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RESUMO

Introdugdo: A sensibilizagdo quanto aos efeitos nocivos do tabagismo e a nao
estigmatizagdo do paciente fumante sdo condigbes essenciais que permitem aos
profissionais da saude exercerem seu trabalho de forma empatica e competente.
Entretanto, ainda s&o limitadas as evidéncias disponiveis na literatura que
examinaram a percepg¢ao dos profissionais da saude acerca do estigma contra o
tabagista. O objetivo deste estudo foi investigar o estigma em relagao aos fumantes
entre profissionais da saude e estudantes da area da saude. Métodos: 384
profissionais e estudantes da area da saude oriundos respectivamente do Complexo
Hospitalar da Irmandade Santa Casa de Misericérdia de Porto Alegre e da
Universidade Federal de Ciéncias da Saude de Porto Alegre concordaram em
completar um questionario com dados sécio-demograficos e habito tabagico, assim
como uma escala de 15 itens acessando estigma e a conscientizagdo quanto aos
efeitos do fumo. Dados descritivos e analise univariada estratificando e comparando
a populacdo de acordo com sexo, atividade profissional e habito tabagico foram
realizados utilizando o software SPSS versdo 22. Resultados: A maioria dos
participantes eram mulheres (277 versus 107 homens), 62,2% eram assistentes de
enfermagem, enfermeiro/as ou médico/as, e 11.7% da populagdo declarou ser
fumante ou ex-fumante. O escore médio de estigma calculado a partir de itens da
escala desenvolvida foi de 25,8+4,8 (média + desvio padrdo; escore mais baixo
possivel indo de 11 ao mais alto de 44). Aproximadamente 25% dos participantes
ficaram acima do percentil 75 de escore identificando estigma. Comportamento
estigmatizante por profissionais da saude em relagdo aos pacientes foi evidenciado
por 37,5% dos participantes no estudo. Estudantes demonstraram escore de
estigma significativamente mais baixo que os profissionais ja formados, sendo os
estudantes de medicina os com o menor escore entre as areas de atuacdo da
populacdo estudada. A estratificagdo da populacédo para outras co-variaveis, como
tabagismo, idade e sexo, ndo demonstrou significancia estatistica entre os grupos.
Conclusdao: O escore de estigma relativamente alto e o comportamento
estigmatizante reportado entre profissionais da saude em respeito ao paciente
fumante encontrados neste estudo sao relevantes e podem nao ser uma realidade
isolada. Esses resultados enfatizam a importancia de investigar a abordagem do

paciente tabagista pelos profissionais de saude.



Palavras-chave: Estigma. Tabagismo. Profissionais da saude. Estudantes da area

da saude.



ABSTRACT

Introduction: Sensitization to the harmful effects of smoking and lack of stigma
regarding patients smokers are essential conditions allowing health professionals to
provide competent and empathic care. However, evidence assessing healthcare
professionals' awareness regarding smoking and notably stigma is still scarce. The
aim of this study is to investigate stigma towards smokers among healthcare
professionals and students. Methods: 384 healthcare providers and health sciences'
students agreed to complete a questionnaire on socio-demographic data and
smoking habits, as well as a 15-item scale assessing stigma and awareness to
smoking effects. Descriptive data and univariate analyses stratifying by sex,
professional activity or smoking habit were performed using SPSS software version
22. Results: Participants were mainly females (277 women vs. 107 men), 62.2% of
the participants enrolled in the study were medical doctors and students, certified
nurses or nurse assistants. Globally, 11.7% of participants in the study declared to be
smokers or ex-smokers. The mean stigma score calculated from the specific scale
items was 25.8+4.8 (meanzSD; lowest possible stigma score from 11 to highest
stigma score possible of 44). Nearly 25% of participants were above the 75%
percentile score indicating stigma. Stigmatic behavior of peers regarding patient
smokers was reported by 37.5% of the participants. Medical students demonstrated a
lower stigma score when compared to the general study population, while
stratification by other covariables did not show statistical significance. Conclusion:
The important stigma score and the report of stigmatic behavior among health
professionals regarding the smoking patient found in this study is of relevance and
might not be an isolated reality. Those results highlight the need to further investigate

stigma behavior by healthcare providers in other contexts.

Keywords: Stigma, Smoking. Healthcare providers. Health science students.
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1 REVISAO DA LITERATURA

O tabagismo é um dos problemas mais relevantes para a saude publica na
atualidade. Na fumacga do cigarro estdo presentes cerca de 250 toxinas, entre as
quais o cianeto, usado em armas quimicas, 0 arsénico, um raticida téxico, e o
chumbo. A importdncia do tabagismo como problema de saude publica é
reconhecida, tendo em vista esta ser uma das principais causas de mortes
prematuras evitaveis e incapacitagao fisica para o trabalho. A Organizagdo Mundial
da Saude (OMS) estima que, se o consumo mundial de tabaco se mantiver, o
numero de fumantes passara, entre os anos 2000 e 2030, de 1,2 bilhdo para 1,6
bilhdo e o numero de mortes anuais atribuiveis ao tabagismo aumentara de 4,9 para
10 milhdes, sendo que 70% ocorrerdo nos paises menos desenvolvidos. Quanto a
morbidade, dentre as enfermidades reconhecidamente relacionadas ao habito de
fumar estdo as doencgas cardiovasculares (doenga coronariana, hipertensao arterial
sistémica, acidente vascular cerebral) e pulmonares (bronquite crbénica, enfisema e
cancer). No Brasil a Doenga Pulmonar Obstrutiva Cronica (DPOC) apresenta uma
prevaléncia de aproximadamente 15,8% na populagéo tabagista acima de 40 anos e
estima-se um aumento destes numeros até 2020. (NAO TEM REFERENCIA?)

Ainda ha relativamente poucos estudos sobre a prevaléncia do tabagismo no

12, mas uma pesquisa nacional de 2008° demonstrou ser este ainda muito

Brasi
prevalente. No mesmo ano de 2008 no Rio Grande do Sul, 20,7% da populagao
maior de 15 anos era fumante regular. As a¢des de saude com vistas a prevencgéo e
aconselhamento para o controle do tabagismo sao, neste contexto, de suma
importancia e na maioria das vezes sao lideradas pelos profissionais da saude. Para
tal, € fundamental que estes profissionais tenham consciéncia dos efeitos nocivos do
fumo, assim como sejam capazes de orientar seus pacientes sem os estigmatizar,
provendo um atendimento competente e empético4’5.

O potencial estigma desenvolvido pelos profissionais de saude com relagao
aos pacientes fumantes ativos de longa data e que permanecem refratarios as ag¢des
de prevencéao ou recidivam o tabagismo apds terem cessado de fumar € um aspecto
nao pouco relevante e pode influenciar o tratamento dos mesmos. Estes pacientes
podem eventualmente suscitar sentimentos de frustragdo nos profissionais de saude
que poderiam estimar serem infrutiferos os esforgcos e recursos dispendidos com

estes pacientes. Em inquérito nacional realizado por de Assis Viegas et al.®, por



exemplo, foi evidenciado que a maioria dos pneumologistas brasileiros aborda a
questao do tabagismo com seu paciente, mas somente 14,7 % destes declararam
tratar o tabagismo, sendo que 43,5% destes profissionais justificaram ndo o fazerem
por julgarem o tratamento ineficiente e alarmantes 9% alegaram ndo se
interessarem pelo assunto.

Estes dados parecem conflitantes considerando-se a existéncia de muitos
relatos e campanhas sobre a sensibilizacdo da populagcdo em geral e dos
profissionais de saude em particular quanto aos efeitos nefastos do tabagismo7'8’9.
No entanto, estudos sobre a percepcado dos profissionais de saude quanto ao
paciente fumante ou que explorem mais a fundo a relacédo entre os profissionais da
saude e esses pacientes sdo ainda insuficientes'®. Observacdes de comentarios
verbalizados por alguns profissionais da saude denotando preconceito ndo somente
quanto ao fumo, mas também quanto ao paciente fumante, embora anedéticas,
também cabem a esse contexto, merecendo reflexdo e estudo mais aprofundado™”.
Até o presente momento nido existem estudos relatados na literatura cientifica
quanto ao potencial estigma dos profissionais de saude com relagdo aos fumantes;
as consequéncias de tal comportamento podem ser graves e culminar com o
negligenciamento dos cuidados de saude nestes pacientes, os quais necessitam
atendimento redobrado por serem dependentes quimicos, resistentes ao tratamento.

O estigma envolvendo o tabagista € um topico controverso. Se por um lado
existem evidéncias que apontam para a nao aceitacdo social como fator
independente da reducdo do consumo tabégico12, por outro lado ha evidéncia na
literatura de que esses pacientes percebem estigma por parte de seus médicos,
contribuindo esta percepcédo para esconder o fato de que fumam, ou até mesmo

evitar a busca por ajuda. Stuber et al."

identificaram que 40% dos tabagistas
percebem estigma, sendo a atribuicdo do habito de fumar a um fraco carater
significativamente associada a essa percepg¢ao. Provavelmente pelo mesmo motivo,
até 8% dos pacientes fumantes referem manter o fumo em segredo de seus
cuidadores na area da satde’™. Quando se analisam, por exemplo, pacientes
diagnosticados com cancer de pulméo, a prevaléncia de estigma alcanga alarmantes
95%, com quase metade destes pacientes referindo tal percepgao por parte de seu
préprio médico. Por outro lado, a importancia deste tema foi reforcada por estudo de

|_15

Shen et al.®, que demonstrou associagao significativa entre boa comunicagao do



profissional da saude com seu paciente e baixa percepgao de estigma entre os
pacientes com cancer de pulmao.

Em estudo no cenério brasileiro conduzido por Ronzani et al."®, 78% dos
profissionais da saude avaliaram os pacientes tabagistas como moralmente
responsaveis pelo consumo da substancia, atingindo tal atribuicdo maior prevaléncia
que outras substancias como maconha, alcool e cocaina, por exemplo. Nenhum
estudo até o momento, entretanto, se destinou a investigar especificamente o

estigma em relagdo ao paciente tabagista entre os profissionais da saude.
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3 JUSTIFICATIVA

Em virtude do impacto do tabagismo na saude publica e do papel central que
os profissionais da saude desempenham no tratamento do paciente tabagista e,
consequentemente, na luta contra o tabagismo de modo geral, € de fundamental
importancia explorar amplamente os fatores relacionados ao tratamento e manejo
destes pacientes. A literatura aponta crescente evidéncia de que o estigma pode
representar um papel importante no dia-a-dia destes pacientes e na percep¢ao que
0s mesmos tém de seus cuidadores na area da saude.

Até o momento, estudos que abordem a percepgao do profissional na area da
saude especificamente em relacdo a estes pacientes e que tente quantificar e

objetivar o estigma sao inexistentes.
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4 OBJETIVOS DO ESTUDO

4.1 OBJETIVO GERAL

Investigar a sensibilizacdo aos efeitos nocivos do fumo sobre a saude e o
potencial estigma dos profissionais de saude da Irmandade Santa Casa de
Misericordia de Porto Alegre (ISCMPA) e dos estudantes da Universidade Federal

de Ciéncias da Saude de Porto Alegre (UFCSPA) com relagédo aos fumantes.

4.2 OBJETIVOS ESPECIFICOS

a) Desenvolver um instrumento para avaliagdo da sensibilizagdo aos efeitos
do fumo e do estigma em profissionais e estudantes da area da saude;

b) Investigar o estigma com relacdo aos fumantes em profissionais e
estudantes da area da saude;

c) Mensurar o conhecimento e sensibilizagdo aos efeitos nocivos do fumo em

profissionais e estudantes da area da saude (fumo secundario e terciario).
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ABSTRACT

Introduction: Knowledge of the harmful effects of smoking and lack of stigma
regarding patient smokers are essential conditions allowing health professionals to
provide competent and empathic care. However, evidence assessing healthcare
professionals' awareness regarding smoking and notably stigma is still scarce. The
aim of this study was to investigate stigma towards smokers amongst healthcare
workers and students.

Methods: 384 healthcare providers and health sciences' students agreed to
complete a questionnaire on socio-demographic data and smoking habits, as well as
a 15-item instrument assessing stigma towards smokers. Descriptive data and
univariate analyses stratified by gender, professional activity and smoking habit were
performed using SPSS software version 22.

Results: Participants were mainly women (72%), nursing assistants, medical
students, physicians and nurses (62%). Among participants, 11.5% were
smokers/ex-smokers. The mean stigma score calculated from the instrument items
was 25.8+4.8 (meanxSD; lowest stigma=11; highest stigma=44). Nearly 25% of the
participants were in the top quartile score, indicating stigma. Stigma regarding patient
smokers observed amongst peers was reported by 37.5% of the participants. Student
demonstrated lower stigma score when compared to professionals (25.3£5.0 vs.
26.4+4.7, p=0.023); in the stratification been age and smoking status correlated
variables.

Conclusions: The relatively high stigma score and the report of stigmatizing
behaviors among health professionals towards patient smokers found in this study
may not be an isolated reality. These results signalize the need to further investigate
stigma against smokers by healthcare providers in broader contexts.

Implications: Stigma towards smokers among health professionals is a relatively new
and little understood topic. This study is one of the first to measure stigma toward
smokers amongst health providers. Considering its potentially large public health
relevance, these results might need replication in different contexts before

generalization.
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INTRODUCTION

The World Health Organization (WHO) states cigarette smoking as one of the most
current prevalent causes of preventable deaths today, with the alarming estimated
number of 6 million deaths/year being the result of direct tobacco use." In an effort to
fight the tobacco industry advertisement of smoking as a glamorous habit,? and due
to tobacco easy access, many international and national organizations created
strategies to change that conception in a populational scale, stimulating campaigns
to reinforce anti-tobacco legislation and awareness of the harmful effects of this
substance.>* To date there are several studies reporting the positive impact of
smoking cessation campaigns on the decrease of tobacco consumption, as well as
the increase in awareness of the general population and the health professionals in
particular about its harmful effects.>”

Together with the clear benefit of anti-tobacco campaigns in terms of public
health impact, it comes more recently to light the parallel emergence of smokers as a
stigmatized group.8 The stigma related to tobacco smoking persons is a relatively
new and not fully understood topic, with most available data derived from qualitative
studies.*"" It has been claimed that stigma against smokers took place when strict
anti-smoking public policies were widely introduced, stating that those who smoke
are maintainers of a harmful habit not only for themselves but also for others.>

Social intolerance towards smokers has been shown to generate contrasted
responses from smoking patients, especially regarding their health. At one hand, low
social acceptability of smokers has been found an independent factor to quit
smoking, as demonstrated by Alamar and collaborators. On the other hand, low
social acceptability has been reported as the reason why smoking patients delay
their seek for medical assistance.'®'® Following a representative group of smokers,
Stuber and colleagues reported that 40% perceived stigmatic behaviors in daily life;
in addition, the potential link relating smokers to a weak character significantly
increased that perception.™ As suggested by another study, it is possible that for this
same reason, up to 8% of current smokers reported keeping their smoking status a
secret from their healthcare provider'. Furthermore, when examining stigma in
specific populations of smokers, it has been shown that vulnerable groups such as
the lower income population'®, mothers who smoke'” or lung cancer patients®'®

seem to become especially affected. Moreover, among lung cancer patients the
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stigma prevalence reaches 95%, with almost half of these patients referring such
behavior from their own physicians.'

Healthcare providers are key persons in helping patients to quit smoking and
reinforcing the importance of adherence to anti-tobacco programmes.19 In order to be
successful in this task, healthcare professionals must be not only be aware of the
detrimental effects of smoking, but also to be able to guide their patients in quitting
smoking without stigmatizing them, thus providing skillful and empathic care.?*?? The
value of a positive bond to smokers in the daily care of lung cancer patients was
reinforced by Shen and colleagues, who found that the better the communication
between patients and their doctors, the lower is the rate of reported stigma.?®
However, despite increasing warnings found in the literature about potential harms of
stigma against the smoking patient, the assessment of stigmatic views among
healthcare providers still remains very scarce. Enquiring primary care providers about
patients’ responsibility on legal and illegal substance consumption, Ronzani and
colleagues® found that tobacco was judged by 78% of these professionals as being
a patient moral responsibility, achieving higher rates than marijuana, alcohol or
cocaine. Yet, to the best of our knowledge, no study has systematically examined
stigmatic beliefs among healthcare providers focusing on the smoker patient, despite
its importance for the success of smoking cessation policies. The aim of this study
was to assess stigma towards smokers among healthcare providers and health

sciences students of a university hospital in Southern Brazil.

METHODS

Study design and setting

This is a cross-sectional observational study. Participants were assessed through a
self-completed questionnaire from November 2015 to March 2016. The study was
conducted at the university hospital Irmandade Santa Casa de Misericordia de Porto
Alegre (ISCMPA) associated to the Universidade Federal de Ciéncias da Saude de
Porto Alegre (UFCSPA), both located in the city of Porto Alegre, Southern Brazil.
Fieldworkers who conducted the survey were students and residents of the institution
who were trained for a standardized approach of the healthcare and students’
population enrolled in the study, supervised by a medical teacher. Fieldworkers were
randomly allocated to the different buildings of the institution’s campus to apply the

study questionnaires.
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Study participants
Participants in the study consisted of medical doctors, nurses, physiotherapists,
psychologists, nutritionists, hearing and speech specialists and students of the same
health sciences areas. Inclusion criteria were being 18 years of age and older, and
being a healthcare provider at ISCMPA or a student at UFCSPA. Excluded from the
study were employees from the institutions who had no professional contact with
patients (e.g. administrative and security personnel) or students who were attending
other university courses than medicine, nursing, physiotherapy, nutrition, psychology
or hearing and speech therapy (course for other than a health profession formation).
The study was approved by the Ethics Committee of Human Research of the
institution ISCMPA. All participants agreeing to participate in the study signed an
informed written consent form. Participation occurred on a voluntary basis and
without any type of secondary benefice. Questionnaires were confidential and

anonymized.

Protocol and Instruments

Survey

Each participant answered to two self-completed instruments. The first was a socio-
demographic questionnaire which included data on age, sex, marital status, number
of children, profession, family/individual income and smoking habits. In this study, we
considered never smokers the participants who claimed not having smoked more
than 20 cigarettes (including cigars and pipe, as well as industrialized and artisanal
cigarettes) in life and none in the last 6 months; current smokers were participants
who had smoked more than 20 cigarettes in life and were actual smokers in the last 6
months; former smokers were participants who had smoked more than 20 cigarettes
in life but none in the last 6 months®.

The second questionnaire comprised a total of 15 items (from now on called
‘stigma questionnaire’) including 11 statements to assess the participants’ stigma
beliefs towards a smoking person, including a direct item about perceived stigma
behavior in the work environment and an item about generally observed prejudice
against smokers. Regarding knowledge about smoking harmful effects, there were
also 2 items to assess that specifically to secondary and tertiary smoking harmful
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effects. Table 1 displays the 15-item instrument. Answers to each item were based
on a 4-point Likert scale, varying from 1: fully disagree to 4: fully agree.

Development of the stigma questionnaire

Since a thorough review of the literature revealed no specific questionnaire to assess
stigma toward smokers, we adapted selected items from the Internalized Stigma of
Mental lliness Scale (ISMI), which was also validated in its Portuguese version®. The
ISMI was conceived to assess stigma against persons with psychiatric disease and
previously adapted to the substance dependent patient ?°. Targeting the development
of a short questionnaire, 11 items were selected and adapted to the smoking context,
based on their content and appropriateness to assess our main subject of research
(i.e. stigma). In order to verify the suitability of the adapted items, we conducted a
preliminary study including 50 participants. No comprehension difficulties were
identified in this sample.

The total stigma score ranged from 11 to 44 points, since the questionnaire
has 11 items of stigma, including two reverse items, and four possibilities of
response. The higher the score, the higher the stigma it represented. In addition to
the stigma items, two questions addressed the knowledge of participants regarding
the effects of second- and third-hand tobacco effects?® (items 9 and 10). Two
additional items assessed pre-experienced situations of prejudice against smoking
patients (items 14 and 15), including a specific item about such perception by peers.
Observed prejudice at work was the main variable of interest in this section,
represented by the sentence “/ have already witnessed a situation of prejudice

towards a smoker in my work environment”.

Statistical Analyses
Statistical analyses were carried out with Statistical Package for the Social Sciences
(SPSS), software version 22. Descriptive statistics were performed to obtain
participants overall socio-demographic characteristics, stigma score, awareness of
smoking detrimental effects and perceived prejudice situation.

We analyzed normality of the stigma scores distribution in our sample using
the Kolmogorov-Smirnoff test. Stratification of stigma scores according to sex,
professional or students categories and smoking status were assessed by one of the
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following non-parametric tests: Mann-Whitney test or Chi-square depending on the
variable. For statistical significance ‘p’ value should be <0.05.

From the answered stigma questionnaire, we had a missing rate of 0.8% in the
answers, corresponding to 34 empty fields of the 4224 possible answers (11 itens,
each ranging from 1 to 4). The missing data was imputed in each item with the
calculated mean of the respective item.

RESULTS
Out of 404 health professionals and students invites to participate at the study, 384
subjects agreed with that (94.8%). 5.2% of the approached individuals declined due
to lack of time to complete the questionnaires.

Table 2 shows the participants’ characteristics. A total of 384 healthcare
professionals and health sciences students agreed to participate in the study (mean
age 27.7+8.4 years), with participants ranging from 17 to 60 years old; they were

predominantly women (72.3%) with the great majority being never smokers (88.3%)
and only a small proportion being current smokers (3.6%). Among current and former
smokers (11,4% of the total study population), there were a tendency to smoking be
more common between males (19.3% vs. 9.7% of the women, p=0.078) and, when
compared to never smokers, they were significantly older (32.2+8.6 vs 27.118.2,
respectively; p<0.001). Overall, the most frequent occupations among health
professionals and health sciences students were nursing assistants (21.4%), medical
students (18.0%), physicians (12.8%), and certified nursing (9.6%), totalizing 62% of
the study population.

Awareness about the detrimental effects of second-hand smoking was
reported by 369 (96%) participants amongst the overall population, independently of
gender, occupation (student versus professional) or smoking status. By contrast,
awareness of third-hand smoking effects was found in only 37,5% of the participants,
being this proportion significantly higher in professionals when compared to students
(50.5% versus 24.8%; p<0.001).

Among participants, 76% of the participants agreed that there is prejudice
against smokers in the general population, and this conception was more frequently
described by the students (85.6%) when compared to health professionals (70.8%, p
0.01). Concerning the observation of stigma towards patient smokers by peers,

37.2% of the participants reported having witness such behavior in the working place.
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The calculated stigma score in the overall studied population was 25.8+4.8
(mean = SD). Nearly 25% of the population was found in the top quartile score
indicating stigma. In models stratifying by smoking status, we found a significantly
lower stigma score in the group combining former and current smokers, compared to
never smokers (23.6 +4.7.0 versus 26.2 4.7, respectively, p=0.001). The
comparison of stigma scores between men and women was not statistically
significant. However, stratification of stigma scores by status (professionals versus
students) reached statistical significance (26.4+ 4.7 versus 25.3% 4.9, respectively;
p=0.023). Further analyses showed that medical students presented an even lower
score of 24.6+4.8, when compared to the remaining study population 26.2+4.8 (p
<0.013).

DISCUSSION

The aim of this study was to assess stigma towards smokers amongst healthcare
professionals and students. Findings here described showed an averaged relatively
high stigma score in participants of the study, notably in healthcare professionals. In
addition, scores in the latter population were found significantly higher when
compared to health sciences students.

As shown by previous studies, the presence of stigma can jeopardize a good
healthcare practice, negatively impact the patient-professional relationship and
critically delay patients’ search for health assistance.®"?

By training and experience, health professionals are more familiar with the
harmful effects of cigarette smoking on patients, as opposed to young students. This
might lead to stronger feelings about the long-term impact of smoking on patients’
health, and possibly be amalgamated with stigma. Regardless, more than one third
of our participants reported having witnessed misbehavior of peers against a smoker
in the working environment. Those data are worrying, since that had occurred in the
same population of health professionals who are meant to be trained to recognizing
the harmful effects of tobacco, but not to transferring own fears into stigmatizing
patient smokers. This might substantially hinder the patient-professional relationship
with predictable unhealthy consequences to patients. In a previously published
survey, nearly one third of the interviewed lung specialists admitted not treating
smokers and referencing their smoking patients to other colleagues?®®, showing the

tendency to marginalize such patients. On the other hand, from the patients point of
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view, studies showed that patients who perceive stigma from their doctors more
frequently avoid telling them about their smoking habits'>*. Hiding this information
would result in less professional support to quit smoking. In a larger picture, it may
contribute to increase the already high rates of smoking worldwide, interfering in the
early diagnosis and treatment of respiratory and other systemic diseases with a great
public health impact.

Common sense supported by available evidence gathered in other morbidity
conditions than smoking has shown that education and knowledge leads to less
stigmatizing attitudes from society and care givers®"*2 This contrasts with our
findings where health professionals shower higher stigma scores than students.
Given the limited results of smoking cessation tries by patients, we might conjecture
whether stigma from health professionals against smokers would not relate to
frustration following repetitive incentives and lack of success in the abandon of the
smoking habit by patients, even facing severe diseases and reduced quality of life
due to smoking. According to Bell and colleagues?, the potential stigma presented by
health professionals may relate to the belief that the persistent smoker neglects his
right to health and health care when choosing to smoke.

Although the stigma score among our students was lower in comparison to the
one among professionals, they are not exempt from stigmatizing smokers in the
future once they become professionals. A cross-sectional study®* has shown that
nearly half of undergraduate students enrolled in the survey had not been taught
about the reasons why people take up smoking. Also, the same study showed that
only 12.5% of their sample reported experiencing formal training in smoking
cessation therapy, analogous to findings of a recent Brazilian study.>* All these data
show that little attention is given during graduate training to the psychological factors
involved in acquiring and persisting with a smoking habit; also, that smoking
cessation therapies are not part of the healthcare professional’ training®. Thus, it can
be inferred that universities are training professionals who know all about the harmful
effects of smoking, but are clearly unprepared to effectively lead the smoker patient
to quit the habit. This may mean that professionals are more prone to stigmatizing
attitudes. Therefore, health professionals should be supported to attend to these
issues during training.

Strengths of this study are the systematic investigation of stigma towards

smokers in a representative sample of health professionals and students, a subject
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not sufficiently addressed in the literature. At the same time, the study has also a
number of limitations. First, data collected in the study derive from a single institution
and included a relatively young population. Smoking is known to have contrasted
connotations depending on culture and ethnical beliefs, justifying expansion of
research to distinct contexts®. Future studies might also include institutions in
different locations, to allow comparisons of stigma scores in regions with high
variations in the prevalence of smoking. Second, health sciences students in this
study have not been stratified according to years of training. It is possible that the
perception of the smoking habit might have varied depending on the level of
knowledge and personal experiences with the smoker patient throughout their
training. It would therefore be interesting in a later study to compare results from
students in the first and last year of medical school, thus providing cues to define
tailored learning strategies to address the smoking issue during the academic
training. Third, participants in this study comprised a majority of non-smoking
persons, which might have contributed to accentuate the relatively high stigma
scores found in the results. Future studies should focus on a higher number of
smokers or ex-smokers health professionals.

In conclusion, findings of this study highlight a potential factor in professional
competencies to empathically address patient smokers. The study also underlines
the need to open discussions and training about the importance and consequences
of stigma against patient smokers, and the crucial role of health professionals on
patients’ decision to quit smoking. Further efforts to develop the best adequate
approach to avoid stigma by healthcare providers also targeting continuous
education might contribute to a better adherence to smoking cessation with a

substantial impact on public health costs.
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Table 1. Instrument for the assessment of awareness of smoking effects and stigma
towards smokers amongst health professionals and health sciences students

1) | avoid being close to a smoker

2) | am ashamed to be seen with a person who smokes

3) | feel that smokers should not have children

4) | would feel disappointed if | was a smoker / | feel disappointed being a smoker

6

7) You would take less seriously a health professional who smokes

)
)
)
5) | can tell if a person is a smoker by the way he/she looks like
) | would be embarrassed if a relative of mine was a smoker
)
8) Smokers can have a fulfilled life despite being a smoker

9) To breathe in a place where someone smokes may be harmful to your health

10) To breathe today, in a place where someone has smoked yesterday, may be
harmful to your health

11) | would hire a nanny who smokes

12) | consider that to not quit smoking is a sign of personal weakness

13) | consider smokers as being less valuable than other people

14) | believe that people have prejudice toward smokers

15) | have already witnessed a situation of prejudice toward a smoker in my work
environment




Table 2. Characteristics of study population

Population Characteristics
Gender
Male, No. ( %)
Female, No. ( %)
Age in years (mean, +SD)
Smoking History
Current smokers, No. (%)
Past smokers , No. (%)
Never smokers, No. (%)
Civil Status
Single, No. (%)
Married, No. (%)
Widowed, No. (%)
Stable Partnership, No. (%)
Profession
Student, No. (%)
Professionals, No. (%)
Family Income **
<1576
1577 to 3152
3153 to 7888
7889 to 15760
=15761
Number of children (mean, £SD)

Members in the family (mean, +SD)

N=384"

106 (27.6)
277 (72.1)
27.748.4

14 (3.6)
30 (7.8)
339 (88.5)

273 (71.1)
80 (20.8)
1(0.3)

28 (7.3)

174 (45.3)
202 (52.6)

35 (9.1)
110 (28.6)
133 (34.6)
60 (15.6)
40 (10.4)
0.39 £0.79
29+13

*In some sub analyses lower total number of participant due to missing data.

** Expressed in Brazilian R$.

24
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Table 3. Outcomes comparing healthcare (HC)
professionals and health sciences (HS) students

HC professionals HS students p
n =202 n=174 value
Age (mean £SD) 32.3+8.3 222+3.8 <0.001
Women/ Men, No.(%) 149 (73.8)/ 53 (26.2) 124 (71.3)/ 50 (28.7) 0.643
Never smokers, No.(%) 172 (85.1) 162 (93.1) 0.007
Stigma score (mean +£SD) 264147 2527+49 0.023
Awareness of smoking effects
Second-hand, No. (%) 196 (97.0) 173 (99.4) 0.08
Third-hand, No. (%) 101 (50.5) 43 (24.8) <0.001
Stigma observed in peers, no. (%) 79 (39.1) 64 (36.8) 0.671
Stigma observed in normal 143 (70.8) 149 (85.6) 0.01

context, No. (%)

Total n = 376 (8 participants missing data on occupation were excluded from the stratified

analyses)
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6 CONCLUSOES

O objetivo principal deste estudo foi avaliar a sensibilizagdo aos efeitos do
fumo e o estigma com relagdo ao tabagista entre os profissionais e estudantes da
area da saude, uma vez que crescente literatura demonstra que situacdes ou
comportamentos estigmatizantes vivenciados pelos pacientes estdo associados ao
retardo na busca por atendimento de saude pelo paciente e a inadequada relagao
entre o profissional de saude e seu paciente.

Nossa populacédo estudada é composta de 384 participantes, sendo a maioria
do sexo feminino (72.3%) e 90% nunca fumantes. Quando avaliados quanto a
sensibilizacdo em relagdo aos efeitos nocivos do tabagismo, 98% demonstraram
estar cientes dos efeitos do fumo secundario, também chamado fumo passivo.
Quando avaliados quanto aos efeitos potencialmente nocivos do fumo terciario
(residuos de tabaco depositados em moveis e utensilios), entretanto, somente
38,3% demonstraram estar sensibilizados para tal tema. A populagdo de
profissionais se mostrou, com 50,5% versus 24,8% dos estudantes mais informada
sobre o tema (p<0.001). Esse dado mostra que, pelo menos a nivel de exposi¢cao
secundaria ao fumo, nossos profissionais e estudantes estdo sensibilizados para o
tema. Com relagao ao fumo terciario a analise foi restrita por ndo ser esse o objetivo
principal do estudo. E entretanto curioso que mesmo sendo este um tema mais
recentemente abordado na literatura, os estudantes, teoricamente mais imersos no
meio académico, tenham se demonstrado significativamente menos sensibilizados
ao tema.

Nosso estudo encontrou indices de estigma relativamente altos entre os
profissionais e estudantes da area da saude. O escore meédio de estigma calculado
para a populacdo estudada foi de 25,8 + 4,8 em uma escala com intervalo de 11
(menor estigma possivel) a 44 (maior estigma possivel), com quase 25% desta
populacao situando-se acima do percentil 75%.

Um dado interessante identificado por nosso estudo foi o de que estudantes
apresentaram escores de estigma significativamente menores do que os
profissionais de saude (25,31 4,9 vs. 26,4+ 4,7, respectivamente; p=0.023). Embora
o estudo ndo permita comprovacao, estes dados poderiam ser o reflexo da
recorrente frustracdo dos profissionais da saude as tentativas infrutiferas das

medidas promotoras da cessacao do tabagismo nos pacientes fumantes.
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Ainda ndo menos relevante foi o dado de que quase 40% dos estudantes e
profissionais reportaram ja terem presenciado uma situagédo de preconceito contra o
tabagista em seu ambiente de estudo ou trabalho, ou seja, na UFCSPA ou na
ISCMPA. Esses dados sao preocupantes, especialmente se levarmos em conta que
estes mesmos profissionais sdo muitas vezes os veiculos através dos quais o
aconselhamento e o tratamento de tais pacientes deve ocorrer.

Nosso estudo apresenta algumas limitagdes, como o fato de ser unicéntrico,
nao permitindo generalizagdo dos resultados. Estudos multicéntricos, que levem em
conta a diversidade sécio-cultural do nosso pais seriam interessantes para
corroborar ou ndo esses resultados. Nosso estudo € um dos poucos a abordar a
delicada questdo do estigma em relagdo ao tabagista entre os profissionais da
saude, podendo ser de utilidade para estimular o didlogo com estes profissionais e
motivar formagdo complementar pela Instituicdo. Esperamos que nossos achados
sirvam para desencadear agbes focadas no manejo destes pacientes, contribuindo
para a formacdo continuada e a busca permanente por prestacido de servigo
humanizado, com eficiéncia e qualidade crescentes, em conformidade com as metas

das nossas Instituicdes de ensino e assisténcia.
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ANEXO A - PARECER DA COMISSAO DE ETICA EM PESQUISA (CEP)

IRMANDADE DA SANTA CASA DE MISERICORDIA DE PORTO ALEGRE -
ISCMPA

PARECER CONSUBSTANCIADO DO CEP

DADOS DO PROJETO DE PESQUISA

Pesquisador: Margaret Weidenbach Gerbase

Titulo da Pesquisa: Sensibilizacdo, Estigma e Efeitos do Fumo Passivo em
Fumantes

Instituicao Proponente: IRMANDADE DA SANTA CASA DE MISERICORDIA DE
PORTO ALEGRE

Versao: 2

CAAE: 45817915.0.0000.5335

Area Tematica:

DADOS DO PARECER
Numero do Parecer: 1.155.241
Data da Relatoria: 14/07/2015

Apresentacao do Projeto:

Nao existem estudos na literatura sobre a avaliagédo do estigma com relagao
aos fumantes em profissionais da saude.

Tendo em vista a pouca evidéncia cientifica existente sobre o assunto, o
estudo também investigara o efeito do fumo passivo em fumantes convivendo com

outros fumantes no domicilio ou no ambiente de trabalho e lazer.

Objetivo da Pesquisa:

Investigar a sensibilizacdo e o estigma com relagédo aos fumantes em
profissionais da saude na ISCMPA e estudantes de ciéncias da saude na UFCSPA.
Analisar os efeitos do tabagismo passivo sobre os sintomas respiratérios, a fungéo

pulmonar e a percepg¢ao de qualidade de vida de pacientes fumantes ativos.
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Avaliacao dos Riscos e Beneficios:

Os riscos foram bem descritos e apresentado o que sera realizado quando
houver intercorréncia.

Foram descritos varios beneficios desde a obtencdo de dados fidedignos da

populacdo em amostra até a publicacédo dos resultados.

Comentarios e Consideragoes sobre a Pesquisa:

A metodologia foi bem descrita desde a busca de dados, pacientes que
consultam no ambulatério da Pneumologia e os funcionarios. Também ficou de
forma clara quem aplicara o questionario. O publico alvo serdo pacientes fumantes
do Ambulatério de Tratamento do Tabagismo da ISCMPA e do Ambulatério de
Pneumologia do Hospital Santa Clara da ISCMPA e enfermeiros/as, fisioterapeutas,
técnicos/as e auxiliares de enfermagem, médicos/as e nutricionistas e estudantes da
UFCSPA que responderdo o questionario da Escala de Investigacdo de

Sensibilizagao e Estigma sobre o Fumo.

Patrocinador Principal: Financiamento Proprio

Consideragoes sobre os Termos de apresentagao obrigatéria:

Todos apresentados e adequados.

Recomendacgoes:

Nao

Conclusées ou Pendéncias e Lista de Inadequacgoées:

Pendéncias respondidas, aprovado.

Situagao do Parecer:
Aprovado

Necessita Apreciagcao da CONEP:
N&o
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Consideragoes Finais a critério do CEP:

ApOs reavaliagdo do protocolo acima descrito, o presente comité né&o
encontrou oObices quanto ao desenvolvimento do estudo em nossa Instituicdo e
podera ser iniciado a partir da data deste parecer.

Obs.:

1 - O pesquisador responsavel deve encaminhar a este CEP, Relatorios de
Andamento dos Projetos desenvolvidos na ISCMPA. Relatérios Parciais (pesquisas
com duragao superior a 6 meses), Relatérios Finais (ao término da pesquisa) e os
Resultados Obtidos (copia da publicagao).

2 - Para o inicio do projeto de pesquisa, o investigador devera apresentar a
chefia do servigo (onde sera realizada a pesquisa), o Parecer Consubstanciado de

aprovacao do protocolo pelo Comité de Etica.

Porto Alegre, 21 de julho de 2015

Assinado por:

ELIZETE KEITEL

(Coordenador)
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ANEXO B - NORMAS DA REVISTA EM QUE O ARTIGO SERA SUBMETIDO
PARA PUBLICAGAO

Nicotine & Tobacco Research

Instructions to Authors

Nicotine & Tobacco Research is the official journal of the Society for Research on
Nicotine and Tobacco. The articles published in the journal focus primarily on the
neurobiology, psychology, epidemiology of nicotine and tobacco use, clinical aspects
of the subject particularly with regard to interventions in tobacco cessation, and
issues concerned with tobacco policy and public health related to nicotine and
tobacco use and dependence.

All material to be considered for publication in Nicotine & Tobacco Research should
be submitted in electronic form via ScholarOne Manuscripts, the journal's online

submission site.

If you experience any problems during the online submission process please consult
the Author's User Guide, which provides detailed submission instructions on how to
submit your paper. Alternatively, please contact the journal's Managing Editor, who

will be pleased to assist you.

Types of Submissions

The journal publishes five categories of manuscripts:

1. Original Investigation
An empirical report of data collected and analyzed. This type of paper wil normally

report a substantial piece of original work.

Sections for main manuscript document: Introduction, Methods, Results, Discussion,

Acknowledgments, References.

This submission will normally not exceed 4,000 words of text with a 250-word
abstract and no more than 4 figures and tables combined (multi-part figures count as

separate figures). The number of references should not exceed 50. The abstract
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should be structured as follows: Introduction, Methods, Results, and Conclusions. If
authors wish to submit articles that exceed these limits significantly, they should
contact the Editor-in-Chief before submission. If the request has been approved
please indicate this in the cover letter. The 4,000-word limit does not include the title

page, abstract, or references.

2. Review
Scholarly review of literature, identifying trends or gaps in literature, providing new

synthesis, and outlining future directions.

This submission will normally not exceed 6,000 words of text with a 250-word
abstract and no more than 4 figures and tables combined; tables longer than 1 page
will be published as online-only supplementary material. The number of references
should not exceed 100. If authors wish to submit articles that exceed these limits
significantly, they should contact the Editor-in-Chief before submission. If the request
has been approved please indicate this in the cover letter. Authors considering
submitting this type of article to the journal might find it useful to contact the Editor-in-
Chief before embarking on the preparation the review for advice on whether or not
the proposed review discusses an issue or issues which the Editorial Board are likely

to consider to be of general interest to the readership of the journal.

3. Brief Report

An empirical report preliminary or pilot data.

Sections for main manuscript document: Introduction, Methods, Results, Discussion,

Acknowledgments, References.

This submission must not exceed 2,000 words of text with a 250-word abstract and
no more than 2 figures and tables combined; tables longer than one page will be
published as online-only supplementary material. The abstract should be structured
as follows: Introduction, Methods, Results, and Conclusions. The number of

references should not exceed 20.
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4. Commentary
Extended discussion of a published paper or editorial comment about relevant topic;
most are invited; inquire about topic before submitting. The number of references

should not exceed 20.

5. Letter to the Editor
Brief discussion, review, or reanalysis of published paper; should be data-based.
Authors of critiqued papers will be invited to provide a response, which will be

published concurrently.

Letters should be no more than 1,000 words, figures/tables should not be included,

and the number of references should not exceed 10.

How to Format Your Manuscript

Manuscripts must include the sections listed below in the order they are presented.
All word limits include citations within the text. The entire text should be double-
spaced. Submitting an incomplete manuscript will cause a delay in review. The
journal conforms to the AMA Manual of Style, 10th Edition. For publication,
manuscripts must conform to the journal’s style. Do not incorporate any footer or
headers in your submission. Turn off Track Changes. Do not include line numbers.

Do not include footnotes.

Manuscript Structure

1. Title page. This should list the title of the article and the full names and
institutional addresses for all authors. Each author's highest academic degree should
follow his/her name. The e-mail address of the corresponding author should also be
included.

2. Abstract. For original investigations and brief reports, the abstract is limited to 250
words and should be structured as follows: Introduction, Methods, Results, and
Conclusions. Please ensure that the conclusion of your abstract captures the main
message of your article in an accurate, clear, concise, stand-alone statement.
Abstracts for reviews are also limited to 250 words but the sub-headings may differ.

Commentaries and letters do not require abstracts.
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3. Implications. Provide a brief description about what the study adds (50-100

words).

4. Main Text. Use the guidelines in the Types of Articles table to structure the
sections. Original Investigations and Brief Report sections are: Introduction, Methods,
Results, and Discussion. Use a maximum of three level headings. For example:

HEADING 1: Uppercase, large font, bold
. Heading 2: Lower case, standard size font, bold
. Heading 3: Lower case, standard size font, italicized

5. Funding. List all sources of funding for the research. See Funding for further

details.

6. Declaration of Interests. All authors must declare any conflicts of interest. When
submitting your manuscript via ScholarOne Manuscripts, you will be asked whether
you have any conflicts of interest. As submitting author, it is your responsibility to
ascertain any conflicts of interest from your co-authors and to declare these

accordingly. See Declaration of Interests for further details.

7. Acknowledgments. This section is for acknowledging individuals and institutions

whose assistance and support the authors wish to mention.

8. References. The journal uses American Medical Association (AMA) style as laid

out in the AMA Manual of Style (10th edition). References should be cited with

numbers and then listed in numerical order at the end of the paper.

e The journal titles should be abbreviated.

e For references with more than six authors, provide the names of the first three
authors and then add et al.

e Include the doi numbers for content published online ahead of print, when full

issue pagination is not yet available.

9. Tables. Tables longer or wider than one published page will be included as online-

only Supplementary Material accessed through the journal archive, but not published
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in the journal’s print or online PDF versions. Include tables at the end of the main

manuscript, created in Word, using the table function. Follow these rules:

Do not create a table using only tabs or spaces to create columns.

Do not create a table in Excel and embed it in a Word document. If you export a
table from Excel, import it into the Tables function and format it for Word.

Do not use features such as Word Art in tables.

Mention the tables in the main text, but do not note in the manuscript where
tables and figures should be inserted.

Tables should not duplicate material contained in the main text.

Number the tables consecutively, as they should appear in the text.

Note: Do not note in the manuscript where tables and figures should be inserted,
but refer to them as they relate to the text (for example: “Table 1 lists the subject
characteristics...” or “Group differences are depicted in Figure 2...”).

Note: For all experiments/analyses where appropriate (e.g., human laboratory
studies, clinical trials, etc.), add a statement to the manuscript in the methods
section confirming whether or not you have reported all measures, conditions,
and data exclusions, as well as how sample sizes were determined. Provide
detailed explanations, as needed. For more information, refer to the N&TR

editorial on statistical reporting.

MATERIALS AND METHODS

Where applicable, materials and methods should be described and referenced in

sufficient detail for other investigators to repeat the work. Authors are encouraged to

include Research Resource Identifiers (RRIDs) for unique research materials (see

https://scicrunch.org/resources). If no RRID already exists for the resource, authors

are asked to register their resource to obtain an RRID. Please see the following

examples of properly cited research resources:

Antibody: Boehringer Cat# 1697 838, RRID:AB_2178887
Organism: Fgf9Eks/Fgf9+ mouse, RRID:MGI:3840442

Cell Line: Coriell Cat# GM03745, RRID:CVCL_1H60If y

Tool: CellProfiler Image Analysis Software, RRID:nif-0000-00280
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SUBMITTING FIGURES AND SUPPLEMENTARY MATERIALS

The instructions for preparing figures are available here. Figures can be color or

black/white. Figures published in color in the print version of the paper will incur a

publishing cost to the authors. The following guidelines for figures are essential:

File formats. The journal prefers that figures be created in Excel. If you create
figures in a program such as SigmaPlot or CorelDraw, you must export the file as
.TIF. Do not embed a figure file as a picture into Excel or Word. The typesetters

can work with figures in the following formats:

.TIF (Tagged Image Format File)

.DOC (Microsoft Word document)

XLS (Microsoft Excel)

.PPT (Microsoft PowerPoint)

.PDF (Portable document format, Adobe)
Al (Adobe lllustrator)

WMF (Windows metafile)

.PNG (Portable Network Graphics)

Figure size. Size the figure to the column or page width of the journal, and set
the resolution at 300 dpi or greater.

Microcharts. The journal encourages the use of microcharts (also called
sparklines) where appropriate. Microcharts can save considerable space and can
include both data and a graphic element. Further guidelines on using microcharts
can be found here.

Follow the instructions. Figures must conform to the journal’s guidelines before
a manuscript can be accepted and sent to production. Submitting figures in a
nonpreferred format will delay or prevent publication.

Order. Number all figures consecutively, as they should appear in the text.

Supplementary Material

Unpublished material such as tables and figures that relate to the manuscript but are

too lengthy to be printed with the manuscript can be submitted online as

Supplementary Material. These should be in a final, viewable format such as PDF,
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with any track-changes hidden. You will be able to upload this material when you
submit your manuscript. Do not include material that has been published previously

or is otherwise under copyright restriction.

HOW TO UPLOAD YOUR MANUSCRIPT

You will need to do the following when you submit your manuscript:

1. Contact Information . Provide contact information for all authors.

2. Author Keywords . If you are not in the online system’s database, you may need
to provide keywords describing your areas of expertise. Use the pull-down list or

enter your own terms.

3. Corresponding Author . Identify a corresponding author. You also can identify an

alternate.

4. Type of Submission . Identify the type of manuscript you are submitting (see
General Guide for descriptions and allowed size), along with the numbers of words,

figures, and tables.

5. Topic Keywords. Identify keywords that apply to your manuscript. Use the pull-

down list or enter your own terms.

6. Verification . Verify that the manuscript is the author's own work and is not under
review, in press, or published elsewhere. Also verify that the manuscript meets
ethical guidelines, including adherence to the legal requirements of the study country
is performed. The journal considers plagiarism including self plagiarism a serious
offense and the editors reserve the right to withdraw papers where there is evidence
of plagiarism and to take appropriate action against the authors. Authors are directed
to Chapter 5, section 4 (5.4), of the AMA Manual of Style for the definition of
plagiarism that will be applied.
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7. Authorship . Verify that all authors qualify for authorship under the guidelines of
the AMA Manual of Style, 10th Edition. This involves making a primary contribution
and holding primary responsibility for the data, concepts, and interpretation of results.
Authorship should include those who have made substantial scientific contributions to

the study.

8. Competing Interests . Declare any competing interests for each author. For
questions about what constitutes a competing interest, refer to our Declarations of

Funding and Competing Interests statement.

9. Registration of Clinical Trials . If the paper reports the results of a clinical trial,
authors should indicate whether or not the study has been preregistered. If the trial
has been preregistered, authors must report the trial number and the preregistration
authority/organization in the paper.

10. Copyright Permission . Identify any figures or other portions of the manuscript
for which copyright permission is required. Authors are responsible for securing

permission. For more information, please visit Oxford Journals Rights & Permissions.

11. Supplementary Material . Upload any supplementary material linked to the

manuscript that will be viewed online-only.

12. Themed or Special Issue . Identify any supplement or dedicated issue for which

the manuscript is being submitted.

13. Upload files . Upload separate manuscript files for the Main Document and the
Figures (note that you can upload them in any order and reorder them using a pull-
down menu; be sure to save the revised order).

e Before uploading, turn off Track Changes and accept all changes as a “Final”
version (not “Final Showing Markup”). Do not select “Show Comments.” Articles
with tracked changes and inserted comments will not be considered for
publication until the authors remove those features.

e Your manuscript should be in any version of Microsoft Word for Windows or
Macintosh, or WordPerfect for Windows.
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e Your manuscript cannot be considered for publication until the figures are
submitted in a viewable format.

e When you upload figures, you can add descriptive tags and comments.

14. Check PDF . Once the files are uploaded, click on the PDF link below them, to
view the PDF. You must check the PDF at this stage or later in the submission

process.

THE PEER REVIEW PROCESS
After initial screening by an editor, all manuscripts submitted to the journal are

rigorously peer reviewed single-blind.

We now offer our reviewers the option to sign their reviews if they wish, in which case

their name is disclosed to the study authors in the decision letter.

N&TR does not normally use reviewers who are employed by companies that
produce tobacco products. However, if there are special circumstances in which a
handling editor judges that such a person may provide expertise that cannot be
obtained from other reviewers, s/he may, with the permission of the authors, seek a
review from that person. This review will be marked as from a tobacco industry
employee in correspondence with the authors. These circumstances are expected to

be extremely rare.

SELF-ARCHIVING POLICY
For information about this journal's policy, please visit our Author Self-Archiving

policy page.

LICENSE TO PUBLISH FORM
Upon receipt of accepted manuscripts at Oxford Journals authors will be invited to
complete an online copyright license to publish form. The journal encourages authors

to complete their copyright license to publish form online.

Please note that by submitting an article for publication you confirm that you are the
corresponding/submitting author and that Oxford University Press ("OUP") may retain
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your email address for the purpose of communicating with you about the article. You
agree to notify OUP immediately if your details change. If your article is accepted for
publication OUP will contact you using the email address you have used in the

registration process. Please note that OUP does not retain copies of rejected articles.

OPEN ACCESS

Authors have the option to publish their paper under the Oxford Open initiative ,
whereby, for a charge, their paper will be made freely available online immediately
upon publication. After your manuscript is accepted, the corresponding author will be
required to accept a mandatory licence to publish agreement. As part of the licensing
process you will be asked to indicate whether or not you wish to pay for open access.
If you do not select the open access option, your paper will be published with
standard subscription-based access and you will not be charged.

Oxford Open articles are published under Creative Commons licences.

RCUK/Wellcome Trust funded authors publishing in Nicotine & Tobacco Research

can use the Creative Commons Attribution licence (CC BY) for their articles.

All other authors may use the following Creative Commons licences:
Creative Commons Attribution Non-Commercial No Derivatives licence (CC BY-NC-
ND)

Please click here for more information about the Creative Commons licences.

Charges Information

You can pay Open Access charges using our Author Services site. This will enable
you to pay online with a credit/debit card, or request an invoice by email or post. The
applicable open access charges vary according to which Creative Commons licence

you select. The open access charges are as follows.

Charges for CC BY:

* Regular charge: £2412/ $3859 / €3135

* Reduced Rate Developing country charge*: £1206/ $1930 / €1568
* Free Developing country charge*: £0 /$0 / €0
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Charges for CC BY-NC-ND:

* Regular charge: £2067/ $3308 / €2688

* Reduced Rate Developing country charge*: £1034/ $1654 / €1344

* Free Developing country charge*: £0 /$0 / €0

Visit our Developing Countries page here for a list of qualifying countries.

Please note that these charges are in addition to any colour/page charges that may
apply.

Orders from the UK will be subject to the current UK VAT charge. For orders from the
rest of the European Union, OUP will assume that the service is provided for
business purposes. Please provide a VAT number for yourself or your institution, and

ensure you account for your own local VAT correctly.

FUNDING

The following rules should be followed:

An example is given here: ‘This work was supported by the National Institutes of
Health (P50 CA098252 and CA118790 to R.B.S.R.) and the Alcohol & Education
Research Council (HFY GR667789).’

1. The sentence should begin: ‘This work was supported by ...’

2. The full official funding agency name should be given, i.e. ‘the National Cancer
Institute at the National Institutes of Health’ or simply 'National Institutes of
Health', not ‘NCI' (one of the 27 subinstitutions) or 'NCI at NIH' (full RIN-approved
list of UK funding agencies) .

3. Grant numbers should be complete and accurate and provided in parentheses as
follows: ‘(grant number xxxx)’

4. Multiple grant numbers should be separated by a comma as follows: ‘(grant
numbers xxxx, yyyy)’

5. Agencies should be separated by a semi-colon (plus ‘and’ before the last funding
agency)

6. Where individuals need to be specified for certain sources of funding the
following text should be added after the relevant agency or grant number 'to

[author initials]'.
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Oxford Journals will deposit all NIH-funded articles in PubMed Central. See
http://www.oxfordjournals.org/for_authors/repositories.html for details. Authors must
ensure that manuscripts are clearly indicated as NIH-funded using the guidelines

above.

Crossref Funding Data Registry

In order to meet your funding requirements authors are required to name their
funding sources, or state if there are none, during the submission process. For
further information on this process or to find out more about the CHORUS initiative

please click here .

JOURNAL POLICIES ON ETHICS

Publication Ethics
The journal adheres to the COPE guidelines in all matters relating to publication

ethics.

Animal & Human Experimentation

All manuscripts reporting data obtained from animals or humans must have passed
formal review and been given approval (or deemed exempt) by an appropriate
institutional review board (IRB) or research ethics committee (REC), prior to
conducting the research. This should be explicitly described in the Methods section
of the manuscript. We may request documentation relating to the review process and
approval from authors.

Human studies should follow the ethical principles described in the Declaration of
Helsinki. A description of how informed consent was obtained (e.g., written or oral),
and whether participants were reimbursed for participation, should be provided in the

Methods section.

Animal experiments should comply with ARRIVE guidelines, and other appropriate
guidelines, such as relevant EU Directives relating to animal experiments, and/or the

National Institutes of Health guide for the care and use of laboratory animals.
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LANGUAGE EDITING

Language editing, if your first language is not English, to ensure that the academic
content of your paper is fully understood by journal editors and reviewers is optional.
Language editing does not guarantee that your manuscript will be accepted for
publication. For further information on this service, please click here. Several
specialist language editing companies offer similar services and you can also use

any of these. Authors are liable for all costs associated with such services.



