members

APSU sought opinion from Family Drug Help.   The manager, as a representative of families of people who use services for over eight years states that families experience great anxiety during the process of someone entering treatment. She goes on to make the following assertions: 

1. There is no contact with the service providers once they enter treatment except if their relative in treatment rings up to ask for supplies. This is usually cigarettes. Families have reported delivering cigarettes to keep their anxious family member in treatment.

2.  Reason is on the side of not smoking because of health issues, but reality is another matter. It is too much to expect a person with substance use issues to give up smoking when entering the first stage of their treatment.
3. Smoking is legal and families coping with illegal substance use are usually so overcome with the thought of prison and criminal systems that finding treatment solutions is a priority. Expecting their relative entering treatment to give up all substance use is unrealistic and only adds to their family’s anxiety. This anxiety creates a viscous circle which impacts on the service user.  At Family Drug Help we call this ‘The Dance of Addiction’. We argue that there is the  possibility this contributes to the relapsing nature of addiction 

4. The Victorian Quit Program recognises the ambivalence that people face giving up smoking. When this is added the anxiety of entering treatment for other substances use, the impact on families is much more so. 

5. This stress has huge ramifications for families.  It is one of the causes of complex health problems which can’t be ignored. The social cost is huge

6. The measure of banning smoking at a service where the majority of attendees would be smoking is draconian and puts the whole process of entering treatment at risk increasing the stress to families yet again. In keeping with the Reducing Harms aspect of the Harm Minimisation Policy, we would like to see entry made as simple as possible with as minimal barriers to enable the process of recovery to begin and thereby the journey to better health outcomes. 

7. Smoking treatment options, rather than enforced smoking bans, would be a great addition to the treatment services, increasing general health outcomes for the whole family. 

Service Providers Response

APSU consulted staff from eight Victorian AOD agencies to determine their views on imposing total smoking bans in residential facilities. Three of these agencies have a “total no smoking policy” with one withdrawal centre offering patches, lozenges and inhalers to service users. This agency also reported that approximately one person a week refused withdrawal treatment due to the total smoking ban. The remaining five agencies have a designated smoking area outdoors. One withdrawal agency reported they had to modify the no smoking policy after four service users walked out in the first week.

A number of agencies were concerned with the potential cost to themselves if they were required to provide nicotine replacement for their clients. One agency estimated the cost of inhalers for a twelve month period as between $20,000 and $25,000.

Workers, whose responsibility it is to engage and support the individual through the challenges of detoxification, are now forced to “police” smoking. This has undermined the workers’ role. As one worker stated:

‘I understand that we are working under a harm minimisation policy so therefore banning smoking reduces harm ..BUT..it introduces barriers. Therefore using this policy literally banning smoking actually increases harm to the counselling/supporting/helping interaction’. (Leah)

Quit Victoria Response
APSU consulted with Quit Victoria who were puzzled that people were being coerced into quitting. Part of their statement to us reads:

 ‘Smoke free policies have been introduced in Victoria to reduce exposure to second hand smoke and to de-normalize smoking. Smoke free policies should not be misunderstood to represent coercion, forcing vulnerable individuals to quit – they are about where you smoke, not if you smoke.’ 

The remainder of the statement included comments about the literature related to smoking policies and the need for staff preparation and training (see appendix).
Asking the Service User and Family Member
The Department of Human Services’ ‘Shaping the Future – The Victorian Alcohol and Other Drug Quality Framework  2008 nominates  ‘Consumer Focus’ as the first of its six standards. It states:

‘Consumer Participation refers to a range of practices and processes that actively enhance inclusion of consumers in decisions about their own health care, service planning, program development and the addressing of quality issues’(p.p15)

The apparent lack of consultation with service users and family regarding a practice that affects an integral part of service provision is blatantly incongruent with this standard. This is especially concerning when there are alternatives to total smoking bans. Legislation permits smoking in any non enclosed outdoor area in both work and public places (Victorian Tobacco Control Strategy, 2008) Although Victorian Public Hospitals have initiated these total bans, it is clear that there can be exemptions sought for special settings by AOD residential services whether or not they are under hospital administration. That these exemptions have not been sought or even discussed with service users in some AOD settings shows a total lack of respect towards the people who use these services and is far from the spirit of ‘client focused’. Such an apparent lack an consultation regarding the smoking bans sadly deems ‘client focus’, a central theme of the Victorian Blueprint for Alcohol and other Drug Treatment Services 2009-2013, as mererhetoric.
In this Victorian Blueprint it states that ‘client centred’ as a principle recognises the treatment that is important to clients and family members (2008:pp.10) For this to be achieved, a person has to be involved in decision making about their own treatment. Forcing someone to cease smoking whilst a resident in a treatment facility robs an individual of  such a decision making process . Furthermore, as a result of not wanting to use a withdrawal service where a smoking ban is enforced, this person chooses not to use that service , this decision would then leave them without the opportunity to access to that particular service. Consequently an individual seeking to withdraw from substances other than tobacco is left with less opportunity than prior to when the total smoking bans were enforced

Along with people using alcohol and other drug services, the total smoking bans in Victorian hospitals has affected people who are voluntary and involuntary patients of psychiatric facilities. Some of these people are being detained against their will, and those who are there voluntarily are still required to stay on the premises unless granted permission for temporary leave.  Those who are resident in AOD withdrawal units have voluntarily given up their liberty as a necessary part of their treatment and are also unable to leave the premises without discharging themselves. The Victorian Charter of Human Rights and Responsibilities states under the section on deprivation of liberty that:

‘Persons deprived of their liberty must be treated with humanity and with respect of their inherent human dignity’ (2006:p.p5)

To make a decision on behalf of another human being regarding personal health behaviours and to then enforce it fails to uphold inherent human dignity. While it is acceptable to decide where people can smoke to maintain the health and safety of other individuals, it is questionable practice  to usurp the personal decision making of  people when in a vulnerable stage of their life.

Furthermore by forcing a person into involuntary nicotine withdrawal at one of the most stressful times of their lives and when it is highly likely that the habit will be resumed within five minutes after discharge is cruel treatment and thereby incongruent  with the Right to Protection from Torture and Cruel Inhumane and Degrading Treatment (Charter of Rights and Responsibility2006:p.p.3.). 

Conclusion

It appears those who sought to impose the no smoking policy on a broad scale failed to understand the complexity of addiction and the distress this would create to service users, their families and service providers. Not only were the people impacted by this policy excluded from any consultation process but the practicalities and implementation of the policy required of workers was also dismissed. 
The general population has been exposed to many quit smoking strategies including information provision, tax hikes and assistance when choosing to quit. As a result we have seen a dramatic decrease in smoking rates in the last three decades.  None of the methods required people to give up smoking against their will or to be coerced into quitting as a requirement for accessing treatment. If Australian Governments are truly concerned about the massive level of smoking among alcohol and other drug services users, then surely the use of the same principles in targeted strategies would be a more productive and longer lasting way of going about reducing this health burden. 
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Appendix
Response to SHARC regarding smokefree policies in substance abuse treatment facilities.  

Smoke free policies have been introduced in Victoria to reduce exposure to second hand smoke and to de-normalize smoking.  Smoke free polices should not be misunderstood to represent coercion, forcing vulnerable individuals to quit – they are about where you smoke, not if you smoke. 

Smoke free policies provide an ideal opportunity for agencies to provide a supportive environment for staff and clients to control, cut down or stop their smoking [1], which is incredibly important considering smoking remains the number one cause of preventable death in Australia claiming approximately 15 000 lives every year.

Research suggests that ceasing cigarettes may have no effect on alcohol and other drug treatments and could improve treatment outcomes [2]. Additionally, U.S. studies suggest a large proportion of patients receiving drug and alcohol treatment are interested in quitting smoking [3].Although Australian data is scant, U.S. studies have found the introduction of smoke free policies did not effect admissions or attrition rates at drug and alcohol treatment facilities [4], [5] [6]  [7]  [8]  [9] [10].
Adequate staff preparation and training, along with the availability of nicotine replacement therapy for staff and clients are key elements to a smoke free transition [11].   

Luke Atkin

Manager, Quit Support Programs

Quit Victoria

August 2009
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