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Learning outcomes

1. Discuss tobacco use among persons with behavioral
health challenges

2. Examine best practices in tobacco treatment and policy
implementation

3. Depict a logic model process for implementing tobacco
control efforts within behavioral health systems




Background and Significance

ADULTS WITH MENTAL

ILLNESS ARE 70% MORE
LIKELY TO SMOKE
THAN ADULTS WITH
NO MENTAL ILLNESS.

Vitdlsigns

www.cdc.gov/vitalsigns




Adverse effects of smoking among persons
with behavioral health challenges

Smokers with Mental illness : Nonsmokers with Mental illness :
 Have better health

* Live longer

* Die 10-25 years earlier

 Have more depression and anxiety
* Need less medication

* Have less depression
* Save more money

 Have more substance use problems

e Have more cardiovascular and
cardiopulmonary problems

* Are more likely to commit suicide

* Have sexual problems

Smoking keeps consumers from achieving recovery:
e Reduces financial stability
* Decreases opportunities for jobs
* Decreases ability to secure housing



Trends in smoking prevalence by mental health treatment status over

time (2004 to 2011)
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“This suggests that
tobacco control
policies and cessation
interventions
targeting the general
population have not
worked as effectively
for persons with

mental illness.”

(SOURCE: 2004-2011 Medical Expenditure Panel Survey [MEPS])




Clinical Practice Guidelines:
Assessments and Intervention Planning

“All smokers with psychiatric disorders, including substance use
disorders, should be offered tobacco dependence treatment, and
clinicians must overcome their reluctance to treat this
population.... Treating tobacco dependence in individuals with
psychiatric disorder is made more complex by the potential for
multiple psychiatric disorders and multiple psychiatric
medications.”

(Treating Tobacco Use and Dependence: 2008 Update. Clinical Practice Guideline)




CDC Recommendations for behavioral health settings

/EIStopping practices that encourage tobacco use (such as
not providing cigarettes to patients and not allowing staff to
smoke with patients)

v

IMaking entire campus 100% tobacco-free

/Ellncluding tobacco treatment as part of mental health
treatment and wellness
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Going Tobacco Free: Overview

Planning: Evaluation

° Situation o RE-AIM Framework
° Priorities o OUTCOMES

o INPUTS (RESOURCES) ° Process Evaluation
> OUTPUTS (ACTIVITIES & PARTICIPANTS) > Outcome Evaluation

Implementation:
o Communication to staff and members

(¢]

Survey/Forms development

(¢]

Pre-implementation (baseline) Assessments

(¢]

Beginning of intervention

(¢]

Post implementation assessments



Logic Model for Implementation and Evaluation

INPUTS |= OUTPUTS «_OUTCOMES | DATA SOURCES |

Program Activities | Participation | Short/Long Data Collection

Investments Term Sources




Situation

Statement defining the need/purpose of your
Initiative.

For example “Need to provide a healthy
environment to achieve wellness and recovery
goals by de-normalizing tobacco use and
promoting tobacco cessation”



Priorities

1) Implement Process
a) Create Timeline
b) Identify/develop data sources for monitoring outcomes
c) Educate staff & members

2) Evaluate Process
a) Process
b) Outcome
c) Impact



INPUTS (RESOURCES)

Partnerships Senior Administrative Team, community partnerships
e.tc.

Management Internal Team

Data collection IT, other staff

Personnel

Funding Grant or Internal funds

Databases Electronic Medical Records, survey instruments

Data/Financial analysts !dentify Personnel

Posters/Signs Obtain from Local Health Department, American Lung
Association



Outputs
(ACTIVITIES/PARTICIPATION)

1) Implement Process

a) Develop project timeline

b) Develop forms/ldentify data sources for tracking outcomes

c) Present tobacco free campus messages all staff and members

2) Evaluate Process

a) Process: Determine Reach, Dose, Fidelity (Adherence)

b) Outcome: Short term (6-month) clinical, patient, program, &
financial outcomes

c) Impact: Long term (1-year) clinical, patient, program, & financial
outcomes




Sample Timeline

ITEMS INITIATION |COMPLETION
Communication to staff and members |Sept 2019 Dec 2019
(This could include incentive based

contests!!)

Forms/Survey development Sept 2019 Jun 2020

Pre implementation (Baseline) Jul 2020 Dec 2020
Assessments

Beginning of intervention Jan 2021 --
Post-implementation assessments Jul 2021 Dec 2021




Evaluation Framework: RE-AIM Model

Reach Absolute number, proportion, and representativeness
of participants

Effectiveness The impact of the initiative/program on outcomes
(including clinical, patient, program, and financial)

Adoption Absolute number, proportion, and representativeness
of settings or agents that are involved in the initiative

Implementation Adherence or fidelity to the components or protocol
of the initiative

Maintenance Degree to which the initiative is institutionalized as
part of routine practice
Long term effect of the program beyond 6 months

Glasgow et al. Evaluating the public health impact of health promotion interventions: the RE-AIM framework. Am J Public Health. 1999;89(9):1322---1327.

Gaglio et al. (2013). The RE-AIM framework: a systematic review of use over time. Am J Public Health, 103(6), e38-e46.



PROCESS/IMPLEMENTATION EVALUATION

Variable |Definition Time Period Data Source |Analysis

Reach Number of staff & 6 months EMR -Frequencies (%)
members to whom |before/6- months|HR records
the intervention was |after Surveys
delivered implementation

Dose Number of times During -Tracking Counts

digital signs shown, |implementation |sheet
& number and types
of posters put up

Fidelity | Adherence to the After - A checklist of |Yes vs. no
tobacco free implementation |all initiative
initiative components
components

(signage, education,
providing smoking
cessation)




CLINICAL OUTCOME EVALUATION (EXAMPLES)

Variable Definition Time Period |Data Source |Analysis
Psych Change in type and 6-mnths pre [-EMR - chi-square analysis
medication |dose of psych and 6- (type)
type and medications provided |mnths post -Independent
dose to members sample t-tests
(dosage)
02 levels - Change in 02 levels |6-mnths pre [-EMR -Independent
of members and 6- sample t-tests
mnths post (change in level)
Blood -Change in blood 6-mnths pre [-EMR -Independent
pressure pressure of members |and 6- sample t-tests
mnths post (change in level)
Nicotine -Change in use of 6-mnths pre [-EMR -Independent
Replacement |Nicotine Replacement |and 6- sample t-tests
Therapy use |Therapy by members |mnths post (change in total
number of
prescriptions)




PATIENT & STAFF OUTCOMES EVALUATION

(Examples)
Variable Definition Time Data Analysis
Period Source
Tobacco -Change in 6-mnths |-EMR -Chi-square
cessation/ tobacco use pre and 6- |-Surveys |analysis (tobacco
reduction and amount mnths post use status)
used by implement -Independent
members ation sample t-tests
(amounts)
Opinion and |[-Change in 6-mnths  |-Survey |-Chi-square or
satisfaction |opinion & pre and 6- independent
with tobacco |satisfaction mnths post sample t-tests
free initiative |with initiative |implement (based on
ation measurement)




PROGRAM OUTCOME EVALL

ATION (EXAMPLE)

Variable Definition Time Data Source |Analysis
Period
Attendance {Attendance at 6-mnths EMR Independent
& Program |programs and pre/post sample t-tests
Utilization |utilization of (meant
programs attendance)
Butt counts |-Butts on 6-mnths  |-Data -Independent
property pre/post |collection |sample t-tests
tool
Perceived |-Staff and 6-mnths  |-Survey - Frequencies
initiative member post (%)
adherence |perceived
initiative
adherence




Implementing tobacco treatment
programs within community mental
health and addictions programs

Quitting is a process,
not an ewvent!
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1. Khara, M., & Okoli, C. T. (2011). The Tobacco-Dependence Clinic: Intensive Tobacco-Dependence Treatment in an Addiction
Services Outpatient Setting. The American journal on addictions, 20(1), 45-55.




Phases of Treatment

MANUALIZED ‘CLOSED GROUP’
Phase 1: Process engagement — weeks 1-2

NON MANUALIZED ‘OPEN GROUP’

Phase 2: planning for change — weeks 3-4

Phase 3: sustaining change — weeks 5-8

Behavioral Counseling

|

Support Group

A




Behavioral Counseling (Weeks 1-8)

. .
° — -
Phase 1: Engaging in the process — weeks 1-2 o 3
Week 1: Balancing Your Decision 4
Group Guidelines 5
Facts About NRT [
Decisional Balance s
Tips for Getting Started 8
Smoking Tally Worksheet 10
M Week 2: Know Your Triggers 11
L] — - &
Phase 2: Planning for change — weeks 3-4 T
Coping Strategies 13
Making a Coping Plan 14
Personal Coping Worksheet 15
‘Week 3: Starting to Plan 16
Review of Smoking Patterns 17
Scheduling Change 17
PHALT Chart 19
. .
(] — - Week 4: Coping with Withdrawal 21
Phase 3: Sustaining change — weeks 5-8 ot 2
Benefits of Quittiing 25
Week 5: Managing Our Emotions — Stress 27
‘What is balance? 28
Understanding Stress 29
Tools for Managing Stress 30
Personal Stress Management Plan 31
Week 6: Healthy Living 33
Relationship between Diet and Smoking 34
Physical Activity 36
Week 7: Staying Positive and Supported 37
Understanding Self-talk 38
Personal Bill of Rights 39
Social Support 40
Week 8: Staying Quit/Relapse Prevention 42
Understanding a Slip and a Relapse 43
= Relapse Prevention Plan 44
Appendix: Meditati Visualization 45
) £
. References 47
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Combination Pharmacotherapy

Nicotine Replacement Therapy Oral Medications
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Sample

1075

Intent-to-treat
289 (From Sept 2007-July 2013)

Not engaged

Non-completers
Analysis is based on a retrospective chart review of participants in the Tobacco Dependence Clinic

Drocram (between Sep 00/ and VIa () om 8 clin N VVanco 2 aNnaada

A

(Had < 2 visits)

Marijuana use (18.3% vs. 10.1%)
Younger (45.8 years vs. 48.2 years)
Lower Expired CO at baseline (18.5 vs 20.5)

163

(Had < 6 visits)




Smoking cessation™ outcomes at end-of-treatment

T Quit
* Not quit

60.0

Intent-to-treat (N=1075) Program engagers (n =786) Program completers (n=623)

*Smoking cessation at end-of-treatment (i.e., anytime between 8 weeks to 26 weeks) based on



Chart1

		Intent-to-treat (N=1075)		Intent-to-treat (N=1075)

		Program engagers (n = 786)		Program engagers (n = 786)

		Program completers (n=623)		Program completers (n=623)



Quit

Not quit

24.4

75.6

33.3

66.7

40

60



Sheet1

				Quit		Not quit

		Intent-to-treat (N=1075)		24.4		75.6

		Program engagers (n = 786)		33.3		66.7

		Program completers (n=623)		40.0		60.0

		Column1		Column2		Column3

				To resize chart data range, drag lower right corner of range.





Sheet1

		



Quit

Not quit




Smoking Cessation by length of stay in the program
(n=1075) Sept 2007-July 2013
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