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Smoking prevalence

obacco smoking is the leading preventable cause of death and

disease in Australia." In Australia, tobacco use has declined due

to population health interventions, such as smoke-free
environments legislation and increasing product taxes. However, the
decrease is not consistent across the whole of society; there remains
significantly higher smoking prevalence among people experiencing
social, economic or cultural disadvantage (hereafter, ‘priority
populations’).> One group with high smoking rates is people with
disability who have an Australian daily smoking prevalence of 24.5%
for individuals aged 15-64 (compared to 12.6% for those without
disability).> Article 1 of the United Nations Convention on the Rights
of Persons with Disability describes people with disability as those
‘with long-term physical, mental, intellectual, or sensory impairments,
which in interaction with various barriers may hinder their full and
effective participation in society on an equal basis with others’.*

Smoking rates are consistently higher among people with disability,
and these patterns hold across six disability sub-groups (intellectual,
physical, psychosocial, sensory, acquired brain injury and other) than
among people without disability.” Across 21 European countries,
people with disability had consistently higher smoking rates than
their non-disabled peers.® Tobacco-related health burden is
inequitably higher among people with disability, who are at increased
risk of cardiovascular disease, respiratory illness and cancer.>’

Barriers and facilitators to smoking cessation

The socioeconomic determinants of health and tobacco use are
inextricably linked, both in terms of prevalence and cessation. People
with disability are more likely than the general population to
experience risk factors for tobacco use including lower socioeconomic
status, higher unemployment, and higher receipt of income
support.>®

Financial hardship and low socioeconomic status are also associated
with decreased ability to afford nicotine replacement therapy and
prescription smoking cessation medications.”'® Very few
pharmacotherapy product options are available via the
Pharmaceutical Benefits Scheme and studies” have not explored the
impact of the Pharmaceutical Benefits Scheme on affordability of
nicotine dependence treatment for people with disability.

Tobacco use is disproportionately higher among those with mental
iliness, where smoking exacerbates financial stress and social harms
for this group."' People with disability report mental health
comorbidities, such as increased psychological distress,'> which is
associated with higher likelihood of tobacco use.

The physical environment, including transportation and physical
accessibility, can be barriers for people with disability in accessing
quit smoking programs and pharmacies or other premises providing
pharmacological support.'®'?

While it is possible for people with sensory disability to use the National
Relay Service to access telephone support via Quitline, there is scarce
evidence regarding the feasibility or uptake of such approaches.’

Health professionals, facilitators of mainstream smoking cessation
programs and disability service provider staff feel ill-equipped to
manage conversations with people with disability about smoking,
largely due to limited training.'>~'> Furthermore, physicians often
report that they do not prioritise smoking cessation relative to other
health conditions experienced by people with disability.'® Integrating
smoking cessation support as part of the routine delivery of care
within the health system will deliver more equitable access to
cessation support than the current approach which is reliant on
confident and engaged professionals.'’

Smoking by support workers and family members can inadvertently
undermine quit attempts by people with disability, given the
additional challenge of asking the person they rely on for their care to
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stop smoking, potentially damaging the personal or working
relationship.' Trust, acceptability and perceived effectiveness of
health services are also important considerations for improving equity
in smoking cessation.

Conversely, non-smoking support workers and family can facilitate
and advocate for cessation through influencing the health attitudes,
knowledge and behaviours of the people with disability they
support.'>'® Interpersonal relationships play an important role as a
source of practical and emotional support for people with disability in
preventing uptake and promoting smoking cessation.'®

Supporting smoking cessation

Support to quit smoking that is co-designed with people with
disability is critical, given the diverse barriers people with disability
face to quit.>"® Mainstream programs and quit support services are
not typically designed to meet the needs of people with disability, are
not proven efficacious,” and may be indirectly discriminatory.
Furthermore, quit smoking support is often not adequately delivered
by disability support providers.'* Generic smoking cessation support
and disregard for people with disability’s accessibility requirements
may contribute to increased disparities in smoking cessation.’

A conspicuous gap exists for co-designed smoking cessation
programs and their evaluation to determine effectiveness and impact,
using randomised trial and longitudinal designs.? Of the limited
existing programs available for people with disability, few have been
rigorously evaluated beyond the pilot or feasibility stage,” delivering
only short-term cessation support over intervention lengths ranging
from four to seven weeks.'®?° As even occasional smoking is
associated with adverse health impacts, continued research is needed
to ensure that programs support sustained smoking cessation.

Evidence to date suggests the following principles should be
considered in developing smoking cessation programs for people
with disability.'>'82°

« Using authentic co-design approaches.

« Co-designing multiple program components to meet needs of
people with different types of disability.

« Aligning materials with accessibility principles (e.g., Easy English).
« Using behavioural counselling to manage nicotine dependence.
« Providing free or subsidised nicotine replacement therapy.

« Consider including support workers and/or family to support
cessation.

« Delivering smoking cessation programs in group settings.

For cessation support to be effective for people with disability and
reflect a health equity lens, it is imperative to create cessation
supports that align with the experiences and preferences of people
with various types of disability, and consider the determinants of
smoking and the related health, economic and social impacts for
people with disability.”’ Such cessation supports should complement
population-based tobacco-control efforts and target priority
populations experiencing tobacco-related disparities.'>?'2

Australia’s policy environment

Australian health and disability strategy and policy reveals an urgent
need to prioritise tobacco control and cessation for people with
disability.?

In a review by two of the current authors,” four of thirteen tobacco
control strategic plans identified people with disability as a priority
population.”*?® Conversely, two of fourteen disability strategic plans
presented tobacco control as a key focus.””*® More recently, the
National Tobacco Strategy 2022-2030 included people with disability
as a group experiencing higher smoking prevalence than the general
population. ‘Achieving Equity’, a key component of the new Draft
Australian Cancer Plan, also identified people with disability as a
priority population.

However, the review failed to identify tobacco control within the
strategies and policies connected to Australia’s National Disability
Insurance Scheme.” Notably, the Australian Disability Strategy
2021-2031 also did not mention tobacco.

Public health policy and strategy that consider the determinants of
health can advance health outcomes of priority populations, in which
multisector approaches are needed to inform policy planning,
implementation and monitoring to redress underlying inequities.>’
This could be achieved through the intersection of the community
service sector and the services people with disability access (e.g., the
National Disability Insurance Scheme). Health systems changes,
including smoking-related data collection, would inform
improvements in delivery and quality of tobacco cessation
information and services.

Choice and tobacco use

Individual choice and autonomy are inherent to person-centred
models of support for people with disability. These concepts
form part of an important response to historical models of care
that disenfranchised people with disability. For example, the use
of cigarettes as a reward to manage the behaviour of people
with intellectual or developmental disability in healthcare
contexts (e.g., inpatient mental health units), which led to high
levels of smoking and heavy nicotine dependence.*® Framing
smoking as an individual choice de-emphasises the role of the
tobacco industry, who have long used individual responsibility as a
tool to undermine tobacco control efforts,>' an argument which
also minimises the influence of nicotine addiction and
withdrawal.*?

It is crucial that people with disability experience a supportive
environment to quit, given the historical models of care that
contributed to tobacco-related disparities of people with disability
and tobacco industry interference as a commercial determinant of
health. This may constitute availability of varied accessible cessation
supports, including in in-patient units and residential settings, where
a group of people with disability may live, such as group homes. We
acknowledge this would be best supported by organisations
positioned to empower people with disability to make informed
choices about their own health (e.g., disability advocacy
organisations).

Implications and necessary steps

Given comparable recommendations for optimising healthcare for
people with disability made in the context of COVID-19,** we suggest
the following system changes to end tobacco-related disparities
between people with and without disability.



Policymakers, healthcare providers and disability services respond
to tobacco-related health needs of people with disability drawing
on the lived experience of people with disability.

Smoking cessation support is provided within the services people
with disability and their family access that is designed to address
their unique needs through routine provision of brief advice and
referral to pharmacological support. For example, primary
healthcare working jointly with smoking cessation services.

Accredited training is delivered for healthcare providers and
support workers to equip them with expertise to provide brief
advice to their participants with disability through engaging
healthcare professional bodies.

Consistent planning for disability and tobacco strategies both
nationally and across the states and territories to ensure smoking
cessation supports are made a priority for people with disability.

Smoking status data are collected across existing disability and
drug datasets, for example, the National Drug Strategy Household
Survey, Survey of Disability, Ageing and Caring, and state smoking
and health surveys.

The authors recommend action within a multi-sectoral approach,
including disability advocacy groups, government, academia, non-
government disability-focussed and health organisations to improve

smoking-related health outcomes.” A comprehensive approach
including smoking cessation services, co-designed programs, and
targeted policy initiatives is imperative. Despite the paucity of
evidence informing smoking cessation support for people with
disability, the authors remain optimistic that effective approaches for
meaningful reductions in smoking prevalence for people with
disability are achievable.
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