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Introduction

Background

There has been considerable progressinreducing tobacco
smokingandrelated harmin Victoriaand across Australia

over the past four decades. However, smoking rates remain
significantly higher among disadvantaged Australians, including
low socioeconomic groups, Aboriginal Australians, people

living with mentalillness, and people who are unemployed,
imprisoned or experiencing homelessness. Disparities also
existinrelationtofoetalexposuretotobacco smaoke during
pregnancy, exposure to second-hand smoke inthe home, early
smoking uptake and longer periods of smoking prior to quitting.

Over time, smokingin Victoria has declined across all
socioecanomic groupsin the population, butinequitiesin use
have persisted because smoking has declined fasteramong
moare advantaged groups. Thereisnow evidence that the equity
gap for tobaccouseinVictoriais beginning to narrow and that,
forthe firsttime — between 2005 and 2011 - the prevalence

of regular smoking declined most rapidly among the most
disadvantaged groups, reversinga trend apparentin

previous years.

Tobacco use compounds existing socialinequalities and
poverty. High prevalence of smoking within families, peer
groups and local communities acts to reinforce smokingas a
‘normal’ behaviour, while the high levels of stress associated
with poverty and multiple life challenges can make it more
difficult to quit smoking. The health consequences of tobacco
use and exposure can be particularly devastating for people
facing multiple disadvantages who may also have reduced
access tohealth careand/or poor health literacy.

Thereisstrongevidence about what works in reducing smoking
ratesinthe population. Several population-based measures,
including price increases, mass media campaigns and legislation
for smoke-free places, also appear to have contributed to
therecentreductionintobacco-relatedinequities. Qverall,
however, evaluation evidence on the equity impacts of tobacco
controlmeasuresisstill limited in comparison to the evidence
base for otherareas of tobacco control.
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Thereisanurgentneedtoacceleraterecent gains madein
narrowing the equity gapin Victoria by complementing proven
population-wide interventions with enhanced targeted
approachestoassistand supportdisadvantaged smokers to
quitand todenormalise smokingin disadvantaged groups.
Thereisalsoaneed for the wider social determinants of
tobacco-related healthinequities to be takenintoaccount
within the broader macroeconomic and social policy context.

Health equity is the notion that all people should have a
fair opportunity to attain their full health potential, and
thatnoone should be disadvantaged from achieving this
potentialifit can be avoided.

Health inequities are differencesin health status
between population groups that are socially produced,
systematicin their unequaldistribution across the
population, avoidable and unfair.

The social determinants of health inequities are

the social determinants of health — or the health-
influencing social conditions in which people are born,
grow, live, work, play and age — and the social processes
that distribute these conditions unequally in society.



DIFFERENCES IN HEALTH AND WELLBEING OUTCOMES
« Life expectancy  Mortality rates « Morbidity rates ¢ Self-rated health status

Differential health and wellbeing outcomes are seen in life expectancy, mortality rates, morbidity rates and self-rated health.
These differences are socially produced, systematic in their distribution across the population, avoidable and unfair.
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INDIVIDUAL HEALTH-RELATED FACTORS

* Knowledge ° Attitudes ¢ Behaviours

SOCIAL POSITION

DAILY LIVING CONDITIONS

« Early child development < Education * Work and employment
« Physical environment ¢ Social participation * Health care services

SOCIAL POSITION

« Education  Occupation * Income * Race/ethnicity ¢
Gender ¢ Aboriginality ¢ Disability * Sexuality
The socioeconomic, political and cultural context creates a process of
social stratification, or ranking, which assigns individuals to different social
positions. The process of stratification results in the unequal distribution of
power, economic resources and prestige.
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SOCIOECONOMIC, POLITICAL AND CULTURAL CONTEXT

« Governance ¢ Policy * Dominant cultural and societal norms and values

Fair Foundations: The VicHealth framework for health equity

The social determinants of health inequities: The layers of influence and entry points for action

www.vichealth.vic.gov.au/fairfoundations

Using this document

This evidence summaryisintendedto provide policy makers and
practitionersinVictoriaandacross Australia with practical,
evidence-based guidance onreducinginequities in health
caused by tobaccouse. Itis designed to be used alongside

‘Fair Foundations: The VicHealth framework for health equity’
www.vichealth.vic.gov.au/fairfoundations — a planning tool
developed and published by VicHealth in 2013 to stimulate and
guide action on the social determinants of health inequities.

Common underlying drivers and determinants of health
inequities are outlined in the Fair Foundations framework. This
evidence summary is one of eight that use the framework to
examine aspecific healthissue andits determinants (mental
wellbeing, healthy eating, physical activity, alcohol, and

tobacco use), or specific opportunities for action (through
sacialinnovation, settings-based approaches, orafocus
onearly childhood interventionasanupstream solution to
healthinequities over the life course). In many cases, the key
social determinants of health inequities (such as education
oremployment) are also discussed as settings for action (e.g.
schools, warkplaces) within each summary.

This summary focuses on tobacco controlapproaches that

have successfullyimpacted on, or that have significant
potentialto address, healthinequitiesif designed and targeted
appropriately. It highlights best practice and priorities for
actionacrossallthree layers of the Fair Foundations framework
- Socioeconomic, political and cultural context; Daily living
conditions; and Individual health-related factors —in order to
supportcoordinated, multisectoral approaches.
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What can be done to reduce
tobacco-related health inequities?

Socioeconomic, political and
cultural context

Governance

Nationaland state governance systems determine the
framewaork for policies, legislation, services and interventions
inrelation totobaccouse, the level of funding available for
tobacco controland the extent to which various social groups

insociety are able to participate in decision-making processes.

Strong governance frameworks underpin government efforts
tolimitthe harmassociated with tobacco use and to control
tobacco-company activities. They also underpin efforts to
implementinternational treaties such asthe World Health
Organization Framework Convention on Tobacco Control.

Australia’s comprehensive and multifaceted approach to
tobacco controlis widely recognised to have led to significant
reductionsintobaccouseinthe population. There has also
beengrowingrecognitionamong policy makers about the
importance of reducinginequities associated with smoking
across Australia, asreflectedin the National Tobacco Strategy
(2012-2018). However, explicit equity objectives need to be
incorporatedasacentralgoalofallrelevant health promotion
and tobacco control programs and policies.

Policy

Awhole-of-government approach has been successfully
developed over many decades toreduce tobacco use across
Australia. Thisresponseinvolves a wide range of portfolios at
the state and federal levels, including health, social services,
treasury, finance, attorneys general, trade, consumer
protection, industrialrelationsand education.

Key policiesimplemented in Australiainclude comprehensive
regulation prohibiting the advertising, promotion and
marketing of tobacco, smoke-free legislation, increasing the
price of tobacco, mandatory health warnings on cigarette
packagingand the world’s first legislation to require plain
packaging of cigarettes. Complementing these policy efforts
have been sustained mass media campaigns and provision of
arange of cessation-supportservicesandresearch

and evaluation.

Coherent cross-government policy actionis also needed to
tackle the key social determinants of health more generally,
including poverty, insecure or poor-standard housing,
education, child health, unemployment, low social capitaland
low-contralwork environments, in order to support efforts to
reduce tobacco-related inequities.
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Pricing policies

Increasing the price of tobaccois the most effective measure
toreduce both tobaccouseinthe general populationand
socioeconomic disparitiesin smoking. Thereis strong evidence
thatincreasesintobacco price have a beneficial effect on
socioeconomic disparitiesin smoking, and are particularly
effective atreducing tobacco use amongyoung people and low-
income smokers.

The Australian Government has committed toregularincreases
inthe price of tobacco to reducing smoking prevalence. This
measureis likely tohave asignificantimpactin reducing smoking
prevalence among people experiencing disadvantage. A tobacco
taxincrease of 25% in April 2010 substantially increased the
price of tobacco —the firstreal-terms tobacco taxincreasein
Australiainadecade. Four tobacco exciseincreases (0f12.5%
eachyear)are beingimplemented over 4 years, commencing 1
December 2013. Thisstaged approachis likely to maximise quit
attempts by price-sensitive smokers over time, while providing
time for smokers to adjust their consumption and their household
expenditure on tobaccoand non-tobaccoitems.

Itistruethat forindividual smokers whodonot quit or cut
downasaresult of pricerises, the economic burden of smoking
increases. However, the evidence clearly shows that decreasing
the affordability of tobaccoisaneffective intervention to
reduce inequities in tobacco use. Because low-income smokers
aremore responsive to price increases than more advantaged
smokers, their consumption of cigarettes will generally fall
more sharply, and their relative financial burdens from smoking
are more likely to be reduced.

Thereisaneedtomonitor carefully theimpact ofincreases
intobacco prices ondisadvantaged groups, in terms of both
smoking behaviour and levels of financial stress, in order to
identify and minimise any unintended consequences associated
with this policy.

Smoke-free laws

Thereisevidence that smoke-free legislation canreduce
consumptionandincrease quit attemptsacrossall
socioeconomic groups. The evidence of the impact of this
legislation on smoking prevalenceis less clear.

Implementation of smoke-free lawsin Australiais widespread,
coveringindoor workplaces and public spaces and many outdoor
public spaces. Thereis limited scope or rationale for extending
these approaches further. However, smoke-free policies have
beenslowtobeimplementedin some settings —such as prisons,
aswellasdrugandalcoholand mental health facilities. These
settings should constitute the focus of future efforts.



Thereis mixed evidence about whether workplace-smoking
banshaveincreasedinequities by socioeconomic status
oroccupationalclass. This may reflect slower uptake of
smoke-free policies among low socioeconomic or blue-collar
workplaces, rather than alack of effectiveness. Thereis need
for further evaluation of the effectiveness of smoking bansin
workplaces across the social gradient.

Theintroduction of smoke-free legislationinall Victorian
prisons by July 2015is expected to reduce inequitiesin
smokingand exposure to second-hand smoke (SHS) relating
toimprisonment. Prisoners and corrections staff will be able
toaccessnicotine-replacement therapy (NRT) and other
cessation-supportservices as part of theimplementation.
The experience of New Zealand in thisregardis likely to be a
promising model to inform Australia’s approaches.
Evaluation of the equity impacts of this legislation will
provide valuable evidence.

Plain packaging and labelling

Theintroduction of plain packagingin Australiais expected to
reduce the appeal of tobacco for young people, increase the
effectiveness of health warnings about tobaccoand challenge
erroneous beliefsabout therelative harms, or quality, of different
brands. Acomprehensive evaluation of the effectiveness of
plain packagingis currently being completed. It will be essential
thatthe evaluationinclude detailed analysis of the impact

of thisintervention acrossthe social gradient. Theimpact of
the larger health warningsimplemented at the same time as
plain packaging will provide additional dataand should include
analysisacrossall socioeconomic and educational groups.

Sale of tobacco to children

Sale of tobacco to children can berestricted through a
combination of retailerand community education, legislation
anditsenforcement. Enforcement appearsto be the critical
factorinfluencing the effectiveness of the approach, at least
amongadolescents. Thereisinsufficient evidence to determine
the equity impact of thisapproach. Moreresearchin this area
isneeded.

Advertising and promotion restrictions

Thereisalsoinsufficient evidence to determine the equity
impact of legislation prohibiting the advertising, promotion
and marketing of tobacco, although Australia’s comprehensive
banon tobaccoadvertisingis widely recognised to have made a
significant contribution toreducing tobacco use across

the population.

Electronic nicotine delivery systems

Rates of use of electronic nicotine delivery systems, or
e-cigarettes, in Australiaremain low at this time compared
tothose of some other countries. However, moreresearchis
urgently needed to establish the overall benefits and harms of
e-cigarettesat bothindividualand population levels withina
comprehensive tobacco control framework. Thereisalsoaneed
toidentify their potential equity impacts.

Regulating the content and disclosure of ingredients of
cigarettes

Regulation of the content and disclosure of cigarette
ingredients, including the range of tobacco additives used to
improve the flavour and aroma of cigarettes and mask the
harshness of tobacco, isan emergingarea of international
tobacco control. More countries areregulating the use of these
additivesinorder toreduce the attractiveness of cigarettes,
particularly toyoung people. Thereisinsufficient evidence to
determine the equity impact of these approaches at this time.

Social and cultural norms and values

Socialand culturalnorms and values influence whether smoking
isseenassocially acceptable, desirable or appropriate within
various socialand cultural groups. In Australia, the gradual
erosion of social norms favouring smoking has resulted from the
implementation of comprehensive tobacco control policies that
have deliveredreductionsin smokingrates. Tobacco advertising
and marketingis now almost eradicated, while restrictions
onsmokingin public places are widespread, and apply even
inmany outdoor settings. Smoking and the tobaccoindustry
arecommonly portrayed inthe mediain negative ways, and
community attitudes to the tobacco industry have also become
more negative.

Culturalinfluences about the depiction of smokingand the

way in which smokingis addressed in news and entertainment
media, in everyday conversationandon theinternetare

also likely to have acted synergistically with Australia’s
comprehensive tobacco control programs to reduce people’s
motivation to smoke and to have created an environment that
supportsnon-smoking. The recent trends of low smoking
prevalence amongyoung people will be a key driver of reduced
smoking prevalence among adultsin the future,and will further
contribute tothe denormalisation of smoking.

However, targeted strategies are needed to shift entrenched
socialand cultural norms favouring smoking among specific
population groupsin which smoking rates remain persistently
high, including Aboriginal communities, prison populations
andclients of mental health facilities. These efforts need to be
implemented withina framework that takesintoaccountthe
sacial context of smoking, aswellas barriersand challenges to
quitting, and does not stigmatise smokers orincrease existing
inequities. Approaches thatinclude a focus on families and social
networks, that promote smoke-free role models, that encourage
implementation of smoke-free homes and building, and that
foster the capacity of Aboriginal leaders and communities in
tobaccocontrolare also likely tobe most effective.

VicHealth



Daily living conditions

Early childhood

Early childhoodisacritical period in human development,
setting the foundation for future educationaland employment
opportunities, as wellas long-term health outcomes. Child
developmentand educationalso affect risk of mental health
problemsand criminality laterin life, both of which are
associated with higher risk of smoking.

Young children are at particular risk of exposure to SHS because
of theirimmature respiratory, immune and nervous systems,
aswellastheirlack of controlover their exposure invarious
settings, suchasthe homeand the car. Children exposed to

SHS are more likely to experienceillness that can degrade their
learning opportunities at schooland that, in the long term, may
diminish theiremployment prospects. They are also more likely
tobecome smokers laterin life.

Tobacco-related risks begin during the prenatal period, with
smokingin pregnancy arisk factor for many serious medical
conditions for both the mother and child, including low
birthweight, pre-term birth, placental complications and
perinatal mortality. Smokingin pregnancyis also associated
with anincreasedrisk of arange of physical and behavioural
problemsin children that may continue into adulthood.

Thereisstrongevidence demonstrating the effectiveness of
smoking-cessationinterventionsin early pregnancy. These

are bestintegrated with existing health servicesandasa
routine component of antenatal care. Broader sacial and health
programs, suchas supporting breastfeedingand nutrition,
supporting mothers and partners during pregnancy and during
early childhood, and maternity-leave benefits canalso have
indirect effects on tobacco use.

Relapse prevention following childbirthis crucial, although
thereis little evidence available about effective interventions to
reduce relapserates. Identifyingwomen at high risk of relapse,
focusingonthe health effects of SHS on the family, empowering
the mother, partnerand family members to quit and remain
abstinent, and promoting smoke-free homes are promising
interventionsto preventrelapse.

Thereisvery little evidence on effective interventions to reduce
Aboriginal maternal smoking. Establishing this evidence base
should be a priority. Interventions with Aboriginaland Torres
StraitIslander women should consider the smoking behaviour
of pregnant women, and of partnersand social networks.
Thistype of broaderintervention could offer benefits during
pregnancy, aswellas beginto challenge existing social norms
and community attitudes, and influence smokingratesin the
broader community.

Thereisevidence that effective early childhood interventions
canreduceinequities resulting from poverty, poor nutrition,
and limited educationaland development opportunities. The
most disadvantaged and vulnerable children benefit most from
theseinterventions because thereisan opportunity to modify
orreduce the multiple risk factorsinfluencing their future life
chances. While thereisalack of evidence for the effectiveness
ofinterventionstotackle the social determinants of health
inequities beginningin early childhood on future tobacco use
and exposure, thereis evidence that demonstrates theirrolein
reducing overallinequity and disadvantage.

Reducing tobacco-related health inequities. An evidence summary

Education

Educationalattainmentitselfisawell-established social
determinant of health, affecting health through many
mechanisms that influence neuraldevelopment, health
literacy and health behaviours, the sense of personal control
and empowerment, and future employment opportunities and
financial security. The prevalence of regular smoking (daily or
weekly) is significantly higheramong those with lower levels
of education (who have completed up toyear 12 ar less) than
among those with atertiary education.

Various factors canimprove educational outcomes, offer
benefitsinterms of future employment and help toreduce
inequities. Such factorsinclude the provision of high-quality
primary and secondary education accessible to all children; the
identification and removal of barriers to enrolmentin school;
the adoption of small class sizes, the employment of well-
trained teachersand the administration of policies that seek to
prevent children leaving schoolearly.

Thereis limited evidence for the effectiveness of school-based
tobacco control programsinreducing uptake of smoking.
Strategies toimprove effectivenessinclude making programs
interactive, utilisinga focus on socialinfluences and networks,
and sustaining theintervention overtime. Thereis also evidence
that comprehensive school-based programs focused on
improving young people’s emotionaland behavioural wellbeing,
aswellaschanging the schoolenvironment, can enhance
educational outcomesandindirectly reduce health-risk
behaviours such as smaking.

Employment and working conditions

Employment conditions have adirect impact on the financial
security of workers and their families. Poor warking conditions,
suchasinflexibility, lack of job security, shift work, and working
overtime or multiple jobs, canresultinincreased stress,
fatigue, conflict, poor job satisfaction and financial hardship, all
of which caninfluence smokingratesand intensity of smoking,
andactasbarriersto quitting.

Unemploymentisalsoassociated with high levels of stress and
high prevalence of smokingas a coping mechanism. Smoking

is frequently viewed as a coping mechanism to help deal with
life stressors such as financial pressures, boredom and livingin
unsafe environments. Long-term unemployment can compound
the deficits of such stressors, resulting in social exclusion, low
self-esteemand mental health problems. Moreover, long-term
unemploymentisassociated with high prevalence of smoking.

The workplaceisasettingwhere many adults spend alarge
proportion of their time. Workplace-smaoking bans and health
promotion programs therefore have the potentialtoreach a
large number of people and provide opportunities for support
and positive peer pressure toimprove health. These measures
can complement and reinforce community-based programs and
health-system initiatives.



However, workplace health promotion programs have the
potentialtoincreaseinequities because participationin
these programsis generally higher among those who are
younger, female, well-educated, non-smokers and those with
aprofessional occupation. They are less likely to reach low
earnersandthose who areintermittently employed.

Overall, workplace programs that focus onarange of health
behaviours and on working conditions —instead of focusing
exclusively on smoking — are more effective at protectingand
improving employee health and wellbeing than single-issue
workplace interventions.

Physical environment

Physical environments can play animportantrolein
encouraging or discouraging smoking, reinforcing high smoking
prevalence, and undermining or supporting quit attempts. The
design of urban environments, including the distribution and
density of retail outlets selling tobacco, can have a particularly
importantinfluence on smoking behaviours. Thereis evidence
tosuggestthattobaccoretail outlets are more concentrated
indisadvantaged areas of Australia, and that thiscreatesan
environment favourable to price discounting.

At present, there are few controls on the number of outlets that
canselltobaccoacrossAustralia,and thereisalack of evidence
about the likely effectiveness of control measures. Policy
approachestaolicense tobacco retailers, to limit the number of
tobaccoretaillicences granted and toreduce the geographic
density of outletsin more disadvantaged suburbs and towns
may offer promising means of reducing inequitiesin tobacco
use. Theimpact of these policies across different social groups
should be comprehensively evaluated.

Social participation

Thereisalackof evidence onhow interventionsto promote
social participation (including involvement in community
activities, civicengagement, and participationin decision-
making and implementation processes) impact on tobacco-
related inequities. However, inclusive societiesin which all
groups feelvalued and able to participate in socialand economic
life arevitally important to health equity.

Involving disadvantaged communitiesin the planning,
delivery and evaluation of interventions s likely to enhance
participation and ownership of tobacco controlapproaches.
Tobacco control programsin Aboriginal communities, in
particular, are likely to be most effective when they include a
strong focus on community and elder participation. Effective
approachestopromotingIndigenous health and connection to
family, community and culture have included acknowledgement
of community ownership and capacity building; deployment
of well-trained and committed staff; fostering of effective
partnerships; utilisation of existing community strengths and
capacities; integration with traditional cultural approaches;
support foryoung people and empowerment of women to
undertake leadershiproles.

Health care services

Cessation services delivered through health care and other
settings complement other tobacco controlefforts such
aspriceincreases, mass media campaigns and smoke-free
legislation, and can greatly increase successful quitting.
Telephone-support services such as Quitlines are an efficient
means of delivering acceptable, accessible and evidence-based
treatmenttolarge numbers of smokers. They canreduce
barrierstoaccessing services, including lack of transportation
and of affordable or accessible childcare, geographical
remoteness and financial disadvantage. Pharmacotherapies,
suchasNRT, are also effectiveinincreasing quit rates,
particularly when combined with supportand
briefinterventions.

However, thereis consistent evidence that mainstream
smoking-cessation services —including Quitline, as well as
online services, briefinterventions from health professionals,
and specialised services — produce higher quit rates

among higher socioeconomic smokers, and are therefore
likely toincrease inequities in smoking. Smokers from low
socioeconomic groups tend to have higher levels of dependency
on nicotine, and smoke for longer before trying to quit.
Disadvantaged smokersare less likely to use cessation services
or pharmacotherapies to quit, and are also less likely to be able
toquit without assistance. Therefore, additional cessation
support may be particularly important for disadvantaged
smokersand may play animportant rolein preventingrelapse.

The strongest equity-focused evidence relates to cessation
approaches for people with mentalillness. Cessation
interventionsthatare effective in the general population appear
tobeequally effective for people with severe mentalillness.
Thereisacomparative lack of evidence about the effectiveness
of cessationinterventions for other disadvantaged groups,
including Aboriginal people, people who are homeless,

and prisoners.

Itisimportant toensure that disadvantaged smokers can
access affordable quitting medication and cessation services
that meet their needs. Smoke-free policies and integration

of cessation supportintoroutine carein some health care
services, such as mental health facilitiesand drugand
alcohalservices, are less advanced compared to other health
care areas. This hasbeeninfluenced by arange of factors,
including high smokingratesamang clients as well as staff and
concerns that tackling smoking may have a negative impact
onattendance, treatment or behaviour. Erroneous beliefs that
people from disadvantaged groups are notinterestedin quitting
or cannot quit have also been widespread and have often been
promoted within these settings until quite recently. As aresult,
people with mentalillness or substance-use problems are

less likely to be asked whether they smoke and offered brief
interventionsand quitting supportas part of routine care.

VicHealth
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Strategiestoincrease uptake of pharmacotherapies and
cessation-support services could include mass media
advertising by pharmaceutical companies, encouraging
smokerstouse pharmacotherapiesas part of brief cessation
advice,andincreasing referrals to Quitline and other

cessation services. The provision of subsidised or free quitting
medicationsisanotherimportant strategy toimprove access to
cessation support by disadvantaged groups. There may also be
aneedtopromote the availability of subsidised NRT maore widely
toencourage greater uptake and correct use of NRT, streamline
accessarrangementsand overcome barriers to accessing
subsidised NRT.

Also likely to be beneficial are additional strategies designed
toprovide further encouragementand assistance to low-
income and vulnerable populationstoaccess support to quit
smoking. These may include greater promotion of, and access
to, subsidised NRT, additional quitting support (e.g. through
Quitline, health services or social-and community-service
organisations)and strategies toimprove self-efficacy and
confidencein quitting.

Interventions such as face-to-face counselling or quit support
combined with NRT are likely toincrease quitratesamong
Indigenous people. Training Aboriginal health workers to provide
briefinterventions, andinclude abroad community and family
focus, are also likely to contribute toincreased quit rates.

Another promisingapproach liesinthe development of
partnerships between health organisations and the social and
community sector to build the capacity of socialand community
organisationsto provide brief advice and cessation support
totheir clients. The non-government social- and community-
service sectoralready providesarange of services to highly
disadvantaged populations who have a high prevalence of
smoking. Service providersin this sector are viewed by clients
asatrustedsourceof advice. Thereis evidence that briefadvice
and cessation support from staffin these organisations to
their clients canreduce smoking and that such services are
acceptable to both the clients and the organisations.

Reducing tobacco-related health inequities. An evidence summary

Individual health-related factors

Peoplereceive information and advice about smoking from
multiple sources, including government, the media, family,
health professionals and friends. Access to sustained, credible
andinformed tobacco and health messages, and understanding
of these messages, is critical to reducing smoking prevalence.

Mass media campaigns

‘Mass media’ refersto arange of media channels able toreach
large numbers of people within a population. Such channels
include television, radio, newspapers, magazines, outdoor
advertising, point-of-sale advertisingand digital media. Mass
media campaigns are acentralelement of acomprehensive
approachtotobaccocontrol. They are very cost-effective
because they candisseminate messages tolarge numbers of
peaple at frequentintervalsinanincidental manner,and ata
low cost per head.

Numerous studies have demonstrated the effectiveness of
mass media campaigns. They canreach and influence large
numbers of smokers at all stages of the quitting process -
fromthose who are not considering quitting, to those who are
contemplating quittingorengagedinaquitattempt, torecent
quittersand ex-smokers who are at highrisk of relapse. There
isalsoevidence thatreturnsoninvestmentexceed the costs of
the campaigns.

Recentevidence, much of it from Australia, identifies
approachestaoincrease the effectiveness of mass media
campaigns with smokers from lower socioeconomic groups
and, inturn, toreduce inequities in smoking. The effectiveness
of mass media campaigns at reducinginequities in tobacco
use appearstobe dependent on whetheranumber of criteria
are met — namely, sufficient population exposure, adequate
intensity, formatand emotional tone, adequate funding,
appropriate campaign messaging and repetition.

Interms of population exposure, thereis evidence of a threshold
effect for effectiveness. Exposure toanaverage of atleast 1200
Target Audience Ratings Points (TARPs)! per quarteris needed
toresultin measurable declinesin smoking prevalence inyouth
and adults. Additional exposure to campaign messagesin the
range of 1800-2100 TARPs per quarter delivers even greater
behaviouralimpact. Exposure to mass media campaigns ata
TARP level lowerthan 1200 willincrease recall of the message
but will be unlikely toinfluence behaviour.

1TARPsarealsoreferredtoas ‘Gross Rating Points’ (GRPs). TARPS are
standard advertisingindustry measures of campaign reach and frequency.
Forexample, 100 TARPS per quarter equatesto, onaverage, 100% of those
withinaregionexposed toonead, or 50% exposed to two ads. 1000 TARPs
perquarterequatesto, onaverage, 100% of those inaregion exposedto 10
ads, or 50% exposedto 20 adsand soon.



Campaign-message format and emotional tone alsoinfluence
effectiveness. Highly emative, negative health effects
messages, using testimonials or graphic depictions, are the
most effective at generatingincreased knowledge, beliefs and
quittingattemptsamonglow socioeconomic status

(SES) smokers.

Among media channels, television remains the most effective
atreaching smokers. While social mediaisincreasingly being
usedas partofanoverall campaign approach, some evidence
suggeststhatitmayincreaseinequities between lower and
higher SES population groups, because lower SES groups do
notengage with health messages to the same extentas higher
SES groups.

Although significant evidence demonstrates the capacity

of mass media campaignstoattract the general population

and low SES groups, amass-reach approachis not efficient

for capturing other smaller vulnerable population groups
suchasthe homeless, those with mentalillness or those

with substance-use problems. For these groups, itis likely
thatadvice provided by health professionals or social- and
community-service organisations may be more effective, in
combination with exposure to mainstream campaign messages.

More evidence is needed toidentify the effectiveness of

mass media campaigns for Aboriginal smokers and the most
appropriate balance between mainstream and targeted
campaigns, as well as the mix of mass media and community-
basedinterventions. Evidence suggests that exposure to
mainstream campaign messages that contain strong graphic
and emotiveimagesand personalnarratives about the health
effects of smoking are likely to be effective and to motivate quit
attemptsamongAboriginal smokers. However, some qualitative
research suggeststhat Aboriginal people prefer more culturally
targeted messages with local community involvement.

Family and peer influences

The smoking status of parentsand peersisaparticularly
importantinfluence on the smoking behaviour of children and
adolescents. Family and peer groups also have animportant
influence on supporting quit attempts by smokers. Recent
declinesinbothyouth and adult smoking, particularly among
low socioeconomic smokers, are likely to have had beneficial
effectsin changing smoking norms, reducing uptake by young
peopleandencouraging quit attempts.

Adolescenceis a particularly critical period during which
children are more vulnerable toinfluences that may encourage
them to smoke or experiment with tobacco. The behaviour of
their peer groupis especially influentialas young people are
more likely touse tobaccaoif their peersalso smaoke. Young
peaople whoare sacially isolated, have low self-confidence

and lower levels of education are more likely than their more
advantaged peers to become smokers and engage in other
health risky behaviours. On the other hand, young people who
report feelingasense of controlover their lives, are socially
connected and have higher levels of education are less likely to
become smokers.

Therefore, broad interventions toimprove educational
outcomes, promote resilience and enhance the emotional
wellbeing of adolescents, and programs that encourage school
connectedness, are likely to reduce inequities in smoking.

Actions across the life course

Interventionstoreduce tobacco-related inequities must be
implemented across the life spanto be effective.

Inthe early years, priaritiesinclude interventions to support
and encourage pregnant women and their partners to quit,

and topreventrelapse for women who have quit smoking
during pregnancy. Given the disparity in exposure to SHS across
socioeconomic groups, interventions toincrease smoke-
freehomesand cars among disadvantaged groups, including
Aboriginal children, are alsoimportant. Action to promote
equityinearly childhood development more generally willalso
supporttobacco control-specificapproaches.

Regular tobacco price increases, mass media campaigns and
enforcement of smoke-free laws are very effective in reducing
both adolescent and adult smokingacross all socioeconomic
groups. One of the mostinfluential factors on youth smokingis
whether their parents smoke; therefore, efforts toencourage
parentsandotheradults from disadvantaged groups to quit
arealsoimportantinreducing smoking prevalence among
young people.

Finally, increased access to quitting supportand medication for
disadvantaged groups, and enhanced efforts to denormalise
smokingin disadvantaged communities, are also priorities for
anequity approach.
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Priority actions

Priorities for all actions seeking to address
health inequities:

» Coordinateablend of measuresacrossall three layers of the
Fair Foundations framework.

» Seektoaddressbothinequitiesinhealth outcomesand the
wider social determinants of these inequities.

* Incorporate explicit equity goals and objectives.

» Apply principles of proportionate universalism:interventions
should be universal, but the level of support should be
proportionate to need.

» Ensurethattargeted supportsdonotstigmatise
particular groups.

* Promoteactive and meaningful engagement of awide range
of stakeholders, and increase the diversity of representation
and levelofinvolvementatall stages of development and
implementation.

» Conductathoroughassessmentof the needs, assets,
preferencesand priorities of target communities.

» Allocate adequate, dedicated capacity andresources to
ensure sufficientintensity and sustainability.

* Monitorandevaluate differentialimpactsacrossarange of
socialindicators toensure that they achieve their objectives
without doing any harm, as wellas to strengthen the
evidence base for future interventions.

 Investinequity-focused trainingand capacity buildingin both
health and non-health sectors, from front-line staff to policy
and program decision-makers.

Priorities for action within each layer of the Fair
Foundations framework:

Socioeconomic, political and cultural context

» Continue comprehensive, population-level tobacco cantrol
approachesandimplement additional targeted measures to
ensure that policies workin all population groups.

* Encouragebetterintegrationand coherence between policy
effortstoinfluence the broader social determinants of
healthinequities.

» Continue toimplementregular tobacco price increases.

* Accompany tobacco priceincreases with strategies toensure
that NRT and smoking-cessation support are affordable and
accessible tolow-income groups.

Reducing tobacco-related health inequities. An evidence summary

* Implement comprehensive smoke-free policiesin prisons,
mental health and drugand alcohol services thatalsoinclude
accessto free/subsidised NRT and cessation support both
withinthe settingand when transitioning to the community.

Daily living conditions

» Implement targeted approachestoreachand support
disadvantaged pregnant women and mothers to quit smoking
andimplement smoke-free homes and cars. Include a focus
oninvolvingand supporting partners and families.

» Address barriers toaccessing high-quality cessation services
for disadvantaged groups.

* Ensure that smoke-free policies are enforced in low-income
workplacesand implement comprehensive smoke-free
policiesinsettings suchas prisons, drugand alcoholand
mental health facilities.

» Strengtheninvestmentin, and build capacity of, social- and
community-service sector and Aboriginal organisations to
implement tobacco control programs

* Implementschool programstopromoteresilience and
encourage schoolconnectednessand improve the emotional
and behavioural wellbeing of young people, and reduce the
risk of substance use.

Individual health-related factors

« Implement mass media campaigns at sufficientintensity and
frequency to reach low socioeconomic groups (i.e. achieving
atleast 1200 Target Audience Ratings Points (TARPs) per
quarter). Use television as the main media channeland air
highly emotional negative health effects messagestoreach
and motivate low SES smokers.

 Build community supportand ownershipamong Aboriginal
and disadvantaged communities to encourage smoke-free
policies (e.g. at sportingand community events) and promote
importance of smoke-free homes and involve communitiesin
developingand implementing tobacco control strategies.

* Implementinterventionstoimprove educational outcomes,
build self-efficacy and confidence skills of disadvantaged
adolescents, along with programs that encourage school
connectednessand build resilience in adolescents.



Priority evidence gaps

» Disaggregated data on smoking prevalence and trends for
disadvantaged population groups not adequately captured by
existing survey methods and trend data.

» Monitoringthe implementation of tobacco control policies to
identify any negative, unintended impact for disadvantaged
groups and identifying strategies to minimise these.

* Continuedresearch onthose who continue to smoke —
why they continue to smoke and how best to support them
to quit smoking.

* Themosteffectiveinterventionstoencourage and support
Aboriginalwomen and their partners to quit smoking.

* Themosteffectiveinterventionstopreventrelapseamong
women and their partners who quit during pregnancy.

» Continued development of the evidence base around
reaching Aboriginaland low SES smokers through mass
media campaigns, and appropriate mix of mass mediaand
community-based programs.

» Moreresearchisalsoneeded ontheimpactand effectiveness
of partnerships between health organisations and the social-
and community-service sector to build the capacity of social
and community organisations to provide brief advice and
cessationsupporttotheirclients.
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