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Project Description

The EngaginGonsumers, Community, and Health Care to Support Smoking CessatiogPeople Living
with Mental llinesgroject wasdelivered through a partnership between the Canadian Mental Health
AssociationKings County Bran¢g@MHAKIing3, and the Nova Scotia Eigh Authority (NSHA), Mental
Health and Adiction Service§MHA) The program was funded through the NS&tfninistered Chronic
Disease Innovation Fund, and made possible through the support of community partners.

The cessation programming delivered thgbuthis project followedhe syllabus of the Mental Health

Addictions Services Public Health Program (MAPP), created in Colchester, Nova Scotia. The MAPP program
GAd AYUSYRSR (2 3dzARS KSIFfGK LINRPFSaaAz2ywislivag Ay A YLK
with mental illness, using best practice solutions to address the unique needs of this pogiilalibis
programwasbuilt on the established MAPP syllabus. In addition to the existing sessions desciibhed in

MAPP Manual, the NSHA/CMfngsprogram includedh corresponding and complementgoger

support program which raweekly, in tandem with the clinical treatment sessions. Academic literature

1 MAPP (2013). MAPP Program Manual. CEHHA, Truro, Nova Scotia, ®mhdér], Krista; Morse, Neil; arskinner, Nancy (PCHA)]



supports the use of peer support programming to help people living with a chronic mental ttnesis
or reduce their tobacco use, and to live a meaningful life through the process of mental health récovery

Theclosed (registration requiredjinical part of the program followed the MAPP syllabus, and provided
participants with nicotine replaceanmt quit aids, as prescribed by a doctor or pharmacist. Participants

were provided a minimum of on&ll course of pharmacological support, with additional support as

needed, and as funds allowed. Téygen (no registration requireg)eer support part of tk program

expanded on the topics in the MAPP syllabus, and provided participants with a place and time to socialize

in a place free from tobacco e & dzLJLJ2 NI 2y S |y ZriwiiSpholram fatiitatdrsi- | Yy R OK
between clinical treatment sessienPeer support sessions provided participants witkexgranded social

support systermrand an addibnal form of cessation support, thereliycreasing the likelihood of cessation

success.

In addition to providing cessation supports, this projectused orreducing the stigmatization abbacco
use bypeople living with ahronicmental illnes{PLWCMIin our communities.

Project Goal& Objectives

The goalsand objective®f this project were identified from the outset, but also evolved over the duration
and delivery of the project programminghe following goals and objectives reflect fireal evolution of
the initial goals and objectives outlined in the original Cheddisease Innovation grant proposal.

Goals:

1 Provide accessible andsafe and culturally appropriatéobacco cessation programmingfor
PLWCMI

9 Address stima aginst PIWCMI who use tobacawithin our communities

1 Reorient cdtural beliefsand attitudesregading PLWCMIand tobaaco use, both within the
health system and in the wider community

9 Addresshealth dsperitiesin tobacco control for PLWQMI

9 Build health sygtem, organizational, professonal, peer and social supports to sugainably

address bbaaco addiction in PLWQOMI beyond the project
9 Build capacityfor implementation across the WesternZone

Objectives:

1  Workwith NSHAVIHAto provide community based ricotine addiction cesstion/reduction

with necessary spports

1 Work with Primary Health Care(PHC)to engage primary care suypports, including physicians,
and nurse practitioners
Estdlisha replicablebestpractice peer supportmodel
Seekadvice,support and engagement of persons with lived experienceof mental
illnessand snoking for program developmerdnd delivery
1 Begin a communitpased conversation about the connection between tobacco use and mental

= =

2 Ford, P, difford, A.,Gussy, K.,& Gartner, C.(2013).A §stematic Review of Peer-Sipport Programsfor Snoking @&ssation in Disadvantaged
Graups. Intemational Journal of Environmental Research and Public Helth, 10(11), 5507¢5522. http://d oi.org/ 10.33904jerph10115507

3 CANTADAPTT.(2010, Dec7). Canadian Smoking &ssation Guideline. Sgecific Populations: Mental Health and Addiction.
https:.//www.n icatinedependenceclinic.com/Endish/ CANADAPT T/Documents/Guideline/M ental%20Health%20ad%2®ther%20Adiictions. pdf



http://doi.org/10.3390/ijerph10115507
https://www.nicotinedependenceclinic.com/English/CANADAPTT/Documents/Guideline/Mental%20Health%20and%20Other%20Addictions.pdf

illness through community presentations
91 Deliver firstvoice stories to community and government groups, with the goal of reducing stigma
toward people whdive with a chronic mental illness and use tobacco
Work with partnersto establish effet¢ive environmental and community supports
Develop community leveltobaaco addiction expertise
Bedn project implementation in Kentville; then sekto create realinessand support in other
areasin Wedern Zone.

= =4 =4

ProjectActivities

Clinical Treatment

The clinical treatment element of #smoking cessation program ran for 14 weeks, and followed the
curriculum outlined in theCentre for Addiction and Mental Heal(f@AMH endorsed MAPP Smoking
Cessation ProgranThe progranmwas delivered on Tuesdays, arah for 2 sessions (a total of 28&eks)

and supported a total of Bifferent participants living with a chronic mental illness to reduce or quit their
tobacco use.

Theclinical treatment elementf this program met several of the project objectives, as outlined below:
Objective

Work with NSHAVIHA to provide community based ricotine addiction cesstion/reduction with
necessary spports

Activities:

Clinical treatment was coordinated Ipyoject staff and delivered weekly by two NSHWHA employeesa
community mental health nurse and community outreach worlisgirticipants were provided with the
necessary supports, including transportation subsidies)thy snacks and regular cheicls about mental
health symptoms and potential side effects from nicotine replacement treatments prescribed to program
participants.

Objective:
Work with partnersto establish effedive environmental and community supports

Activities:

The dinical treatmentelement of the program was, in itself, a new community support for participants.
Clinical treatmentvas delivered by two NSHMHA staff members, who worked in partnership with
projectstaff to provideand coordinatesupports for program participants. These supports included:
transportation subsidiegjependent supportregular healthy meals, answering questions about NRT, and
monitoring participants for possible side effects of cessation as related to their mental neadlications.

Staffwho delivered clinical treatment also met with NSPgyhiatry twice over the course of the
program, to share program learninggsademic research related to tobacco use and mental illraaxs,
bestpractice cessation approaches fhig population.

Supports created by this program were wide reaching, and involved cooperation from both partner
agencies; in ordeto create a circle of suppovthich met the individual needs of each participant.



Peer Support

The peer support element dlie smokng cessation prograrfegan as a pilot program in the summer of
2017. The pilot programan once weeklyfor six weekdefore the beginning of the first official program
sessio. The purpose of theilot program was tdegin offering support as so@s possible, and taise
awareness about the upcomimqogram session®ver the course of the pilot program nine different
people participated, with four people attending regularly.

Sessions one and two of peer support ranfamweeks, and followed th curriculum outlined in the CAMH
endorsed MAPP Smoking Cessation Program, with several new activities andeneakied Sessions
were cofacilitated byproject staff, CMHAKIngs staff with peer support experience and a NSHAA
community support workewith peer support experiencd®eer support sessions took place at the end of
the week, following clinical sessions which took place at the beginning of the Meekrogram ran for
two sessions (a total of 22eeks) and supported a total @t different participants living with a chronic
mental illness to reduce or quit their tobacco usee appendix 1 for full attendance information)

The peer support element of this program met several of the project objectives, as outlined below:
Objective:

Estblish a replicabldest practice peer supportmodel
Activities:

The peer support session plan followed themes outlines in the begiracticeMAPP curriculum. Each

week participants revisited the theme discussed in the clinical session, with the addition of an interactive

activity. This format allowed participants time to reflect on a topic during the week, abdng questions or
otherthougk 1 a 2y GKIG G2LIAO G2 LISSNI &adzZllLIR2 NI Fd GKS 4SS

The sessio plan was revised and improvefter the completion of session one. All materials (including
activities and measurement materials) and the session schedule are available for anypédrsapport
programs.

Objective:

Work with partnersto establish effedive environmental and community supports
Activities:

The peer support element of the program was, in itself, a new community support for participaets.
support provided participants with a weekly social spacgjwith a healthy meal. Participants were also
provided with transportation subsidies, and given access to dependent supports, in order to facilitate their
participation in the programThe peer support elenent of this program was uniqua that each session

had a theme, but ultimately participants were given the opportunity to shape each session. The peer
support element of this program effectively supported participants through the provdidife skills, and

the creation of a safe space where peers could come together to discuss their shared experiences living
with a mental illness anteducing their tobacco use.

Anti-Stigma Work
Objective:
Deliver firstvoice stories to community ahgovernment groups, with the goal of reducing stigma toward

7



people who live with a chronic mental illness and use tobacco

Activities:

In collaboratbn with three first@2 A OS & LIS | 1 S NEstigmaiwoRinglghdd eré&atedi Cligsoice y G A
story sharing presetation, which was delivered to nirgifferent organizations, including community groups,
local government and NSHA committees/teams. The prasien consisted of three firstoice stories about

the realities of living with a mental illness and attempting to quit smoking, followed by a group discussion
facilitated by the program coordinator.

Objective:

Begin a communitpased conversation about the connection between tobagse and mental illness
through community presentations

Activities:

The firstvoice story sharing programdluded a facilitated discussi@mnd time for questions from the

audience. The purpose of this portion of the presentation was to draw the audieticthe discussion.

When we presented to NSHA staff the purpose was to have the audience reflect on the stories presented,
and consider how they may change their approach to working with people who live with a mental illness and
use tobaccan order to povide more effective support. When we presented to community grotines

purpose was to have the audience reflect on the stories presented, to consider how we as a community
stigmatize people who live with a mental illness and use tobacco, the damag#igma may cause and

how we as members of this community can address tobacco use in our communities without further
contributing to the stigmatizationof PLWCMlvho use tobacco.

Promotion and Relationship Building

Objective

Work with Primary Health Care(PHC)to engage primary care sipports, including physicianand nurse
practitioners

Activities

Over the course of the projedn-person presentations were mad®sy members of the project delivery

teamto four practitioner groupgnurse practitioners, G.R.@chologistsand a collaborative care

clinic). Additionally, program information rack cards, as well as program RX pads were distributed to over
60 practitioners by NSHRHC

Objective

Seekadvice,support and engagement of persons with lived experienceof mental illnessand
smoking for program development and delivery

Activities

From the outset, w sought the input opeople with lived experience to inform thaeation and
implementationof this project Initially, durng theimplementationof the program, we had two
first-voice members on the Project Advisory Committ®ee of these people participated in
session one of the programfter the completon of session one a third firsbice member (a



participant from sessin one) was invited to sit othe Project Advisory Committaa order to
provide input into the delivery of session two.

We also conducted evaluation activities throughout both sessions, asking participants for
feedback on project delivery and activitiesorder to adjust project delivery as the sessions
progressed.

¢tKS GKNBS LINIAOALIYGA AYy GKS &ad2NB &aKFNAyYy3

potential presentation opportunities and discussion questions, and debriefed with thjeqir
coordinator after each story sharing session.

Training and Capacity Building

Objective
Develop community leveltobaaco addiction expertise
Activities

Over the course of the projesixstaff (1 from CMHAIngs, 5 from the NSHA) complefBdiining

LINR 2 S ¢

Enhancement in Applied Cessation Counselling and Health (TEACH) Tobacco Cessation Training through

the university of Toronto an@AMH The TEACH training increases the ciypa¢ both CMHAKings and

NSHAMHA to support people living with a menidhess to successfully reduce or cease their tobacco

use.
During the project CMHKIings staff attended a training session with a staff member from N&HA,

where they learned best practice approaches to supporting their clients to quit or reduceadhaaco
use.

Project Outcomes

Clinical Treatment
Over the course of the two clinical treaent sessionsnine peopleparticipated in the clinical treatment

program. At the beginning of each session participants measured thelievels, did a round table check

in and thenfollowed the curriculundescribed in the MAPP manual.

Each of the nine participants was successful in either significantly redugiagti@pantg or quitting (1
participan) their tobacco use. Two of the pganipants indicated a readiness to quit entirely, at thedeof
GKSANI NBaLISOGAGS aSaarzyas | yR AKputidpants vete gRe
information about NSHMHA cessation groupet the end of each session, as an altermratiessation

az azz2y

program they may attend if they are interested in further supports after the conclusion of this program.

t I NI A Ok lelidiigasngll aghair weekl tobacco reductiorprogress was recorded by NSNIA
staff at each sessiarA summary ofK S LJ- NIi A O A Ldaty/caribe fouhd adipPehdixd

Peer Support

Over the course of the threpeer supportsessions21 different people participated in the peer support

program. Of thes@1 people, fve were repeat participantsvho participated inmore than one session

The 11lweek program followed a session schedule with topics that mirrored the topics being covered in

9



the clinical sessions, but did not repeat the information delivered in the clinical sesthese
complementary session schedweallowed for those participants participating in tblénical sessions to
reflect onthe discussion from that group and bring questions and further thoughts to the peer support
session later in the weelas well as to contribute their learnings to the gpodiscussion in the peer
support sessions

Participants were asked for feedback on the peer support sessions throughout session one and session
two. Feedback to both sessions was overwhelmingly positive. Participants reported feeling accepted and
understaod in the peer support sessions. Participants also indicated that they felt comfortable talking
freely within the group because they knew that everyone there would understand their experience,
because everyone in the room lived with a mental illness. &paints enjoyed the informal nature of the

peer support sessiongnd the support they got from the facilitators and the other participants for their
decision to quit their tobacco use. Overall, participants indicated (through formalized feedback forms as
well as during group conversations during the sessions) that the group had been very valuable to them
and had contributed to their progress in reducing their tobacco use.

I adzYYIFENE 2F LI NI A OA LippyriisesgionF carSbr un@ibperdliy2. 1 KS LISSNJ ac

System Reorientation/Staff Training

The sixstaff from CMHAKingsand NSHAMHAwho completedthe TEACH tobacco cessatigaihing
through the University of Toronto and CAMBw have the training required to effectively support their
clients whalive with a mental iliness to successfully reduce or cease their tobacco use.

The TEACH training also provitlesse six staff membengith evidencebased information to share with
their colleagues at both agenciebhe TEACH training addresses smokigtha(ex. smoking is a personal
failing) and provides students with evidence based practical approaches towards cesEatiaharing of
bestpractice, evidence based infoation will hopefullycontribute to reorientinghe health system
towards an upo-date evidence based approach to supporting clients towards their cessation goals.

The stories shared by the three participants in the story sharing prodpelp to support the evidence

based information in the TEACH training. The lived experiencée tifitee story sharers put a human

face to the statistics and research described in TEACH. The infusion of the information provided through
the TEACH trainingombined withthe voices othe story sharersvill contribute toreorienting the health

a @ & ( &ppfdach tosupporting people living with a mental iliness to quit or reduce their smoking.

CMHAKIngs staff have changed intake procedures for new Cididgs clients. New clients are now asked
if they use tobacco, and if they do, if they are interestedccessing supports to quit or reduce their use.
This new procedure is based e best practicet KNBS | Qa 2F 4 Y21 Ay3 [/ Saal A2y

Key Learnings

Over the coursef project development and delivery, the project delivery tehave identified a few key
learnings, which should be considered if this program is to be duplicated elsewhere, or expanded within
the Western Zone of th&ISHA.

4 Smoking Cessation Advice: Healthcare Professional TrainikgS ! 48 2F GKS p 3 o 1 0a tNRG202¢
http://smokingcessationtraining.com/contents/usg 3-protocolsmokingcessation/

10



Participant Identificatioand Selection

For the duration of this program (two sessions) edirtitment materials listed the contact delsifor one
employee at the NSHRIHA.Oneemployee was solely responsible for receiving communication from
people interested in the program, and screening potential participants into either the Gt
programor the more general community ceation groups delivered by NSHAJA.

Asking one person to be responsible for this progeast conducivewith acommunity/health systems
partnership modelMoving forward the management team recommends that participa@sdentified

and selected by a Community/Clinical Administration Committee made up of staff from NSHA, as well as
staff from CMHAKings and potentially a member of the advisory committee.

Although this change would requisggnificantpreparation and coperation between the two partnering
agenciesthe creation of a participant selection committee would strengthen the relationship between
the two agencies, and ensure that both groups had a more active role in the delivery of the program.

Definitions

Mental illness can be difficult to define. This program was designed to meet the needs of participants
living with a chraic mental illness, howevethe program delivery teandid not agree on a definition of
chronic mental illness

Going forward the maagement committee recommendlhe Community/Clinical Administration
Committeeestablish an agreed upon definition of chronic mental iliness, in order to clearly delineate who
qualifies for the participation in the program.

Partnership Maintenance

Inter-agency partnerships allow for both parties to achieve things they would not otherwise have the
resources to achieve. Howevénter-agency partnerships algequire maintenancend upkeep in order
to remain active and successful.

The two agencies involved the partnership that produced this project work with similar populations, but
have distinctly different structures. It i¢ss@ important to note that NSHRMHA is a governmeriinded

agency, while CMHKings is a community not for profit organization. eHA is a much larger

organization, with considerable resources, which facilitated the success of this program (established billing
through local pharmacies, financial resourcasff time,cessation expertise etohile CMHAKiIngs is a

smaller agencwvith limited resourcesnd staff time to contribute to this project and partnershigonth

agencies played a key role in the success of the project, however the partnership may have been
smoother in nature had the prexisting hierarchy between the two ongaations (size, relative power and
resource availability) been specifically named and addressed from the outset of the project.

The followingare suggested approaches to partnership building and maintenance:

1. / NBF 4GS &aKFINBR RSTAoUsel.A2ya FNRY (KS LINR2SOGQa
When this project began there was an assumption made that both partner organizations shared
the same definition of mentalillness | & ¢St | a K2 GKS aARSIt LI N
program. Over the course of the project we realized thatreaganization had slightly differing
definitions of these two key foundational elements of the proj&aing forward we recommend
that the key decision makers (the staff delivering the project) sit down with the management
team and other staff membensho may be less directipvolved(from both agenciesat the very
beginning of the projecand create a set of shared definitions to act as the foundation of the
program going forwardThis exercise is important for several reasons: it ensures that key

11



decsion makers are involved in creating the foundation of the program, and that these key
aidl 1SK2f RSNE KI @S a02dAKG Ayéeé G2 GKS RANBOGA
project goal of systems reorientation, by combining community health defimh 2 ya | y R e
definitions (i.e. definition of chronic mental iliness) and creating shared stwnthe project
GKAOK RNI 6a&a FTNRY SIFOK | 38Sy0eqQa SELISNASyOSa oAl
the differences in approach to practice takley each partner when working with clients.
2. Engage iron-going team building exercises throughout the project.
This project was delivered by CMiHings. However, the majority of the CVHHRgs staff are
not directly engaged in the delivery of this prograamd may therefore feel removed from In
order to build and maintain project ownership we recommend that team building exercises,
involving staff from both agencies, be organized by the management group each fiscal quarter.
Theseexercises would creatidne opportunity for staff less directly involved to learn about the
project, and give feedback and/or input into project delivery or design. These sessions would also
help to build relationships and trust between staff from partnering agencies, and ohipeys
the project.

N

y
!

QX
QX

Program Differentiation

This unique program was created in order to meet the needs of people living with a chronic mental illness
who want to quit or reduce their tobacco use. It is different from the community programs already @ffere
by the NSHA in several key ways: the inclusion of the-pagport element, the omgoing consideration of

and focus onmental illness and thehared livedexperiences of the participants.

A key learning from the first two sessiasghe importance oflifferentiating this program from the

existing NSHA community programs, in order to ensure that we reach the target audience. This could
involve further program presentations to health professionals (B&ghiatry, nurse practitioners etc.)

and more tageted advertising which specifically states that this program is intended to meet the needs of
people living with a chronic mental iliness.

Limited Staff Resources

Gonsiderable staff time was allocated to the creation and delivery of this prograstaliyrom CMHA
Kings and NSHMHA.The amount of time required to create and run the program, on top of existing
duties, was not sustainable for some of the staff members involved. Going fqrtkarchanagement

team recommends the creation of a pditne staffposition for a qualified peer support worker, to deliver
the peer support sessions and reduce the time demands placed on NSHA andkiiidblAtaff members.

Long Term Process of Change

The process of change within systems takes time. Within the lintiteel afforded by the funding timeline
for this project the project delivery team began the process of working with relevant parts of the NSHA
(includingpsychiatry andNSHAPHG to reorient treatment and practice. However, the process of
initiating this pocess (i.e. accessitige time ofbusy staff and practitionerépok longer than anticipated.
Significantly more time is required in order to createaningfulsystems change.

Learnings Recommendations
Based on the key learnings outlined above thanagement team recommends implementatiohthe
following, if this program is to be delivered in the future

1 The creation of a Community/Clinical Administration Committee made up of staff from NSHA, as
well as staff from CMHKings and potentially a membef the advisory committee.
1 Participants be identified and selected by the Community/Clinical Administration Committee

12



/| NBFGS aKFINBR RSTFAYyAGA2ya FTNRY GKS LINR2SOGQa 2.
Engage in ogoing team building exercises throughout the project.
1 The creation ba parttime staff position for a qualified peer support worker, to deliver the peer
support sessions and reduce the time demands placed on NSHA andkiiigslstaff members.
1 Identify and engage change agents withimorganization who will continue tavork within the
organization beyonthe end of the funding period, and can continue the work of systems change
after the project ends.

=a =

What Comes Next

Although this program has come to an end, the important work of this program wisitopt

Within theNSHA

Staff from NSHMHA who worked to create and deliver this program will continue to use their TEACH
training when working with clients within Mental Health and Addictions. NSHA staff will also continue to
share their learnings from the TEACH trairang through the delivery of this project with their

colleagues at the NSHA, in orderrewmrient health system approaches to cessation anthtwease the
capacity of the NSHA to best support people living with a chronic mental iliness to quit or redirce th
tobacco use.

NSHA staff will also continue to engage with NSHA managepm®phiatry, the inpatient team,
community support workers andSHAPHQo0 provide cessation training opportunities and support for
practitioners and staff, based on the TEAGHhing and learnings gained through the delivery of this
program.

Within CMHAKIngs

Staff from CMHAings who worked to create and deliver thiegram will incorporate their TEACH
training into existing peer support programs delivered at CM&it#gs Asa result of training delivered
through this program, staff at CMH@QNngs also changed their intake pealure, and now each new client
is given the opportunity to find out about supports to help them quit or reduce their tobacco use.
Although this progranis no longer available as a support, clients will be directed to the community
cessation groups delivered by NSHWAHA, and will be made aware of peer support programs available
through CMHAKIngs, where facilitators will be capable of supporting them @irtfuit or reduction
attempt.

Conclusion

The Engaging Consumers, Community, and Health Care to Support Smoking CassatgiPeople

Living with Mental lliness projedelivered a unique set of specialized suppdhi®ugh a combination of

clinical treatment and peer support programidg al y& 2 F (KS LINE 3 NI pwogam, LI NI A C
citing appreciation for theegularity of the meetings, the topics discussed and the unique social space

created when a group of often marginalized peopi¢éh simikr lived experiences come together in

mutual support of one another.
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The partnerkip between CMHAIngs and NSHMHA allowed for the twagenciego create and deliver

a program that neither agencyuld have delivered on its own, whilee distinctly diferent but
complementary approachesf the two agenciesreated a dynamic experience, well received by program
participants.

Over the course of the project therojectmanagement team identified a list of key learnings, which
should be carefully considered if this program is to be replicategkpanded in the future.lfhough the
program has come to an end, the important watkrted by CMHACIngs and NSHMHA staff wil be
carried on in both agencies. This ongoing work will continue to contributedoacingsystemslevel and
communitylevelstigmatization and to improvinthe effectiveness of cessation supports offered to
people who live with a chronic mental illnemsd use tobacco.
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Appendix 1Quantitative Data Summaries

Overall Attendance

Session # of Participants | # Who Continued | # Unique Participants
Summer (pilot) 9 9

Fall 10 1 9

Winter 7 4 3

TOTAL PROGRAM PARTICIPANTS 21

PilotProgram

General Data Summary

Group Type

Duration # Participants

Peer Support Pilot

6 sessions 9

Session 1
GeneraData Summary
Group Type Duration # Participants NRT Prescribed
Clinical 14 sessions 5 Champix (x2), Nicotine
gum, Nicotine patch
PeerSupport 11 sessions 10 N/A

Summarized Reduction Resij{@¥inical)

Participant # Tobacco Use September 2017 Tobacco Us®ecembeR017

1 25-40 cigarettes/day Reduced, but did not complete the
program

2 12-15 cigarettes/day 1 cigarette/week

3 1 pack/day 10 or fewer cigarettes/day

4 1/2 pack/day 1 cigarette/day

5 +/- 1 pack/day Cigarette free

Peer Support Attendance

Date Attendance

Sep 29 6 participants
Oct 6 4 participants
Oct 13 5 participants
Oct 20 4 participants
Oct 27 5 participants
Nov 3 8 participants
Nov 10 4 participants
Nov 24 6 participants
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Dec 1 3 participants
Dec 8 2 participants
Session 2
GeneraData Summary
Group Type Duration # Participants NRT Prescribed
Clinical 14 sessionplanned 4 Champix (x2), Nicotine
(No session March Break & gum/lozenges
cancelled due to weather)
Peer Support 11 sessiongplanned(No 7 N/A

session March Break &
cancelled due to weather)

Summarized Reduction Results (Clinical)

Participant # Tobacco UséJpon Entry to Program TobaccoUseMarch 2018

1 25+ cigarettes/day Only a few cigarettes/day

2 10 cigarettes/day Use varies (as low as 1 cig/day)
Still plans to quit soon

3 1 pack cigarettes/ day 5-10 cigarettes/day

4 1 pack cigarettes/ day A few puffs/day

Ready to quit

PeerSupport Attendance

Date Attendance

Jan 26 6 participants
Feb 2 4 participants
Feb 9 3 participants
Feb 16 6 participants
Feb 23 3 participants
Mar 2 3 participants
Mar 9 4 participants
Mar 29 3 participants
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Appendix 2Qualitative Dat&ummaries

Smiley Evaluation Summary
Overview

Participants were asked to fill out an evaluation form at the end of several clinical and peer
support sessionever the 2 program sessionshe evaluation requested participants to indicate
how they felt about the session by selecting a happy, neutral or sadTaceformat was

chosen in order to make the evaluation process accessible for all participants, regardless of their
level of literacy. Participantsvere also asked to describm a few wordswhat they felt was

done well, and what could be done better.

1 79evaluationscompleted
Completedperiodicallyby participants at both clinical and peer support sessions
1 Results76 Happy Facg 7Neutral Faces, 0 Sad Faces

(participants checked as many faces as applied)

=

Done Well/Do Better

Overall: Feedback was almost entirely positive.

Done Well

¢CKS Y2aid 02YY2y NBalLRyaS Ay (KS aR2yS gSftf¢
There were several spific activities, elements of program delivery and specific program
sessions which participants identified as particularly well done:

1 Organization

9 Cooperation within the group

1 Everyone being given space to speak
1 Open sharing and discussion

1 Detailed inform&éon and discussion

91 Sharing progresand successes

1 Support

1 Conversation

1 Preparation

T ! OKIFIyOS aid2 @Syis
1 Insight on why individual participants smoke
1 Lunch/food

1 Fun!
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Specific sessions and activities

[ SENYyAYy3a G2 aleée ayz2é
Coping with withdrawal
GuidedDeepbreathing exercise

Coping with stress

Hobbies to replace smoking

Setting quit date

Triggers and cravings

Mindfulness exercise

Chair yoga

O O O O OO0 O O0 O

Do Better

¢KS Y2aid 0O02YY2y NBalLlkyaS Ay (GKS aR?2
was done well.

In addition, here were three specific suggestions made for improvement:

l

1
1
1

Peer support to continue running after clinical is finished
An ongoing program

Longer (than 1 hour) clinical sessions

Better attendance/larger group

What is Special about Pegupport?

At the end of the first MAPP sessjqarticipants were asked how they felt about the Friday
Peer Support Sessions. The following is a summary of their feedback:

T

il
il
il
il
1
1
1
1
1
T
T

LGiQa O2YF2NIlof$S

LGQAa AYyF2NNI§

The people are like family

People are easy to gatong with

No one looks down on anyone

| get support for my decision to quit

| like the atmosphere

All people [at peer support] are good people

2SS 4SS a2YSGKAy3a Ay SIFOK 2GKSNIDa
Everyone is going tbugh the same things

Can open up and get things off our chests

Can share our experience, strength and hope with each other

18



Participant Advisor Feedback

After completion of the first session, 2 participants joined the project advisory group. During
their first meeting they were asked to reflect on their experiences in the program. These are
their responses:

What was helpful about this group? What was different than past groups you have
participated in?

T aLOG GF1Sa GAYS G2 f S| NYomingtd peér suppgod gvestnel Yy R &
GKFG GAYS® 9FOK OAIINBGGIS KFIR I RAFTFSNByYI
when | was happy too. A better understanding my triggers makes it more possible for me
to reduce my smoking. This program is [t the opportunity to quit, it is] also an
2L NI dzyAGe (2 €SENY Fo2dzi 2dz2NBSt S aodé

T &F L KIFIRYQl R2yS GKA& LINPINIY L godZx R I &

1 Inthe past allowed cigarettes to control me, now | control them.

 Copingskillstadgli Ay GKS INRdzLJ 6 SNBE KSft LJFdzf @ LYy GK
322R NBYAYRSNI KFaG L OFry aad FyR G1F1S RSSLJ
1y26 GKSNB IINB ¢glea (2 O02LS (KFd R2y Qi 024

f Meeting with the group helpstokeepm& 2 1S FNBS® LGQa Ff &2 3I22F
people.

T C2NJ I €20 2F LIS2L)X ST AT GKS& RARYyQO KI@S

1 Going forward: if this project ends | will go back to open group. Bihisrgroup | am
more willing to talk because we all ramental health. It feels more like a community. |
am less likely to talk in the open groups. | feel much more comfortable knowing that
other people in the group live with mental iliness too. They will understand why | smoke
more than people in the othermen groups.

1 We can relate to one another more.

1 Listening to other people and hearing what they have been doing and works for them has

been helpful.
1 Cigarettes were attached to so many emotions for me, so figuring out the triggers
(happy, sadbothmadeYS ¢ yid | ayvY2{1Suv KlFIa 6SSy AYL}RNI

quick fix. A cigarette means a different thing depending on the mood a person is in.

1 The atmosphere of these groups is warmer and inviting, more so than the open
community groups.

1 1 was ready tauit, because | was afraid for my health. | heard about the group through
my support worker angbsychiatrist who encouraged me to go.

1 A Kkey part is praising each other for our accomplishments and the positive changes we
are seeing. Really focus on the pives.
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1 l'was not being consistent with the NRT (why did not want to do second clinical session).
For me | find the support and accountability more helpful.

1 The atmosphere is so ngundgmental. | feel more judged by other participants in open
groups.

1 Iamenjoying it even more the second time around (peer support)

T LG ¢6lFa yAoS (2 KI@GS F22R GKSNB® 2KSy L adl
cut back on cigarettes | buy better food, but at the start food was important.

How would you make it bet¢r? What would you change?

T LGQa | @SNEBR 3I22R INRdAzLJd ¢KSNB Aa OSNE fAGQd
fA1S G2 aSS Y2NB LINIAOALIYIad ¢KIFGQa GKS
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Social Determinants of Health Pre/Post Measure
(Acombination of completed questionnaires from both sessions)

Program Start

Program Completion

Stress: money, physical healthental health
Quit/Group: never participated in cessation group
before, only 1 previous quit attempt

Tobacco: used-8 cigarettes/day

Why: manage stress, control food craving, take mind
off, take a break, habit, avoid withdrawal

Stress: money, méal health

Change:- physical health

Quit/Group: 1 new attempt, this group met needs (neve
been in group before)

Change: successfqguit attempt

Tobacco: have not used in last month/I do not use toba
Change: from & cigarettes/day to no tobacco useer
several months

Why: none of the above apply

Change:- manage stress, control food craving, take min
off, take a break, habit, avoid withdrawal

Stress: money, work, physical health, mental health
Quit/Group: participated in group before. Quit 3 times
(successfully) made many, many other attempts.
Past groups have met needs.

Tobacco: 210 cigarettes/day

Why: manage stress, control food, socialize, habit, ta
a break

Stress: money, work

Change:- physical & mental health
Quit/Group: no change (does not see this attempt as o\
or successful/not successful)
Tobacco: have used tobacco in past month, less than 1
cigarette/day

Change:Reducedrom 210 to> 1 cigarette/day

Why: manage stress, takerrdioff bad things, socialize,
habit, take a break

Change:- control food + take mind off bad things

Stress: money, work, relationships, physical health,
mental health

Quit/Group: never done group before, never attempte
to quit
Tobacco: used in past mént25 cigarettes/day

Why: manage stress, take mind off bad things, socia
habit, take a break, avoid withdrawal symptoms

Stress: money, work, relationships

Change:- physical/mental health

Quit/Group: has made a quit attempt in this group
Change: hasiow made a quit attempt

Tobacco: has used in past month, 10 cigarettes/day
Change:from 25 to 1(igarettes/day

Why: manage stress, socialize, habit, take a break, avg
withdrawal symptoms, when agitated by something
Change:- take mind off bad things when agitated

Stress: money

Quit/Group: tried a quit group before. Met needs but
when it was over went back to smoking

Tobacco: used in past month. 10 cigarettes/day

Why: manage stress, habit, take a break

Stress: money
No change
Quit/Group: tried ajuit group before. Met needs but whe
it was over went back to smoking

Change: one more quit attempt made

Tobacco: used in past month. 10 cigarettes/day
Change: from 10 to-3 cigarettes/day

Why: manage stress, habit, take a break
Change - to take a brel
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Appendix 3Project Teams

Project Management Team

- Brenda Main, Executive Director, CMKiags

- Sarah HergettMental Health PromotiorCoordinator NSHA
- Gwenyth Dwyn, Health PromoticfeamLead MHA NSHA

Project Delivery Team

- Kris GarbyLegge, Community Outreach Worker, NSHA

- Jennifer BreenCommunityMental Health Nurse, NSHA

-/ TyYR& hQ. NASy>HAKIgR 2SO0 | ht 9oz /
- Pam Callan, Community Outreaéforker, NSHA

- Emma Van Rooyen, Rp@m Coordinator, CMA-Kings

Project Advisory Committee

- Brenda Main, Executive Director, CMKiags

- Sarah Hergett, Mental Health Promotion Coordinator, NSHA

- Gwenyth Dwyn, HealtRromotion Team Lead MHA, NSHA

- Kris GarbyLegge, Community Outreadforker, NSHA

- Jennifer Breen\Mental Health Nurse, NSHA

- Pam Callan, Community Support Worker, NSHA

- Jennifer Keldaylealth Services Lead, Primary Health Care, NSHA
- Emma Van RooyeRrogram Coordinator, CMHAIngs

- Shannon Westerbypirector, The Evangeline Recreation Society
- Shelley Linders$so-ChairThe Evangeline Recreation Society

- Penni BurrellVolunteer,Eastern Kings Community Health Board
- Darryl Brown, Kentville Podic

- Jennifer Young, Volunteer, Open Arms

- John Murphy, Citizen Member

Anti-Stigma Team

- Sarah Hergett, Mental Health Promotion Coordinator, NSHA
- Emma Van Rooyen, Program Coordinator, CMithgys
- Penni Burrellyolunteer,Eastern Kings Community Health Board

Evaluation Team

- Sarah Hergett, Mental Health Promotion Coordinator, NSHA
- Emma Van Rooyen, Program Coordinator, CMithgys

FirstVoice Story Share Team

- Emma Van Rooyen, Program Coordinator, CMitgys

- Tony Legee, Story Writer/Presenter

- Claire LeFort, Story Writer/Presenter

- Anonymous Contributor

- Natalie Mclssac, Drama Teacher, Horton High School

a
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Appendix 4Program_ogic Model

Logic Model: Engaging Consumers, Community, and Health Care to Support Smoking Cessation Among People Living with Mental lliness

Note: The outcomes of this project reflect the 5 priorities of the Ottawa Charter for Health Promotion. Each outcome is labeled with numbers which identify which of the charter

priorities that outcome addresses. For further explanation of the 5 priorities please refer to page 2 of this document.

Inputs (resources) ; 7

Outputs

Activities

What will be Produced ; _

Short (April, 2018)

Outcomes
Medium (2-5 Years)

Long (5-7 Years)

Staff time (of NSHA and
CMHA primarily) 3\

1. Engage community
and municipal partners
in project delivery & anti-
igma campaign

Communication Plan/
Marketing Materials

A tobacco reduction/cessation
programs which meet the
specific needs of PLWCMI
(2.4)

Partner organization’s in
kind contributions (e.g.
advisory committee,
meeting space)

2. Identify and engage
program participants

Area-specific anti-
stigma campaign,
including story sharing
and staff traini

Priority intake assessment and
program placement for PLWCMI,
looking to quit smoking

(5)

Demonstration of the efficacy
of peer mentoring to reduce
tobacco use in PLWCMI
(2,3,4)

Training Resources:
MAPP program manual
& Canadapt training.

3. Facilitate and support
participants to develop

peer-mentorship s
during PS sessions

Community Partner
Participation

Reduction or cessation of
tobacco use in program
participants

(4)

Expand the geographic reach of
this program model
(5)

Smoking is treated as a
chronic disease risk for
PLWCMI by healthcare and
service providers

(5)

Stakeholders,
Participants and Clients.

4. Deliver tobacco
addiction programming,
with peer-support
element

Advocates (Including
agencies which support
mental health,
community members

etc.)

5. Facilitate the delivery
of no-cost
pharmacological
cessation supports to
program participants

Targeted Programming J

6. Project Coordination
(Advisory, Working
Groups, Management
Team & Coordinator)

Peer participants have
learned support and
mentorship skills.

A tobacco cessation
program which meets
the needs of PLWCMI

Project evaluation and
recommendations for
next steps.

Smoking cessation prioritized
and championed by staff who
work at key project-partner
organizations

(3,5

There will be an infrastructure of
peer support for PLWCMI wishing
to stop or reduce smoking

(2,5

Sustainable infrastructure of
peer-mentor cessation
programs exist

(2

Advisory, working groups and
partners actively engaged in
the project

3,5

Improved health system capacity
to address tobacco cessation for
PLWCMI as a health risk,
including reduced stigmatization of
this population

(2.5

Successful Project
Coordination

7. Staff and partner
training in tobacco
cessation

Quarterly and Final
Project Reports

Strengthened community
capacity (amongst community
organizations, health system,
wider community and
community of PLWCMI) to
engage PLWCMI and their
tobacco use.

(2.3,5)

Increased participation of
PLWCMI in tobacco
reduction/cessation programs
(2,3,5)

PLWCMI who smoke
experience less stigma within
community organizations, the
health system, the wider
community and the
community of other PLWCMI
(1,2,3)

8. Anti-stigma activities:
including staff training
and story sharing

Program partner staff
trained in tobacco
cessation best practices

A curriculum for a peer-
support tobacco cessation
program which enhances
and compliments the
existing MAPP program

Successful establishment of a
strong foundation of anti-
stigma work in multiple

es, paving the way
for further community-based
anti-stigma work.

(1,2,3,4,5)
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Appendix 5: Glossary of Acronyms

CAMH Centre for Addiction and Mental ld&h

CMHAKIngs Canadian Mental Health Association, Kings County Branch
MHA- Mental Health and Addictions

NSHANova Scotia Health Authority

PLWCMIPeople Living with a Chronic Mental lliness

PHC Primary Health Care

TEACHTraining Enhancement in Appli€essation Counselling and Health
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Appendix 6Program Infographsc

CMHA-KINGS & NSHA
SMOKING CESSATION
PROGRAM

Highlights from

September 2017 -April 2018

3‘% D o
Five registered 14 sessions Quit aids used:

participants over 12 weeks Champix, Nicotine
gum, Nicotine patch

¢

Im & Y

4 participants 1 participant quit 4/5 completed the
significantly reduced smoking program & 3/5

their smoking completely continut:ed onin
Session 2

das BH ¢

Four registered 14 sessions Quit aids used:
participants over 12 weeks Champix &
Nicotine gum

¢

I &@ Y

4 participants 4 participants 4 participants
significantly reduced significantly completed the
their smoking reduced C02 levels program

CANADIAN MENTAL HEALTH ASSOCIATION - KINGS
Canadian Mental (902) 679 7464 wl;vascotia
Health Association %
Kings County WWW.KINGSNS.CMHA.CA ’r'\\/"e"“’“’”""’”‘y




Peer Support is...

WHAT
PARTICIPANTS SAID

About their experiences with Peer Support in the smoking
cessation program delivered by CMHA-Kings and NSHA

EMPOWERMENT

SOCIAL CONNECTION
" The atmosphere is non-judgmental. "
" Everyone is going through the same things. "

MUTUAL SUPPORT

WHY IT IS SPECIAL

" We can relate to one another... because we
all have mental health. "
"It's not just a quick fix. "
"No one looks down on anyone. "

CANADIAN MENTAL HEALTH ASSOCIATION - KINGS
“ Canadian Mental (902) 679 7464 %;vascotia

> Health Association A\ W . KINGSNS.CMHA.CA Nhealthauthorily
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