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ABSTRACT  

 Smoking tobacco is the leading preventable cause of premature disease and death, 

yet nearly 4.2 million Canadians still smoke despite the gains that have been made in 

tobacco control (Government of Canada, 2015). Tobacco control initiatives, such as 

smoke-free hospital properties, have the potential to create opportunities to promote 

healthy choices, influence how tobacco use is managed, and reduce the use and exposure 

of tobacco (Shopik, Schultz, Nykiforuk, Finegan, & Kvern, 2012); however, tobacco 

dependence is often not considered a frontline issue when exploring the impact of 

tobacco control interventions (Schultz, Bottorff, & Johnson, 2006). The purpose of this 

study was to explore how the implementation of a comprehensive smoke-free hospital 

policy influenced the perceptions, experiences, and behaviors of healthcare providers 

including: perceived roles and behaviors in tobacco dependence treatment; perceived 

barriers and facilitators to offering tobacco dependence treatment; and the overall 

perception of workplace culture as it relates to tobacco. 

 The outline for this publication-based dissertation includes: an introduction, two 

background manuscripts, a research plan outline, one manuscript with the study findings, 

and a conclusion. The introductory chapter provides context for the dissertation and 

explains the cohesiveness of the individual manuscripts. The first manuscript explores the 

background on smoke-free hospital properties to illuminate this important healthcare 

initiative and to provide a foundation to understand the current climate. The second 

manuscript examines and applies four commonly used health promotion theories to 

inform the development of a smoke-free hospital program theory. This was used to 

enhance awareness of potential influencers for exploration during the research study. A 
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bridging chapter provides the rationale and background on the research design and ethical 

considerations. The third manuscript provides the main study findings on how the 

implementation of a comprehensive smoke-free hospital policy influenced healthcare 

providers’ perceptions, experiences, and behaviors. The four overarching themes include: 

1) greater support for tobacco reduction; 2) enhanced patient care and interactions; 3) 

improved staff morale; and 4) some barriers still exist. The dissertation concludes with a 

summary of each manuscript related to the field of study, as well as implications for 

practice, research, education, and policy.  
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Chapter 1: Introduction 

 The purpose of this dissertation is to explore how the implementation of a 

comprehensive smoke-free hospital policy influenced the perceptions, experiences, and 

behaviors of healthcare providers (HCPs) including: perceived roles and behaviors in 

tobacco dependence treatment; perceived barriers and facilitators to offering tobacco 

dependence treatment; and the overall perception of workplace culture as it relates to 

tobacco. An article format thesis, also commonly referred to as a publication-based thesis 

(PBT) (Pretorius, 2017), is used to present this body of work. The final output of a PBT is 

a number of stand-alone publishable papers ready to share, or that have already been 

shared, that will expand opportunities for professional exchange and knowledge building, 

thus advancing the field of study (Kamler, 2008). The sequence of the articles presented 

within build a framework for understanding the many facets of smoke-free hospital 

properties. This served to enhance the insights needed for a thorough exploration of the 

perceptions, experiences, and behaviors of HCPs working in such an environment.  

The outline of this dissertation comprises an introductory chapter; a second and 

third chapter with published manuscripts on relevant literature and theory; a fourth 

chapter on the research plan and implementation; a fifth chapter with a published 

manuscript on the research findings; and a concluding chapter. This introductory chapter 

provides context for the dissertation as a whole and explains the cohesiveness of the 

individual manuscripts and their contribution to the field of study. The outline for the 

introductory chapter includes: study objectives; predisposition of the researcher; 

background and significance of the research; guiding frameworks and approach; and 

dissertation format. 
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Objective of the Study 

 As smoking rates plateau, more understanding and action is needed to encourage 

the further decline of tobacco use (U.S. Department of Health and Human Services, 

2014). Comprehensive smoke-free hospital property policies offer substantial promise as 

a complementary approach to support tobacco control activities and expediate the desired 

decline of tobacco use (Callinan, Clarke, Doherty, & Kelleher, 2010; Shopik, Schultz, 

Nykiforuk, Finegan, & Kvern, 2012; Unrod, Oliver, Heckman, Simmons, & Brandon, 

2012; Wheeler et al., 2007). Unfortunately, despite the promising impact of these new 

smoke-free hospital property policies, provision of tobacco dependence treatment, and/or 

promotion of tobacco reduction by HCPs have historically fallen short (Rigotti, Clair, 

Munafò, & Stead, 2012). Many studies have explored staff attitudes towards smoke-free 

policies (Arack, Blake, Lee, & Coulson, 2009; Duffy et al., 2013; Lewis, Shin, & Davies, 

2011; Parks, Wilson, Turner, & Chin, 2009; Unrod et al., 2012; Wheeler et al., 2007); yet 

research examining the effects of such policies on hospital employees, HCPs in 

particular, is limited (Unrod et al., 2012). While previous findings do suggest smoke-free 

hospital policies provide advancements in tobacco control, our understanding of the 

influence these newer smoke-free environments have on HCPs’ perceptions, experiences, 

and behaviors is still lacking. 

 The objective of this dissertation is to generate a greater understanding of the 

influence smoke-free hospitals have on HCPs as it relates to their role in tobacco 

dependence treatment. This research study used a qualitative description design to 

explore the research question: What are the perceptions, experiences, and behaviors of 

healthcare providers after implementation of a comprehensive smoke-free hospital 
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policy? Particular attention was given to perceived roles and behaviors related to tobacco 

dependence treatment; perceived barriers and facilitators to offering tobacco dependence 

treatment; and overall perceptions of the tobacco-free workplace culture. 

Predisposition of the Researcher 

 During the completion of my Master of Science in Occupational Therapy, I 

developed a keen interest in smoking cessation and tobacco reduction through the 

exploration of the occupational transition of smoking cessation in women (Luck & 

Beagan, 2015). I gained a heightened appreciation for the potential health impact caused 

by the addiction to nicotine and exposure to environmental tobacco smoke (Krueger, 

Krueger, & Koot, 2015; U.S. Department of Health and Human Services, 2014); the 

occupational adaptations needed to successfully quit smoking (Luck & Began, 2015); and 

the clinical and cost effectiveness of tobacco dependence treatment (Rigotti et al., 2012; 

Fiore et al., 2008). Additionally, through both my own personal and professional 

experiences as a Certified Tobacco Educator, I have been privy to the struggles in 

smoking cessation among family, friends, and clients; which further highlighted my 

interest for enhanced tobacco dependence supports. I view smoking tobacco as an 

addiction to nicotine (Els & Kunyk, 2008), not a choice; therefore, I feel it should be 

treated as such. Most smokers do not choose to smoke but are controlled by their 

cigarettes to lessen the noxious symptoms of nicotine withdrawal (Els & Kunyk, 2008). I 

believe HCPs are in a unique and essential position to assist their patients to avoid 

engagement in harmful activities, and to support their ability to make informed choices 

(Balmford, Leifert, & Jaehne, 2014). These experiences and beliefs left me puzzled as to 

why many HCPs, professionals committed to helping others and to do no harm, did not 
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appear to be more active in screening for tobacco use, offering support for smoking 

cessation, and promoting tobacco reduction (Arack et al., 2009; Freund et al., 2008; 

Ratschen, Britton, & McNeill, 2008; Schultz, Bottorff, & Johnson, 2006a; Shipley & 

Allcock, 2008); despite clear clinical practice guidelines (CAN-ADAPTT, 2011; Fiore et 

al., 2008). These interests led to my involvement in the advocacy and implementation of 

smoke-free hospital properties across the Horizon Health Network, and ultimately 

resulted in the research question explored for this dissertation. The study conducted was 

not about judging those that smoke tobacco, or determining if people quit smoking, but 

rather to better understand how, or if, the creation of a smoke-free hospital property 

influenced HCPs’ perceptions, experiences, and behaviors including: perceived roles and 

behaviors in tobacco dependence treatment; perceived barriers and facilitators to offering 

tobacco dependence treatment; and the overall perception of workplace culture as it 

relates to tobacco.  

Background and Significance 

 Smoking tobacco is the leading preventable cause of premature disease and death 

(Government of Canada, 2015). Both smoking and exposure to Environmental Tobacco 

Smoke (ETS) has been causally linked to diseases of virtually every organ of the body, 

(U.S. Department of Health and Human Services, 2014); yet nearly 4.2 million Canadians 

still smoke despite the gains that have been made in tobacco control (Government of 

Canada, 2015). Not only does it cost the health and lives of those we love, but it also 

costs the Canadian economy a staggering estimated 18.4 billion dollars annually (Krueger 

et al., 2015). While social norms within the last few decades have changed for the better 

towards the use of tobacco, more work is still needed to preserve the gains made and to 



 

5 

 

accelerate the desired decline in the prevalence of tobacco use (U.S. Department of 

Health and Human Services, 2014).  

A smoke-free hospital property is one example where comprehensive and 

coordinated tobacco reduction strategies, including: prevention of tobacco use, support 

for smoking/tobacco cessation, protection from exposure to second-hand smoke, and the 

denormalization of tobacco use (Health Canada, 1999) can work in synergy to help 

further the goals of tobacco control in Canada. Described as the most profound health 

promotion initiative a hospital can implement (Kunyk, Els, Predy, & Haase, 2007), 

smoke-free hospitals have been shown to promote healthier choices and constructive 

social attitudes regarding tobacco; reduce exposure of environmental tobacco smoke 

(ETS); influence how tobacco dependence is managed; reduce the use of tobacco; and 

increase quit rates (Callinan et al., 2010; Shopik et al., 2012; Unrod et al., 2012; Wheeler 

et al., 2007). While such initiatives have been suggested to be the catalyst for enhancing 

delivery of care for tobacco dependence (Fiore, Keller, & Curry, 2007), little is known 

about how such policy changes influence HCPs in hospitals (Unrod et al., 2012). Despite 

the proven clinical and cost-effectiveness of tobacco dependence treatments (Fiore et al., 

2008; Rigotti et al., 2012); historically, the promotion of tobacco reduction by HCPs has 

been less than optimal (Freund et al., 2008) and is typically not considered a front-line 

issue in a hospital setting (Schultz et al., 2006a). Few studies have had fully 

comprehensive policies in place to accurately assess the impact of such policies in 

general hospital environments (Stockings et al., 2014). Comprehensive smoke-free 

policies encompass integrated tobacco dependence treatment systems and resources for 

patients and staff; no exclusions or designated smoking areas (DSA); as well as 
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leadership and enforcement (Luck, 2016; Smoking and Health Action Foundation, 2013). 

When comprehensive hospital policies have been implemented, delivery of tobacco 

dependence treatment and patient outcomes appear to be more promising (Freund et al., 

2009; Stocking et al., 2014); yet little is known as to how this type of environment 

influences HCPs’ behaviors (Unrod et al., 2012). If hospitals are to achieve their 

intentions of smoke-free hospital policies, multiple influencers at various levels need to 

be better understood. Gaining understandings into what influence these newer smoke-free 

environments have on HCPs’ perceptions, experiences, and behaviors will help build 

capacity for tobacco reduction (Shopik et al., 2012), enhance the provision of optimal 

health care for patients, and improve our awareness and appreciation of how to further 

reduce the use of tobacco through an interdisciplinary and environmental approach. 

Additionally, gaining new insights in this area will also help to address commonly 

identified smoke-free policy implementation challenges, such as compliance (Shopik et 

al., 2012; Wheeler et al., 2007), exposure to environmental tobacco smoke, and negative 

perceptions (Kunyk et al., 2007; Schultz, Finegan, Nykiforuk & Kvern, 2011; Shopik et 

al., 2012).  

History and Impetus for Change  

 In May of 2013, safety concerns regarding patients leaving the acute care 

psychiatric unit to smoke led to discussions regarding the development of an additional 

designated smoking area for this unit at the Saint John Regional Hospital. It was hard to 

believe in 2013, with a corporate mission of “helping people be healthy” (Horizon Health 

Network, 2015a, p.7) and the advancements made in tobacco control (U.S. Department of 

Health and Human Services, 2014), that healthcare administrators felt the best approach 
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to address concerns arising from nicotine addiction was to add an additional area on their 

hospital property to smoke. The smoke-free policy, at that time, designated one outdoor 

smoking area for use by anyone (e.g., employees, patients, visitors) to be situated at least 

nine meters away from entrances and exits. The hospital policy did not include any 

mention of tobacco dependence treatments or other resources for patients and staff to 

manage nicotine withdrawal or for smoking cessation. Compliance for this policy was 

also low; on any day you could find people smoking at the front and back doors of the 

hospital. For example, on July 16, 2015, prior to the implementation of the new policy, I 

conducted a cigarette butt count in selected areas at the two main hospital entrances. The 

areas were swept the day before the count and cigarette butts were collected around the 

same time the following day; 1592 butts were counted. These were the catalysts for the 

development of a very small advocacy group, including myself and Dr. Rob Stevenson. 

We felt the way forward was to advocate for changes to the current smoke-free hospital 

policy, which in turn would drive the implementation of a program to create a smoke-free 

hospital environment. 

Preparing the Research Landscape 

 From June 2013 to December 2014, many actions were taken to build awareness 

and support for changes to the existing smoke-free policy. Schmid, Pratt, and Howze 

(1995) subdivide the definition of policy into: 1) legislation or regulation policies (i.e., 

public policy), including formal policies effecting laws enacted by government; and 2) 

organizational policies, including policies that define appropriate behavior within the 

boundaries of the organization. While organizational polices do not impact the population 

as a whole, they can still have a substantial impact on public health (Schmid et al., 1995). 
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In this case, the smoke-free policy was initiated as an organizational policy; however, 

over the course of the program, legislation was amended in New Brunswick to support it. 

In light of this, and the unique dynamics within the organization, traditional stages of 

public policy-making (Benoit, 2013; Fafard, 2008; Howlett & Ramesh, 2009), such as: 1) 

agenda setting (determining what governments will focus on); 2) policy formulation 

(assembling information and analysis of the possible range of definitions for the 

problem); 3) decision-making (deciding what to do to address the problem); 4) policy 

implementation (establishing parameters, such as human and financial resources, 

administrative structures); and 5) policy evaluation (determining if implementation and 

effects are aligned with objectives set), were not extensively followed. An abridged 

version of the first three stages are used to illustrate the various actions I undertook (see 

Table 1.1) to support the advocacy and development of the new smoke-free policy. 

 Throughout the early stages of this project, many concerns were identified by the 

hospital board and leadership team, including doubts about compliance; fears of negative 

public and staff perceptions; and apprehensions about patient safety and patient care. 

These same concerns are commonly identified in the literature (Schultz et al., 2011; 

Shopik et al., 2012; Wheeler et al., 2007); yet often do not come to fruition after 

implementation (Parle et al., 2004; Wheeler et al., 2007). Unfortunately, at this time, 

there was no published literature that addressed all the key concerns regarding smoke-

free hospital properties in one article. This created the challenge of trying to compile and 

summarize key pieces of information for advocacy, addressing objections, and for 

building awareness. This was the impetus for the development and publication of 

Manuscript 1 (Chapter 2) titled: Are Canadian Hospitals Leading by Example to Promote 
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Smoke-free Hospital Properties? Rationale, Challenges, and Opportunities. Along with 

providing a foundation to better understand the current climate in smoke-free hospital 

properties, including clear direction on comprehensive smoke-free polices, this article 

provides a valuable resource for tobacco control advocates and hospital administrators 

considering smoke-free initiatives.  

Table 1.1  

Stages of Policy-making in the Creation of a New Smoke-free Hospital Policy 
Policy stage Examples of activities to support each stage 

Stage 1: 

agenda setting 

Meetings and presentations with the hospital board of directors, hospital senior 

leadership team, hospital administrators, local MLAs (Members of Legislative 

Assembly), health charities (Heart and Stroke, Lung Association, Cancer Society, 

Diabetes Association), unions (CUPE and nursing), dean of the local medical school, 

hospital joint health and safety committee, psychiatry department, and employee health 

and wellness department. 

 

Exploring and compiling scientific and grey literature on best-practices, 

legislation, and toolkits. 

 

Creating a one pager on the benefits of smoke-free properties and a brief Q&A 

document to increase awareness and build support among stakeholders. 

 

Writing letters to the editor of the provincial newspaper and connecting with 

local reporters to build support. 

Stages 2 & 3: 

policy 

formation and 

decision 

making 

Establishing contacts and meeting with others with hands-on experience of smoke-free 

properties, i.e., Irving refinery, Thunder Bay Hospital, CAMH, Ottawa Model for 

Smoking Cessation. 

 

Collecting examples of smoke-free polices from other Canadian hospitals, e.g., Nova 

Scotia Health Authority, CAMH, Thunder Bay Hospital, Vancouver Coastal. 

 

Developing a program proposal, including benefits for a 100% smoke-free property, 

key success factors for a comprehensive smoke-free policy, problem statement, 

program description, budget, target audience, activities, impacts, and a logic model 

highlighting the key program components. 

 

Securing support for startup funding from the hospital foundation to cover costs 

associated with nicotine withdrawal management/smoking cessation for staff. 

 

Attending the National Conference on Tobacco or Health to learn what other hospitals 

were doing across the country and to make contacts. 

 

Requesting letters of support for policy change from key stakeholders in the community 

including, Irving, Canadian Council for Cardiovascular Nursing, New Brunswick Heart 

Center, health charities, head of the psychiatry department, local medical school, NB 

Medical Society, New Brunswick Anti-Tobacco Coalition (NBATC). 

 

Working with stakeholders to draft a new version of the smoke-free policy. 
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Policy Approval and Implementation 

 After 17 months of advocacy, the Board of Directors of the Horizon Health 

Network approved a motion to change the smoke-free policy to make all hospitals in their 

network 100% smoke-free. The new Smoke-free Environment policy (Horizon Health 

Network, 2015b) was accepted in December 2014. The plan was to implement changes 

beginning at the Saint John Regional Hospital, then expand to all hospitals across the 

network. The lack of adherence to the previous smoke-free policy highlighted the 

importance of ensuring it was not just a policy on paper, but that it was interwoven into 

the day to day activities throughout the hospital. As suggested by Bozeman (2013), many 

public policy implementation studies are ill-informed about organizations and can often 

be the reason well-designed policies fail. Michie, van Stralen, and West (2011) propose 

in order to improve behavior change interventions, a distinction between policy and 

intervention should be made. They define interventions as “activities aimed at changing 

behavior”, and policies as “actions on the part of responsible authorities that enable or 

support interventions” (Michie et al., 2011, p. 6). To achieve our goal of a smoke-free 

environment, the policy served to inform the development and implementation of a 

systematic program plan (see Figure 1.1). The term smoke-free environment used 

throughout this dissertation is in keeping with the definition of environment defined by 

the Meriam-Webster dictionary (2018) as the “circumstances, objects, or conditions by 

which one is surrounded”. Through program implementation and the creation of a smoke-

free hospital property, it was assumed the reciprocal relationship described by McLeroy, 

Bibeau, Steckler, and Glanz (1988), between the environment and the individual, would 

be synergistic (i.e., changes to the environment will direct changes in the individual and 
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vice versa). As part of marketing for the impending change, Smoke-free Together 

emerged as the program name and logo to embody the overall goal of a smoke-free 

environment.  

 

Figure 1.1. Approach to achieve a smoke-free hospital Environment 

 A program is defined as “intentional transformation of specific resources (inputs) 

into certain activities (processes) to produce desired outcomes (results) within a specific 

context” (Wholey, Hatry, & Newcomer, 2004, p. 7). Multiple program components had 

to be identified and strategically planned to work in synergy to accomplish the objectives. 

This approach was guided by the field of program design and evaluation, which informed 

the processes and tools to construct the elements of the program, and to obtain credible 

data to address questions about program performance (Wholey et al., 2004). A logic 

model is a summary of assumed cause-and-effect linkages of the key elements of a 

program (Goldman & Schmalz, 2006; Savaya & Waysman, 2005; Wholey et al., 2004). 

This approach can be used at any point in a program life cycle, for example, to plan and 

design a program; to evaluate if program activities are producing the expected outputs; 

and to evaluate outcomes (Goldman & Schmalz, 2006; Wholey et al., 2004). The logic 

model I developed for this initiative supported the conceptualization, organization and 
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planning of the program (i.e., goals, objectives, resources, target populations, inputs, 

activities, impacts, outcomes, and challenges); performance measurement; and 

communication with stakeholders to build a shared understanding and expectations about 

the program. The key components identified for this program included: 1) policy; 2) 

compliance, communications, awareness; 3) engagement; 4) training; 5) employee 

supports; and 6) patient supports. These components were informed by scientific and 

grey literature on smoke-free policy, and best-practices shared by hospitals with existing 

smoke-free policies. Due to the extensive nature of the full program logic model, a 

summary logic model was also developed (see Figure 1.2) to aid communication and 

awareness.  

 

Figure 1.2 Smoke-free Together Logic Model 
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 Broad activities identified in the logic model were further broken into tasks with 

corresponding timelines and responsibilities, to track performance and accomplishments. 

Various groups within the organization took lead roles for certain tasks within the plan. 

For example, the smoking cessation coordinator directed the implementation and training 

for the Ottawa Model for Smoking Cessation (OMSC); and the employee health and 

wellness department guided the roll-out of staff health supports. Table 1.2 provides 

examples of the activities I led and completed for program implementation. 

Table 1.2 

 

Logic Model Activities for a Smoke-free Policy Roll-out 

 
Components Examples of activities 

Policy Develop and oversee timeline for roll out of policy and program 

components.  

Conduct cigarette butt counts to measure impact of policy. 

Develop and conduct staff survey to enhance insights for new policy 

(i.e., concerns, smoking behaviors, attitudes).  

Compliance Conduct information session and needs assessment with security 

services. 

Develop scripts and training videos for compliance scenarios. 

Develop a process to support management with policy compliance 

issues. 

Advocate the Minister of Health to amend Smoke-free Places Act to 

include hospital properties. 

Communication/ 

Awareness/ 

Engagement 

Develop PR plan including: key messages, FAQs, policy launch plan, 

program logo “Smoke-free Together”. 

Design and develop content for signage, posters, table tents, brochures. 

Training Develop staff portal, including smoking cessation supports, compliance 

resources, and policy information. 

Develop mandatory staff e-learning module on policy expectations, 

compliance supports, and resources available. 

Conduct live information sessions for all staff on policy expectations 

and supports available. 

Employee 

Supports 
Conduct a pharmacoeconomic analysis for all hospital employees in 

New Brunswick and advocate for smoking cessation medication 

insurance coverage through the Standing Committee for Insured 

Benefits (SCIB). 

Develop an interim budget and plan to cover costs of nicotine 

replacement therapy to address smoking cessation and/or nicotine 

withdrawal management with staff. 

Patient Supports Develop patient information brochure: why smoke-free, what to expect, 

and resources available.  

Develop visitor care kits to support visitors who use tobacco. 
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Acknowledging that the needed changes for successful program implementation 

were not only dependent on changes in hospital processes, but also by individuals, the 

ADKAR model (Hiatt, 2006) was also used to guide program activities. This change 

management model promotes a sequential and cumulative process to drive individual 

change and produce organizational results (Hiatt, 2006; Sande, 2009). This was 

particularly helpful in planning the progression and types of activities for the following 

components of the plan: 1) compliance; 2) communication, awareness, and engagement; 

and 3) training. While there are many different change management models that could 

have been used to guide this process, the ADKAR was chosen based on its accessibility 

of materials and ease of integration into the program plan (Hiatt, 2006; Sande, 2009). 

This model was also recommended by a local organization that had already transitioned 

to a smoke-free property. ADKAR is an acronym that corresponds to five outcomes an 

individual must achieve for change to be successfully realized: 1) awareness of the 

reasons for change; 2) desire to participate and support the change; 3) knowledge about 

how to change; 4) ability to execute the change; and 5) reinforcement to ensure the 

change endures (Hiatt, 2006). Table 1.3 provides examples of activities that were 

executed by our team to support successful program implementation and the change 

management process.  
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Table 1.3 

 

Using ADKAR to Support the Change Process 
ADKAR stage Examples 

Awareness Emails, posters, and table tents announcing policy change.  

Talking points explaining why, how, when. 

Desire Small group meetings with employees.  

Frequently asked questions document. 

Clear expectations.  

Knowledge E-learning on policy changes and resources available.  

Staff portal resources. 

Videos and scripts to support enforcement (e.g., what to do 

and say). 

Training clinical staff on screening and smoking cessation. 

Ability Regular training and supports. 

Regular meetings with managers. 

Mangers toolkit to support changes. 

Reinforcement Mandatory re-training. 

Standing compliance committee. 

Process to address non-compliance. 

Staff acknowledgements from hospital director on 

successes.  

 

While the logic model for this program served the implementation process well; 

in retrospect, I felt a more thorough exploration using health behavior theories would 

expand awareness and recognition of new, or missed, opportunities to enhance the 

success of such an initiative. Since few studies fully document their theoretical 

foundations, explain their rationale for theory selection, or clarify how the theory was 

operationalized in practice (Green, 2000; Michie, 2008; Painter, Hynes & Glanz, 2008), 

Manuscript 2 (Chapter 3), A Proposed Program Theory for a Smoke-free Hospital 

Property, contributed in this regard to the body of literature on smoke-free hospital policy 

implementation. This article emphasizes the identification, consideration, and application 

of key strategies in health promotion together with the theoretical underpinnings of 

commonly used ecology and health behavior theories to develop a more robust and 

informed program theory. This will serve to inform future program implementation in the 
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area of smoke-free properties. This contribution is a noteworthy addition to the field of 

health promotion in that it will support the development of theory-informed practice in 

this area (Glanz & Bishop, 2010; Green, 2000; Michie, 2008). This approach also 

improved awareness of the various facets for consideration and exploration in the 

research study exploring the perceptions, experiences, and behaviors of HCPs, for 

example: screening for tobacco use, exposure to ETS, knowledge and awareness of TDT, 

promotion of tobacco reduction, and awareness of policy expectations.  

Policy Launch and Evaluation 

On September 25, 2015, the Saint John Regional Hospital officially launched a 

smoke-free environment policy. An additional cigarette butt count was conducted on 

November 4th, 2015, approximately 5 weeks after policy launch. At that time, 60 

cigarettes butts were counted utilizing the same parameters from the original count taken 

on July 16th, 2015; resulting in a 96% reduction. In November of 2016, the New 

Brunswick Smoke-free Places Act was amended to include a smoking ban on all hospital 

properties in the province (Bill 18: An Act to Amend the Smoke-free Places Act, 2016). 

As of April 2016, all New Brunswick Health Authority employees participating in the 

employee health benefits plan has coverage for smoking cessation medications (K. 

Guignard, personal communication, March 23, 2016). These achievements are examples 

of intermediate outcomes predicted in the program plan. Other metrics for evaluation 

were collected by various departments within the hospital organization, such as: number 

of staff seeking assistance for smoking cessation, training completion rates, and number 

of reported compliance infractions. 
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After the launch of the new smoke-free policy, and subsequent implementation of 

the program plan, I was left pondering if the newly created smoke-free hospital property 

influenced HCPs as it related to their role in tobacco reduction. For example, did they put 

more importance on screening for tobacco use, offering support for smoking cessation, 

and/or promoting tobacco reduction? I wondered how changes to such a policy, that 

prompted changes in the environment, influenced the perceptions, experiences, and 

behaviors of HCPs. In particular, I was interested in exploring their perceived roles and 

behaviors related to tobacco dependence treatment; barriers and facilitators to offering 

tobacco dependence treatment; and their overall perception of their workplace culture. In 

September 2016 a research proposal on this topic was approved and the main research 

study for this dissertation commenced. Manuscript 3 (Chapter 5), What are the 

Perceptions, Experiences and Behaviors of Healthcare Providers After Implementation of 

a Comprehensive Smoke-free Hospital Policy?, served to enhance the understanding of 

this phenomenon through a greater understanding of the participants’ own perspectives as 

embedded in their social context. Gaining greater insight into what influence these newer 

smoke-free environments have on HCPs’ will help build capacity for tobacco reduction, 

enhance the provision of optimal TDT for patients, and improve our awareness and 

appreciation of how to further reduce the use of tobacco through an interdisciplinary and 

environmental approach. Additionally, gaining new insights in this area will also help to 

address commonly identified smoke-free policy implementation challenges. 

Guiding Framework 

When using qualitative description, a researcher can use theory or a framework to 

guide both data collection and analysis; however, the researcher is not obligated to stay 



 

18 

 

the path if the data collected is a poor fit (Sandelowski, 2010; Willis, Sullivan-Bolyai, 

Knafl, & Zichi-Cohen, 2016). The intent is never to force the data to fit a theory or 

framework (Willis et al., 2016); however, using a guiding theory or framework can 

provide helpful insight, direction, and the development of initial concepts in the early 

stages of a research project (Corbin & Strauss, 2008). For this particular study, exploring 

how the implementation of a smoke-free hospital environment has influenced the 

perceptions, experiences, and behaviors of HCPs, the Social Ecology Model (McLeroy et 

al., 1988) and literature on workplace culture helped direct the development and analysis 

of the research. This supported the exploration of a variety of topics related to the 

research of interest and provided an additional safeguard to prevent omission of key 

concepts; thereby enhancing the collection of information rich data. A discussion on the 

Social Ecology Model and literature on workplace culture in relation to this study 

follows.  

Social Ecology Models 

As described by Raingruber (2014), health promotion is a comprehensive social 

and political process that needs a combination of activities to not only strengthen 

individual skills and abilities, but also influence social, environmental, and economic 

conditions. A comprehensive approach to health promotion programming to address such 

factors requires a shift in focus from the individual to the broader environment to 

successfully effectuate change (Glanz, Rimer, & Viswanath, 2008). Social ecology 

models allow for expanding our focus from the individual and his or her proximal social 

influences to a wider view, including community, organizations, and policy influencers 

on behavior change. At the core of the social ecology model is the notion that behavior 
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has multiple levels of influence, often including intrapersonal, interpersonal, 

organizational, community, and policy (Sallis, Owen, & Fisher, 2008). This expanded 

view allows for the integration of various individual theories, while taking into 

consideration the impact of the environment in which the individual interacts.  

Glanz et al. (2008) advocate that individual behavior change will not be 

sustainable without the environment and policies in place to support change. A smoke-

free hospital is one such example of where the physical environment has changed along 

with development of supporting policies; yet, there is still little known as to how these 

changes have influenced the role of individual HCPs in tobacco dependence treatment. In 

1988, McLeroy, Bibeau, Steckler and Glanz, building on the foundations of social 

ecology, proposed an ecology model specifically for health promotion that focused on 

both individual and social environments. This model assumed a reciprocal relationship 

between the environment and the individual in that changes to the environment will direct 

changes in the individual and vice versa. Through five analytic levels, this model not only 

helps guide problem identification, understanding, and intervention design, but also, 

social influence, including: 1) intrapersonal (individual characteristics, such as 

knowledge, skills, attitudes and behaviors); 2) interpersonal processes and primary 

groups (formal and informal social networks and support systems, for example families, 

peers, workgroups); 3) institutional factors (social institutions, both formal and informal 

with rules and standard operating procedures); 4) community factors (connections with 

organizations and informal networks within a defined area); and 5) public policy (local, 

provincial and/or federal laws and policies). These five levels were incorporated into the 
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interview guide questions for my doctoral research to support a broad exploration on the 

research topic. 

Workplace Culture 

Culture is a critical factor in the implementation of effective clinical approaches, 

the development of clinical practice, and the achievement of clinical outcomes 

(McCormack et al., 2002). Although the concept of culture is abstract, we need to better 

understand it to help explain experiences and phenomena, which sometimes are 

surprising or puzzling in social and organizational life (Schein, 2010). For example, when 

HCPs do not assist their patients to quit smoking, while knowing it could be detrimental 

to their patients’ health. Schein (2010) also contends for the intangible concept of culture 

to be useful, it needs to be observable while increasing our understanding of something 

that may not be well understood. Explicit behavior alone cannot determine culture; the 

deeper essence of culture is determined by both a group’s predisposition (perceptions, 

thoughts, and feelings), as well as the environment. There are a variety of observable 

events and underlying factors that group members share or hold in common, such as: 

observed behavioral regularities when people interact; group norms; espoused values; 

formal philosophy; climate; unwritten rules; embedded skills; habits of thinking; mental 

models and/or linguistic paradigms; shared meanings; integrated symbols; and formal 

rituals and celebrations (Schein, 2010). These “manifestations of culture” (p. 16) help us 

understand the concept of culture, but as Schein (2010) explains, culture is often less 

tangible, it is the unconscious part of a group that provides structural stability, depth, 

breadth, and what ties the group together as a coherent whole. Workplace culture is made 

up of the social and environmental contexts that influence how people behave, as well as 
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the accepted and expected norms (Manley, Sanders, Cardiff, & Webster, 2011). To 

impact the clinical practice of tobacco dependence, changes in mindset and behaviors are 

needed as these are what manifest culture, reflecting the values, beliefs, and assumptions 

of the HCPs in the workplace (Manley et al., 2011).  Manley et al. (2011) suggests the 

term ‘workplace culture’, as compared to corporate and organizational culture, has the 

most significant impact on the everyday experiences of patients and HCPs, and is most 

relevant to front-line care (Manley et al., 2011). She defines workplace culture as:  

“The most immediate culture experienced and/or perceived by staff, 

patients, users and other key stakeholders. This is the culture that impacts 

directly on the delivery of care. It both influences and is influenced by the 

organization and corporate cultures with which it interfaces as well as 

other idiocultures through staff relationships and movement” (Manley et 

al., 2011, p. 4).  

Manley et al. (2011) identifies five attributes critical for effective workplace culture, 

including: 1) shared workplace values including three interrelated domains (person 

centeredness, working with others, and effective care); 2) shared vision and mission with 

individual, and collective responsibility; 3) adaptability, innovation, and creativity; 4) 

change driven by the needs of the patient/community; and 5) formal systems in place to 

enable and evaluate learning, performance, and shared governance (Manley et al., 2011). 

It is necessary to understand how the different cultures and/or multiple levels of cultures 

in an organization interact to effectively appreciate the dynamic between them (Manley et 

al., 2011). These five attributes were considered during the research interviews in my 
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doctoral study to help capture the essence of workplace culture as it relates to tobacco 

dependence. 

Interdisciplinary Approach  

 Interdisciplinary studies are often used when a problem, question, or topic is too 

complex or broad to be addressed by a single discipline (Klein & Newell, 1996). This 

approach draws on perspectives from pertinent disciplines to construct a more 

comprehensive understanding of the topic under study (Klein & Newell, 1996). To best 

answer the research question exploring how smoke-free hospital property policies 

influence HCPs, an interdisciplinary approach was used. This approach also supported 

the development of foundational knowledge to better understand the current climate of 

smoke-free hospital properties, as outlined in Manuscript 1; and a greater awareness of 

the potential influencers a smoke-free environment may have on HCPs, as outlined in 

Manuscript 2. The development of these two manuscripts utilized several fields of study 

to formulate these insights, and explore unfamiliar areas which enhanced the 

understanding of the research topic and dissertation as a whole. This synergistic approach 

should be viewed as an integral part of the interdisciplinary dissertation process 

undertaken; each manuscript can stand alone, yet the whole is greater than the sum of its 

parts. The many facets of this dissertation, including the development and 

implementation of a systematic program plan, informed by the smoke-free policy, drew 

on various perspectives throughout the process (see Table 1.4), including: 1) my 

interdisciplinary supervisory committee; 2) diverse bodies of knowledge in areas such as 

tobacco control; clinical practice in tobacco dependence; tobacco legislation and 

accreditation; smoke-free hospital policy; health promotion principles and theories (i.e., 
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ecology and behavior theories); program design and evaluation; theory (e.g., roles, 

concerns, levels); social ecology model; and workplace culture; and 3) the assortment of 

HCPs who participated in the research study, in Chapter 5, who shared diverse 

perspectives from a variety of disciplines, which served to further advance the 

interdisciplinary understanding of this research topic.  

Table 1.4 

 

Contributions for an Interdisciplinary Approach 

 
            Facets of the dissertation                   Various perspectives 

SFT program development and 

implementation 

Change management; Social Ecology Model; 

program design and evaluation. 

Manuscript 1: Are All Canadian Hospitals 

Leading by Example to Promote Smoke-free 

Hospital Properties? Rationale, Challenges, 

and Opportunities 

Tobacco control; clinical practice in tobacco 

dependence; tobacco legislation and 

accreditation; smoke-free hospital policy, 

interdisciplinary supervisory committee (i.e., 

Nursing, Medicine, Sociology). 

Manuscript 2: A Proposed Program Theory 

for a Smoke-free Hospital Property 

Health promotion principles and theories (i.e., 

ecology and behavior theories); program design 

and evaluation; theory (e.g., roles, concerns, 

levels); interdisciplinary supervisory committee 

(i.e., Nursing, Medicine, Sociology). 

Manuscript 3: What are the Perceptions, 

Experiences, and Behaviors of Healthcare 

Providers After Implementation of a 

Comprehensive Smoke-free Hospital Policy? 

Social Ecology Model, workplace culture, 

interdisciplinary supervisory committee (i.e., 

Nursing, Medicine, Sociology), 

interdisciplinary participants. 

Note. SFT=Smoke-free Together 

Interdisciplinary Supervisory Committee  

Interdisciplinary research involves the interaction among two or more different 

disciplines and can range from sharing ideas to full integration of the research process 

and procedures (NSERC, 2012). I was fortunate to have a diverse group of individuals on 

my supervisory committee to complement my viewpoints with their own unique 

disciplinary perspectives, including Nursing, Medicine, and Sociology. These various 

perspectives influenced and informed both the development of the foundational 

manuscripts, as well as my research questions, research design, implementation, and 
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analysis. As proposed by Newell (2001), the intent is for each discipline to be both 

complementary, as well as corrective. Sharing ideas and specialized knowledge 

throughout each phase of the dissertation process allowed for the integration of new or 

altered perspectives, which further enhanced the overall research.  

Diverse Bodies of Knowledge 

Interdisciplinary studies integrate the contributions of several branches of 

knowledge to answer a problem or address an issue (Newell, 2001). This dissertation was 

informed by the various fields of study mentioned above. The consideration and 

application of these various perspectives allowed for a broader understanding of the 

research context, guided the inclusion of key concepts, supported the exploration of 

unfamiliar topics, enhanced the quality of the data collected, and influenced data analysis. 

Interdisciplinary studies work best when the object under study is multifaceted, as this 

supports the integration of the various contributions of each perspective. In this case, the 

unique yet complementary perspectives worked in synergy to guide insights beyond the 

scope of a single discipline or subject area (Newell, 2001). 

Interdisciplinary Participants  

This research was centred around HCPs and how a smoke-free policy, which 

served to create a smoke-free environment, influenced their perceptions, experiences, and 

behaviors. To truly understand these constructs, each participant contributed from the 

lens of his or her own health discipline, thus providing a critical interdisciplinary 

perspective on perceived roles and behaviors; perceived barriers and facilitators; and 

overall perception of tobacco-free workplace culture. The stories shared by each 

individual healthcare discipline supported the integration of various lived experiences. 
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This advanced the central understanding of the topic under study beyond the scope of a 

single discipline (Newell, 2001). 

Format for Dissertation 

 The format for the dissertation is a publication-based thesis (PBT) (Pretorius, 

2017). In general, a PBT is based on a supervised research project but examined on a 

series of peer-reviewed publishable academic papers accompanied by introductory and 

concluding chapters (Robins & Kanowski, 2008). Using a PBT format for this research 

study enhanced the acquisition of foundational knowledge as well as supported 

dissemination of the findings. As the principal author of all three manuscripts, I took the 

primary role in all aspects of the dissertation process including: identification and design 

of the topics; conducting literature reviews and research; and manuscript preparation. The 

chapters for this dissertation are described below, including the abstracts for the three 

published manuscripts. 

Chapter 2, Manuscript 1: Are Canadian Hospitals Leading by Example to Promote 

Smoke-free Hospital Properties? Rationale, Challenges, and Opportunities 

 Knowing the devastation of tobacco use and the evidence to support proven 

tobacco reduction approaches, such as smoke-free hospital property policies, are 

Canadian hospitals doing all they can to lead by example? This paper explores the 

background and diverse views on smoke-free hospital properties to illuminate the 

rationale, challenges, and opportunities of this important healthcare initiative. Currently, 

some hospitals in Canada have transitioned to smoke-free properties; however, many still 

allow smoking in designated areas or do not have any policies in place. Fear, speculation, 

and reservations around compliance; leadership; negative perceptions; safety; and patient 
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care are some of the reasons that appear to be stalling progress in many healthcare 

facilities; nevertheless, the evidence supporting the implementation of comprehensive 

smoke-free hospital property policies far outweighs the concerns. Key considerations for 

successful policy implementation include: leadership and enforcement; systematic 

tobacco dependence treatment; and elimination of designated smoking areas and policy 

exclusions. Hospitals are ideal institutions to continue the downward trend in tobacco use 

prevalence. Through smoke-free property policies, Canadian hospitals can make a 

significant impact and lead by example in their communities by creating opportunities to 

promote healthy choices, protect individuals from exposure to environmental tobacco 

smoke, support those who are trying to quit or who have quit smoking and send a clear 

message that smoking and exposure to tobacco smoke is harmful. As witnessed though 

the examples of leading hospitals, transitioning to a smoke-free hospital property is 

achievable. 

Chapter 3, Manuscript 2: A Proposed Program Theory for a Smoke-free Hospital 

Property  

Health promotion includes a broad range of interventions, often informed by 

various theories to influence individuals and their social settings; however, few studies 

fully document their theoretical foundations or explain their rationale for their theory 

selection and application. This article examines four commonly used health promotion 

theories/models including the Social Ecology Model, Health Belief Model, 

Transtheoretical Model, and Social Cognitive Theory to inform intervention and 

activities in the development of a program theory for a smoke-free hospital property. 

Drawing on these theories, a program theory by way of a logic model is presented to 
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illumine the underlying assumptions used to develop an initiative that would accomplish 

health promotion goals. This article emphasizes the identification, consideration, and 

application of key strategies in health promotion together with the theoretical 

underpinnings of commonly used ecology and health behavior theories to develop a more 

robust and informed program theory to inform program implementation in the area of 

smoke-free properties. 

Chapter 4: Research Plan and Implementation 

 This chapter serves as a bridging chapter to provide a more thorough account of 

the rationale and background of the research plan and implementation. A detailed 

description for the various aspects of the research process is provided, including research 

design, methods, strategies to enhance data trustworthiness, and measures taken to 

respect human dignity. 

Chapter 5, Manuscript 3: What are the Perceptions, Experiences, and Behaviors of 

Healthcare Providers After Implementation of a Comprehensive Smoke-free 

Hospital Policy?  

 The aim of this study was to explore the perceptions, experiences, and behaviors 

of HCPs after the implementation of a comprehensive smoke-free policy. This qualitative 

descriptive study, using semi-structured interviews, was conducted with 28 HCPs 

working in a Canadian hospital. Four overarching themes emerged from the analysis 

including: 1) Greater support for tobacco reduction; 2) Enhanced patient care and 

interactions; 3) Improved staff morale; and 4) Some barriers still exist. The main findings 

suggest a comprehensive smoke-free hospital environment can strengthen the tobacco-

free workplace culture within a hospital setting among HCPs where support for tobacco 
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reduction is amplified, patient care, and interactions regarding tobacco dependence are 

improved and staff morale is enhanced. While there are still some challenging barriers as 

well as opportunities for improvements, the implementation of a comprehensive smoke-

free policy heightened the call-to-action among HCPs to take a more active role in 

tobacco reduction. 

Chapter 6: Conclusion 

 This chapter provides a summary of the dissertation process, the main objectives, 

and highlights the significant contributions made. Implications for practice, research, 

education, and policy are also shared.  

Conclusion 

 Smoke-free hospital environments are one example where comprehensive and 

coordinated tobacco reduction approaches can work synergistically to help further the 

goals of Canada's Federal Tobacco Control Strategy (FTCS). Smoke-free hospital 

policies have been shown to lessen exposure of ETS, reduce tobacco use, and improve 

how tobacco dependence is managed (Callinan et al., 2010; Shopik et al., 2012; Unrod et 

al., 2012; Wheeler et al., 2007); however, little is known about how the multiple 

influencers at various levels within a smoke-free hospital environment may impact HCPs. 

Research examining how smoke-free hospital environments have influenced the 

perceptions, experiences, and behaviors of HCPs, including perceived roles and 

behaviors in tobacco dependence treatment; perceived barriers and facilitators to offering 

tobacco dependence treatment; and the overall perception of workplace culture as it 

relates to tobacco, is limited. Expanding our understanding in this area will not only 

improve the provision of optimal TDT, and help to address common challenges in 
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smoke-free policy implementation, but also help to improve our awareness and 

appreciation of how to further reduce the use of tobacco through an interdisciplinary and 

environmental approach. 
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Chapter 2: Manuscript 1  

Are All Canadian Hospitals Leading by Example to Promote Smoke-free Hospital 

Properties? Rationale, Challenges, and Opportunities 

Luck, K. E. (2016). Are Canadian hospitals leading by example to promote smoke-free 

 hospital properties? Rationale, challenges and opportunities. Journal of Hospital 

 Administration, 5(4), 9-19. doi:10.5430/jha.v5n4p9 

Abstract 

 Knowing the devastation of tobacco use and the evidence to support proven 

tobacco reduction approaches, such as smoke-free hospital property policies, are 

Canadian hospitals doing all they can to lead by example? This paper explores the 

background and diverse views on smoke-free hospital properties to illuminate the 

rationale, challenges, and opportunities of this important healthcare initiative. Currently, 

some hospitals in Canada have transitioned to smoke-free properties; however, many still 

allow smoking in designated areas or do not have any policies in place. Fear, speculation, 

and reservations around compliance; leadership; negative perceptions; safety; and patient 

care are some of the reasons that appear to be stalling progress in many healthcare 

facilities; nevertheless, the evidence supporting the implementation of comprehensive 

smoke-free hospital property policies far outweighs the concerns. Key considerations for 

successful policy implementation include: leadership and enforcement; systematic 

tobacco dependence treatment; and elimination of designated smoking areas and policy 

exclusions. Hospitals are ideal institutions to continue the downward trend in tobacco use 

prevalence. Through smoke-free property policies, Canadian hospitals can make a 

significant impact and lead by example in their communities by creating opportunities to 
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promote healthy choices, protect individuals from exposure to environmental tobacco 

smoke, support those who are trying to quit or who have quit smoking and send a clear 

message that smoking and exposure to tobacco smoke is harmful. As witnessed though 

the examples of leading hospitals, transitioning to a smoke-free hospital property is 

achievable. 

Key Words: Tobacco Smoke Pollution, Secondhand Smoke, Environmental Tobacco 

Smoke, Smoke-free Policy, Hospitals, Smoke 
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Introduction 

 Smoking tobacco is the leading preventable cause of premature disease and death, 

costing the Canadian economy an estimated 18.4 billion dollars per year in both direct 

and indirect costs (Krueger, Krueger, & Koot, 2015). Tobacco use is predicted to kill 

approximately 37,000 Canadians annually (Health Canada, 2012). Smoking and exposure 

to environmental tobacco smoke (ETS) has been causally linked to diseases of virtually 

every organ of the body, including: cancer, cardiovascular disease, respiratory disease, 

kidney disease, and Type 2 diabetes (U.S. Department of Health and Human Services, 

2014). The U.S. Department of Health and Human Services Surgeon General’s report 

(2014) warns there is no safe level of exposure to the over 7,000 chemicals found in 

environmental tobacco smoke; even sporadic exposure is harmful. Exposure can also 

exacerbate breathing difficulties for individuals with respiratory disease and trigger 

asthma attacks in predisposed individuals. For many it can also irritate their eyes, nose, 

and/or throat (U.S. Department of Health and Human Services, 2014).  

 The 2013 Canadian Tobacco, Alcohol, and Drugs Survey identified that 14.6 % of 

Canadians age 15 and older smoke. Although many gains have been made over the years 

with direction from Canada's Federal Tobacco Control Strategy (FTCS), the decline in 

smoking prevalence rates has slowed, if not plateaued in some provinces; nearly 4.2 

million Canadians still smoke (Government of Canada, 2015). Even though society’s 

attitudes have changed over the last few decades in terms of tobacco use, unless action is 

taken to preserve the gains made and accelerate the decline in the prevalence of tobacco 

use, the burden of smoking-attributable morbidity and mortality will remain at 

undesirable levels (U.S. Department of Health and Human Services, 2014). Both the US 
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Surgeon General’s report and Canada's Federal Tobacco Control Strategy call for 

comprehensive approaches and evidence-based interventions that encourage smoking 

cessation and the prevention of youth smoking, such as, smoke-free policies and barrier-

free access to smoking cessation supports. The Surgeon General suggests that “With 

intense use of proven interventions, we can save lives and reduce health care costs” (U.S. 

Department of Health and Human Services, 2014, p. i). 

 Canada’s national strategy for tobacco control steering committee acknowledge 

there is no single approach to solving the epidemic of death and disease resulting from 

tobacco use (Health Canada, 1999). They believe effective tobacco control demands an 

array of comprehensive and coordinated strategies complementary at local, 

provincial/territorial, national, and international levels. The four goals identified in their 

national framework to identify and support collaboration in tobacco reduction efforts by 

government, non-government, individuals, and communities include: preventing tobacco 

use; smoking/tobacco cessation; protection from exposure to second-hand smoke; 

denormalization of both tobacco use, and industry's marketing tactics to promote 

healthier social attitudes. They call on regional health authorities to use the national 

tobacco control strategy as a guide for action and provide leadership and resources to 

support tobacco control.  

Comprehensive smoke-free hospital property policies are one such example 

where all four goals can be met. Knowing the devastation of tobacco use and the 

evidence to support proven tobacco reduction approaches, such as smoke-free hospital 

property policies, are Canadian hospitals doing all they can to lead by example?  For this 

review, several databases were used to gather information to explore this question in 
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more detail, including CINAHL, PubMed, EBSCO, ProQuest, and Google Scholar. 

Search terms included “secondhand smoke”, “environmental tobacco smoke”, “smoke-

free policy”, “hospital” and “smoke”. Searches were restricted to the English language 

and publication dates of 1990 or later. This restricted time frame was chosen based on the 

movement in the early 1990s for indoor smoke-free hospital policies and legislation as 

this would capture any published literature on outdoor smoke-free hospital bans and 

policies happening thereafter. The remainder of this paper will explore the background 

and diverse views in the published literature on smoke-free hospital properties to 

illuminate the rationale, challenges and opportunities of this important healthcare 

initiative.  

Background and Rationale for Smoke-free Hospital Property Policies 

 South of the Canadian border, smoke-free hospital policies have continued to 

expand to include all hospital properties, in partial response to the gathering of smokers 

found at entrances of the hospitals (Williams et al., 2009). By 2008, 45% of accredited 

American hospitals had already adopted smoke-free campus policies with another 15% 

reporting they were actively planning to become a smoke-free hospital property 

(Williams et al., 2009). Williams et al. (2009), estimated that by the end of 2009, the 

majority of US hospitals would be smoke-free campuses. This same trend started in 

Canada in 2002 with the Calgary Health Region being the first health region to ban 

smoking on hospital property (Patterson et al., 2009). And though some Canadian 

hospitals have followed suit, many still allow smoking on their properties or have only 

partial bans in place, including policy exceptions/exclusions and designated smoking 

areas (Smoking and Health Action Foundation, 2013).  
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Legislation and Accreditation 

  In 2009, PEI was the first province to enact legislation prohibiting smoking on 

hospital property, with the exception of psychiatric hospitals (Smoking and Health Action 

Foundation, 2013). The Ontario government recently amended their Smoke-free Ontario 

Act to phase in 100% smoke-free hospital properties across the province, including 

psychiatric facilities, by January 2018 (Government of Ontario, 2015). To date, PEI and 

Ontario are still the only provinces with legislation for smoke-free hospital properties; 

however, a number of municipalities have passed bylaws to ban smoking on hospital 

properties (Smoking and Health Action Foundation, 2013).  

 The Joint Commission, a nationwide hospital accreditation body, played a 

significant role in the advancements of smoke-free policies in the United States through 

the creation of smoke-free hospital standards (Fox & Shovein, 1993). Although not a 

requirement, The Joint Commission also supports hospital facilities to move towards a 

smoke-free property based on the health risks for individuals who smoke, health risks of 

exposure to environmental tobacco smoke, and the risk of fire (The Joint Commission, 

2008). Accreditation Canada, a Canadian organization similar to the American Joint 

Commission, accredits over 6,000 hospital sites across the country while striving to 

ensure quality health services for all (Accreditation Canada, 2013). They advocate that 

quality, safety, and efficiency of care will be improved through their standards and 

accreditation programs, yet to date they do not hold hospitals accountable to any specific 

standards or guidelines for smoking (N. Viljean, personal communication, December 22, 

2015). As advocated in a discussion paper by Balmford, Leifert, and Jaehne (2014), 

providing hospitalized patients with smoking cessation supports and information to help 
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change behaviors to benefit their health is “consistent with providing quality health care” 

(p. 3). This raises the question: if Canadian hospitals were held accountable through 

accreditation standards similar to their American counterparts, would they be further 

ahead in the area of tobacco reduction and smoke-free hospital property policies?  

A Hospital’s Mission to Foster Health 

In the early to mid-2000’s, Canadian provinces and territories passed legislation 

to ban smoking in all enclosed public spaces and workplaces, including hospitals 

(Statistics Canada, 2008). The Joint Commission on Accreditation of Healthcare 

Organizations (JCAHO) in the United States implemented a similar standard almost a 

decade before this for all acute care hospitals to be smoke-free within their buildings by 

January, 1992 (Williams et al., 2009). In Australia, a similar mandate was adopted in 

1988 (Nagle, Schofield, & Redman, 1996). Although a very positive step for hospitals, 

the unfortunate fallout of such policies (intended to reduce exposure to second hand 

smoke and promote cessation) ironically moved many individuals to smoke at every 

entrance (Unrod, Oliver, Heckman, Simmons, & Brandon, 2012). The optics of staff, 

patients, and visitors smoking by the hospital entrances suggested to some that health 

facilities condone smoking (Wheeler et al., 2007). It has also been questioned whether 

smoking by the hospital entrances sends the wrong message about smoking or even 

creates the perception that health risks of smoking are exaggerated, especially when 

healthcare professionals are smoking on hospital property (Jones & Williams, 2010). Any 

visible smoking on hospital property also seems to starkly contradict the mission of a 

“healthcare” institution (Jones & Williams, 2010). Some suggest healthcare facilities 

have an even stronger mandate in smoke-free policies as they are guided by their mission 



 

47 

 

 

to foster health and protect patients and employees (Fox & Shovein, 1993). With 

numerous patients hospitalized due to tobacco related disease along with many others 

being particularly vulnerable to the effects of environmental tobacco smoke, hospitals 

have a fundamental responsibility to do all they can to treat tobacco dependence and 

ensure a smoke-free environment (Fox & Shovein, 1993). 

There are numerous health benefits to a 100% smoke-free hospital (Nagle et al., 

1996; Smoking and Health Action Foundation, 2013). Banning smoking on hospital 

properties creates an environment that protects individuals from exposure to 

environmental tobacco smoke and supports those who are either trying to quit or who 

have quit smoking.  This sends a clear message that smoking and exposure to 

environmental tobacco smoke is harmful and not endorsed by the healthcare facility. 

Smoke-free hospital properties create opportunities to promote healthy choices, influence 

how tobacco use is managed and reduce the use of tobacco (Shopik, Schultz, Nykiforuk, 

Finegan, & Kvern, 2012). For the Mental Health Centre Penetanguishene, the decision to 

ban smoking on their hospitals property in 2003 was also pragmatic: a high number of 

patients needed to be escorted outside to smoke by staff, costing a significant amount in 

staff resources as well as exposing staff to environmental tobacco smoke (Parle et al., 

2004). They also did not want to be viewed as a facility that favored an activity known to 

be harmful to health. Furthermore, from a philosophical perspective, this facility 

questioned, “Can individual clinicians, all of whom belong to professional colleges that 

instruct their members to do their patients no harm, ethically facilitate smoking?” (Parle 

et al., 2004, p. 43). Although some may argue that outdoor smoking bans are excessively 

controlling, others believe that beyond health justifications, the rationale reaches even 
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further: fire risk, litter control, and continuity with a healthcare institution’s mission to 

promote and protect health (Bloch & Shopland, 2000).     

Hospitals are Workplaces Too 

 Not only do we have to consider the benefits of a smoke-free property policy for 

the health of hospitalized patients, but also the individuals that ensure the operations of 

the hospital on a day-to-day basis. Unlike most patients with transient stays in hospital, 

hospital employees work in these institutions for many years, if not their entire working 

life. Hospitals can not only be committed to fostering the health of their patients, but can 

also be a progressive employer caring for their staff’s health and wellness. A study 

conducted by Unrod et al. (2012), exploring the attitudes and behaviors of employees 

both before and after hospital smoke-free property policy implementation, found 

significant differences in the expected negative impact and the actual impact of a smoke-

free policy. Not surprisingly, the acceptance of a smoke-free policy was higher among 

non-smokers from the onset; yet acceptance among smokers increased after the policy 

was implemented (Unrod et al., 2012). Notably, fewer employees that smoked actually 

reported the negative effects they anticipated in job satisfaction or mood once the policy 

was implemented. A substantial number of participants reported the policy had a positive 

impact on their ability to do their job, their interactions with others and their overall job 

satisfaction (Unrod et al., 2012). This study also had a large number of employees that 

smoked who reported they were interested in quitting smoking before the ban (when it 

was just a smoke-free building); this number actually doubled after the new policy was 

implemented, supporting that a 100% smoke-free property increases motivation to quit 

(Unrod et al., 2012).  They also found the number of cigarettes smoked by employees 
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during the workday decreased, though one-third of those employees that continued to 

smoke did report a compensatory increase in smoking before and after work hours 

(Unrod et al., 2012). These findings further support that workplace smoking bans reduce 

exposure to environmental tobacco smoke and increase smoking cessation among 

employees (Callinan, Clarke, Doherty, & Kelleher, 2010; Unrod et al., 2012).  

Challenges to Implementing and Enforcing Hospital Property Smoke-free Policies 

 While a number of Canadian hospitals have taken a significant leadership role in 

the area of smoke-free hospital properties, unfortunately many are still hesitant and 

slower to act. In 2000, Bloch and Shopland from the National Cancer Institute debated 

the merits of outdoor smoking bans in an article published in Tobacco Control where they 

identified hospitals as stragglers in smoke-free property policy; disappointingly, 15 years 

later, the conversation in Canada has not drastically changed.  

The reluctance to implement hospital property bans includes a multitude of 

reservations from many stakeholders, including administration, health professionals, 

staff, patients, and families. Yet reassuringly, many concerns prior to smoke-free policy 

implementation have not come to fruition after implementation (Parle et al., 2004; 

Wheeler et al., 2007). Compliance by staff, patients, and visitors is one of the biggest 

challenges identified with a smoke-free property policy (Shopik et al., 2012; Wheeler et 

al., 2007); however, concerns of such policies go beyond compliance issues to include 

leadership (or lack thereof), fears of negative public and staff perceptions, safety 

concerns and issues related to patient care (Schultz, Finegan, Nykiforuk, & Kvern, 2011), 

which will all be discussed here.  
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Lack of Compliance 

Compliance is a consistent challenge noted in the majority of the literature 

published on smoke-free hospital properties (Ratschen, Britton, & McNeill, 2008; 

Schultz et al., 2011; Shopik et al., 2012). There are many proposed explanations for this, 

including inadequate tobacco dependence treatment for patients and staff, inconsistent 

enforcement, lack of clear guidance for staff and designated smoking areas that send 

mixed messages to stakeholders (Schultz et al., 2011; Shopik et al., 2012). In order to 

truly understand the issue of compliance, hospitals that have smoke-free property policies 

and those that have “comprehensive” smoke-free property policies first need to be 

differentiated. Many hospitals report they do have policies in place, but are lacking the 

critical infrastructure and systems needed for compliance. In much of the published 

literature to date, hospitals that have been studied have been generally referred to as 

“smoke-free,” however, upon further examination many have a policy on paper with little 

support in place.  Many lack consistent supports or have incomplete bans, such as 

designated smoking areas or exclusions to their policy. It is no surprise compliance is an 

issue in these situations.  

 Stockings et al., could only identify two psychiatric hospitals with comprehensive 

policies in their 2014 systematic review of the impact of smoke-free psychiatric 

hospitalizations on patient outcomes. Their findings suggested hospitals are only more 

recently starting to consider and implement comprehensive policies. This approach 

appears to be associated with more favorable outcomes, including decreased smoking and 

policy adherence (Stockings et al., 2014). This distinction was also identified by the 

Smoking and Health Action Foundation group (2013), whereby they argued that 
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comprehensive smoke-free policies that include enforcement and tobacco dependence 

treatment will maximize policy success (Smoking and Health Action Foundation, 2013). 

Limited Leadership  

 Despite the overwhelming evidence of the negative health implications around 

tobacco use, the healthcare industry has been slow to tackle tobacco reduction in its own 

hospitals (Wheeler et al., 2007). Even though progress over the last decade has been 

made in offering patients brief smoking cessation advice, individual physicians, as well 

as other HCPs, are still not capitalizing on their positions of leadership to promote 

tobacco reduction initiatives (Wheeler et al., 2007). This is commonly demonstrated by 

the low rates of screening and brief advice offered to patients; just over half of patients 

receive advice by a physician to quit (Reid, Hammond, Rynard, & Burkhalter, 2014).  

 The leadership of hospital administrators in tobacco reduction could also be 

examined to address the following excerpt: “A typical scene occurs daily as employees in 

scrubs stand on the front lawns of hospitals smoking, only to return inside shortly to take 

care of patients suffering from tobacco-related diseases” (Wheeler et al., 2007, p. 750). 

Physicians, healthcare professionals, and hospital administrators not only have a 

responsibility to address tobacco use for both patients and staff, but also have a 

leadership opportunity to send a strong message to the public that smoking is not a 

behavior they support (Wheeler et al., 2007).  
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Negative Public and Staff Perception 

 Many hospitals administrators are concerned smoke-free hospital property 

policies will create a negative public and staff perception (Wheeler et al., 2007). The 

image of patients suffering through nicotine withdrawal or pushing their intravenous 

poles off property to smoke has the potential to conjure up perceptions of an uncaring or 

judgmental hospital environment (Wheeler et al., 2007). There is also a perceived threat 

of smoke-free policies on staff morale and staff relations (Unrod et al., 2012; Wheeler et 

al., 2007). A study exploring the impact of smoke-free hospital policies on employee and 

consumer behavior conducted by Wheeler et al. (2007) demonstrated that after hospital 

smoke-free policies were implemented at two separate hospitals, there was undivided 

agreement by administrators that the ban was a positive change, despite their initial 

concerns. The concerns by administrators mentioned above were not realized; instead the 

administration reported an improved property appearance and image, a decrease in 

unwanted exposure to environmental tobacco smoke and an increase in awareness of the 

negative health effects of environmental tobacco smoke. The hospitals’ leadership teams 

were applauded for their bravery to affect change; unfortunately, this was only after the 

implementation was completed (Wheeler et al., 2007).   

Along with staff morale and staff relations, the 'rights' of employees that smoke 

are also regularly considered in the debate of smoke-free hospital properties. Hospital 

administrators may feel conflicted or concerned by implementing a policy that could 

appear ominous to their employees (Wheeler et al., 2007). The right to smoke has been 

challenged in the courts citing violations of the Canadian Charter of Rights and 

Freedoms; however, these motions have been dismissed by the courts as there is no 
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constitutional right to smoke; the charter does not protect individuals against perceived 

discrimination as a smoker (as cited in Parle et al., 2004). One such example was an 

arbitration case in British Columbia, where employees felt the smoke-free policy unfairly 

discriminated against smokers. The Canadian labor relations board arbitrator supported 

there was no right to smoke, but did require the employer to ensure reasonable 

accommodations to avoid undue hardship (as cited in Non-Smokers Rights Association, 

2007).  Providing accessible smoking cessation support for hospital employees will not 

only support their nicotine withdrawal and quit attempts but also support modeling the 

desired health behaviors to patients, as well as enhance credibility of the health 

information they convey to them (Balmford et al., 2014).  

 The Mental Health Center Penetanguishene was able to compellingly sum up their 

experience of transitioning to a 100% smoke-free property in one word: “liberation” 

(Parle et al., 2004, p. 47). Patients were liberated from being controlled by tobacco; 

healthcare staff were liberated from enabling addiction and behaviors known to cause 

harm; housekeeping staff were liberated from cleaning up cigarette butts; doctors were 

liberated from treating preventable smoking related illness; and visitors, staff, and fellow 

patients were liberated from walking through clouds of tobacco smoke at entrances of 

their hospital (Parle et al., 2004). 

Safety Concerns  

 From a safety perspective, patients leaving the unit and property to smoke garners 

concerns by administrators and staff, as well as the patients themselves (Harolds, 2015; 

Parle et al., 2004; Schultz et al., 2011; Shopik et al., 2012; Unrod et al., 2012; Wheeler et 

al., 2007). While smoke-free property policies do protect individuals from exposure to 



 

54 

 

 

environmental tobacco smoke, they do not provide safety for those that choose to leave 

the unit or property to smoke, often alone (Harolds, 2015). Limited mobility and/or being 

connected to medical equipment also contribute to these concerns (Schultz et al., 2011; 

Shopik et al., 2012). Some patients who feel the obstacles for leaving are too challenging 

then smoke in unauthorized areas within and outside of the hospital, which also raises 

additional safety concerns (Schultz et al., 2011; Shopik et al., 2012). In colder climates, 

such as Canada, additional worries emerge around patients not being properly dressed for 

the cold and the potential performance issues of medical equipment, such as IV lines and 

pumps (Schultz et al., 2011; Shopik et al., 2012).  

 Leaving against medical advice waivers have been used by many hospitals to 

address the issue of safety; however, in a study conducted by Schultz et al. (2001), a 

qualitative investigation of smoke-free policies on hospital property, found these were 

used inconsistently. The utility of these forms to protect against liability, if a patient did 

get injured while off the property to smoke, has also been questioned (Harolds, 2015). 

Harolds (2015) advocates that preventing patients from leaving in the first place is the 

best way to ensure patient safety; which would entail screening of tobacco use on 

admission and managing nicotine withdrawal while in hospital (Harolds, 2015). The 

University of Arkansas for Medical Sciences Hospital had similar safety concerns prior to 

implementing their smoke-free policy, yet after the implementation they found there was 

less traffic by patients going in and out to smoke (Wheeler et al., 2007). Many patients 

report the safety risk and/or hassle to go off the property is not worth it and view a 

smoke-free policy as an opportunity to use their situation of being hospitalized to reduce 

or quit smoking (Shopik et al., 2012).  
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 Healthcare staff and administrators also express fear that a smoke-free hospital 

property will lead to an increase in violence on nursing units (Parle et al., 2004; Wheeler 

et al., 2007).  Although this may seem likely when patients are limited or unable to 

smoke, increases in violence have not been realized in hospitals that have implemented a 

comprehensive smoke-free policy that includes support for nicotine withdrawal (Lawn et 

al., 2014; Parle et al., 2004). Even in psychiatric hospitals, where episodes of aggressive 

behavior may be more common, increases in violence has not been reported, “when 

consistent leadership, policy enforcement and systematic nicotine dependence treatment 

is given, bans have not led to increased aggression or discharges against medical advice” 

(Stockings et al., 2014, p. 618). The critical point being, nicotine withdrawal needs to be 

properly managed so that patients’ nicotine cravings and withdrawal symptoms are 

minimized. An evaluation of a smoke-free, 135-bed, high-security forensic hospital in 

Australia conducted by Lawn et al. (2014) also found no increase in aggression or 

deterioration of mental health after a smoke-free policy was implemented. They further 

suggested that smoke-free policies allow for more efficient use of staff resources: instead 

of monitoring tobacco use, staff had more time for therapeutic encounters that did not 

involve cigarettes as an incentive (Lawn et al., 2014).    

Patient-Centred Care Concerns 

 From a patient-centred perspective, smoking is often viewed as a patient’s “only 

pleasure” during hospitalization (Parle et al., 2004, p. 43). Limiting a patient’s ability to 

smoke while hospitalized raises concerns that patients may not seek out treatment or that 

it could affect a patient’s self-determination (Parle et al., 2004; Wheeler et al., 2007). As 

pointed out by members of the Mental Health Centre Penetanguishene’s smoke-free task 
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force, due to the addictive nature of nicotine, “choosing addiction” is not in keeping with 

self-determination (Parle et al., 2004, p. 43). In reality, many smokers do not “choose” to 

smoke but are controlled by their cigarettes as a means to lessen the noxious symptoms of 

nicotine withdrawal. All healthcare professionals and healthcare facilities are in an 

instrumental position to support their patients to avoid engagement in harmful activities.  

Tobacco addiction is regularly underdiagnosed and still remains undertreated (Els & 

Kunyk, 2008). Through greater understanding of the impact of smoking on health and by 

providing supports, such as nicotine withdrawal management, healthcare workers can 

enhance their patients’ ability to make informed choices (Balmford et al., 2014). Smoke-

free policies have actually been shown to have a positive impact on patients' belief that 

they can quit, as well as their motivation to quit (Stockings et al., 2014). This could 

suggest a supportive environment, such as one created by smoke-free polices, will 

actually enhance a patient’s self-determination when it comes to making decisions about 

his or her health. When patient feedback was assessed during a study on the impact of a 

smoke-free campus at the University of Arkansas Medical Science hospital, they did not 

find any changes to patient satisfaction assessment scores or patient care scores when 

compared between pre-implementation and post-implementation of the policy (Wheeler 

et al., 2007). The authors of this study also found patient bed days and occupancy rates 

were slightly higher after implementation when comparing the 12-month means before 

and after policy implementation. 

 Shopik et al. (2012) corroborate that smoke-free hospital property polices have 

changed the context for those who use tobacco. In a study that explored patient 

experiences of both smokers and non-smokers, it was unanimous among all participants 
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that a smoke-free property policy sent a “strong de-normalization message” (p.95).  It 

was felt that it was a contradiction to the hospital’s mandate to let individuals smoke on 

hospital property. While participants felt it important for protection from second hand 

smoke, in particular children and individuals suffering from illness, they also could 

empathize with those that did smoke and the impact a smoke-free policy would have on 

them. Although smokers agreed with the message a smoke-free policy conveyed about 

health, they also felt it was restrictive of their ‘right’ to smoke, yet the inconvenience did 

make them think twice about smoking. They also acknowledged the hospital was a prime 

location to reduce their tobacco use. This supports earlier findings that smoke-free 

hospital properties create an environment that increases motivation to quit, makes it 

easier to quit and prevents relapse (Parle et al., 2004). 

 There has been extensive debate about smoke-free policies in both the published 

literature and among hospital administrators and healthcare workers as it relates to 

patient-centred care in psychiatry. Some general hospitals have even chosen to exclude 

their psychiatry units from their smoke-free policies based on the rationale that this 

population needs to smoke, somehow conceiving it is their only enjoyment (Parle et al., 

2004, p. 43; Schultz et al., 2011). Others have even discouraged their psychiatry patients 

from quitting smoking out of fear of a relapse in their mental illness (Els & Kunyk, 

2008).  

 Individuals with mental illness are two to four times more likely to smoke and 

tend to smoke more heavily when compared to the general population (Ziedonis et al., 

2008). This disproportionate rate of tobacco use makes individuals with mental illness 

even more susceptible to the devastation of tobacco use. Members of this vulnerable 
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population are more likely to die from smoking related illnesses, such as cardiovascular 

disease, respiratory disease and cancer, than from their psychiatric conditions (Lawrence, 

Hancock, & Kisely, 2013). While many believe this patient population should continue to 

smoke or not be offered tobacco dependence treatment, smokers with mental illness are 

indeed interested in quitting, similar to smokers without mental illness (Els & Kunyk, 

2008). A multi-factorial approach is needed, including treating both their physical and 

mental health, to ensure quality patient-centred care and improved patient outcomes 

(Lawrence et al., 2013). With a comprehensive approach to tobacco dependence, 

individuals with mental illness can be successfully treated (Els & Kunyk, 2008). 

Psychiatry patients warrant the same holistic, quality of care that other patients are 

offered for smoking cessation. Even though many healthcare workers and caregivers feel 

they are protecting this marginalized population by advocating against smoke-free 

hospital policies, ironically, this patient group appears to be more stigmatized and 

vulnerable because of their mental illness within the hospital setting. 

 In a systematic review of smoke-free psychiatric hospitalizations on patient 

outcomes, Stockings et al. (2014) found a significant reduction in the number of 

cigarettes smoked during admission and a positive impact on motivation to quit, belief in 

ability to quit, and ability to stay quit. This trend appeared to favor hospitals with 

complete smoke-free property bans (i.e., no designated smoking areas) along with 

comprehensive nicotine dependence treatments, suggesting that adherence to smoking 

bans may be improved with this type of comprehensive approach (Stockings et al., 2014). 

Another benefit for supporting tobacco dependence treatment in psychiatric facilities 
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includes the ability to lower doses of certain psychiatric medications, which reduces side 

effects while offering the same clinical efficacy (Parle et al., 2004).  

Many discussions and studies exploring the merits of smoke-free hospital 

property policies focus primarily on the impact of implementation on patients that smoke, 

at times inadvertently overlooking the impact on patients that do not smoke (never 

smokers and former smokers). This is understandable as smoke-free polices will most 

likely have the greatest impact on hospitalized individuals who smoke and will raise the 

greatest concerns for their treatment and compliance. Although it is critical to realize the 

lived experiences of patients that do smoke, it is also important to appreciate the issue 

from the perspective of hospitalized patients that do not smoke but are unwillingly 

exposed to environmental tobacco smoke. From this alternative perspective, a greater 

understanding of a smoke-free hospital property can be achieved. Never smokers and 

former smokers have described their experiences to second hand smoke exposure at the 

entrances of the hospitals as “overwhelming.” (Shopik et al., 2012, p. 95). With tobacco 

rates declining over the last few decades, fewer hospitalized patients will smoke, even 

though many will be hospitalized due to tobacco related disease. When weighing the 

patient-centred care concerns of smoke-free hospital property policies, all patients’ 

perspectives need to be considered. 

Opportunities to Maximize the Success of Smoke-free Hospital Property Policies 

Preparation, planning and resources are needed to maximize opportunities for 

compliance and success with smoke-free hospital property policies. As discussed 

previously, a comprehensive smoke-free property policy, including tobacco dependence 

treatment for both patients and staff; elimination of policy exclusions and designated 
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smoking areas; as well as leadership and enforcement, will position hospitals to achieve 

the goals of reducing exposure to environmental tobacco smoke, modeling healthy 

behaviors and promoting the harms of smoking (Smoking and Health Action Foundation, 

2013). These three opportunities to maximize the success of smoke-free hospital property 

policies will be discussed in this section. 

Tobacco Dependence Treatment for Patients and Staff 

 Tobacco dependence treatments have not only been shown to be clinically 

effective but also cost-effective relative to other medical and disease prevention 

interventions (Fiore et al., 2008). Healthcare facilities are in a leadership position to take 

responsibility to treat the needs of their patients who are addicted to tobacco (Shopik et 

al., 2012). As stated by Balmford et al. (2014, p. 2), “Providing patients with relevant 

information, and trying to motivate them to change their behaviors in ways that will 

benefit their health is consistent with providing quality healthcare”.  Tobacco dependence 

treatments help individuals manage their withdrawal symptoms, quit smoking, and get 

the supports they need to successfully abstain from smoking (Rigotti, Clair, Munafò, & 

Stead, 2012).   

Although some may think smokers do not want to be questioned about their 

smoking, most hospitalized smokers, especially if they are in hospital due to a smoking 

related disease, will be receptive to an offer to assist with nicotine withdrawal 

management and smoking cessation (Balmford et al., 2014; Rigotti et al., 2012). Nearly 

two-thirds of smokers report they are seriously considering quitting in the next 6 months 

(Reid, Hammond, Rynard, & Burkhalter, 2015). Most smokers will attempt to quit at 

least once, but the majority, contrary to their own wishes, will relapse within one year of 
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quitting (Hughes, Keely, & Naud, 2004). This highlights the need for tobacco 

dependence to be viewed as a chronic condition often requiring repeated interventions to 

produce long-term abstinence (Fiore et al., 2008). In a systematic review of interventions 

for smoking cessation in hospitalized patients, Rigotti et al. (2012) found hospitalized 

smokers, regardless of their reason for admission, were receptive to the offer of help for 

their smoking. Hospital-initiated smoking cessation programs provide a prime 

opportunity for HCPs to affect change in the lives of their patients. Hospital-based 

tobacco dependence treatments are effective for quitting smoking, and offering nicotine 

replacement therapy further increases success rates (Rigotti et al., 2012).   

 The Canadian smoking cessation clinical practice guidelines developed by the 

Canadian Action Network for the Advancement, Dissemination and Adoption of 

Practice-informed Tobacco Treatment (CAN-ADAPTT) support the critical role of 

tobacco dependence treatment, including nicotine withdrawal management and smoking 

cessation supports, for patients during hospital admission (CAN-ADAPTT, 2011). In 

fact, they recommend patients being admitted for elective treatments should also be 

directed to smoking cessation resources prior to admission. All hospitals could have a 

system in place to screen for tobacco use, manage nicotine withdrawal during admission 

to hospital (including use of pharmacotherapy) and promote benefits of smoking 

cessation along with providing follow up supports after discharge. A critical component 

for sustainable tobacco treatment by hospital management and staff is to ensure training 

and resources including: standing orders, medical directives, and allocated staff (CAN-

ADAPTT, 2011). Approaches for tobacco treatment may differ between a smoker who 

wants to quit (i.e., smoking cessation), versus one who does not (i.e., nicotine withdrawal 
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management); however, both can be effective in supporting individuals while 

hospitalized within a smoke-free hospital campus. If patients are not experiencing 

nicotine withdrawal, their desire to leave the property to smoke or violate a smoke-free 

policy is mitigated. This ultimately will improve compliance and help to achieve the goal 

of decreasing the exposure of the greater hospital population to environmental tobacco 

smoke (Shopik et al., 2012). 

  Tobacco treatment is still not a standard of care in many healthcare institutions 

(Schultz et al., 2011; Smoking and Health Action Foundation, 2013). Even though 

several hospitals report implementing smoking cessation screening and supports for their 

inpatients, many hospitalized patients who smoke do not receive treatment. Equally as 

concerning is the paucity of health professionals that offer these interventions (Health 

Canada, 2011; Schultz et al., 2011; Smoking and Health Action Foundation, 2013). Many 

healthcare professionals report feeling inadequately trained to provide tobacco 

dependence assistance; however, regardless of in-depth training, even brief advice (if 

provided) will help move individuals towards an attempt to quit smoking (Balmford et 

al., 2014; Rice, Hartmann-Boyce, & Stead, 2013; Stead et. al. 2013).  

 A joint position statement on the role of health professionals in tobacco cessation 

was released in 2011 and was developed by the Canadian Association of Occupational 

Therapists, Canadian Counseling and Psychotherapy Association, Canadian Dental 

Hygienists Association, Canadian Medical Association, Canadian Nurses Association, 

and Canadian Physiotherapy Association (Canadian Association of Occupational 

Therapy, 2011). One of the key recommendations highlighted in the position statement is 

for every Canadian health professional to play a role in tobacco reduction, including: 
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assessing and documenting tobacco use; offering assistance to quit; providing referrals to 

smoking cessation resources; and using a collaborative, interdisciplinary approach. Based 

on the 2014 Tobacco Use in Canada: Patterns and Trends report, the percentage of 

smokers that received advice to quit from health care professionals, such as, physicians 

and pharmacists, ranged from only 13% to 56% (Reid et al., 2014). In a time-constrained 

health care system, brief intervention for smoking cessation has been shown effective in 

helping individuals quit smoking (Stead, Bergson, & Lancaster, 2008). As previously 

mentioned, staff training on tobacco treatment and standardized protocols are important 

elements to improve the management of patients’ nicotine withdrawal. Clearly these 

initiatives also support the successful implementation of a smoke-free policy. 

 While some would argue that a 100% smoke-free hospital property ban forces 

patients to quit against their will or impinges on their ‘rights,’ (Chapman, 2000) others 

propose, it is wrong to permit patients to harm their health or interfere with treatment 

while under medical supervision (Bloch & Shopland, 2000). Shopik et al. (2012) explore 

the patients’ experiences and perceptions of smoke-free hospital ground policies, 

suggesting that unless tobacco addiction is addressed optimally a smoke-free property 

will not be successful. They propose that tobacco dependence may need to be reframed 

from cessation to abstinence in some cases, in order to manage their nicotine withdrawal 

while in hospital. Even temporary abstinence will improve current health conditions and 

reduce safety risks for individuals who must leave the property to smoke (Shopik et al., 

2012). The authors advocate more research is needed to explore this topic in hospital 

environments and call for continued research in this area to inform tobacco dependency 
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best practices and to determine how this impacts smoke-free hospital property 

compliance (Shopik et al., 2012). 

From an administrative perspective, hospitals also need to be accountable for both 

productivity and the bottom line. Employee smoking is associated with significant losses 

in productivity, including unsanctioned smoke breaks, additional sick days, as well as a 

higher likelihood of short and long-term disability claims (Bounajm, Stonebridge, & 

Theriault, 2013). It is estimated that employees who smoke take two additional smoke 

breaks per day representing an average of 40 minutes of unsanctioned breaks. The 

Conference Board of Canada suggest these estimates are conservative when compared to 

other survey data that indicates employees take an average of four unsanctioned smoke 

breaks per day, at 15 minutes each (Bounajm et al., 2013). As well, with a higher risk for 

chronic conditions, infections, and illnesses, employees are also more likely to take 

additional sick days (Bounajm et al., 2013). In 2012, the Conference Board of Canada 

estimated the average costs to an employer of unsanctioned smoke breaks and 

absenteeism was $4,256 annually for each employee who smoked daily, based on an 

hourly wage of $22.42 (Bounajm et al., 2013). With a national smoking prevalence of 

almost 15%, the losses to an organization can add up quickly. These estimates do not 

even take into account the costs of short and long-term disability claims or premature 

mortality. Strategic investments and support for employee tobacco reduction and 

dependence treatments provide the opportunity to benefit both the employee and the 

hospital (Bounajm et al., 2013). Key to improve smoke-free property policy compliance 

is the availability of supports for nicotine withdrawal/smoking cessation for not only 

patients, but also for hospital staff (Lawn et al., 2014). Workplaces are optimal and 
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effective settings to help individuals quit smoking as a large number of people can be 

reached using proven tobacco reduction methods (Cahill & Lancaster, 2014). 

Elimination of Policy Exclusions and Designated Smoking Areas 

 Based on many of the above mentioned concerns, some hospitals have 

implemented smoke-free property polices with exclusions for different patient groups 

within the hospital, such as psychiatry, palliative care and the emergency department 

(Schultz et al., 2011). Some support this approach and feel hospitals should not only have 

exceptions for certain populations but have Designated Smoking Areas (DSA’s) for 

anyone who wants to smoke while at the hospital (Jones & Williams, 2010). Although 

many have suggested this would be a more empathetic approach to dealing with smoking 

on hospital property, as well as addressing other concerns such as safety, a designated 

smoking area is not consistent with the mission of hospital institutions and sends the 

wrong message concerning the use of tobacco and health (Schultz et al., 2011). A 

complete smoke-free hospital policy including buildings and property without allowing 

for exclusions is considered the “ultimate standard” that all hospitals should adopt 

(McNeil & Owen, 2005, p. 3). Founded on their own lived experiences, some report that 

hospitals that take a partial approach (such as designated smoking areas or exclusions) 

will spend a substantial amount of unnecessary resources and time on this issue (Parle et 

al., 2004).  Accounts from both their patients and staff supported a 100% smoke-free 

environment made it easier to quit smoking or not smoke while on the property. With 

mixed messages given through partial bans or designated smoking areas, “It’s ok to 

smoke there, but not here,” it is not surprising to see individuals who smoke violating the 

policy by smoking in no-smoking areas or creeping closer to the front doorways of the 
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hospital. Enforcing a partial ban is more difficult than enforcing a full hospital property 

ban when there are proper supports and systems in place (Stockings et al., 2014).  

  A Canadian study by Schultz et al. (2011) explored two hospitals that had 

implemented smoke-free property policies; however, exemptions were granted for 

palliative care units and psychiatry units and one hospital also allowed supervised 

smoking outside of the emergency department. Upon examination, the authors of this 

study reported many compliance violations to the smoke-free policy. Other concerns 

included increased litter and the perception of minimal security enforcement. This 

suggests a partial ban with designated smoking areas may send a mixed message to 

smokers as well as to others expected to enforce the policy.  

Leadership and Enforcement 

There is a need to build awareness across the organization before a smoke-free 

policy goes into effect (Wheeler et al., 2007). Smoke-free policies also need to be 

“unambiguous and consistently implemented”; the hospital’s leadership team needs to 

endorse the policy and portray unwavering policy support (Lawn et al., 2014, p. 480). A 

hospital-wide approach needs to ensure consistent, free-flowing communication with all 

stakeholders, clear expectations, training, and education for staff (including security staff) 

and strategically placed signage (Fox & Shovein, 1993; Gajendra, Ossip, Panzer, & 

McIntosh, 2011; Lawn et al., 2014; Smoking and Health Action Foundation, 2013). 

Framing smoking as an addiction can also help elevate smoking beyond a simple habit, 

which will enable healthcare professionals to feel more capable to offer supports, such as 

nicotine withdrawal management (Schultz et al., 2011). Messaging should be positive, 

such as “smoke-free” versus “smoking ban” and patients and community should be 
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informed prior to admission as well as upon admission/visitation to the hospital grounds 

(Fox & Shovein, 1993). After a smoke-free policy is implemented, there is a need to 

ensure compliance issues are consistently monitored and addressed in order to further 

enforce policy adherence and maximize success (Fox & Shovein, 1993).  

Conclusion 

 The progression of smoke-free hospital policies can be put into context by 

examining the long history of how hospitals have slowly gone from selling tobacco 

within its walls, to limiting smoking in hospitals, to smoke-free hospital buildings, to 

designated outdoor smoking areas, and eventually to 100% smoke-free hospital 

properties. Today, some hospitals in Canada have transitioned to smoke-free properties 

and are leading by example; however, many still allow smoking in designated areas or do 

not have any policies in place other than current provincial legislation for public 

buildings. Fear, speculation, and reservation appear to be what is stalling the progress in 

many healthcare facilities across Canada, yet the majority of these concerns are 

unfounded. As discussed, there will be challenges to making a hospital property smoke-

free, nevertheless, the evidence supporting the implementation of comprehensive smoke-

free hospital property policies far outweighs the concerns.  

 With overwhelming evidence of disease and death caused by tobacco use in our 

society, many Canadian hospitals still need to do more. We cannot rest on the successes 

from the past or base our current actions on unsubstantiated fears, in hopes for a better 

tomorrow. Hospitals are ideal institutions to continue the downward trend in tobacco use 

prevalence. Through smoke-free property policies, Canadian hospitals can make a 

significant impact and lead by example in their communities by creating opportunities to 
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promote healthy choices, protecting individuals from exposure to environmental tobacco 

smoke, supporting those who are trying to quit or who have quit smoking and by sending 

a clear message that smoking and exposure to tobacco smoke is harmful (Nagle et al., 

1996; Smoking and Health Action Foundation, 2013; Wheeler et al., 2007). As we have 

witnessed though the successes of leading hospitals, transitioning to a smoke-free 

hospital property is achievable. With the combined strength of human will and best 

evidence, there is a way to achieve healthier healthcare settings. 
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Abstract 

Health promotion includes a broad range of interventions, often informed by 

various theories to influence individuals and their social settings; however, few studies 

fully document their theoretical foundations or explain their rationale for their theory 

selection and application. This article examines four commonly used health promotion 

theories/models including the Social Ecology Model, Health Belief Model, 

Transtheoretical Model, and Social Cognitive Theory to inform intervention and 

activities in the development of a program theory for a smoke-free hospital property. 

Drawing on these theories, a program theory by way of a logic model is presented to 

illumine the underlying assumptions used to develop an initiative that would accomplish 

health promotion goals. This article emphasizes the identification, consideration, and 

application of key strategies in health promotion together with the theoretical 

underpinnings of commonly used ecology and health behavior theories to develop a more 

robust and informed program theory to inform program implementation in the area of 

smoke-free properties. 

Key words: Health Promotion, Smoke-free, Logic Model, Behavior Change, Theory 
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Introduction 

There are many health promotion theories, including behavioral and ecological, to 

explain why individuals engage in behaviors that may increase risk to their health 

(Crosby, Salazar, DiClemente, & Wingood, 2005; Glanz, Rimer, & Viswanath, 2008; 

Raingruber, 2014a). Tobacco use is just one example where individuals engage in an 

activity that is known to cause disease and death, yet just under 15% of the Canadian 

population still smoke (Government of Canada, 2015). Exposure to environmental 

tobacco smoke also carries these same health risks (U.S. Department of Health and 

Human Services, 2014), nevertheless many organizations and government owned 

facilities, such as hospitals, still allow smoking on their property. Health promotion 

focuses on early intervention to help prevent disease from happening in the first place, 

whereas the traditional application of a medical model to address health issues tends to 

happen after disease has occurred (Crosby et al., 2005). Tackling these kinds of 

challenges through a health promotion approach has been shown to be an impactful, cost-

effective method that augments the traditional practice of medicine (Crosby et al., 2005). 

Reduced healthcare costs, increased quality of life and improved mortality and morbidity 

rates are just a few of the many benefits of health promotion (Crosby et al., 2005). Health 

promotion includes a broad range of interventions, often informed by health behavior 

theories and ecology models, to influence individuals and their social settings (Glanz et 

al., 2008); however, few studies fully document their theoretical foundations, explain 

their rationale for theory selection, or clarify how the theory was operationalized in 

practice (Green, 2000; Michie, 2008; Painter, Borba, Hynes, Mays, & Glanz, 2008). 

Michie (2008), suggests one reason for this is due to the wide range of applicable theories 
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available, with overlapping constructs, and the lack of direction on how to apply them to 

health promotion interventions. Improvement in this regard would add significant value 

to health promotion practitioners, assist in theory use and selection and further build 

evidence-based practice in this area (Glanz & Bishop, 2010; Green, 2000; Michie, 2008).  

The intent of this article is the identification and application of key constructs 

from various health promotion theories, including Transtheoretical Model (Prochaska & 

DiClemente, 1983), Social Cognitive Theory (Bandura, 1998), Health Belief Model 

(Rosenstock, 1974a; Rosenstock, Strecher, & Becker, 1988), and Social Ecology Model 

for Health Promotion (McLeroy, Bibeau, Steckler, & Glanz,1988), to inform inputs, 

activities and outcomes in the development of a proposed smoke-free hospital property 

program theory. A program theory by way of a logic model is presented to illumine 

underlying assumptions used to develop a proposed initiative that would meet health 

promotion goals in tobacco reduction and smoke-free spaces.  

An overview of health promotion principles, health behavior change and a general 

overview of theory use are reviewed to provide a foundation for the application of the 

specific health promotion theories identified. 

Health Promotion 

The Ottawa Charter for Health Promotion was the result of the first International 

Conference on Health Promotion held in Ottawa on November 21, 1986 (World Health 

Organization, 1986). Building on past learnings and progress in health education and 

promotion the charter laid the foundation for “achieving health for all” and advanced how 

health promotion initiatives were developed and executed (World Health Organization, 

1986). Three decades later, the Ottawa Charter still serves as the platform for many 
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health promotion programs (Glanz et al., 2008; Raingruber, 2014a). As defined in the 

charter, health promotion is “the process of enabling people to increase control over, and 

to improve, their health” (World Health Organization, 1986). To obtain complete 

physical, mental, and social well-being, it is suggested individuals must be able to 

identify their goals, fulfill their needs, and adapt to their environment; thus highlighting 

the need for resources, social supports, and physical capabilities in order to do so (World 

Health Organization, 1986). As described by Raingruber (2014a), health promotion is a 

comprehensive social and political process that needs a combination of activities to not 

only strengthen individual skills and abilities, but also influence social, environmental, 

and economic conditions.   

Health Behavior Change  

The primary purpose of health promotion is positive health behavior change 

(Glanz et al., 2008). This is reinforced through its inclusion in the many definitions for 

health promotion and health education, as well as it being a common variable under study 

in most research on the topic of health promotion (Glanz et al., 2008). Health behavior 

has been defined by Gochman (1982) as “personal attributes such as beliefs, expectations, 

motives, values, and other cognitive elements; personality characteristics; including 

affective and emotional states and traits; and overt behavior patterns, actions, and habits 

that relate to health maintenance and wellness, to health restoration, and to health 

improvement” (p. 169). He also notes these individual characteristics are influenced by 

factors such as social networks, environment, society, institution and culture. Gochman 

acknowledges this definition is broad but hopes it highlights the importance and need of 

an interdisciplinary approach to understand how the personal and social determinants 
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interact to impact health behavior outcomes (Gochman, 1982). The concept of health 

behavior change and its multiple influencers were key considerations when developing 

this proposed program theory for a smoke-free hospital property.   

Theory 

The use of theory to inform health promotion program planning can both improve 

the quality of a program, as well as support the evaluation of its effectiveness (Davidoff, 

Dixon-Woods, Leviton, & Michie, 2015). Theory also provides an element of 

predictability that can help identify key elements for successful outcomes (Green, 2000). 

This next section examines the many facets of theory and the fundamental contribution it 

provides in guiding program planning and intervention, including: the role of theory; 

concerns of how theory is used and reported; and the multiple levels of theory to inform 

practice. 

Role of Theory 

Theory should be viewed as a way to enhance understanding of a complex 

situation, not as a universal explanation (Green, 2000). When theory is used to inform 

behavior change interventions it builds the capacity to not only enhance the systematic 

process of that intervention itself, but also to improve the evidence base for future 

interventions (Michie, 2008). Theory helps explain why individuals may, or may not, 

follow health advice, what processes, resources and systems should be in place for a 

program to be successful, as well as what should be monitored and evaluated (Davidoff et 

al., 2015; Glanz et al., 2008; Green, 2000; Noar & Zimmerman, 2005). It can contribute 

greatly to improving program design and maximizing success (Green, 2000); oftentimes, 
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the challenge is finding the right theory and the ability to then apply it to practice (Green, 

2000).  

  Glanz et al. (2008) advocate the best theory is synergistic in that theory should 

inform practice, while practice should be grounded in theory. Glanz et al. (2008) define 

theory as “a set of interrelated concepts, definitions, and propositions that present a 

systematic view of events or situations by specifying relations among variables, in order 

to explain and predict the events or situations” (p. 26). Model is another term that is used 

often in the discussion on theory. In contrast, a model is not just one theory but draws on 

a variety of theories, and often empirical evidence, to further the understanding of a 

particular problem or phenomena (Glanz et al., 2008). For the purpose of this article, the 

general use of the term theory includes (both), a single unified theory, as well as the 

combination of multiple theories in the form of a model. 

Theory Concerns 

The use of theory to plan and evaluate health behavior change can result in more 

effective intervention (Glanz et al., 2008); however, there is no single theory or model 

that governs health promotion practice. A systematic review on the use of theory in 

health behavior research by Painter et al. (2008) confirmed only one third of the 

published articles they reviewed identified using theory to guide their health promotion 

interventions and the majority of the theories, when used, were ones more established in 

the field. Even when theories have been identified for given interventions, there is often 

little explanation of how they link to the behavior change activities of the program 

(Painter et al., 2008; Prestwich et al., 2014). This further confirms the need to better 

convey how theory has been used in programs and to incorporate it extensively into the 
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development of behavior change interventions (Prestwich et al., 2014). A greater 

emphasis and effort to use and apply theory in health promotion interventions is needed 

in order to move the field forward (Painter et al., 2008). 

Levels of Theory  

The term theory may seem very abstract and intimidating, especially when there 

is an acute need to readily impact change. Davidoff et al. (2015) puts this into perspective 

by reminding us that we naturally look for reasons and explanations to better understand 

how change happens, even if we do not always label it “theory”. Theories can range from 

grand theories to small theories (Lipsey, 1993). Grand theories are highly abstract and 

generalizable across many domains; they do not provide specific guidance in situations 

but do provide a common language to discuss world views. Mid-range theories, often 

referred to as big theories, are limited to a certain area of application; they help provide a 

model or framework to better understand a problem as well as aid in developing specific 

interventions, for example, health behavior theories. Small theories, also known as 

program theories, are practical and specific to each intervention; they help to identify 

what needs to be done to address the identified problem and what outcomes are expected 

(Lipsey, 1993). Developing a program theory enables the shift from the implicit to the 

explicit thus highlighting the assumptions guiding the intervention. The next section of 

this article will explore program theory in more detail. 

Program Theory 

Program theory can be used in many aspects of program design, including 

preplanning a program through a situational analysis, planning interventions to address 

identified needs, and/or orchestrating how multiple interventions can work together to 
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accomplish a larger goal (Funnell & Rogers, 2011; Savaya & Waysman, 2005). The 

premise of program theory stems from the idea that the underlying assumptions for 

interventions can be explained through a series of cause and effect(s) (Funnell & Rogers, 

2011; Rossi, Lipsey, & Freeman, 2004; Weiss, 1997). This approach allows for a 

program being evaluated to not only determine if the program succeeded or failed, but 

also what factors were responsible for these outcomes (i.e., how and why) (Rossi et al., 

2004; Weiss, 1997). Program theory is not intended to be a generalizable proposal that 

explains the phenomena of interest, but rather a less abstract, specific, selective 

explanation for part of an intervention the program is trying to impact (Funnell & Rogers, 

2011; Weiss, 1997).  

Program theory is by no means the only way to explain and plan how certain 

interventions could lead to desired outcomes when developing behavior change 

interventions. Other appropriate approaches could include frameworks such as, the 

Behavior Change Wheel (Michie, Van Stralen, & West, 2011), or Intervention Mapping 

(Bartholomew, Parcel, & Kok, 1998). These frameworks take a systematic approach in 

regards to analyzing the nature of the behavior in question and identifying a 

comprehensive array of possible interventions linked to an overarching model of 

behavior (Michie et al., 2011). The Behavior Change Wheel also incorporates precisely 

defined terms for each category of intervention. In contrast, program theory is a logical 

approach that identifies a set of assumptions and beliefs about how the inputs and 

activities of an intervention or program will bring about change. Weiss (1997) highlights 

that practical experience, previous knowledge and intuition often makes up the basis for 

program theory. Program theories do not have to be universally accepted or always 
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correct, they are hypotheses used to construct program plans and direct activities. They 

can also help build a shared understanding among stakeholders, assist communication 

and enhance documentation (Funnell & Rogers, 2011; Rossi et al., 2004). A common 

depiction of program theory is in the form of a logic model, which lays out the logic of 

the program in a manner that is relatively easy to identify gaps, answer questions, direct 

actions and to evaluate (Rossi et al., 2004).  

Program Theory Terminology 

There is a lot of diversity in program theory terminology and how it is used 

(Funnell & Rogers, 2011; Rossi et al., 2004; Weiss, 1997). Program theory is often 

referred to or described as: program conceptualization, program plan, program blueprint, 

program design, logic model, program model, cause map, action theory, etc. (Rossi et al., 

2004). There is no wonder why this term may cause confusion. For the purposes of this 

article and to enhance consistency and clarity, the terms used to describe program theory, 

based on their clear pragmatic description and application, will be those proposed by 

Funnell and Rogers (2011): program theory is “an explicit theory or model of how an 

intervention contributes to a set of specific outcomes through a series of intermediate 

results” (Funnell & Rogers, 2011. p 31). According to Funnel and Rogers (2011) 

articulating program theory using a logic model, enables planners to systematically 

examine the plausibility, utility, and evidence of the theory being used.  

Theory of Change and Theory of Action 

Program theory has two components: a theory of change, and a theory of action. 

Theory of change is a practical framework to help explain the various parts of a program 

and how change happens; it “refers to the central mechanism by which change comes 
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about for individuals, groups and communities” (Funnell & Rogers, p. 31). To further 

enhance the explanatory and predictive nature of a theory of change, the inclusion of 

other theories, such as health behavior theories that illuminate how behavior change 

occurs can also be incorporated (De Silva et al., 2014). For example, behavioral change 

theories like the Transtheoretical Model may help clarify why some individuals will 

respond more readily to the offer of smoking cessation interventions compared to others 

that do not show interest. Developing a strong theory of change is a continual process 

where reflections and adaptations are made when new evidence is acquired or the 

realization of barriers to implementation are noted (De Silva et al., 2014). 

  The second component of program theory is theory of action, which explains the 

program activities that need to be implemented to produce the desired results (Funnell & 

Rogers, 2011). It can also help determine how the intervention is operating to provide 

feedback for process improvements (Rossi et al., 2004). It can include a detailed account 

of the program’s stated outcomes, target audience, assumptions about the needs of the 

program and external factors, activities, resources, outputs, and throughputs (Funnell & 

Rogers, 2011). 

Logic Models 

Even though there is growing appreciation for the value program theory brings to 

program development and implementation, communicating it can still be a challenge due 

to the complex nature and interlinking components that make up many programs (Savaya 

& Waysman, 2005).  As previously mentioned, a logic model is commonly used to help 

guide and structure the process of program theory development and articulation using a 

visual representation of the assumed cause-and-effect connections between program 



 

87 

 

 

activities and expected outcomes (Goldman & Schmalz, 2006; Savaya & Waysman, 

2005). Logic models are a powerful tool that allows health promoters, evaluators and 

researchers to communicate visually (Goldman & Schmalz, 2006). They also provide a 

safeguard to ensure that critical processes are not overlooked, highlight data and 

resources that may be needed, allow the comparison of the ideal versus the realities of a 

program and enhance learning and communication (Goldman & Schmalz, 2006). Logic 

models have been used extensively by public health departments, universities and 

nonprofit organizations to communicate program theory for health promotion initiatives 

(Medeiros et al., 2005). 

Typically, programs work indirectly through changing critical aspects of the 

current situation through proximal activities and processes which are expected to lead to 

distal improvements in outcomes (Goldman & Schmalz, 2006; Rossi et al., 2004). For 

example, training clinical staff to screen for smoking and offer assistance to quit would 

lead to the outcome of some patients quitting smoking (Funnell & Rogers, 2011). If a 

program is not properly represented, it is difficult to communicate its advantages and thus 

prove, measure, and improve it (Goldman & Schmalz, 2006; Funnell & Rogers, 2011). 

Logic models come in many different forms; however, no matter what type of logic 

model is used, the key components include a clear causal relationship, clarity and logical 

thinking to demonstrate that outcomes are possible (Funnell & Rogers, 2011).  For the 

purposes of this article, it was determined the linear format of a pipeline logic model, 

where inputs go in one end and outcomes come out the other, would work best to 

showcase the various components to represent the proposed program theory for a smoke-

free hospital property. 
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Health Promotion Theories 

There are many health promotion theories to aid in the understanding of human 

behavior and guide program intervention. Some have similar or overlapping concepts, 

while others are complementary (Bandura,1998). Nevertheless, health behavior 

interventions can be enhanced by combining the many different concepts and constructs 

from the various health promotion models and theories (McAlister, Perry, & Parcel, 

2008).  

Due to the large selection of applicable and complementary behavior change 

theories available to draw on for tobacco use, with no single theory dominating practice 

or research in this area, the three most established and most frequently used behavior 

change theories in the published literature (Glanz et al., 2008; Painter et al., 2008): 

Transtheoretical Model (Prochaska & DiClemente, 1983), Social Cognitive Theory 

(Bandura,1998) and Health Belief Model (Rosenstock, 1974a; Rosenstock et al., 1988), 

were chosen for this application. These three behavior change theories supported the 

synergistic approach of identifying behavior change inputs, activities, and outcomes to 

enhance the proposed program theory.  

Although individual focused behavior change interventions are most often 

preferred and implemented by health promoters (Richard, Gauvin, & Raine, 2011), 

improvements in sustainable behavior change is best supported through simultaneous 

consideration and implementation of multilevel influencers (Glanz et al., 2008; Richard 

et al., 2011). The proposed program theory also incorporated an ecology lens using 

principles of the Social Ecology Model for Health Promotion (McLeroy et al., 1988). 

This model supported a more comprehensive approach to the application of behavior 
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change theories and to the development of a program theory through expanding the focus 

from the individual, to a wider view including other influencers such as, peer groups and 

networks, staff supports, organizational processes, culture, community supports and 

policies that would need to be considered to support the sustainability and overall goals 

of the program (McLeroy et al.,1988). While there are various social ecological 

approaches related to health promotion (Richard et al., 2011), they all share the 

fundamental perspective, used in this application, that emphasizes the cross-level 

examination of health issues and their related interventions (Stokols, 1996). Along with 

being a prominent well-known model in public health (CDC, 2015; Sorensen, Barbeau, 

Hunt, &Emmons, 2004), the Social Ecology Model for Health Promotion (McLeroy et 

al., 1988) was chosen for its complementary focus on health promotion.  

The next section of this paper highlights the main constructs of the theories used 

to guide the proposed program theory. Applicable examples in the area of smoke-free 

properties and smoking cessation will be included. These theories are then considered 

and applied in the creation of a logic model depicting a proposed program theory for 

implementing a smoke-free hospital property program. 

Transtheoretical Model  

One of the most prominent behavior change models is based on the work of 

Prochaska and DiClemente (Collins, Maguire, & O’Dell, 2002; Kelly, 2008; Prochaska & 

DiClemente, 1983; Raingruber, 2014b). Since its inception, it has been applied in a wide 

range of health conditions including smoking, depression, cancer screening, obesity, and 

substance abuse, just to name a few (Prochaska, Redding, & Evers, 2008). The 

Transtheoretical Model, often referred to as the stages of change model, proposes that 
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cessation of unhealthy behaviors and the acquisition of alternative healthier behaviors 

requires progression through five stages of change: precontemplation, contemplation, 

preparation, action, and maintenance (Prochaska & DiClemente, 1983; Prochaska, 

DiClemente, & Norcross, 1992; Prochaska et al., 2008; Raingruber, 2014b). The 

Transtheoretical Model is the most recognized behavior change model used for smoking 

cessation and each of the five stages can readily be applied to this change model. 

Precontemplation is the stage when an individual is not thinking about making a behavior 

change, for example, some smokers do not think about quitting, they enjoy smoking and 

do not believe they can quit or do not realize the health impact environmental tobacco 

smoke has on others or on themselves. Contemplation is when an individual has started to 

think about a behavior change but has not made a commitment to act. Many smokers 

think about quitting but are not quite ready, they hope to quit in the near future but are 

weighing the pros and cons such as potential health benefits versus the effort and 

potential withdrawal symptoms they may have to go through. When individuals finally 

state they are seriously going to take action in the next six months, they are considered to 

be in the contemplation stage. The preparation stage is when an individual plans to 

change his or her behavior within the next month. A smoker in the preparation stage may 

start going to a smoking cessation program, start reading information on how to quit or 

reduce the number of cigarettes he or she smokes each day. The action stage is defined as 

the first six months after an individual has changed their behavior. Individuals in this 

stage make significant efforts to modify behaviors which require considerable time and 

commitment. It is the stage with the most overt behavior change, such as when a smoker 

has abstained 100% from smoking. The maintenance stage is the final stage, when a 
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smoker has quit smoking and new behaviors are fully integrated into their daily life. The 

individual needs to continue to work at maintaining these new healthful behaviors for an 

indefinite time. Movement between stages occurs when the benefits of a new behavior 

outweigh the cons of that behavior. Self-efficacy and temptation also play roles in the 

movement between each stage (Prochaska & DiClemente, 1983; Prochaska et al., 2008). 

The Transtheoretical Model functions as both a behavior change model, to help 

explain an individual’s readiness and motivation to change, as well as an intervention 

model, to help guide intervention (Prochaska et al., 1992; Raingruber, 2014b). The 

second dimension of this model (processes of change), helps guide transitions between 

each stage; each process of change should be matched to the stages of change the 

individual is experiencing (Raingruber, 2014b). Processes of change help direct 

interventions in behavior change by directing variables and activities that will assist to 

move individuals from one stage to another (Prochaska et al., 1992; Prochaska et al., 

2008; Raingruber, 2014b). Ten processes of change and ideas for intervention that were 

used in developing the proposed program theory for the implementation of a smoke-free 

hospital property are explained in Table 3.1 (Prochaska & DiClemente, 1983; Prochaska 

et al., 2008). The first two columns in the table have been adapted from Prochaska et al. 

(2008, p. 99), while the column entitled ideas for intervention includes applied examples 

and ideas related to smoke-free properties and smoking cessation.  

When using the Transtheoretical Model, it is critical to remember behavior 

change is a process that evolves over time and that most individuals will not be ready or 

prepared to actively engage in a traditional behavior change program initially. The types 

of intervention (to support the processes of change) should be directed to where they are 
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at each stage of change (Prochaska et al., 1992; Prochaska et al., 2008). This would be 

particularly important for implementing a large project, such as a smoke-free hospital 

property; offering multiple supports to engage stakeholders in the various stages will 

increase reach and engagement. 

Social Cognitive Theory 

Social Cognitive Theory comprises identified factors that influence the 

development of competencies that can have a significant impact on the physical and 

emotional wellbeing of individuals along with the self-regulation of their habits 

(Bandura,1998). It complements health promotion by turning the focus from the 

provision of health services to the focus of helping individuals take control of their health 

through self-management and developing healthy behaviors. The premise of Social 

Cognitive Theory is that of “a multifaceted causal structure in which self-efficacy beliefs 

operate in concert with cognized goals, outcome expectations and perceived 

environmental impediments and facilitators in the regulation of human motivation, action 

and well-being” (Bandura,1998, p. 624). This theory not only acknowledges individual 

capabilities to interact with his or her environment, but also recognizes an individual’s 

capacity for group action (McAlister et al., 2008). It helps explain and direct how 

individuals can collectively work in organizations and social settings to impact 

environmental changes that can benefit groups (McAlister et al., 2008). This builds on the 

belief that human behavior is the dynamic interaction between person, behavior and 

environment (McAlister et al., 2008). Bandura (1998) believes individuals need more 

than just knowledge about their “unhealthy” behavior. Although knowledge is a 

precondition for changing one’s behavior, there is also a need for additional self-
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influences to accomplish behavior change and adopt and maintain healthier behaviors.  

Self-efficacy is a key component and influencer for action in the causal structure of 

Social Cognitive Theory, as well as the most widely known concept of this theory which 

has been incorporated into other behavior change theories (Bandura,1998; McAlister et 

al., 2008).  Self-efficacy is the belief in one’s own ability to accomplish a task. Although 

self-efficacy relates to perceived capability, the means by which an individual can 

accomplish a goal can be influenced greatly through modifying one’s own motivation, 

thoughts, behavior patterns, and/or environment. Self-efficacy is the overarching 

component that is needed to change behaviors as one’s belief in their own capabilities 

impact how they make use of the influencers around them.  

There are nine main concepts used in Social Cognitive Theory to explain behavior 

change (Bandura,1998; McAlister et al., 2008; Raingruber, 2014b). Table 3.2 identifies 

each Social Cognitive Theory concept with a description and ideas for intervention to 

help inform program theory (Bandura,1998; McAlister et al., 2008; Raingruber, 2014b). 

The first two columns in the table have been adapted from McAlister et al. (2008, p. 113), 

while the column entitled ideas for intervention includes applied examples and ideas 

related to smoke-free properties and smoking cessation.   

Health Belief Model 

The Health Belief Model has been used to guide the explanation of health-related 

behavior change as well as to guide health promotion interventions for over the last six 

decades, and is still one of the most influential theories in this field (Champion & 

Skinner, 2008; Raingruber, 2014b). This model has evolved and expanded over the years 

through extensive use to address various public health issues, including cancer screening 
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and HIV protective behaviors (Champion & Skinner, 2008; Rosenstock, 1974a). The 

Health Belief Model aids in the prediction of why people do what they do in regards to 

their health, such as take action to prevent, screen, or control illness. The constructs to 

this model include perceived susceptibility, perceived severity, perceived benefits, 

perceived barriers, cues to action and self-efficacy (Rosenstock, 1974a; Rosenstock, 

1974b; Champion & Skinner, 2008).  

The combination of both perceived susceptibility and perceived severity of 

contracting a disease are categorized as perceived threats (Champion & Skinner, 2008; 

Rosenstock, 1974a).  Most often, the perception of a threat is not enough to bring about 

behavior change; the individual also needs to perceive that the benefits of his or her 

potential behavior change will reduce both the threat and be worth making the change. 

Perceived barriers also need to be considered, as negative perceptions and obstacles of 

certain health actions could work against behavior change. Rosenstock (1974a), as one of 

the original researchers and developers of this theory, explains there is an unconscious 

decision-making process that occurs weighing the cost-benefit between the perceived 

value in changing a behavior and the obstacles one may need to overcome to do so. These 

can include such things as time, side effects, convenience, expense, etc. Rosenstock 

(1974a) also believes for this theory to work there must also be a trigger or “cue to 

action”. The fear created by the levels of susceptibility and severity provides the impetus 

to act and the perceptions of benefits, minus the barriers, strengthens the case; however, 

these alone may not result in behavior change without a trigger to set the process in 

motion (Rosenstock, 1974a). The required strength of a cue to impact behavior change 

varies in the degree of perceived susceptibility and severity (Rosenstock, 1974a). Without 
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a high preexisting level of perceived susceptibility and severity, the cues to action would 

need to be quite strong to trigger a response (Rosenstock, 1974a).  

Perceived self-efficacy is defined by Bandura (1994) as, “people’s beliefs about 

their capabilities to produce designated levels of performance that exercise influence over 

events that affect their lives” (p. 2). This concept was added to the Health Belief Model in 

1988, by Rosenstock, Strecher, and Becker, as they felt adding this construct to the 

original model improved its overall use with more complex behavior change (Rosenstock 

et al.,1988). Not only do individuals have to perceive a threat to their current behavior 

and believe a change in behavior will be beneficial, they also need to believe they have 

the ability (self-efficacy) to overcome the perceived barriers to change their behavior.  

The main constructs to this model, with examples for intervention that could be used 

when implementing a smoke-free property are presented in Table 3.3. The first two 

columns in the table have been adapted from Champion and Skinner (2008, p. 48), while 

the column entitled ideas for intervention includes applied examples and ideas related to 

smoke-free properties and smoking cessation.    

Other potential indirect influences on this model, and in turn on health behavior, 

include: 1) demographic variables (i.e., age, gender, race ethnicity etc.); 2) 

sociopsychological variables (i.e., personality, socioeconomic, peer group); and 3) 

structural variables (i.e., disease knowledge, prior experience with disease) (Champion & 

Skinner, 2008; Rosenstock, 1974a). Through modifying these indirect influencers, it is 

also thought to sway the individual perceptions of susceptibility, severity, barriers, 

benefits and self-efficacy identified in this model (Champion & Skinner, 2008; 

Rosenstock, 1974a). 
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Social Ecology Model 

As the emphasis increased from individual focused approaches to 

multidimensional health promotion approaches, so did the use and application of ecology 

models in practice and research (Sallis, Owen, & Fisher, 2008). Social Ecology Models 

allow for expanding our focus from the individual and their proximal social influences to 

a wider view including community, organizations, and policy influencers on behavior 

change. This expanded view allows for the integration of various individual theories 

while taking into consideration the impact of the environment in which the individual 

interacts. Glanz et al., (2008) advocate that individual behavior change will not be 

sustainable without the appropriate environment and policies to support it. Considerations 

on this front should include convenience, accessibility, and economical influences. 

At the core of the Social Ecology Model is the notion that behavior has multiple 

levels of influence, often including intrapersonal, interpersonal, organizational, 

community, physical, environmental, and policy (Sallis et al., 2008). Not only can 

ecology models assist in understanding the many interacting dimensions of health 

behaviors, but also can be used to plan and develop comprehensive health promotion 

interventions (Sallis et al., 2008). These types of intervention create the opportunity to 

systematically affect behavior change at multiple levels of influence (Sallis et al., 2008).  

In 1988, McLeroy, Bibeau, Steckler, and Glanz proposed an ecology model for 

health promotion that focused on both individual and social environment features for 

health promotion.  This model assumed a reciprocal relationship between the 

environment and the individual in that changes to the environment will direct changes in 

the individual and vice versa. These authors felt their model addressed the need for more 
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specificity through five analytic levels to help guide problem identification and 

understanding, social influence and intervention design, including: 1) intrapersonal- 

individual characteristics such as knowledge, skills, attitudes, and behaviors; 2) 

interpersonal processes and primary groups- formal and informal social networks and 

support systems, for example: families, peers, workgroups; 3) institutional factors- social 

institutions, both formal and informal with rules and standard operating procedures; 4) 

community factors- connections with organizations and informal networks within a 

defined area; and 5) public policy- local, provincial and/or federal laws and policies. 

Inherent in this model is the acknowledgement that interventions in health promotion are 

based on beliefs and theories of behavior change and that these five levels support the 

various strategies available for program development and health promotion (McLeroy et 

al., 1988). This model guided the consideration of multiple influencers, at various levels, 

when determining the numerous components required in the development of a smoke-

free hospital property program theory. 

Logic Model Application 

The four health promotion theories reviewed, including: Transtheoretical Model 

(Prochaska & DiClemente, 1983) and Social Cognitive Theory (Bandura,1998), Health 

Belief Model (Rosenstock, 1974a; Rosenstock et al., 1988) and Social Ecology Model 

(McLeroy et al., 1988), informed the development of Figure 1, a logic model for a 

proposed program theory for a smoke-free hospital property. Through the description of 

inputs, activities and outcomes, key constructs from each theory were incorporated to 

explain the program theory and logic for how change will occur.  
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Model Components 

Rossi et al. (2004) suggest, “because program theory deals with mainly means-ends 

relationships, the most critical aspect of defining program boundaries is to ensure that 

they encompass all the important activities, events, and resources linked to one or more 

outcomes recognized central to the endeavor” (pg. 148). A suggested approach to 

accomplish this is to start with the issues or goals the program hopes to address and work 

backwards to identify activities and resources available within the context of the program 

being developed (Rossi et al., 2004).   

 The situational summary in this proposed logic model (see Figure 1), displays the 

main issues that guided the identification of this initiative’s desired outcomes. Outcomes 

are the results or benefits a program is intended to achieve (Goldman & Schmalz, 2006). 

Once identified, these directed the identification of inputs and activities deemed critical 

for successful implementation of a smoke-free hospital property initiative. Short-term 

outcomes are immediate results derived from the inputs and activities, such as changes in 

knowledge, awareness, skills, and attitudes (Goldman & Schmalz, 2006). Mid-term 

outcomes include changes in behavior, practices, processes, decision making, and social 

action (Goldman & Schmalz, 2006). Long-term outcomes consist of the fundamental 

changes a program hopes to address, including social, economic, and environmental 

conditions (Goldman & Schmalz, 2006; Kellogg, 2004).  

The inputs identified are the resources needed to enable the program to implement 

the activities set out in the program plan (Goldman & Schmalz, 2006; Kellogg, 2004). 

For this model, multiple resources were identified to support the proposed program 
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theory, such as staff, budget, enforcement/compliance plan, marketing and training 

resources.  

The activities identified were the processes, tools, techniques, and actions of the 

program that would ultimately address the main objectives of this initiative (Goldman & 

Schmalz, 2006; Kellogg, 2004). Multiple activities were identified by incorporating key 

elements from the three health behavior theories reviewed using the various constructs 

and suggested ideas for intervention (see Tables 3.1, 3.2, and 3.3). For example, 

Prochaska and DiClemente (1983), suggests consciousness raising (see Table 3.1) 

through activities such as increasing awareness on harms of tobacco, availability of 

cessation resources or tips to quit, will assist the process of change. Similarly, several 

constructs in the Health Belief Model (Rosenstock, 1974a; Rosenstock et al.,1988): 

perceived susceptibility, perceived severity, and perceived benefits, can be supported 

through awareness building activities to increase individual’s mindfulness of their risks 

and benefits to bring about change. Bandura (1998), suggests incentive motivation 

through activities such as progressive discipline for policy violators and peer recognition 

for successful quit attempts, will also assist one’s ability to modify his or her behavior. 

These are just a few examples taken from the logic model (proposed program theory) to 

demonstrate how each theory’s constructs can work synergistically to influence behavior 

change. 

A social ecological lens was also used when identifying activities for this 

proposed program. This was accomplished through the identification and consideration of 

the multi-level influencers in the environment, such as interpersonal factors, institutional 

factors, community factors and policies that would support individual (intrapersonal) 



 

100 

 

 

behavior change, as well as enhance sustainability of the program. For example, 

enforcement and compliance monitoring (including progressive discipline) of the smoke-

free policy was an identified activity to facilitate behavior change through influence at an 

organizational level. This activity directly supported theoretical behavior change 

constructs such as, cues to action (trigger to activate change, see Table 3.3), reciprocal 

determination (influence between individuals, behaviors and environment, see Table 3.2) 

and incentive motivation (consequences for undesired behaviors, see Table 3.2).  

This logic model in Figure 3.1 highlights how many theories, working in unison, 

can both complement unique attributes of each theory, as well as synergize on similarities 

to systematically develop a program theory that has the potential to bring about desired 

change. 

Conclusion 

The devastation caused by smoking and smoke-filled spaces continues to be a 

prominent healthcare issue and health promotion concern. A comprehensive approach to 

health promotion programming to address such problems will require a shift in focus 

from the individual to the broader environment, which includes multi-level activities and 

interventions to successfully effectuate change (Glanz et al., 2008).  A greater emphasis 

on theory, including program theory, social ecology theory and health behavior theory, 

will help guide the development and evaluation of program intervention approaches as 

well as identify variables to be measured (Noar & Zimmerman, 2005). Theoretical 

analysis can help identify a wide range of potential inputs, activities and outcomes and 

serves as a tool to help identify which activities and indicators are most relevant. A 

theoretical approach can also help sequence indicators to better understand the logic of a 
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program and identify if something has been overlooked. This article emphasizes the 

identification, consideration and application of key strategies in health promotion 

together with the theoretical underpinnings of commonly used ecology and health 

behavior theories to develop a more robust and informed program theory to inform a 

proposed smoke-free hospital property program. It is the author’s hope that this review 

sheds some light on the holistic integration of theory-based activities and interventions to 

change behavior and promote health in the area of smoke-free properties and beyond.  
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Table 3.1 

Ten Processes of Change in the Transtheoretical Model 

Process of Change Constructs Description Ideas for Intervention 

Consciousness raising Increasing awareness (i.e., facts, 

tips, resources) that will support 

behavior change.  

Media campaign on harms of 

smoking and environmental 

tobacco smoke; promotion of 

resources available to quit 

smoking; training for healthcare 

staff on brief smoking cessation 

intervention. 

 

Dramatic relief Feeling the negative emotions, such 

as anxiety and fear, that would be 

associated with unhealthy behaviors. 

Personal testimonials by staff and 

patients that smoke or are impacted 

by policy; promotional campaign 

on the struggles smokers go 

through. 

 

Self-reevaluation Assessing self-image and identity 

with and without engaging in health 

behaviors.  

 

Healthy role models  

Environmental reevaluation Assessment of how behavior is 

impacting physical and social 

environment. 

Awareness campaign on how 

environmental tobacco smoke 

impacts others; promoting hospital 

staff to be a role model for health 

in the hospital. 

 

Self-liberation Believing you can change and 

making a firm commitment to do so. 

Public testimonials about quitting 

smoking; offering a variety of 

resources to support quitting or 

managing nicotine withdrawal  

 

Helping relationships Obtaining social supports to help 

with behavior change. 

Employee health supports systems; 

pairing individuals up to support 

each other in their quit journey; 

follow ups in person or by phone to 

those trying to quit. 

 

Counter conditioning Learning and using healthier 

behaviors to substitute for unhealthy 

behaviors. 

Relaxation training; stress 

management training, nicotine 

replacement therapy; discounted 

gym memberships. 

 

Reinforcement/Contingency 

management 

Rewards and punishments of 

healthful/unhealthful behaviors. 

Peer recognition of quit attempt; 

wall of fame; progressive discipline 

for those found breaking policy; 

security enforcement. 

 

Stimulus control Lessening cues to reduce less 

healthful behaviors and adding 

prompts to support healthful 

behaviors. 

Property smoking ban; healthful 

activities for break time; smoke-

free area to connect with peers 

during breaks. 

 

Social liberation Change in social norms to support 

healthful behaviors. 

Smoke-free policy; easy access to 

nicotine replacement therapy and 

smoking cessation supports.  

Note. Adapted from Prochaska, Redding, and Evers, (2008, p. 99).  
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Table 3.2 

Concepts in Social Cognitive Theory  

Social Cognitive Theory Concept Description Ideas for Intervention 

Self-efficacy  Individual’s belief in their ability to 

perform a task or influence an 

outcome. Self-efficacy can be 

developed though four main sources 

of influence:  mastery experiences, 

social modeling, social persuasion 

and reduced stress reactions. 

Peer testimonials; creating a 

supportive, smoke-free environment 

to address both quitting and 

minimizing triggers; nicotine 

withdrawal management to assist 

with cravings and withdrawal; 

accessible smoking cessation 

supports  

 

Outcome expectations (including 

social outcomes) 

Perceived probability that a particular 

outcome will result from performing 

a certain behavior, as well as the 

value placed on that outcome. 

Expectations of how we will be 

viewed by our peers and how this 

will make us feel about ourselves. 

 

 Promotional campaign to highlight 

the health benefits of decreased 

exposure to environmental tobacco 

smoke and quitting smoking; 

signage to promote smoke-free 

policy and expectation of 

adherence. 

Observational learning Learning to perform behaviors by 

observing them in their environment 

through peers, family and media. 

Peer role models, having employees 

that have successfully quit smoking 

share their stories with others that 

smoke.  

 

Incentive motivation Use of rewards and punishments for 

desired/undesired behaviors. 

Progressive discipline policy; wall 

of fame; gym membership 

incentives for cessation program 

 

Facilitation Providing resources/environment to 

support behavior change. 

Smoke-free policy promotion; 

providing accessible nicotine 

replacement therapy and smoking 

cessation programs. 

 

Self-regulation Acquiring skills to control own 

behavior through self-monitoring, 

goal setting, feedback, self-reward, 

self-instruction and forming social 

supports. 

 

Skill building through smoking 

cessation programs. 

Moral disengagement The way one views and justifies the 

impact of their harmful behaviors on 

others.  

Promotional campaign on 

debunking the myth of smokers 

“rights” and the impact of 

environmental tobacco smoke.  

 

Reciprocal determination  How the interaction between 

individuals/groups, behaviors and 

environment influence each other.  

 

Smoke-free policy promotion and 

reinforcement. 

Collective efficacy Group’s belief in their ability to 

perform a task or influence an 

outcome. 

Development of a stakeholder 

smoke-free planning committee. 

Note. Adapted from McAlister, Perry and Parcel, (2008, p. 171).  
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Table 3.3 

Main Constructs of the Health Belief Model  

Health Belief Model Constructs Description Ideas for Intervention 

Perceived Susceptibility An individual’s perception of their 

risk for contracting a condition or 

disease.  

Media campaign on health risks of 

smoking and environmental tobacco 

smoke. 

 

Perceived Severity An individual’s views on the 

seriousness of contracting an illness, 

or the medical and social 

consequences of leaving it 

untreated.  

Media campaign and testimonials on 

health consequences of smoking and 

environmental tobacco smoke (i.e., 

disability, impact on quality of life, 

work, family). 

 

Perceived Benefits An individual’s belief that the 

benefits of their potential behavior 

change will reduce both the threat 

and be worth making the change. 

Promotional campaign to highlight 

the health benefits and reduced risk 

of decreasing exposure to 

environmental tobacco smoke and 

quitting smoking; Peer role models 

to share their stories with others that 

smoke (i.e., highlight money saved, 

family’s approval). 

 

Perceived Barriers An individual’s perception of the 

obstacles to change, these can 

include such things as time, side 

effects, convenience, expense etc.  

Public testimonials about quitting 

smoking; offering a variety of 

accessible resources to support 

quitting or managing nicotine 

withdrawal; healthful activities for 

break time; smoke-free area to 

connect with peer role models. 

 

Cues to Action  A trigger or approach to activate the 

change process.  

Property smoking ban; accessible 

smoking cessation resources.  

 

Perceived Self-Efficacy Individual’s belief in their ability to 

perform a task or influence an 

outcome.  

Opportunities to enhance mastery 

experiences through quit attempts 

and smoking cessation support. 

Note. Adapted from Champion and Skinner, (2008, p. 48).  
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Figure 3. 1  Smoke-free Hospital Property Program Theory Logic Model 
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Chapter 4: Research Plan and Implementation 

 Due to the condensed nature of published articles, specific details regarding the 

research plan, design, and implementation are often abbreviated. This chapter serves as a 

bridging chapter to provide a more thorough account of the rationale and background on 

the research design, methods, strategies to enhance data trustworthiness, and ethical 

considerations taken into account when conducting this study.  

Research Methods 

Design  

This study used a qualitative description design to explore how the 

implementation of a smoke-free hospital environment has influenced the perceptions, 

experiences, and behaviors of HCPs including: perceived roles and behaviors in tobacco 

dependence treatment; perceived barriers and facilitators to offering tobacco dependence 

treatment; and the overall perception of workplace culture as it relates to tobacco 

dependence. Qualitative description is a pragmatic approach which facilitates obtaining 

simple, straightforward answers to questions of special significance to practitioners and 

policy makers, while also offering a comprehensive summary of an event or experience 

in everyday language (Neergaard, Olesen, Andersen, & Sondergaard, 2009; Sandelowski, 

2000). This, no doubt, is a reason qualitative description is one of the most common 

qualitative methodological approaches explored in applied health research (Sandelowski, 

2000). In comparison, traditional qualitative research approaches, such as grounded 

theory, phenomenology, or ethnography, are not inherently compatible with the practical 

demands of applied health research; nor do they address the kinds of questions raised 

requiring a deep, uncomplicated description of an experience or event (Thorne, 2008). 
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Qualitative description is particularly useful in research when HCPs’ experiences, 

patient-provider interactions, or the organization of the healthcare system are the topics 

of interest (Neergaard et al., 2009). This approach is also useful for quality improvement, 

where the qualitative data lays the foundation to inform change (Ivey, 2015).  

Of the array of qualitative approaches, qualitative description is one of the least 

restricted by philosophical and theoretical commitments (Sandelowski, 2000). Instead of 

being based on specific methodological frameworks from individual disciplinary 

traditions, qualitative description research draws on the overall tenets of naturalistic 

inquiry (Sandelowski, 2000). Naturalistic inquiry is carried out in a “natural” setting 

because phenomena of study, whatever they may be - physical, chemical, biological, 

social, psychological - take their meaning as much from their context as they do from 

themselves” (Lincoln & Guba, 1985, p. 189).  Lincoln and Guba (1985) maintain reality 

cannot be separated from the world in which they are experienced, and phenomena 

cannot be understood outside of their relationship with the time and context that created 

and supported it. They propose naturalistic inquiry is based on five basic beliefs, which 

lay the foundation for broader implications of the paradigm and provide guidance for the 

implementation of the proposed research. These five beliefs are: 1) there are multiple 

constructed realities that need to be studied holistically; 2) the inquirer and object of 

inquiry interact, influence one another and are inseparable; 3) only time and context 

bound working hypothesis (idiographic statements) are possible; 4) it is impossible to 

determine cause and effect as all entities are in a state of mutual simultaneous shaping; 

and 5) inquiry is value bound and influenced by inquirer values, choice of paradigm, 
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choice of theory, values that exist in the context and whether the inquiry is value-resonant 

or dissonant (Lincoln & Guba, 1985). 

 Setting  

The Saint John Regional Hospital (SJRH) was the setting for this research. It is 

the largest tertiary care referral hospital in New Brunswick, employing approximately 

3,000 people (E. Crandall, personal communication, September, 2015). The SJRH is 

located in Saint John and situated on approximately 30 acres (A. Bradley, personal 

communication, September 14, 2015). On September 29, 2015, this hospital implemented 

a comprehensive smoke-free policy (see Table 4.1) that does not allow smoking 

anywhere on their property; patients, staff, and visitors that want to smoke have to leave 

the property to do so. The length of time between conducting the research and policy 

implementation, just over 1 year, supported the exploration of how such changes, may 

influence healthcare providers’ perceptions, experiences, and behaviors when it comes to 

tobacco dependence.  

Sample 

Most often in qualitative inquiry the purpose of sampling is to gather as much 

information as possible, “in all of its various ramifications and constructions” (Lincoln & 

Guba, 1985, p. 201). This research used purposeful sampling to illuminate the questions 

under study (Patton, 1990). The strength of purposeful sampling is dependent on the 

selection of information rich cases for which one can learn and gain insights about the 

issue(s) being explored (Patton, 1990).  Although many forms of purposeful sampling 

techniques could be used for qualitative description studies, Sandelowski (2000) suggests 

that maximum variation sampling is particularly useful as it allows the exploration of the 
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shared and unique manifestations of a phenomenon across a broad range of cases. 

Lincoln and Guba (1985) also concur, stating “the object of the game is not to focus on 

the similarities that can be developed into generalizations, but to detail the many specifics 

that give the context its unique flavor” (p. 201); maximum variation sampling supports 

this purpose. The aim of maximum variation sampling is to gather and describe dominant 

themes that expand across a wide-range of participants or program variation (Patton, 

1990). Heterogeneity in small samples can often be problematic in qualitative research 

when looking for common themes to emerge; however, maximum variation sampling 

views this seeming weakness as a strength based on the logic that, “any common pattern 

that emerges from great variation are of particular interest and value in capturing the core 

experiences and central, shared aspects or impacts of a program” (Patton, 1990, p. 172). 

 The purposeful selection of the 28 participants for this study involved identifying 

a diverse array of HCPs based on their professional designation, such as Physicians, 

Nurses, Social Workers, and Dieticians, working in various locations throughout the 

hospital. Although pre-determined selection conditions were identified, each new 

participant assisted in guiding the purposeful selection of subsequence sampling to 

extend the data that was already collected, as recommended by Lincoln and Guba, 

(1985). Study participants also had to meet the criteria of working at the Saint John 

Regional Hospital for at least 1 year prior to the implementation of the smoke-free 

hospital property policy and work greater than 12.5 hours per week in a direct patient 

care position. A brief participant screening tool (see Appendix A), was used to screen for 

eligibility. This sampling criteria, based on the intent to select information-rich cases 

(Patton, 1990), helped to ensure healthcare providers had experience working in the 
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hospital environment prior to the smoke-free policy as well as post policy 

implementation. Working greater than 12.5 hours per week in a direct patient care 

position also helped to ensure the opportunity for a breadth of clinical experiences in the 

area under study. Based on the first principle of qualitative sampling (Morse & Field, 

1995), the selection of participants who could best inform the phenomenon supported the 

“appropriateness” (p. 80) of the sample and enhanced effective and efficient data 

collection.  

The sampling was terminated when no new information was collected and 

informational redundancy was reached (Lincoln & Guba,1985).  This was supported by 

the second principle of qualitative sampling, that is “adequacy”, proposed by Morse and 

Fields (1995, p. 80). This was accomplished when enough data were available to develop 

a rich description of the phenomenon under study and it was felt no new data on this 

topic would emerge through additional interviews; also referred to as thematic saturation 

or data saturation (Hennink, Kasier, & Marconi, 2017; Kerr, Nixon, & Wild, 2010). Data 

saturation cannot be assumed by the number of participants recruited, it is more about 

producing a deep understanding of the data, irrespective of the number (Burmeister & 

Aitken, 2012). In this study an estimated range between 20 to 25 was the number of 

participants initially identified. Based on the data collected, recruitment ceased at 28 

participants to support data saturation. 

Recruitment 

The participants were recruited through promotional activities at the SJRH. A 

recruitment poster (see Appendix B) was displayed in staff areas throughout the hospital, 

including elevators, staff locker rooms, and lunch rooms. Recruitment poster information 
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was also distributed via internal communication mediums, such as e-mail, employee 

newsletters, and portals. Hospital unit managers and administrators were informed at 

leadership team meetings about the research study and recruitment criteria. The 

researcher used word of mouth and distributed recruitment posters (reduced size of 8.5” x 

5.5”) to professional colleagues, hospital staff and each interviewed participant to 

increase awareness of the study and the need and criteria for participants. All participants 

were offered an honorarium of $20.00 as a gesture of appreciation. In all instances, 

information was provided to interested persons, but the potential participant had to 

contact the researcher. Participants who did express interest were contacted and screened 

for study inclusion criteria within a few days of initial contact.  

Data Collection 

Data collection methods used in qualitative description are “directed towards 

discovering the who, what, and where of events or experiences” (Sandelowski, 2000, p. 

338).  Open ended, semi-structured interviews are one data collection technique 

suggested by Sandelowski (2000) that will accomplish this goal. A semi-structured 

interview will also allow for modest investigator control over the interview process and 

provide guidance for the novice researcher to ensure key topics are addressed 

(Kielhofner, 2006). Issues of importance regarding the research topic are also more likely 

to be identified and described during the open-ended questioning (Kielhofner, 2006). 

A semi-structured interview guide (see Appendix C) contained open-ended 

questions and associated probes to explore how the implementation of a smoke-free 

hospital environment influenced healthcare providers’ overall perceptions, experiences, 

and behaviors as they related to tobacco dependence. The broad questions were 
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developed from the researcher’s clinical experience and the current literature on tobacco 

control, smoke-free hospital policy, clinical practice guidelines for tobacco dependence, 

social ecology theory, and workplace culture. The process of creating a smoke-free 

hospital program theory, by way of a logic model (Manuscript 2, Chapter 3), also 

informed the various questions and probes. The short-term/intermediate results and mid-

term outcomes predicted in this logic model, coupled with the researchers’ clinical 

experience and literature, helped to identify areas for exploration, such as: knowledge and 

awareness of TDT; clinical skills for smoking cessation and NWM; policy expectations; 

environmental cues; exposure to ETS; barriers to TDT; interactions with colleagues; 

changes in work processes, values, norms, group processes, and shared vision. Insights 

gained during the interview process were also incorporated into subsequent interviews. 

Merriam (2009) suggests “fewer broader questions unhooks you from the interview guide 

and enables you to really listen to what your participant has to share, which in turn 

enables you to better follow avenues of inquiry that will yield potentially rich 

contributions” (Merriam, 2009, p. 104). Developed probes helped to ensure the depth of 

information needed was collected to address the research topic (Kielhofner, 2006). 

During the interviews, the questions and probes in the interview guide gave structure to 

the interview, but the participants directed the flow and topics that were discussed.  

The interview guide was field tested with three healthcare providers with varying 

experience in tobacco reduction: a physician, a nurse, and a hospital manager. This field 

test was to ensure the interview questions and probes were clear, were asked in a 

pragmatic order and captured rich data. As it can be difficult to recall all the details of an 

interview that cannot be recorded on tape (Milne & Oberle, 2005), field notes (see 
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Appendix D) were also compiled during and immediately after each interview to capture 

observations and impressions. All interviews were audio-recorded and transcribed to 

ensure verification of data accuracy.   

Although there is value in a one-on-one interviews to build greater trust and 

rapport, the interviewee still may not want to reveal personal information, insights, and 

experiences, which could limit the richness of data collected on this research topic 

(Kielhofner, 2006). In this particular research study, there was potential for the 

interviewee to be reluctant to share their thoughts about an employer’s policy. I, as the 

researcher, made a conscious effort to build rapport and foster a supportive environment 

for each participant during the interview process to encourage an open exchange of 

information and minimize the possible power dynamic between researcher and 

participant. Open, supportive body language (e.g., smile, eye contact, nods, verbal 

support), a comfortable environment (e.g., bottle of water, comfortable chair), and some 

simple questions to start the interview helped ease the participant into the interview 

process and build rapport. The participant was also reminded that all data collected would 

be treated in a confidential manner and quotes used would not disclose his or her identity. 

I also informed the participants that I, the researcher, was not an employee of the 

hospital. 

The locations for conducting the face-to-face interviews included two private 

meeting rooms at the Saint John Regional Hospital and in the home of one participant. 

All areas used were private and provided a comfortable, quiet location for each interview. 

Interviews were conducted from November 2016 to March 2017. 
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Data Analysis  

 Thematic analysis is the data analysis approach that was used in this research 

study to identify, analyze, and report patterns across the data set, as well as organize and 

describe the data in rich detail (Braun & Clarke, 2006). This analysis approach supports 

the aim of qualitative description to stay close to the data to produce rich, straightforward 

descriptions of an experience or event without trying to force the data to fit a specific 

framework or theory (Braun & Clarke, 2006; Neergaard et al., 2009; Willis, Sullivan-

Bolyai, Knafl, & Zichi-Cohen, 2016). Due to its lack of dependence on one particular 

theory or epistemology it can be also be used across a variety of methodologies (Braun & 

Clarke, 2006). Braun and Clarke (2006) believe that it is this flexibility and theoretical 

freedom that makes thematic analysis a valuable research tool that can produce a “rich 

and detailed, yet complex account of data” (p. 79). The thematic analysis used in this 

study involved using an inductive semantic approach where the themes identified from 

the data come from the explicit meanings in the data and what the participants have said 

(Braun & Clarke, 2006). 

 The process for thematic analysis involves six phases as described by Braun and 

Clarke (2006), which were closely followed in this research study. The first phase was to 

immerse oneself in the data, reading and re-reading the transcripts as well as 

simultaneously re-listening to the audio recording to ensure accuracy of the transcription. 

This helped build familiarity with the data, the depth and breadth of the content, as well 

as assist in finding meanings and patterns (Braun & Clarke, 2006). Although time 

consuming, this was a critical step in laying a solid foundation for the remaining analysis 

(Braun & Clarke, 2006). During this initial review, notes and ideas for potential coding 
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were captured for reference in subsequent phases. The second phase of the analysis 

involved the development of initial codes from the data. The data was reviewed 

systematically giving consideration to each data item and identifying any interesting 

features or characteristics in the data with codes that may eventually lead to repeated 

patterns or themes across the data set. Braun and Clarke (2006) suggest to code for as 

many potential themes as possible, code extracts of the data with multiple themes when 

appropriate and ensure the context of the text is not lost by extracting enough text to 

maintain its meaning. A summary table including the data extracted and codes for each 

passage was developed to enhance organization and discussion with my research 

supervisor.  The third phase in the analysis commenced when all data was coded and 

organized.  This part of the analysis focuses on the broader level by sorting the different 

codes previously identified into different possible themes and organizing the codes within 

each theme, “essentially, you are starting to analyze your codes and consider how 

different codes may combine to form an overarching theme” (Braun & Clarke, 2006, p. 

89). Consideration was also given to the relationships between codes, themes, and 

different levels of themes with the main output of this phase being a collection of 

possible themes and subthemes with related coded data. To enhance trustworthiness, each 

participant was provided with a draft summary for comments and feedback on the initial 

description and interpretation. The fourth phase involved two levels of reviewing and 

revision of themes. I first reviewed the coded data for each theme to ensure the identified 

themes capture the essence of the coded data, then I re-read the entire data set to 

determine if the themes were an accurate representation of the data and coded any 

additional data within themes that may have been missed.  This phase continued until the 
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themes were representative of the data and any refinements did not add anything 

substantial to the analysis. This phase helped identify the different themes, how each 

theme fit together and an overall representation of the data. The fifth phase involved 

defining and refining the themes for the final analysis as well as analyzing the data within 

each theme. To accomplish this, I analyzed each theme and documented how and why 

each theme was of interest by identifying what story each theme told and how each one 

fit into the overall story. This phase produced themes that are clearly defined. The final 

names of each theme were also developed during this phase. The titles for the 

overarching themes were created by the researcher, but the titles for subthemes came 

directly from participant quotes. The sixth and final phase included producing a report 

with a succinct account of the data for each theme, as well as across themes, embedded in 

an analytic narrative using data extracts to illustrate the significance of each theme, the 

overall story and discussion of how it related to the research question.  

The electronic software that was used to assist in data storage and analysis was 

NVivo. Computer assisted qualitative data analysis provides the researcher with tools to 

improve efficiencies in areas such as data storage, text-based searches, code book 

development, and tagging and retrieval of data (Kielhofner, 2006). 

Strategies to Enhance Data Trustworthiness 

It is essential that data collected in a qualitative study are accurate and reflect 

cultural, social, and lived reality of participants as this builds trustworthiness of the data 

(Kielhofner, 2006). Historically, qualitative description was criticized for its lack of rigor 

and credibility (Neergaard et al., 2009). This in part was due to not only the absence of a 

clearly defined methodological approach (Milne & Oberle, 2005), but also the criteria on 
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which qualitative research was judged, that being the same as quantitative research 

(Milne & Oberle, 2005). It has been argued, qualitative research is based on different 

assumptions and goals, “in contrast, qualitative research seeks not to reveal “truth” but to 

generate insights” (Milne & Oberle, 2005, p. 413); therefore, one must evaluate its merit 

differently (Milne & Oberle, 2005). Since 2000, when Sandelowski published a paper 

providing clarity and discussion around the merits of qualitative description as a 

reputable qualitative research methodology, it has become a popular approach used by 

many health researchers (Sandelowski, 2010). Milne and Oberle (2005) advocate that 

both rigor and credibility can be enhanced in qualitative description by focusing on 

specific criteria that are in line with Guba and Lincoln’s (1985) beliefs that qualitative 

research needs criteria other than positivistic approaches. In response to this need, Milne 

and Oberle (2005) showcase how numerous strategies can contribute to the scientific 

rigor of qualitative description organized according to a framework proposed by 

Whittemore, Chase, and Mandle (2001), including: 1) Credibility, reflection of 

believability of results; 2) Authenticity, attention to the voices of the participants; 3) 

Criticality, critical appraisal of all decisions during the research process; and 4) Integrity, 

on-going researcher reflection and self-appraisal. Due to the high interrelatedness of these 

concepts, they will be further discussed in pairs. 

Credibility and Authenticity   

Lincoln and Guba (1985) propose credibility is the operational word for truth 

value. Truth value is subject-oriented and obtained through the discovery of human 

experiences as they are perceived and lived by the participants (Krefting, 1991). 

Sandelowski (2000) suggests that a qualitative study is credible when the experiences are 
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described and interpreted in such an accurate manner that others who also share similar 

experiences can relate. Truth value is viewed by some, as the most important criteria for 

trustworthiness in qualitative research (Krefting, 1991). The credibility of a qualitative 

study and the methods used to ensure credibility directly impact the ability to remain true 

to the phenomenon under study, that being its authenticity.  

In this study both credibility and authenticity were established throughout the 

research process whereby the data collected was continuously reviewed to inform 

subsequent sample selection, interview questions and data analysis until no new 

categories emerged and the relationships between the themes were transparent (Merriam, 

2009; Milne & Oberle, 2005). The use of a semi-structured flexible interview guide also 

allowed the participants to discuss what was important to them and to tell their own 

stories, keeping the data collection participant-driven (Milne & Oberle, 2005). During the 

interviews, I, as the researcher, allowed ample time for the participant to follow their own 

train of thought. I would take brief notes as a reminder to get clarity at a more suitable 

time and would probe for clarification and depth, as appropriate, during the interviews. 

This strategy enhanced the data shared about the phenomena of interest and ensured the 

participant’s voice was heard (Milne & Oberle, 2005).   

Credibility and authenticity in qualitative description not only depends on 

capturing the participant’s stories, but also how they are accurately represented and 

analyzed (Milne & Oberle, 2005). Timely transcription and review was an additional 

strategy to enhance the overall trustworthiness. I would review each transcript while 

simultaneously re-listening to the audio recording to ensure accuracy; at the same time 

considering additional notes, reflections, and non-verbal communication. This helped to 
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improve and inform data collection, as well as enhance understanding of the interview 

context as a whole (Milne & Oberle, 2005). During data analysis, larger units of data 

were also captured when extracting data to explore emerging themes and patterns. This 

served to minimize the inherent risk of losing the true meaning the participant intended. 

Direct quotations used in the research report also support the analysis and enhance 

credibility for the reader (Milne & Oberle, 2005). 

Criticality and Integrity    

The ever-diverse backgrounds, knowledge, interpretations, and assumptions of 

every researcher that can potentially influence the research process requires devout 

attention to criticality and integrity (Whittemore et al., 2001). Criticality refers to the 

critical appraisal of every decision made throughout the research process, while integrity 

is the reflection of its criticality, or the researcher’s on-going reflection and self-appraisal 

(Milne & Oberle, 2005). 

Peer-review, often referred to as peer debriefing (Hammell, 2002; Kielhofner, 

2006) was employed, using another researcher – in this case my supervisor – to debrief 

around the decisions made throughout the research process. The aim of using peer-review 

in this study was to critique interpretations and expose preconceptions (Hasselkus, 1991). 

Over the course of the research analysis process, ongoing dialogue with my thesis 

supervisor, who has extensive experience with thematic analysis, helped to ensure that 

the data was analyzed with rigor. Peer review may be limited by the tendency of peers 

with similar backgrounds to corroborate as opposed to challenge assumptions, as well as 

potential unequal power relationships between researchers (Hammell, 2002). In this 
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study, review by the research supervisor, who has a different professional background 

and extensive experience, helped to enhance trustworthiness. 

During qualitative research, investigators experience a variety of feelings, 

thoughts and reactions to the people and events they are examining; these will influence 

data collection and data analysis (Kielhofner, 2006). In qualitative research, the 

researcher is a data collection instrument, thus reflexivity is necessary. According to 

Kielhofner (2006), “Reflexivity pertains to the need for a critical examination of the ways 

in which the researcher and the research process shaped the research relationship, data 

collection and data analysis” (Hammell, 2002, p. 179). As previously mentioned, I 

believe HCPs play a critical role in tobacco dependence treatment; however, being a HCP 

myself, I appreciated there could be numerous influences on what HCPs do, and do not 

do, in the clinical setting. During data collection and analysis, I bracketed my knowledge 

and beliefs and focused on the experiences, perceptions, and behaviors shared by the 

participants (Sorsa, Kiikkala, & Astedt-Kurki, 2015). The descriptive nature of this 

research also supported my position as a listener, as compared to a co-creator of the data 

used in interpretive approaches (Sorsa et al., 2015). While my opinions on tobacco 

smoking may appear as if I am opposed to it, I view tobacco use as an addiction to 

nicotine, not a choice. When I was in clinical practice, I did not pass judgement on 

individuals who smoked tobacco; yet, I was always open to assist if, and when, he or she 

was ready. It should be noted that the intent of this study was not to explore if the smoke-

free environment (created through the implementation of a program plan, driven by the 

new smoke-free policy), swayed HCPs to quit smoking, but rather to explore what 
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influence a smoke-free environment had on perceptions, experiences, and behaviors 

related to clinical care and workplace culture. 

An audit trail will allow the researcher to manage record keeping as well as 

support reflexivity (Kielhofner, 2006). Throughout this study, I maintained copies of all 

interview guides and hand-written field notes on reflections about the time spent with the 

study participants, the data generated, and technical aspects of data collection and 

analysis (Kielhofner, 2006). Accurate record keeping not only supported my reflexivity 

for this study, but also provides a detailed account to a third party as to the rigor of the 

procedures and conclusions (Kielhofner, 2006).  

Integrity also relies on methods carried out by qualitative researchers to ensure their 

analysis represents the voice of the participants and the subject of the inquiry (Milne & 

Oberle, 2005). Respondent validation, otherwise known as member checking, allows the 

researcher to learn about accuracy, fairness, and validity of his or her data through 

participants’ feedback and reaction to the data analysis in which they are a part (Patton, 

1999). It helps to ensure the conclusions “make sense from the perspective of the persons 

who experienced those events” (Kielhofner, 2006, p. 353). A limitation to member 

checking is when data is broken down into codes and themes then put back together, it 

can look different; it may require higher conceptual analysis skills on the part of 

participants who review it (Krefting, 1991; Milne & Oberle, 2005). Because qualitative 

description requires less high-level interpretation and relies more on the presentation of 

facts in everyday language (Sandelowski, 2000), the limitations of using this method 

were minimized. All study participants were asked to participate in member checking. To 

help mitigate the limitations mentioned above, each participant was emailed a 



 

129 

 

 

straightforward draft summary of the initial analysis, containing preliminary codes and 

associated quotes. The participants were asked for feedback and comments. They were 

given the choice of being contacted by phone to collect their feedback or to reply by 

email. Eleven participants provided feedback over email, with unanimous agreement that 

the summary accurately represented their story.  This process further enhanced the 

trustworthiness of the study findings. 

Respect for Human Dignity 

Based on the underlying value of human dignity, the Canadian Institutes of Health 

Research, Natural Sciences and Engineering Research Council of Canada and Social 

Sciences and Humanities Research Council of Canada (2010) have identified three core 

principles that apply to research involving humans in their Tri-Council policy statement 

on ethical conduct for research involving humans: respect for persons, concern for 

welfare, and justice. All three of these were considered and maintained throughout the 

research process. Ethics approval was obtained from the Research Ethics Boards at both 

the University of New Brunswick and Horizon Health Network prior to recruitment and 

data collection. 

Risk and Benefits 

Interested healthcare providers were asked to volunteer for one in-depth interview 

on how the implementation of a smoke-free hospital environment influenced their overall 

perceptions, experiences, and behaviors as it related to tobacco dependence. Participants 

were also invited to give feedback on their initial data analysis, if they desired. The 

method used for recruitment attracted participants that were open and willing to discuss 

their experiences and insights and comfortable with the topic; therefore, this research 
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study posed minimal risk to the participants as the probability and degree of possible 

harm was no greater than those encountered by them in their everyday life.  Merriam 

(2009) suggests that most people who volunteer to be interviewed enjoy sharing their 

experiences, knowledge, and opinions. Sound research methodology will also mitigate 

risks; “no degree of risk is acceptable if the research design is inadequate” (Kielhofner, 

2006, p. 478). Adherence to a rigorous research design and methodology ensured risks 

were minimized.  

When the participants were initially contacted they were informed that there 

would be no reimbursement for out of pocket expenses; however, they would receive 

$20.00 as a gesture of appreciation. The honorarium was not dependent on the usefulness 

of the data collected and the participant still had the option to withdraw at any time 

throughout the course of the study and keep his or her honorarium.  No participants 

withdrew during the course of this research study. Every effort was made to work around 

the participant’s schedule to minimize costs to the participant associated with 

participation in this study. 

Informed consent was obtained prior to conducting the research using a written 

consent form (see Appendix E). The voluntariness of participation was stressed during 

the review of the consent form to ensure the participant did not feel his or her 

participation was being coerced or affected by any undue influence. After completion of 

the interview, the researcher confirmed consent for the use of quotations from the 

participant to ensure the participant has a clear understanding of what he or she had said 

during the interview and what could be used as quotes. Before each interview, the 

participant was given ample time to read the consent form and ask questions. The consent 
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form was then reviewed in detail before being signed at the time of the interview. The 

participants were also provided with a draft copy of the initial summary of the data 

analysis via email to allow for feedback and comments; however, they were not under 

any obligation to respond. This option was provided to all participants and those that 

chose to give feedback were welcome to do so.  

The locations for conducting interviews were all private rooms that provided a 

confidential, comfortable, quiet location to interview the participant. The hospital was a 

central location that posed minimal safety risks to participants. 

There were no direct benefits to the participants in this study, but the indirect 

benefit may be new knowledge and insight concerning the hospital’s smoke-free policy 

and tobacco dependence treatments. The indirect benefits of this research outweigh the 

potential for minimal risk associated with this study.  

Confidentiality 

All data collected from the participants were treated in a confidential manner. 

Each study participant was assigned a pseudonym that was associated with their name 

and contact information. The interview transcripts only used these pseudonyms to 

identify the participant to protect their confidentiality. The file linking pseudonyms with 

participants’ real information was stored in a locked file, separate from the actual data.  

All written notes and research files were stored in a separate locked file in the 

researcher’s home office. All digital notes and audio files were password protected and 

stored on a password protected computer. All electronic information was backed up in 

password protected files on an encrypted USB drive and stored in locked storage. The 

only people who had access to this information were the researcher, thesis supervisor, 
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and the transcriptionist.  A confidentiality agreement (see Appendix F) was signed by the 

transcriptionist and all data sent for transcription was password protected. Once 

transcribed, files in the possession of the transcriptionist were destroyed. No data 

remained in any form with the transcriptionist. The data was reported in the form of 

themes and stories and none of the participants were identified, names of the participants 

and identifying features such as professional designation were changed, or generalized as 

just “HCP” to protect confidentiality. All data associated with this research study will be 

retained post completion of the thesis publication for 5 years. The data will then be 

discarded by shredding all paper copies and CDs, and erasing any electronic files or flash 

drives that house data.   
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Chapter 5: Manuscript 3 

What are the Perceptions, Experiences, and Behaviors of Healthcare Providers 

After Implementation of a Comprehensive Smoke-free Hospital Policy? 

Luck, K., & Doucet, S. (2018). What are the perceptions, experiences, and behaviors of 

healthcare providers after implementation of a comprehensive smoke-free hospital 

policy? Global Qualitative Nursing Research, 5, 1–14.  

Abstract 

 The aim of this study was to explore the perceptions, experiences, and behaviors 

of healthcare providers (HCPs) after the implementation of a comprehensive smoke-free 

policy. This qualitative descriptive study, using semi-structured interviews, was 

conducted with 28 HCPs working in a Canadian hospital. Four overarching themes 

emerged from the analysis including: 1) Greater support for tobacco reduction; 2) 

Enhanced patient care and interactions; 3) Improved staff morale; and 4) Some barriers 

still exist. The main findings suggest a comprehensive smoke-free hospital environment 

can strengthen the tobacco-free workplace culture within a hospital setting among HCPs 

where support for tobacco reduction is amplified, patient care, and interactions regarding 

tobacco dependence are improved and staff morale is enhanced. While there are still 

some challenging barriers as well as opportunities for improvements, the implementation 

of a comprehensive smoke-free policy heightened the call-to-action among HCPs to take 

a more active role in tobacco reduction. 

 Key Words: Smoke-free Policy, Hospitals, Healthcare Providers, Environmental 

Tobacco Smoke, Health Promotion, Qualitative Research, Tobacco, Qualitative 

Description, Tobacco-free Culture
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Introduction 

 Many gains in tobacco reduction have been made over the past decades in areas of 

health promotion, disease prevention, and public health policy; however, to preserve 

these gains and hasten the reduction in tobacco use and the burden associated with 

smoking-attributable morbidity and mortality, further innovations and action are required 

(U.S. Department of Health and Human Services, 2014). One such example, suggested as 

the most profound health promotion initiative a hospital can make (Kunyk, Els, Predy, & 

Haase, 2007), is comprehensive tobacco control policies, including a ban on smoking 

anywhere on a hospital property. Smoke-free hospitals have been shown to promote 

healthier choices and social attitudes regarding tobacco (Wheeler et al., 2007); reduce 

exposure of environmental tobacco smoke (ETS) (Callinan, Clarke, Doherty, & Kelleher, 

2010); influence how tobacco dependence is managed; and reduce the use of tobacco and 

increase quit rates (Shopik, Schultz, Nykiforuk, Finegan, & Kvern, 2012; Unrod, Oliver, 

Heckman, Simmons, & Brandon, 2012;). Smoke-free policies (SFP) have also been 

associated with reduced mortality related to smoking-related illnesses (Frazer, McHugh, 

Callinan, & Kelleher, 2016). With numerous patients hospitalized due to tobacco related 

disease, comprehensive smoke-free policies can be the catalyst to improve the delivery of 

care for tobacco dependence and demonstrate institutional leadership (Fiore, Keller & 

Curry, 2007). 

 As general hospitals continue to implement and refine SFP, challenges still exist, 

including non-compliance (Shopik et al., 2012; Wheeler et al., 2007), exposure to ETS, 

limited leadership, lack of tobacco dependence treatments, fears of negative public/staff 

perceptions and issues related to patient care and safety (Schultz, Finegan, Nykiforuk, & 
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Kvern, 2011). For such a far-reaching policy initiative to succeed, support and buy-in 

among hospital employees is critical (McNally et al., 2006); yet, research examining the 

effects of smoke-free hospital policies on hospital employees, healthcare providers 

(HCPs) in particular, is limited (Unrod et al., 2012). Many studies have explored staff 

attitudes towards these new policies, as well as the impact on staff’s smoking behavior 

(Arack, Blake, Lee, & Coulson, 2009; Duffy et al., 2013; Lewis, Shin, & Davies, 2011; 

Parks, Wilson, Turner, & Chin, 2009; Unrod et al., 2012; Wheeler et al., 2007). While 

these previous findings suggest advancements in tobacco control, our understanding of 

what influences these newer smoke-free environments have on HCPs’ perceptions, 

experiences and behaviors is still lacking. Historically, however, studies have shown the 

promotion of tobacco reduction by HCPs in smoke-free hospitals has been less than 

optimal (Freund et al., 2008), despite the potential impact on the health of their patients 

(Rigotti, Clair, Munafò, & Stead, 2012) or supportive clinical practice guidelines (CAN-

ADAPTT, 2011; Fiore, et al., 2008). Tobacco dependence treatments have been 

demonstrated to be clinically effective in smoking cessation, managing withdrawal and 

supporting abstinence (Rigotti et al., 2012), as well as cost-effective relative to other 

medical and disease prevention interventions (Fiore et al., 2008); still, tobacco 

dependence is typically not considered a front-line issue (Schultz, Bottorff, & Johnson, 

2006a). Healthcare providers are often unacquainted with resources available and 

treatment is offered inconsistently (Freund et al., 2008; Kunyk et al., 2007; Schultz et al., 

2006a; Schultz et al., 2011; Shopik et al., 2012; Smoking and Health Action Foundation, 

2013). In addition, HCPs are often hesitant to confront the smoking behaviors of patients 

(Arack et al., 2009; Ratschen, Britton, & McNeill, 2008; Shipley & Allcock, 2008).  
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 Fiore et al. (2007) advocate that institutional, system-level approaches, such as 

those implemented as part of a comprehensive SFP, have the potential to enhance tobacco 

reduction interventions by HCPs; yet, few studies have had fully comprehensive policies 

in place to accurately assess the impact in general hospital environments. It is 

recommended that comprehensive smoke-free policies encompass integrated tobacco 

dependence treatment systems and resources for patients and staff, with no exclusions or 

designated smoking areas, as well as hospital administration leadership and enforcement 

(Luck, 2016; Smoking and Health Action Foundation, 2013). Stockings et al. (2014) 

recognize that comprehensive smoke-free policies are increasingly being implemented in 

hospitals; however, most studies on this topic have been conducted in general hospitals 

that allowed smoking for certain groups (e.g., psychiatry, palliative), had designated 

smoking areas, and/or did not have systems in place to adequately treat tobacco 

dependence. When comprehensive hospital policies have been implemented, delivery of 

tobacco dependence treatment and patient outcomes appeared more promising (Freund et 

al., 2009; Stocking et al., 2014). 

 If hospitals are to realize their intentions of SFPs, multiple influencers at various 

levels need to be better understood to build capacity and empower HCPs in tobacco 

reduction (Shopik et al., 2012). This could not only provide optimal health care for 

patients (Shopik et al., 2012), but could also address other concerns around compliance, 

exposure to ETS and negative perceptions (Kunyk et al., 2007; Schultz et al., 2011; 

Shopik et al., 2012). This study builds on research in this area by exploring the 

perceptions, experiences, and behaviors of HCPs following the implementation of a 

comprehensive smoke-free hospital policy.  
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Methods 

 This qualitative descriptive study (Sandelowski, 2000) was conducted at the Saint 

John Regional Hospital (SJRH) located in Saint John, New Brunswick, Canada. Ethics 

approval was obtained from the University of New Brunswick and the Horizon Health 

Network, file numbers 034-2016 and RS 2016-2384 respectively.   

Setting 

The SJRH is the largest general hospital in the province, as well as the primary 

provincial health care referral center for major trauma and cardiac care. It employs 

approximately 3,000 people, has approximately 445 in-patient beds, and is situated on 30 

acres of property. On September 29, 2015, the SJRH officially launched a comprehensive 

smoke-free policy that did not allow smoking anywhere on their property; anyone that 

wanted to smoke would have to leave the property to do so. There were no exceptions or 

exclusions to the policy. At the time of policy implementation, New Brunswick had the 

highest reported smoking prevalence in Canada at 19.6% (Reid, Hammond, Rynard, & 

Burkhalter, 2015). Through key lessons learned by others who implemented similar 

policies in this area (Gajendra, Ossip, Panzer, & McIntosh, 2011; Kunyk et al., 2007; 

Schultz et al., 2011, Shopik et al., 2012), the implementation team strived to address 

many of the shortcomings identified. An internal pre-launch of the policy commenced 

five months prior to the policy launch date to support the change management process 

and build a supportive environment for the new policy. This included raising awareness 

of nicotine addiction; communicating enforcement, compliance and staff expectations; 

promoting available supports; explaining policy rationale and property boundaries; 

implementing staff training; and erecting policy signage. The policy mandated that 
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hospital administration, security and board members enforce it (i.e., if they saw anyone 

smoking, they were expected to inform them of the policy and ask them to put out their 

cigarette or leave the property), while all other staff were strongly encouraged to enforce 

the policy, but not mandated to do so. Tools, such as scripts of what to say and videos, 

were developed to assist with enforcement. A systematic approach, using the Ottawa 

Model for Smoking Cessation (Reid et al., 2010), was expanded to ensure all inpatients 

had access to tobacco screening and medications for cessation and/or nicotine withdrawal 

management, including referral access to a respiratory therapist for smoking cessation 

counseling and a hospital-wide nicotine withdrawal order set. All staff also had access to 

smoking cessation counseling and 12 weeks of free nicotine replacement medication 

through the staff health and wellness department.  

Sample  

 To explore the perceptions, experiences, and behaviors of HCPs following the 

implementation of a comprehensive smoke-free hospital policy, HCPs were purposefully 

sampled, using maximum variation sampling, to gather data that would describe 

dominant themes that expanded across a range of professional backgrounds and practice 

settings within the hospital. Participants were recruited through promotional activities 

throughout the hospital, including recruitment posters, e-mail, newsletters, small group 

presentations, and word of mouth. To be included, the HCPs were required to have 

worked at the SJRH for at least 1 year prior to the implementation of the smoke-free 

hospital property policy, and work greater than 12.5 hours per week in direct patient care. 

Informed consent was obtained prior to conducting the interview using a written consent 

form.  The sampling was terminated when enough data was available to develop a rich 
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description of the phenomenon under study and it was felt no new data on this topic 

would emerge through additional interviews.  

Data Collection 

Data were collected by the primary author through single in-depth, face-to-face, 

semi-structured interviews lasting 45-90 minutes. The interview guide contained open-

ended questions and associated probes developed from the researchers’ clinical 

experience and the current literature on tobacco, smoke-free policy, social ecology 

theory, and workplace culture. All interviews were audio recorded and transcribed 

verbatim. The locations used to conduct interviews were private and provided a 

comfortable, quiet setting, including: meeting rooms at the SJRH and participant’s 

homes.  

Data Analysis 

 The six phases of thematic analysis outlined by Braun and Clarke (2006), were 

used to identify, analyze and report patterns across the data set, as well as organize and 

describe the data in rich detail (Braun & Clarke, 2006). NVivo was used to assist in data 

storage and analysis. Reflexivity, peer debriefing, an audit trail, and member checking 

helped ensure trustworthiness (Creswell, 2013; Merriam, 2009; Milne & Oberle, 2005). 

For example, peer debriefing (Hammell, 2002; Kielhofner, 2006) with the second author 

allowed for ongoing discussion, scrutiny, and revision during the data analysis. The two 

researchers, each with different professional backgrounds, independently coded randomly 

selected transcripts for comparison of the coding scheme and emerging themes. All study 

participants were provided with a summary of the initial analysis via email. Eleven 
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participants shared input and feedback, with unanimous agreement that the summary 

accurately represented their stories.   

Results 

Sample Characteristics 

 Participants included 28 HCPs. Participant demographics are shown in Table 5.1. 

Although three participants reported using tobacco in the previous 12 months, the 

perceptions, experience, and behaviors shared did not remarkably differ from those HCPs 

that did not use tobacco. Due to small numbers of certain healthcare professions, both 

participating in this study and working in the research setting (e.g., social worker, 

dietician, physiotherapist), the type of HCP was not identified in the findings in order to 

protect anonymity. 

Themes and Subthemes 

 Seventeen subthemes emerged from the analysis based on the stories shared by 

the participants, each were characterized using direct quotes that capture the overall 

meaning. These were mapped and merged into four overarching themes including: 1) 

Greater support for tobacco reduction; 2) Enhanced patient care and interactions; 3) 

Improved staff morale; and 4) Some barriers still exist (see Figure 5.1). 
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Table 5.1 

 

Participant Demographics 

 
Healthcare Providers   

N=28 

10 Registered Nurses 

4 Physicians (Specialists) 

3 Pharmacists 

 

 Allied Health Care Providersa  

 2 Respiratory Therapists 

2 Licensed Practical Nurses 

1 Dietician 

1 Physiotherapist 

1 Social Worker 

1 Personal Support worker 

3 Technologists (Cardiology, X-ray, Nuclear Medicine) 

Employment type 22 full-time 

5 part-time 

1 casual 

Types of patients seen 

(inpatients/outpatients) 

15 only worked with inpatients 

2 only worked with outpatients 

11 worked with both inpatients and outpatients 

Area of work Various units throughout hospital, including: 

Cardiology, CCU, Burns/Plastics, Family Medicine, 

Oncology, Diagnostic Imagining, Medical/Surgical ICU, 

Emergency, Neurology, Neurosurgery, Rehabilitation, 

Psychiatry, Nuclear Medicine, General Surgery, 

Electrodiagnostics, Nephrology/Dialysis, Transplant 

# of years worked at current hospital 

as HCP 

M= 9.30, Mdn= 8.5, SD= 6.96 

# of years in total worked as HCP M= 14.27, Mdn= 10.5, SD= 10.16 

Age M= 41.32, Mdn= 38.5, SD= 10.75 

Tobacco use in past 12 months 3 reported using tobacco regularly in the past 12 months                      

2 of whom currently smoke 

Previous tobacco use 9 identified as a "past- smoker"                                                                   

3 reported using tobacco socially on a regular basis 

Note. HCP= Healthcare Provider; M=Mean; Mdn=Median; SD=Standard Deviation; N=number of cases. 

 aAllied Healthcare providers were defined for this study as all healthcare providers except medicine, 

registered nursing and pharmacy (Institute of Medicine, 1989)  
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Figure 5.1. Themes and Subthemes of Perceptions, Experiences, and Behaviors of 

Healthcare Providers after Implementation of a Comprehensive Smoke-free Policy 

 

Theme 1: Greater Support for Tobacco Reduction  

 This theme described the perceptions, experiences, and behaviors HCPs shared 

related to endorsing and encouraging tobacco dependence treatment and promoting a 

smoke-free environment after the policy was implemented. Five subthemes illustrate the 

changes that enabled a positive shift in tobacco reduction within the hospital setting. 

These include: “We have the policy to back us up… we are fully empowered”; 

“Difference in the engagement…post policy”; “I used to feel like such as hypocrite”; “It 

went better than I anticipated” and “It's easy, whereas before it was a process.” 

 We have the policy to back us up…we are fully empowered. The majority of 

HCPs shared they now promote the smoke-free environment and the value of tobacco 

dependence treatment with confidence, feeling it is not just their own views and opinions 

they are advocating for, but those of the entire hospital. As one HCP explained, “you 
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have that back-up and that power of the policy behind you,” whereas before, many felt 

saying something may be perceived as their individual opinion and thus they were less 

likely to promote tobacco reduction. Another HCP described how the policy changed her 

comfort level:  

I feel more comfortable having those conversations because it is a hospital 

policy…. you don’t want to cross boundaries and give them medical 

advice and that sort of thing so I think a lot of people just were worried 

that that line was kind of blurred if they were encouraging someone to 

seek help for nicotine replacement or…cessation of smoking long 

term…so I think having those resources available, having them laid out, 

it’s sort of like the hospital saying… we encourage you to do this and it is 

okay to have those conversations with your patients so I think that’s 

helpful. 

 

Clear rules and a comprehensive SFP provided a consistent message and sense of control, 

independence and autonomy to endorse the smoke-free environment and/or assist with 

tobacco dependence supports without hesitation or repercussions. 

 Difference in the engagement…post policy. While a few participants felt staff 

engagement did not drastically change since the policy was implemented, the vast 

majority adamantly pointed out a greater “buy in” among colleagues to support and 

promote the smoke-free environment. As one HCP expressed, “There was a time where 

some people thought it wasn’t their job.  I think that those people are now realizing that it 

is their job.” The participants felt tobacco dependence treatment is now discussed more 

often, including a change in mentality towards it. For example:  

We have made positive inroads. When you start to make a difference it’s a 

snowball and so then it’s like wait…the people that are asking those 

questions and making those offers are making a difference and we are 

starting to see that there is some positive change so maybe I should get on 

board with that, too. 

 

Tobacco use screening before the policy was often described as a box that needed to be 
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checked, with little action taken afterwards; post-policy when a patient was flagged as a 

tobacco user, more support by HCPs appeared to be happening. Participants felt physical 

cues in the environment, such as signage and posters, along with having a “champion” 

for tobacco reduction within the work unit further supported this enhanced level of 

engagement.  

 I used to feel like such a hypocrite. Although not all participants mentioned this 

during their interviews, the majority described feelings of hypocrisy prior to the policy, 

whereby their conviction in reinforcing a health promotion message was internally 

challenged when patients could just walk around the corner and have a cigarette or see 

others, oftentimes HCPs, smoking. As one HCP stated, “I didn’t see any point,” while 

another shared:  

It makes it easier for me…when telling somebody they shouldn’t be 

smoking, I don’t feel like I’m being a hypocrite because they’re not 

walking outside and seeing health professionals smoking outside the 

hospital. 

 

The participants described how the change in environment supported the message 

they delivered and motivated them to support tobacco dependence treatment and 

to promote a smoke-free environment. 

 It went better than I anticipated. Based on their previous experiences and failed 

attempts with other tobacco policies, many HCPs described feelings of skepticism and 

hesitation when the policy was first announced. Nevertheless, after seeing firsthand how 

the program worked to reduce exposure to second-hand smoke, decrease the number of 

people smoking on the property and effectively manage their patient’s withdrawal and 

cravings, most reported it had a positive influence on their receptivity and confidence to 
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promote the policy and support tobacco dependence treatment. As explained by one 

nurse: 

Now that I’ve actually gone through and we’ve done the nicotine 

replacement therapy and they’ve coped quite well with that then I feel, I 

am pleased with it…I really think it’s a good way to go. 

 

One HCP did express disappointment with the success of the policy, relaying she still 

sees some patients and staff hiding and smoking on the grounds, noting her expectation 

was 100% compliance. However, this was the exception, rather than the norm among 

participants. 

 It's easy, whereas before it was a process. This theme was most prominent 

among HCPs that had a scope of practice that included medication management and 

treatment, such as nursing, medicine, pharmacy, and respiratory therapy. The new 

availability of resources and supports, and in some cases the increase in awareness of 

previously existing resources, such as systematic screening and referral systems, medical 

directives, medications stored on the unit, and easier access to dedicated advice/support, 

all appeared to enhance the HCPs ability and motivation to offer tobacco dependence 

support, as well as improve efficiencies. As one nurse explained: 

It’s just way more accessible to get that [NRT] and that was an issue in 

the past… I got to find the doctor, I got to page him, I gotta’ wait for him 

to call me back. Sometimes that can be a long time especially if it’s not 

something that’s really pressing I might forget about it and then all of a 

sudden yeah, the patient’s really edgy… you kind of missed the boat. 

 

Another nurse shared, “you do not have to wait for approval,” which contrasted the 

experiences described prior to policy where a traditional medical model and lines of 

authority in the hospital setting dictated if tobacco dependence treatment was offered to 

patients. As stated by one participant when referencing pre-policy, “It’s a hierarchy, you 
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better be in sync,”. The majority of allied HCPs (e.g., physiotherapists, social workers, 

dieticians, technologists) reported they would ensure someone on the unit knew if a 

patient was looking for tobacco dependence assistance; however, most did not have 

firsthand experience with implementing these screening or treatment processes for 

tobacco dependence within the hospital.  

Theme 2: Enhanced Patient Care and Interactions  

 Changes following the implementation of the smoke-free policy in patient care as 

it related to tobacco reduction were represented by the theme: enhanced patient care and 

interactions. Four sub-themes exemplifying the transformation in caregiver-patient 

dialogue, understanding and approach include: “It made me a bit more empathetic”; “It 

helped me... be more proactive”; “You can approach it [conversations] in a different 

way” and “More of a let’s help you manage your withdrawal symptoms”. 

 It made me a bit more empathetic. Many HCPs described enhanced empathy 

and understanding of nicotine addiction, withdrawal symptoms and the struggles their 

smoking patients may go through while trying to quit smoking and/or being in a smoke-

free hospital. Some reported their philosophy changed from “smoking is bad for you” and 

“shaking their finger,” to their patients are “withdrawing” and need their help. Others 

explained they are more in tune with nicotine withdrawal, realizing it could be a reason 

for their patients’ attitudes and behaviors. For example: 

Before I wouldn’t be so aware of what withdrawal they would be going 

through or how severe it may look… that it could contribute to some of the 

picture that I was seeing of agitation… a lot of different factors that I 

wouldn’t have tuned in to… it gives you a bit more appreciation  
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It helped me... be more proactive. Most HCPs shared that since the environment went 

smoke-free, tobacco use was more “top of mind” and meaningfully screened. Tobacco 

dependence treatment was viewed as a higher priority and was offered more often and 

proactively to patients on admission. In comparison, HCPs felt previously implemented 

tobacco screening procedures were done with less importance placed on them; as one 

HCP explained, “We were more lax because our patients could just go out front [to 

smoke].” Another HCP shared: 

I think the fact that we have a smoke-free policy definitely makes us talk to 

them a little bit more about it because before it used to be ‘are you a 

smoker?’ and they would say ‘yes’ or ‘no’, ‘Have you thought about 

quitting?’…if they said no, you didn’t push any further. 

 

 The safety concern of patients walking off the large property was described as a 

substantial influence and prompt for HCPs to offer tobacco dependence treatment. All 

HCPs reported they proactively promoted a smoke-free environment with their patients; 

however, nurses, pharmacists, and physicians, and allocated smoking cessation 

respiratory therapists were now more likely to discuss and provide tobacco dependence 

treatment to patients. Allied HCPs shared they would now more readily discuss tobacco 

dependence if it was pertinent to treatment or if the patient initiated the conversation. A 

few allied HCPs conveyed they did not feel the organizational systems fostered their role 

in doing more than being “supportive” and connecting a patient with his or her nurse. Of 

the few HCPs that felt they were just as proactive prior to the policy, they still expressed 

the smoke-free environment helped to support their message, which enhanced patient 

receptivity.   
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 You can approach it [conversations] in a different way. Many HCPs shared 

how the conversations with patients changed since the hospital went smoke-free. As one 

HCPs described: 

Previously…people who were not interested in quitting…they’ll say ‘I don’t 

want to talk about this. I just want to go outside for a smoke’…now you can 

approach it a different way because you can say you can’t just go 

downstairs and go outside.  It’s hard for you to walk way off the property 

and I don’t want you lying in bed thinking about smoking, I want you to 

concentrate on getting well. 

 

Before the policy, HCPs would often just direct patients to the designated smoking area 

to smoke, post-policy the smoke-free environment (and large smoke-free campus) was 

leveraged to build interest with patients for smoking cessation or nicotine withdrawal 

management. This approach, shared by many HCPs, appeared to enhance patients’ 

receptivity and discussions about tobacco dependence treatments, especially nicotine 

withdrawal management. As one HCP explained, “It’s sort of leverage or reason to give 

them…if you do go out, you do have to leave the premises… just giving them that 

information I think helps them question whether they really need to go or not.” 

 More of a let’s help you manage your withdrawal symptoms. Although the 

ultimate goal in tobacco dependence treatment is quitting smoking, nicotine withdrawal 

management to “keep them comfortable,” was the primary approach described by the 

majority of HCPs in this hospital setting. If patients were not interested in quitting 

smoking, nicotine withdrawal was readily offered to manage withdrawal symptoms and 

to support the smoke free environment. As described by one of the HCPs, “Before…you 

would kind of gauge whether someone was ready to quit or they’re not ready to quit and 

there wasn’t anything in the middle.”  Many HCPs viewed nicotine withdrawal 
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management similar to other treatments they would offer, such as medications for pain 

management. 

Theme 3: Improved Staff Morale  

   The positive shift, after policy implementation, in staff attitudes towards their 

workplace that enhanced receptivity towards tobacco reduction is captured in the theme: 

improved staff morale. Three sub-themes that demonstrate these changes in job 

satisfaction include: “It definitely makes the workplace healthier”; No longer a “division 

of employees” and “Overall it makes us look more professional”. 

 It definitely makes the workplace healthier. All HCPs shared their appreciation 

for less exposure to ETS in the workplace and improvement in the air quality. As 

expressed by one HCP, “It’s been a lot better to work here because…there is not that 

cloud of smoke that we walk through”. Another HCP explained, “it’s a trickledown effect, 

by having an overall healthier work environment then you get people doing more healthy 

things”. This was reinforced by experiences shared by a few HCPs conveying they were 

“more likely to go outside on break now”.  Some expressed being protected from ETS 

made them feel more valued and appreciated. As one HCPs explained, “You feel 

protected. Stood up for… it’s nice to have the big guns backing us up… you feel cared 

for.”  Others shared they felt great support for quitting smoking for themselves and/or 

their colleagues and it “improved the workplace in a positive way”. 

 No longer a “division of employees”. Many HCPs described less staff animosity 

felt towards colleagues that smoked since the policy was implemented, one nurse 

expressed her previous frustration saying, “If you don’t smoke you actually end up with 

the short stick.” This perception was further explained by one HCP: 
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Previous to the policy, we would often see them [colleagues that smoke] 

going outside for a cigarette multiple times a day. It sort of creates that, I 

don’t know if jealously is the right word, or you just feel like wow that 

person is going out for another break. They get all these fifteen minutes 

breaks during the day… that was considered acceptable to do, but if you 

just wanted to step outside and sit on the grass for fifteen minutes you know 

you couldn’t do that.  

 

It was suggested post-policy the distance to travel was a deterrent and staff were less 

likely to leave and would wait to go on their allocated break time. As one HCP described, 

“There are people who run around all day and don’t get a break, but you’ve got four 

because you’re a smoker… that conversation has changed a little bit.” Others shared 

they perceived an improvement in compliance and respect for the smoke-free policy 

among staff, as well as less smoking among colleagues overall. Many HCPs shared 

several staff appeared to quit smoking since the policy or they no longer smoked at work. 

 Overall it makes us look more professional. Most HCPs expressed feeling 

proud to work for a healthcare organization that showed unwavering leadership in 

promoting a clear message about smoking. They felt it projected a positive image for the 

organization as a whole, as explained by one HCP, “I think it’s a huge positive step for 

the hospital. I think it changes the image of the hospital tremendously.” 

Theme 4: Some Barriers Still Exist 

 Ongoing challenges experienced and perceived by HCPs related to tobacco 

dependence treatment and smoke-free promotion are identified and described in the final 

theme: some barriers still exist. Five subthemes illustrate continuing hurdles in tobacco 

reduction one year after a SFP was implemented, these include: As a healthcare provider, 

“my knowledge is quite limited”; “So many other things get in the way”; Patients “need 
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the follow up”; “One thing that is lacking…is having that enforcement” and “If patient 

wants to smoke, that would be their right”.   

 As a healthcare provider, my knowledge is quite limited. While the majority of 

HCPs, with a few exceptions among physicians and pharmacists, described an increase in 

overall awareness to tobacco reduction strategies, they still expressed a need for more 

training and the lack of skills and comfort in their roles regarding tobacco dependence 

treatment. For example: 

There really isn’t the training. I mean the e-learning helps, helps you have 

some knowledge but...you’re not really sure if you’re saying the right 

thing… you don’t learn that in school… It wasn’t really something that 

was taught. 

 

Many HCPs, in particular most allied HCPs, were unsure of their role in tobacco 

dependence treatment, and what was expected of them; nevertheless, most HCPs 

expressed an openness towards taking on a larger role if or when needed. It was also 

mentioned that with a dedicated hospital personnel allocated for smoking 

cessation/tobacco dependence treatment via referral, it often fostered thinking that “as 

long as someone is doing it, I am perfectly happy,” which appeared to support a mindset 

whereby many HCPs did not see their role going beyond screening, referral and perhaps 

starting nicotine withdrawal management (versus discussing smoking cessation). As 

articulated by one nurse: 

 I’ll put the consult in… and then I leave and I go do my own thing, when 

really I probably am the best person to have the conversation [about 

smoking cessation]. Because of the association with respiratory therapists 

as the gurus we sometimes pass that off on them. 
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Lack of resources and tools to assist with patient education and building awareness on 

tobacco dependence and smoking cessation was also identified as a need to improve 

overall knowledge and skills.  

 So many other things get in the way. Most HCPs mentioned time limitations as 

a barrier when trying to juggle all aspects of care for their patients. Although tobacco 

dependence was viewed as more “top-of-mind,” as compared to before the policy, it did 

not take priority over the more acute issues that had to be dealt with in a hospital setting. 

For example: 

Time constraints and lack of staff means you have to prioritize what is the 

absolute MOST important. Getting people off cigarettes is absolutely 

important, but when it comes down to some guy dying in the next room it 

takes a back seat. Honestly, if we just had more staff we would have those 

opportunities to actually sit down with our patients and be like, ‘I’ve 

noticed, you’re still smoking. Let’s talk about it’, but you can’t. I don’t, 

you don’t have time. You don’t have time. 

 

Some HCPs also mentioned the degree of illness also influenced when, and if, tobacco 

dependence was a priority, such as psychosis, intubation, or severe illness.  

 Patients need the follow up. A number of HCPs mentioned the challenges faced 

by patients for accessibility and affordability of smoking cessation medications once 

discharged from hospital, as well as lack of supports for smoking cessation counseling 

and support. All inpatients had access to medications while in hospital, but outpatients 

and discharged patients often had limited access to medication to assist with tobacco 

dependence; therefore, lack of treatment continuity was identified as a concern. One HCP 

shared their vision for change: 

Ideal world would be to have everything covered even after the people are 

discharged from hospital to have patches to send home with them, offer 
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support that way. I find a lot of people say “Well, you know, it’s great in 

here cause it’s free but I get home and I can’t afford it”. 

 

Another HCP proposed changes that would foster greater success: 

To have some better counseling and follow-up to help support them and 

reinforce… maybe you could argue that if they all had support when they 

went out the door then more of them would succeed. 

 

 One thing that is lacking…is having that enforcement. Even though all HCPs 

reported there was remarkably less smoking on hospital property since the policy was 

implemented, it was not 100% smoke-free. Many shared reports of patients, visitors, 

and staff still finding hiding spots to sneak in a cigarette instead of walking off the 

campus. Questions that emerged included: “Whose job is it to enforce?” and “Why 

isn’t security doing more?”  Feelings of frustration and insincerity of hospital 

administration towards the policy were expressed, which challenged the “backing” 

felt to promote and discuss tobacco reduction. As shared by one HCP: 

They’re not abiding by it.  They’re still going outside. They’re still 

smoking…they have to have an external body to police it if they are going 

to be serious about it…I think it’s going to start with your staff.  If the 

patients and family members see the staff outside then you think, well 

they’re allowed and they’re smoking… I’m going to do it, too. 

 

 While many reported the policy did make them more aware of violations and 

made them think twice when seeing someone smoking on the property, most HCPs 

discussed their uneasiness in approaching someone smoking on the property. They found 

approaching a smoker to be too intimidating and uncomfortable. A few did convey the 

policy gave them the assurance to approach a smoker, but most had not actually done so. 

Of the HCPs who said they would address violations, it would only be with visitors or 

patients, not with staff. Also a few mentioned they would address it if it was directly 
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impacting them, for example having to walk through smoke or sitting outside at break. 

Although most HCPs stated they promoted the smoke-free environment, many felt they 

should not be the primary people responsible for enforcing the policy as it was viewed as 

security’s role. 

 If patient wants to smoke that would be their right. While many HCPs 

described a heightened appreciation for smoking as an addiction, the majority still 

expressed apprehensions when addressing smoking behaviors due to the “rights” of their 

patients to smoke. Some also reported they were hesitant to be viewed as judgmental or 

harassing, which could interfere with the therapeutic relationship. For example: 

I feel very judgmental that as a non-smoker I am going to tell you, you 

should stop smoking or cut back…so I am very hesitant to…do any of that 

without them bringing it up first. 

 

Other concerns expressed included, “too much is going on” in their patient’s life 

during hospitalization and some patients just “need” to smoke, as one nurse 

explained, “we’re supposed to be taking care of patients holistically and 

holistically some people just need to smoke.  It’s not our right to force people to 

stop.” Although many HCPs did report offering tobacco dependence more often, 

these internal conflicts were still described as an influence on the motivation and 

comfort to bring up or discuss tobacco dependence and treatment.  

Discussion 

 To our knowledge, this study is the first to specifically explore the perceptions, 

experiences, and behaviors of HCPs after the implementation of a comprehensive smoke-

free policy that included tobacco dependence treatment infrastructure, no policy 

exclusions, or designated smoking areas in a general hospital setting. The main findings 
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suggest a comprehensive smoke-free hospital environment can strengthen the tobacco-

free workplace culture within a hospital setting among HCPs where support for tobacco 

reduction is amplified, patient care and interactions regarding tobacco dependence are 

improved and staff morale is enhanced. While there are still some challenging barriers, as 

well as opportunities for improvements, the implementation of a comprehensive smoke-

free policy heightened the call-to-action among HCPs to take a more active role in 

tobacco reduction. Using an analytical lens, this discussion pulls many of the individual 

themes and/or subthemes together to provide context through comparison of previous 

research in this area, as well as to highlight noteworthy insights gleaned from the findings 

to make recommendations for future initiatives and studies. 

 The described changes in mindset and behaviors towards tobacco reduction and 

tobacco dependence were woven throughout many of the themes and subthemes, such as 

feeling supported and empowered; sensing differences in engagement among colleagues; 

perceiving a consistent message throughout the organization; being more proactive and 

empathetic and initiating new conversations regarding tobacco. These findings suggest a 

strengthened tobacco-free workplace culture developed after the implementation of the 

comprehensive smoke-free policy. Manley, Sanders, Cardiff, and Webster (2011) 

propose such examples are the manifestations of culture, reflecting values, beliefs, and 

assumptions. They advise the term “workplace culture” is the most immediate culture 

experienced by HCPs, which has the most substantial impact on everyday experiences 

and frontline care. It is made up of social and environmental contexts that influence how 

people behave, as well accepted norms (Manley et al., 2011; Schein, 2010). This is in 

keeping with previous studies suggesting the way in which tobacco is routinely framed 
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and the related actions amongst colleagues influence how others view tobacco and their 

workplace culture (Schultz et al., 2006a; Schultz, Hossain, & Johnson, 2009). Additional 

facilitators proposed by the HCPs to support this culture change included physical cues, 

such as less visibility of smoking on the campus, smoke-free signage, information 

pamphlets as well as having tobacco “champions” to foster engagement. Such examples 

have also been shown effective in reinforcing smoke-free policies and changing attitudes 

and behaviors (Fiore et al., 2007; Movsisyan, Petrosyan, Harutyunyan, Petrosyan, & 

Stillman, 2014; Schultz et al., 2009). It has been suggested workplace culture has a 

substantial impact on how clinical approaches and healthcare policies are implemented 

(Hung, Leidig, & Shelley, 2014; McCormack et al., 2002) and the achievement of clinical 

outcomes (Jacobs et al., 2013; McCormack et al., 2002). Tobacco-free workplace culture 

has also been identified as a critical success factor in building support for tobacco 

reduction among staff in hospital settings (Ratschen et al., 2008; Schultz et al., 2006a).  

Poder, Carroll, Wallace, and Hua (2012) suggest without a strong internal workplace 

culture that promotes and reinforces the smoke-free policy, tobacco dependence 

treatment delivery will often fall short.  

 Along with a strengthened tobacco-free workplace culture, the descriptions by 

most participants of support and empowerment to promote a smoke-free environment 

also suggest that after the hospital went smoke-free, tobacco reduction activities and 

behaviors among HCPS were amplified. This included an improvement in tobacco 

dependence treatment delivery. In contrast, most studies have concluded tobacco 

dependence treatment is inconsistently offered by HCPs in hospitals settings even after 

implementation of smoke-free policies (Poder et al., 2012; Ratschen et al., 2008; Schultz 
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et al., 2011; Shopik et al., 2012; Stockings et al., 2014). Some HCPs did report hesitation 

to discuss tobacco dependence treatment, feeling it may impact the therapeutic 

relationship, infringe on their patients’ “right to smoke”, or be viewed as judgmental; yet, 

most HCPs still reported they were more likely to discuss tobacco dependence treatment 

as compared to pre-policy.  Such reluctance has been identified as a common issue 

among HCPs in previous studies (Arack et al., 2009; Chapman, 2000; Ratschen et al., 

2008; Shipley & Allcock, 2008) despite that most hospitalized smokers, especially if they 

are in hospital due to a smoking-related disease, have been shown to be receptive to an 

offer of assistance with nicotine withdrawal management and smoking cessation 

(Balmford, Leifert, & Jaehne, 2014; Rigotti et al., 2012). One partial explanation for the 

encouraging difference in tobacco dependence treatment delivery seen in this study could 

be the new or re-discovered systematic tobacco dependence treatment systems described 

by participants, including full access to pharmacotherapy, screening, and referral systems 

and prescribing guidelines, which made it “easy” to take an active role in tobacco 

dependence treatment. The lack of integrated system-wide approaches and inadequate 

resources for tobacco dependence treatment are frequently identified as a reason tobacco 

dependence treatment delivery is suboptimal (Arack et al., 2009; Freund et al., 2009; 

Gajendra et al., 2011; Parks et al., 2009; Ratschen et al., 2008; Shopik et al., 2012). Such 

infrastructure has been shown to influence the integration of tobacco reduction activities 

(Freund et al., 2009; Schultz, Johnson, & Bottorff, 2006b), enhance perceived ability to 

provide tobacco dependence treatment (Schultz et al., 2006b) and produce more 

favorable patient outcomes (Rigotti et al., 2012; Stocking et al., 2014). Despite the 

positive influence these systems can have on tobacco dependence treatment delivery for 
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patients while in hospital, commonly reported shortfalls of these systems in continuity of 

care have still been identified (Chang et al., 2016; Freund et al., 2008; Freund et al., 

2009; Schultz et al., 2011). This was consistent with the findings of this study, including 

limited follow up and access to medications and cessation resources for discharged 

patients and outpatients. Although this deficit in continuity did not appear to greatly 

impact day-to-day adherence to the smoke-free policy in the current study, this aspect of 

patient care still requires more attention if hospitals want to ultimately improve their 

patients’ overall health and reduce smoking prevalence.  

 While this study confirms infrastructure is a critical element for tobacco 

dependence treatment delivery (Fiore et al., 2007; Freund et al., 2009), it illustrates 

systems alone will not fully enhance tobacco dependence treatment delivery behaviors 

among HCPs and improve smoke-free policy success. Many participants who worked on 

wards that already had tobacco dependence treatment systems in place (prior to the 

policy), reported tobacco dependence treatment was not as “top of mind” or viewed as a 

priority until after the SFP was implemented. This suggests the change in environment 

and the associated influencers, in addition to resources and systems for tobacco 

dependence treatment, had an impact on tobacco dependence treatment delivery and 

hence the improvement in patient care. Similar findings have been suggested by Freund 

et al. (2009), where the implementation of multi-strategic interventions have been shown 

to increase rates of both initiating discussions with patients, as well as tobacco 

dependence treatment delivery by HCPs. In this study, a combination of factors, 

including infrastructure, could be an explanation for the reported changes in tobacco 

dependence treatment delivery described by participants. Another factor that appeared to 
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contribute to the overall mindset shift towards tobacco dependence treatment delivery 

was the elevated tobacco-free workplace culture previously discussed. An additional 

factor could include the commonly identified concern for patient safety when leaving the 

property to smoke (Harolds, 2015; Schultz et al., 2011; Shopik et al., 2012; Unrod et al., 

2012; Wheeler et al., 2007), which was also reported by many participants as a motivator 

to be more prudent when it came to discussing tobacco use. Restrictions on where 

smoking is permitted has been shown to elevate the importance placed on managing 

withdrawal symptoms and enhancing conversations about tobacco, irrespective of 

patient’s interest in quitting smoking (Scharf, Fabian, Fichter-DeSando, & Douaihy, 

2011). Harolds (2015) advocates that preventing patients from leaving in the first place is 

the best way to ensure patient safety, which she notes could be accomplished through 

consistent tobacco dependence treatment delivery. Lastly, many HCPs described greater 

empathy and understanding for nicotine addiction and the struggles their patients face 

when quitting or abstaining from smoking, which supports the inclination for nicotine 

withdrawal to be viewed as any other medical condition needing treatment to improve 

comfort and manage/minimize symptoms (Rigotti et al., 2000; Schultz et al., 2011). 

Consistent with this study, the idea of tobacco dependence being reframed from cessation 

to abstinence has been advised as a viable option to manage nicotine withdrawal while in 

hospital, improve current health conditions, reduce safety risks, and improve compliance 

(Rigotti et al., 2000; Shopik et al., 2012). The tendency to violate a smoke-free policy is 

mitigated when nicotine withdrawal is managed (Rigotti et al., 2000). The preference in 

this study for nicotine withdrawal management over smoking cessation counseling may 

have been influenced by the reported gaps in knowledge, lack of time and conflicting 
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priorities, all of which are also commonly cited challenges in tobacco dependence 

treatment delivery (Chang et al., 2016; Schultz et al., 2006a; Schultz et al., 2006b; 

Schultz, 2011). While both approaches are important in tobacco dependence treatment 

(CAN-ADAPTT, 2011; Fiore et al., 2008), nicotine withdrawal management is less 

resource intensive and does not require as much time or training to implement. This 

approach, however, is not as effective as a combination of medications and counseling 

for long-term smoke-free success (CAN-ADAPTT, 2011; Fiore et al., 2008).   

 Many hospitals that have considered smoke-free hospital policies have been 

hesitant due to concerns of potential push back from smoking employees and the impact 

on their staff morale (Unrod et al., 2012; Wheeler et al., 2007). However, similar to this 

study, noteworthy differences have been demonstrated in the expected negative impact 

and the actual impact of smoke-free policies (Ratschen et al., 2008; Sheffer, Stitzer, & 

Wheeler, 2009; Unrod et al., 2012; Wheeler et al., 2007). Not often do hospital 

administrators appear to spend the same energy and concern to consider the effect of not 

implementing smoke-free policies on employees who do not smoke, which is to say the 

majority of hospital employees (Reid et al., 2015). All participants in this study, 

including the three that identified as smokers, felt their employer’s actions to reduce 

exposure to ETS and promote a healthier environment made them feel “cared for” and 

valued as employees. Similar findings have not only shown improvements in overall job 

satisfaction, but also a positive impact on job abilities and interactions with others (Unrod 

et al., 2012; Wheeler et al., 2007). Many employees expressed the worst part of their job 

pre-policy was walking through a cloud of smoke to come and go from work, which in 

turn created negative experiences and perceptions towards the hospital where they 
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worked. Paradoxically, the impact of exposure to ETS for non-smoking employees could 

be suggested as an even greater consideration when contemplating such policy changes.  

 Another consideration that is often overshadowed by potential concerns of 

smoking employees, is the impact on staff interaction between those employees that 

smoke and those that do not. As demonstrated in the literature (Gadomski, Stayton, 

Krupa, & Jenkins, 2010; Unrod et al., 2012; Wheeler et al., 2007), smoking prevalence is 

often altered or reduced after such a policy is implemented. A noteworthy outcome of 

such change is potential improvement in staff comradery. This was expressed by a 

number of non-smoking HCPs in this study, as many felt the workload was then more 

evenly dispersed and that there were more “hands on deck” when needed. The support 

offered to quit or reduce tobacco use, along with the inability to quickly pop outdoors for 

an unauthorized break, appeared to improve the working relationships and reduce the 

expressed “division” among hospital staff. Previous findings from research on smoke-

free policy have been mixed in this regard, where some studies have shown 

improvements in staff relationships (Sheffer et al., 2009; Unrod et al., 2012), while others 

have shown animosity towards staff who smoke (Arack et al., 2009; Ratschen et al., 

2008). The smoke-free environment was also perceived by all HCPs to be a healthier 

place and conveyed a constructive health message, all the while projecting a very positive 

image for a healthcare institution, expressed by one HCP as, “walking the walk, talking 

the talk”. This type of unwavering leadership and consistent message have been proposed 

as critical success factors in implementing such changes (Luck, 2016; Ratschen et al., 

2008; Wheeler et al., 2007). These perceptions and experiences in turn further supported 
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a vibrant tobacco-free workplace culture and enhanced pride in working at this healthcare 

institution. 

 While tobacco reduction was embraced more often by most HCPs, many still 

identified that limited knowledge and inadequate resources for education and awareness 

led to discomfort and deficient skills in this area. These are commonly cited barriers 

(Chang et al., 2016; Schultz et al., 2006a; Schultz et al., 2006b) that can restrict tobacco 

reduction and tobacco dependence treatment delivery. This was particularly prominent 

among most of the allied HCPs interviewed. Even though all allied HCPs reported being 

more proactive in promoting a smoke-free environment, they felt their role in tobacco 

dependence treatment was unclear and somewhat limited to a “supportive” role and 

connecting patients to their nurse for more thorough tobacco dependence care. Logistics 

around patient interactions in a hospital setting, such as timing of first contact and 

assessment of a patient; duration and number of patient interactions; access to tobacco 

dependence treatment screening and treatment systems; as well as role expectations 

identified or inferred by hospital structures, may have contributed to these findings. In 

contrast, both the joint position statement on the role of health professionals in tobacco 

cessation (CAOT, 2011), as well as the clinical practice guidelines for treating tobacco 

use and dependence (CAN-ADAPTT, 2011; Fiore et al., 2008), recommend every HCP 

has a role to play in tobacco reduction. The role may include assessing and documenting 

tobacco use, offering assistance to quit, providing referrals to smoking cessation 

resources, and using a collaborative, interprofessional approach. With so many studies 

identifying a need for better tobacco dependence treatment delivery (Poder et al., 2012; 

Ratschen et al., 2008; Schultz et al., 2011; Shopik et al., 2012), the role of allied HCPs in 
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tobacco dependence treatment may be a missed opportunity that could further enhance 

patient care in a smoke-free hospital setting.  

 In keeping with many studies exploring smoke-free properties (Arack et al., 2009; 

Ratschen et al., 2008; Shipley & Allcock, 2008), the lack of enforcement was regularly 

identified by participants in this study as a barrier to implementing a smoke-free property. 

Previous study findings concur that most hospital staff are uncomfortable to approach 

smokers and enforce the smoke free policy, with some feeling this responsibility should 

fall on security services (Ratschen et al., 2008; Shipley & Allcock, 2008). Despite the 

expressed frustrations around enforcement, most participants noted their exposure to 

second hand smoke had decreased remarkably, which diverges from many studies that 

have shown little difference in compliance after the implementation of such a policy 

(Arack et al., 2009; Ratschen et al., 2008; Schultz et al., 2011; Wheeler et al., 2007). 

Compliance is one of the primary challenges identified in the published literature on 

smoke-free hospital properties (Ratschen et al., 2008; Schultz et al., 2011; Shopik et al., 

2012; Wheeler et al., 2007). The expectation of the property being 100% smoke-free and 

still seeing individuals smoking, albeit substantially less than before, may be why some 

participants felt so strongly about the need for better enforcement. The reluctance to 

approach smokers themselves and the view that it should be security’s role, may have 

also been contributing factors. In contrast, the noted improvement in compliance after 

policy implementation could be due to the enhanced tobacco-free culture, which 

supported the promotion of the policy, as well as the surge in tobacco dependence 

treatment delivery/systems for patients and staff; this in turn, served to minimize the need 

to venture outside for a cigarette. As suggested in the literature, infrastructure, 
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enforcement, appropriate tobacco dependence resources and workplace culture (Arack et 

al., 2009; Ratschen et al., 2008; Schultz et al., 2011; Shopik et al., 2012) are essential 

components to successful smoke-free policy implementation, as also evidenced by this 

study.  

 In the current study, there were varying views on having dedicated personnel 

responsible for smoking cessation counseling within the institution. Some HCPs viewed 

them as a welcomed resource within a busy hospital setting, while others felt it limited 

their role in tobacco dependence treatment delivery. It has been proposed that tobacco 

champions enhance engagement among other HCPS in tobacco reduction (Fiore et al., 

2007; Schultz et al., 2006b; Schultz et al., 2009), as well as create opportunities to 

support a team approach and systematize how tobacco use is addressed (Fiore et al., 

2007). However, it did appear to limit some HCPs perceptions of their role in tobacco 

dependence treatment and their need to further develop knowledge or skills in this area. 

As suggested by Schultz et al., 2009, perceived ability to address tobacco can be a strong 

predictor of tobacco reduction behaviors, highlighting the importance for expanding 

opportunities for training and skill development to build self-efficacy and enhance 

tobacco reduction throughout the healthcare system. In contrast to previous studies, these 

findings suggest dedicated personnel for smoking cessation, even though they offer great 

value in tobacco dependence treatment delivery, may inadvertently contradict tobacco 

dependence treatment delivery guidelines and position statements (CAN-ADAPTT, 

2011; CAOT, 2011; Fiore et al., 2008) by creating the impression that it is someone 

else’s role. 
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Limitations 

 Although new understandings on this topic have been gained through this 

exploration, these results must be reviewed in light of study limitations. Data collection 

was limited to one hospital and the HCPs working within this institution. As such, the 

findings provide valuable insights for similar hospital sites with comparable policy 

infrastructure and for future policy implementation; however, the findings cannot be 

generalized to all hospital settings or HCPs. As well, due to the low number of 

participants who used tobacco, these findings may not accurately represent the 

experiences, perceptions, and behaviors of this cohort of HCPs. However, similar to the 

findings found by Eby and Laschober (2014), the data collected from the few participants 

who used tobacco did not differ markedly from those who did not. A more balanced 

sample of both smokers and non-smokers and the inclusion of multiple hospital sites 

could add to the insights from the data and enhance our understanding in this regard. 

Additionally, expanding the input from various HCPs would also serve to augment our 

current knowledge. While this study used a diverse group of participants from various 

healthcare fields, which provided breadth to the research question, logistics around 

patient interactions in a hospital setting may have enabled some HCPs to more 

thoroughly discuss tobacco dependence treatment compared with other providers. For 

example, although all HCPs reported promoting a smoke-free environment and most 

would discuss tobacco dependence, many allied HCPs felt they had a limited role to play. 

An exploration specific to allied HCPs may further identify unique facilitators and/or 

barriers for this subset of HCPs. Lastly, the necessity for participants to share experiences 

and events from before policy implementation, as well as the timeframe since policy 
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launch was largely dependent on participant recall and recollection, potentially affecting 

the accuracy of details shared. As this smoke-free policy was a building block to previous 

tobacco reduction initiatives, some hospital units already had systems in place for 

tobacco dependence treatment, which could have made it difficult to distinguish the new 

from the pre-existing in some instances.  Although very positive that HCPs re-discovered 

or increased their awareness of new, or in some cases pre-existing resources available, 

the perception that these were part of the policy implementation may have caused 

confusion when discussing how the environment had changed.  Further exploring what 

particular aspects of this smoke-free policy enhanced the engagement and buy in of staff 

regarding tobacco reduction would add to the current body of knowledge available on the 

successful implementation of such initiatives.  

Conclusion 

 This exploration of perceptions, experiences, and behaviors of HCPs following 

the implementation of a smoke-free policy (SFP) provides insights into how policy 

changes, when done comprehensively, can improve tobacco reduction within a hospital 

setting, as well identify existing barriers, areas for improvement, and future research. The 

main findings of this study suggest that implementing a comprehensive SFP can 

empower and build capacity for tobacco reduction among HCPs through a strengthened 

tobacco-free workplace culture. This in turn can enhance patient care, improve staff 

morale and help to address commonly identified SFP challenges, such as compliance, 

exposure to ETS and negative perceptions. This study also supports the critical role SFPs 

play in supporting the overall reduction of tobacco use and the burdens associated with 

smoking-attributable morbidity and mortality.  
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Chapter 6: Conclusion 

 The main objective of this research was to generate a greater understanding of the 

influence comprehensive smoke-free policies have on healthcare providers as it relates to 

tobacco dependence, with a focus on perceived roles and behaviors related to tobacco 

dependence treatment; perceived barriers and facilitators to offering tobacco dependence 

treatment; and overall perception of a tobacco-free workplace culture. To achieve this 

main objective, many steps needed to be taken to first prepare the research landscape and 

then to support the research process. The many components of this dissertation drew on 

various perspectives throughout the process, including my interdisciplinary supervisory 

committee and diverse bodies of knowledge in areas such as tobacco control; clinical 

practice in tobacco dependence; tobacco legislation and accreditation; smoke-free 

hospital policy; health promotion principles and theories (i.e., ecology and behavior 

theories); program design and evaluation; theory (e.g., roles, concerns, levels); social 

ecology model; and workplace culture. 

Preparing the Research Landscape 

 Advocacy for policy change was accomplished through a modified approach of 

the traditional stages of public policy-making (Benoit, 2013; Fafard, 2008; Howlett & 

Ramesh, 2009), such as highlighting the need for a new a smoke-free policy; collecting 

and disseminating information; and identifying solutions to address this issue. This phase 

fostered the development and publication of Manuscript 1 (Chapter 2) titled: Are 

Canadian Hospitals Leading by Example to Promote Smoke-free Hospital Properties? 

Rationale, Challenges, and Opportunities. The creation of this manuscript was informed 

by various fields of study including tobacco control, clinical practice in tobacco 
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dependence, tobacco legislation and accreditation, and smoke-free hospital policy. This 

manuscript provided a foundation to better understand the current climate in smoke-free 

hospital properties, and clear direction on comprehensive smoke-free polices for the 

current research study.  

Policy Approval and Implementation 

 Once the policy was approved, this served to inform the development and 

implementation of a systematic program plan for a comprehensive smoke-free hospital 

environment. This approach was guided by the field of program design and evaluation; 

the ADKAR model for change management (Hiatt, 2006); as well as the Social Ecology 

Model (McLeroy, Bibeau, Steckler, & Glanz, 1988). The logic model developed for this 

initiative supported the conceptualization, organization, and planning of the program; 

performance measurement; and communication with stakeholders. While the logic model 

for this program served the implementation process well, a more thorough exploration 

using health promotion principles and theories was conducted to expand awareness and 

recognition of new, or missed, opportunities to enhance the success of such an initiative. 

This work informed the development of Manuscript 2 (Chapter 3) titled: A Proposed 

Program Theory for a Smoke-free Hospital Property, and improved awareness of the 

various facets for consideration and exploration for the research study.  

Policy Launch and Research 

 On September 25, 2015, the Saint John Regional Hospital officially launched a 

smoke-free environment policy. After the launch of the new smoke-free policy, and 

subsequent implementation of the program plan, I was left wondering if the newly 

created smoke-free hospital environment influenced healthcare providers as it related to 
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their role in tobacco reduction. This led to the development of my interdisciplinary 

doctoral research study to explore the research question: What are the perceptions, 

experiences, and behaviors of healthcare providers after implementation of a 

comprehensive smoke-free hospital policy? Particular attention was given to perceived 

roles and behaviors related to tobacco dependence treatment; perceived barriers and 

facilitators to offering tobacco dependence treatment; and overall perception of the 

tobacco-free workplace culture. An interdisciplinary approach was used to draw on 

perspectives from pertinent disciplines to construct a more comprehensive understanding 

of the topic under study (Klein & Newell, 1996), including the Social Ecology Model 

(McLeroy et al., 1988) and literature on workplace culture. This exploration contributes 

to the awareness and comprehension of how influencers within a smoke-free environment 

can impact how tobacco use is viewed and addressed by healthcare providers. 

 The next section summarizes each manuscript, in point form, that laid the 

foundation for exploration of the research topic (Manuscript 1 and 2), as well as the 

research results from my doctoral study (Manuscript 3). The key objectives and 

significance for each manuscript are also reviewed. This chapter concludes with a 

summary of implications for practice, research, education, and policy. 

Manuscript 1: Are Canadian Hospitals Leading by Example to Promote Smoke-free 

Hospital Properties? Rationale, Challenges, and Opportunities 

 The objective of this manuscript was to explore the background and diverse views 

in the published literature on smoke-free hospital properties. This served to illuminate the 

rationale, challenges, and opportunities of this important healthcare initiative, each of 

which are summarized below. 



 

182 

 

 

Rationale 

• Smoking tobacco is the leading preventable cause of premature disease and death; 

smoking and exposure to environmental tobacco smoke (ETS) has been causally 

linked to diseases of virtually every organ of the body (U.S. Department of Health 

and Human Services, 2014).  

• Although many gains have been made over the years with direction from 

Canada's Federal Tobacco Control Strategy (FTCS), the decline in smoking 

prevalence rates has slowed, if not plateaued in some provinces; nearly 4.2 

million Canadians still smoke (Government of Canada, 2015). 

• A comprehensive smoke-free property policy, including tobacco dependence 

treatment for both patients and staff; elimination of policy exclusions and 

designated smoking areas; as well as leadership and enforcement, will position 

hospitals to achieve the goals of reducing exposure to environmental tobacco 

smoke, modeling healthy behaviors, reducing tobacco use, and influencing how 

tobacco use is managed (Shopik, Schultz, Nykiforuk, Finegan, & Kvern, 2012). 

Challenges 

• Compliance by staff, patients, and visitors is one of the biggest challenges 

identified with a smoke-free property policy (Ratschen, Britton, & McNeill, 2008; 

Schultz, Finegan, Nykiforuk, & Kvern, 2011; Shopik et al., 2012; Wheeler et al., 

2007). However, concerns of such policies go beyond compliance issues to 

include leadership (or lack thereof); fears of negative public and staff perceptions; 

safety concerns and issues related to patient care (Schultz et al., 2011). 



 

183 

 

 

• Many hospitals that report having smoke-free policies in place are lacking the 

critical infrastructure and systems needed for maximum success. Numerous 

hospitals that have been referred to as “smoke-free” in the literature have a policy 

on paper, but lack consistent tobacco reduction supports, have designated 

smoking areas, or exclusions to their policies. 

• Tobacco treatment is still not a standard of care in many healthcare institutions 

(Schultz et al., 2011; Smoking and Health Action Foundation, 2013). Even though 

several hospitals report implementing smoking cessation screening and supports 

for their inpatients, many hospitalized patients that smoke do not receive 

treatment. Based on the 2014 Tobacco Use in Canada: Patterns and Trends report, 

the percentage of smokers that received advice to quit smoking from health care 

professionals (e.g., physicians and pharmacists) ranged from only 13% to 56% 

(Reid, Hammond, Rynard, & Burkhalter, 2014).  

Opportunities 

• Tobacco dependence treatments have not only been shown to be clinically 

effective, but also cost-effective relative to other medical and disease prevention 

interventions (Fiore et al., 2008). Tobacco dependence treatments help individuals 

manage their withdrawal symptoms, quit smoking, and get the supports they need 

to successfully abstain from smoking (Rigotti, Clair, Munafò, & Stead, 2012).  

• Framing smoking as an addiction can help elevate smoking beyond a simple 

habit, which will enable healthcare professionals to feel more capable to offer 

supports, such as nicotine withdrawal management (Schultz et al., 2011). 
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• Comprehensive smoke-free policies can have a positive impact on the number of 

cigarettes smoked during admission, motivation to quit, and belief in ability to 

quit (Stockings et al., 2014). Most hospitalized smokers, especially if they are in 

hospital due to a smoking related disease, are receptive to an offer to assist with 

nicotine withdrawal management and smoking cessation (Balmford, Leifert, & 

Jaehne, 2014; Rigotti et al., 2012).  

• The Canadian smoking cessation clinical practice guidelines developed by the 

Canadian Action Network for the Advancement, Dissemination, and Adoption of 

Practice-informed Tobacco Treatment (CAN-ADAPTT) support the critical role 

of tobacco dependence treatment, including nicotine withdrawal management and 

smoking cessation supports, for patients during hospital admission (CAN-

ADAPTT, 2011). They advocate every Canadian HCP has a role in tobacco 

reduction, including assessing and documenting tobacco use; offering assistance  

to quit; providing referrals to smoking cessation resources; and using a 

collaborative, interdisciplinary approach. 

• Key to improving smoke-free property policy compliance is the availability of 

supports for nicotine withdrawal and smoking cessation for both patients and staff 

(Lawn et al., 2014). Hospitals are optimal and effective settings to help 

individuals quit smoking, as a large number of people can be reached using 

proven tobacco reduction methods (Cahill & Lancaster, 2014). 

Significance of Manuscript 1 

 This manuscript supported the development of foundational knowledge to better 

understand the current climate of smoke-free hospital properties, including clear direction 
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on comprehensive smoke-free polices. This article also provides a valuable resource for 

tobacco control advocates and hospital administrators considering smoke-free initiatives. 

 Manuscript 2: A Proposed Program Theory for a Smoke-free Hospital Property 

 The intent of this article was to identify and apply key constructs from various 

health promotion theories, including the Transtheoretical Model (Prochaska & 

DiClemente, 1983), Social Cognitive Theory (Bandura, 1998), Health Belief Model 

(Rosenstock, 1974; Rosenstock, Strecher, & Becker, 1988), and Social Ecology Model 

for Health Promotion (McLeroy et al., 1988), to inform inputs, activities, and outcomes in 

the development of a proposed smoke-free hospital property program theory. A program 

theory by way of a logic model was presented to illumine underlying assumptions used to 

develop a proposed initiative that would meet health promotion goals in tobacco 

reduction and smoke-free spaces. 

Key Points 

• A greater emphasis on theory will help guide the development and evaluation of 

program intervention approaches, as well as identify variables to be measured. 

Theory helps explain why individuals may, or may not, follow health advice; 

what processes, resources, and systems should be in place for a program to be 

successful; as well as what should be monitored and evaluated (Davidoff, Dixon-

Woods, Leviton, & Michie, 2015; Glanz, Rimer, & Viswanath, 2008; Green, 

2000; Noar & Zimmerman, 2005). A theoretical approach can also help sequence 

indicators to better understand the logic of a program and identify if something 

has been overlooked (Green, 2000). 
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• A comprehensive approach to health promotion programming will require a shift 

in focus from the individual to the broader environment, which includes multi-

level activities and interventions to successfully effectuate change (Glanz et al., 

2008). As described by Raingruber (2014), health promotion is a comprehensive 

social and political process that needs a combination of activities to not only 

strengthen individual skills and abilities, but also influence social, environmental, 

and economic conditions. Sustainable behavior change is best supported through 

simultaneous consideration and implementation of multilevel influencers (Glanz 

et al., 2008; Richard, Gauvin, & Raine, 2011). 

• Transtheoretical Model proposes behavior change is a process that evolves over 

time and that most individuals will not be initially ready or prepared to actively 

engage in a traditional behavior change program. The types of intervention to 

support the processes of change can be directed to where they are at each stage of 

change (Prochaska, DiClemente, & Norcross, 1992; Prochaska, Redding, & 

Evers, 2008). This would be particularly important for implementing a large 

project, such as a smoke-free hospital property; offering multiple supports to 

engage stakeholders in the various stages will increase reach and engagement. 

• Social Cognitive Theory comprises identified factors that influence the 

development of competencies that can have a significant impact on the physical 

and emotional wellbeing of individuals, along with the self-regulation of their 

habits (Bandura,1998). This theory not only acknowledges individual capabilities 

to interact with their environment, but also recognizes an individual’s capacity for 

group action (McAlister, Perry, & Parcel, 2008). It helps explain and direct how 
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individuals can collectively work in organizations and social settings to impact 

environmental changes that can benefit groups (McAlister et al., 2008).  

• The Health Belief Model aids in the prediction of why people do what they do 

(Champion & Skinner, 2008; Rosenstock, 1974).  Most often, the perception of a 

threat is not enough to bring about behavior change; the individual also needs to 

perceive that the benefits of their potential behavior change will reduce both the 

threat and be worth making the change. Perceived barriers also need to be 

considered, as negative perceptions and obstacles of certain health actions could 

work against behavior change. 

• Social ecology models allow for expanding our focus from the individual and 

their proximal social influences to a wider view including community, 

organizations, and policy influencers on behavior change (McLeroy et al., 1988). 

This expanded view allows for the integration of various individual theories, 

while taking into consideration the impact of the environment in which the 

individual interacts.  Individual behavior change will not be sustainable without 

the environment and policies in place to support it; considerations on this front 

can include convenience, accessibility, and economical influences (Glanz et al., 

2008) 

Significance of Manuscript 2 

 This article improved awareness of the various facets for consideration and 

exploration in my doctoral research study, for example: screening for tobacco use, 

exposure to ETS, knowledge and awareness of TDT, promotion of tobacco reduction, and 

awareness of policy expectations. Since few studies fully document their theoretical 
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foundations, explain their rationale for theory selection, or clarify how the theory was 

operationalized in practice (Green, 2000; Michie, 2008; Painter, Borba, Hynes, Mays, & 

Glanz, 2008), this article also contributes in this regard to the body of literature on 

smoke-free hospital policy implementation. The article emphasizes the identification, 

consideration, and application of key strategies in health promotion together with the 

theoretical underpinnings of commonly used ecology and health behavior theories to 

develop a more robust and informed program theory. This will serve to inform future 

program implementation in the area of smoke-free properties. This contribution is a 

noteworthy addition to the field of health promotion in that it will support the 

development of theory-informed practice in this area (Glanz & Bishop, 2010; Green, 

2000; Michie, 2008).  

Manuscript 3: What are the Perceptions, Experiences and Behaviors of Healthcare 

Providers After Implementation of a Comprehensive Smoke-free Hospital Policy? 

 This study used a qualitative description design to explore how the 

implementation of a smoke-free hospital environment has influenced the perceptions, 

experiences, and behaviors of HCPs, including: perceived roles and behaviors in tobacco 

dependence treatment; perceived barriers and facilitators to offering tobacco dependence 

treatment; and the overall perception of workplace culture as it relates to tobacco 

dependence.  

Main Findings 

• Four overarching themes emerged from the analysis, including: 1) greater support 

for tobacco reduction; 2) enhanced patient care and interactions; 3) improved staff 

morale; and 4) some barriers still exist. 
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Greater Support for Tobacco Reduction 

• Many healthcare providers expressed the smoke-free policy made them feel more 

empowered to promote tobacco reduction. 

• There was a greater sense of “buy in” among colleagues to support and promote 

the smoke-free environment. 

• The change in environment supported the health promotion message healthcare 

providers delivered (fewer feelings of hypocrisy).  

• The availability of resources and supports made it easier to offer tobacco 

dependence support. 

• Most healthcare providers reported they were more likely to discuss tobacco 

dependence treatments now, compared to pre-policy. 

Enhanced Patient Care and Interactions 

• Many healthcare providers felt they had greater empathy and understanding of 

nicotine addiction, withdrawal symptoms, and the struggles a patient who smokes 

may experience.  

• Many healthcare providers felt tobacco use was more “top of mind” and 

proactively screened for tobacco use. 

• The new smoke-free environment provided leverage for healthcare providers to 

build interest with their patients for smoking cessation or nicotine withdrawal 

management. 
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• Many healthcare providers reported if patients were not interested in quitting 

smoking, nicotine withdrawal was more readily offered to manage withdrawal 

symptoms and to support the smoke free environment. 

• Concern for patient safety when leaving the property to smoke was reported by 

many healthcare providers as a motivator to be more prudent when it came to 

discussing tobacco use. 

Improved Staff Morale 

• Employer’s actions to reduce exposure to environmental tobacco smoke and 

promote a healthier environment made all healthcare providers feel “cared for” 

and valued as employees. 

• A great appreciation was reported by many healthcare providers for less exposure 

to environmental tobacco smoke and improvement in the air quality, especially 

when coming and going from work.  

• Many healthcare providers expressed improvements in working relationships 

between smoking and non-smoking staff; workload was felt to be more evenly 

dispersed and that there were more “hands on deck” when needed.  

• The smoke-free environment projected a positive image and was perceived by all 

healthcare providers to be a healthier place to work.  

• Many healthcare providers expressed feelings of pride to work for a healthcare 

organization that showed unwavering leadership in promoting a clear message 

about smoking. 
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Some Barriers Still Exist  

• Limited knowledge and inadequate resources for tobacco education and 

awareness led to discomfort and deficient skills for many healthcare providers. 

• Many allied healthcare professionals felt they had a limited role to play in tobacco 

dependence treatment. 

• Time limitations when trying to juggle all aspects of care for patients made it a 

challenge for many healthcare providers to address tobacco as often as they felt 

they should.  

• Limited accessibility of smoking cessation medications and smoking cessation 

counseling once a patient was discharged from hospital was identified by some 

healthcare providers as a gap in the current system. 

• Many healthcare providers expressed apprehensions when addressing smoking 

behaviors due to the “right” to smoke.  

• The lack of policy enforcement was regularly identified as a frustration by many 

healthcare providers. 

• Most hospital staff were uncomfortable to approach smokers and enforce the 

policy themselves. 

Significance of this Research  

 To our knowledge, this study is the first to specifically explore the perceptions, 

experiences, and behaviors of HCPs after the implementation of a comprehensive smoke-

free policy (including TDT infrastructure, no policy exclusions, or designated smoking 

areas) in a general hospital setting. This exploration provides insights into how policy 

changes, when done comprehensively, can improve tobacco reduction within a hospital 
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setting, as well identifies existing barriers, areas for improvement, and future research. 

The main findings of this study suggest that implementing a comprehensive SFP can 

empower and build capacity for tobacco reduction among HCPs through a strengthened 

tobacco-free workplace culture. This in turn can enhance patient care, improve staff 

morale, and help to address commonly identified SFP challenges, such as compliance, 

exposure to ETS, and negative perceptions. This study also supports the critical role SFPs 

play in supporting the overall reduction of tobacco use and the burdens associated with 

smoking-attributable morbidity and mortality. 

 Extensive evidence exists to support both the effectiveness of TDT (Balmford et 

al., 2014; Fiore et. al., 2008; Rice, Hartmann-Boyce, & Stead, 2013; Stead, Bergson & 

Lancaster, 2008; Stead et. al. 2013) and the benefits of smoking cessation (Fiore et al., 

2008; Rigotti et al., 2012; U.S. Department of Health and Human Services, 2014); yet, 

promotion of tobacco reduction by HCPs is still less than optimal (Freund et al., 2008). 

Ideally, all individuals who use tobacco should be screened for tobacco use and offered 

support (Fiore et al., 2008); this is considered the “minimal standard of care” in 

hospitalized patients (Fiore & Adsit, 2016, p. 3). Although this standard has yet to be 

realized, this in-depth exploration of healthcare providers’ perceptions, experiences, and 

behaviors suggests a comprehensive smoke-free environment can empower HCPS to 

offer TDT, and also build capacity among HCPs in this area. This makes an important 

contribution to the knowledge needed to accomplish this goal.  

Even when systematic TDT infrastructure has been implemented in hospitals, 

issues still arise concerning sustainability of such programs (Campbell, Pieters, Mullen, 

Reece, & Reid, 2011) and the degree of smoking patients reached (i.e., the degree to 
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which all patients that smoke get screened) (Reid et al., 2010). An enriched perspective 

of how a comprehensive smoke-free environment can strengthen the tobacco-free 

workplace culture and support the “buy-in” for TDT among HCPs can provide greater 

awareness for continued improvements to further the success in these areas. For example, 

while a systematic approach for TDT was implemented prior to the implementation of the 

new smoke-free policy, participants shared there was greater support for tobacco 

reduction, and enhanced patient care and interactions related to TDT (i.e., TDT was more 

“top of mind”, viewed as a higher priority, and more importance was placed on screening 

and supporting patients). These novel insights will contribute to the field of tobacco 

control and are relevant for enhancing the promotion of tobacco reduction and the 

provision of optimal tobacco dependence treatment by healthcare providers.  

 Health Canada has set the aggressive target to decrease tobacco use to less than 

5% by 2035 (Health Canada, 2017). To make this target a reality, a comprehensive 

strategy and deeper appreciation of the many facets of tobacco control will need to be 

considered. Building capacity is one approach identified, which embraces fostering 

innovative solutions, including finding “the levers that can help to create the right 

environment that could be more effective at achieving desired change” (Health Canada, 

2017, p.15). The idiographic understanding of how a comprehensive smoke-free 

environment can shape meaning, behaviors, and culture within such an environment 

informs deeper insights and offers important relevance to this goal. HCPs working in 

hospitals are well positioned to be part of the solution, if the right resources and 

environment are in place to support it.   
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 These findings are also timely as more Canadian hospitals move toward smoke-

free properties (Luck, 2016). The original insights generated through this inquiry will add 

to the body of knowledge needed to address the on-going challenges commonly identified 

in smoke-free hospital policy implementation, such as compliance (Ratschen et al., 2008; 

Schultz et al., 2011; Shopik et al., 2012; Wheeler et al., 2007), lack of leadership, safety 

concerns, and issues related to patient care (Schultz et al., 2011).  

 Since the subsequent submission and acceptance for publication of Manuscript 3 

(Chapter 5), a new study using an online cross-sectional survey exploring the perceptions 

of Australian HCPs related to smoke-free policy compliance, enforcement, and the 

provision of TDT has been published (McCrabb et al., 2017). The authors conclude 

delivery of TDT in hospitals has seen little progress in the last decade. They suggest their 

findings could be due to lack of patient awareness; difficulties with compliance and 

enforcement; lack of staff buy-in, engagement, and training; and unclear role 

expectations. Although they had access to tobacco dependence treatments, they did not 

appear to have a systematic approach for TDT developed within their study sites 

(McCrabb et al., 2017). They propose that it is integral to find new approaches to 

improve delivery of TDT, and recommend the changing of hospital culture as a solution. 

This aforementioned study further strengthens the importance for a better appreciation of 

how a comprehensive smoke-free hospital environment can strengthen the tobacco-free 

workplace culture within a hospital setting among HCPs where support for tobacco 

reduction is amplified; patient care and interactions regarding tobacco dependence are 

improved; and staff morale is enhanced.  
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 Gaining understandings into what influence these newer smoke-free environments 

have on healthcare providers’ perceptions, experiences, and behaviors will help build 

capacity for tobacco reduction, enhance the provision of optimal health care for patients, 

and improve our awareness and appreciation of how to further reduce the use of tobacco 

through an interdisciplinary and environmental approach. Additionally, gaining new 

insights in this area will also help to address commonly identified smoke-free policy 

implementation challenges. 

Implications for Practice, Research, Education and Policy 

Clinical Practice 

• Comprehensive smoke-free hospital policies can strengthen the tobacco-free 

workplace culture within a hospital setting and have a positive impact on staff 

morale and working relationships. 

• Comprehensive smoke-free hospital policies can amplify the promotion of 

tobacco reduction by healthcare providers, as well as improve patient care and 

interactions regarding tobacco dependence. 

• Accessibility and affordability for pharmacotherapy and smoking 

cessation/nicotine withdrawal supports play a critical role in tobacco reduction  

• All healthcare providers have a role to play in tobacco reduction and tobacco 

dependence treatment, including: assessing and documenting tobacco use; 

offering assistance to quit; and arranging smoking cessation supports. Tobacco 

dependence treatment needs to become a standard of care among all HCPs. 

• When smoking is framed as an addiction, it reinforces the role of all healthcare 

professionals to screen and offer supports for tobacco dependence. 
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Research 

• A further exploration specific to allied healthcare providers on their perceived 

roles, behaviors, barriers, and facilitators for tobacco dependence would add to 

our understanding of this group of healthcare providers given that they reported 

they feel that they have a limited role to play in tobacco reduction. 

• Evaluation of program implementation would add to the current body of 

knowledge available on the successful application of such initiatives.  

• Further exploration of healthcare providers who use tobacco would help to better 

understand how/if smoking status influences perceptions, experiences, and 

behaviors as it relates to tobacco dependence treatment. In this current study, 

smoking status did not appear to have an influence; however, this could be 

explored with a larger sample.  

• A quantitative study conducted in the same location to explore if what was 

described in the interviews can be supported with the number of referrals and 

prescriptions to validate and build on the research findings. 

Education 

• Additional training in tobacco use, tobacco dependence treatment, and nicotine 

withdrawal is needed to improve awareness and comfort among all healthcare 

professionals. 

• Pre- and post-licensure curricula for all healthcare providers need to include 

education on tobacco use, treatments, and guidelines to lay the foundation for 

consistent tobacco reduction by all. 
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• Healthcare providers could benefit from additional training in smoke-free 

promotion and policy enforcement to support compliance of smoke-free hospital 

policies. 

Policy 

• Critical factors for successful policy compliance and favorable outcomes include 

tobacco dependence infrastructure for patients and staff; no exclusions within the 

policy for smoking, or designated smoking areas; and leadership and enforcement 

(i.e., clear expectations; communication with all stakeholders; training and 

education for staff and security; compliance monitoring and resolution; and 

strategically placed signage). 

• Change management principles should be considered and applied for the planning 

of effective policy implementation within an organization. 

• A greater emphasis on theory to inform health promotion programs and tobacco 

 reduction policies can improve the development and understanding of programs 

and policies; enhance implementation of the multi-level influencers needed for 

program and policy success; and ensure a systematic and informed evaluation. 

• It is important to appreciate the impact of a smoke-free hospital policy on all 

stakeholders, not just those that smoke, as these alternative perspectives will 

provide a greater understanding of the issues and opportunities 

Concluding Thoughts  

 Despite the advancements that have been made over the years in tobacco 

reduction, more action and understanding is needed to decrease the prevalence of tobacco 

use and minimize exposure to environmental tobacco smoke. Little is known about how 
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implementation of comprehensive smoke-free hospital policies may influence the 

perceptions, experiences, and behaviors of HCPs when it comes to tobacco dependence. 

Gaining a greater appreciation in this area will advance how tobacco dependence is 

presently approached in a hospital setting and provide additional insights to continue 

progress in the battle against tobacco use. This in turn, will improve the health of our 

society and reduce associated healthcare costs. 
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Appendix A 

Participant Screening Tool 

 

Hi, my name is Kerrie Luck, and I am a registered Occupational Therapist and PhD 

student at the University of New Brunswick. I want to thank you for your interest in my 

study about how the implementation of a smoke-free hospital environment has influenced 

healthcare providers’ overall perceptions, experiences and behaviors when it comes to 

tobacco dependence. I am doing this project to gain insights into tobacco dependence 

within a smoke-free environment, and to ultimately enhance patient care and support the 

role of healthcare providers. I would like to ask you a few questions to find out if you are 

eligible for the study. This screening will take about 1-2 minutes.  

 

Are you still interested in going on?   

If yes:  Excellent. Before I arrange a time to obtain your informed consent and to do the 

full interview, I need to ask you a few questions to see if you are eligible to participate. 

This should only take a few minutes. 

 

If no: Thank you for your interest.  

1. Are you are Healthcare provider working at the SJRH? 

 No 

 Yes 

 Nurse (type):___________________ 

 Physician  

 Respiratory therapist 

 Occupational Therapist 

 Physiotherapist 

 Psychologist 

 Audiologist 

 Dietitian 

 Pharmacist 

 Social Worker 

 Speech Language pathologist 

 Other: ______________________ 
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2. Have your worked at the SJRH since September 29, 2014? 

 No  

 Yes 

 

 

3. Have you work more than 12.5 hours per week in a direct patient care position since 

September 29, 2014? 

 No 

 Yes 

If no to any of these 3 questions: I am sorry, but I currently need to speak with 

healthcare providers who have worked at the SJRH since September 2014 and work more 

than 12.5 hours in a direct patient care position. Thank you very much for your interest. 

Do you mind if I keep your name and contact you again if my inclusion criteria changes?  

 

If yes to all questions: Thank you very much for taking the time to go through these few 

questions with me. Based on what you have said, you are eligible to participate in my 

study.   

 

Notes: 
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Appendix B  

    Recruitment Poster 

Are you a HEALTHCARE PROVIDER  

Nurse, Physician, Respiratory Therapist, Occupational Therapist, Physiotherapist, 

Psychologist, Audiologist, Dietitian, Pharmacist, Social Worker,  

Speech Language Pathologist 

 

that has worked at the SJRH since September 29th, 2014 

 and work in direct patient care for 12.5 hours or more per week? 

Would YOU like to share 

your smoke-free hospital story? 

 

We are looking for volunteers to take part in a study that will explore the impact of 

a smoke-free hospital environment on the perceptions, experiences and behaviors of 

healthcare providers as it relates to tobacco dependence  

 

As a participant in this study, you would be required to participate in 1 interview, 

 lasting 45-60 minutes, to share your experiences and perceptions. 

The participants in this study will receive $20.00 as a gesture of appreciation 

For more information about this study, or to volunteer for this study, 

Please contact: 

Kerrie Luck, MSc.OT, OT Reg.(NB) 

506-333-1152 

Email: Kerrie.Luck@unb.ca 

This study has been reviewed by the Research Ethics Boards of  

University of New Brunswick, Saint John and Horizon Health Network 

 

 

mailto:Kerrie.Luck@unb.ca
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Appendix C 

Semi-Structured Interview Guide 

 

Date: _________________       Code: _________      Location: ____________________ 

As a reminder, you are not compelled to participate in this interview. If you do choose to 

participate, you are free to withdraw at any time without any consequences. If you choose 

to participate in this interview, this information will be maintained in confidence. 

Demographics and Background 

1. What is your professional designation as a healthcare provider (HCP)? 

 

 Nurse (type): ___________________ 

 Physician  

 Respiratory therapist 

 Occupational Therapist 

 Physiotherapist 

 Psychologist 

 Audiologist 

 Dietitian 

 Pharmacist 

 Social Worker 

 Speech Language pathologist 

 Other: ______________________ 

 

2. On average, how many hours do you work per week in direct patient care at the 

SJRH? 

 

3. What is your current employment status? (full-time, part-time, contract, casual) 

 

4. In what area do you currently work? (i.e., unit, therapeutic area) 

 

5. What are your primary responsibilities as it relates to patient care? 

 

6. How long have you worked in your current position? 
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7. How long have you worked at the SJRH? 

 

8. How long have you worked as a HCP? 

 

9. What is your date of birth?  

 

10. In the last year, have you used tobacco products? If so, how often? 

 

Interview Questions  

1. Can you share with me your experience of working in a smoke-free hospital as a 

healthcare provider (HCP)?  

Probe: Think back to an occasion when you had a patient that smoked, can you 

tell me about this? What was your role? 

 

2. Describe how the smoke-free policy has influenced, or not influenced, what you do 

as a HCP? 

Probes: Patient interactions/treatment? Views on smoking/smoke-free spaces? 

New skills/training? Enforcing policy? Changes in work processes?  

 

3. How does working in a smoke-free environment support your role as a HCP? 

 

4. Describe what you feel are the hospital’s expectations of you, as a HCP, to offer 

tobacco dependence treatments to patients?  

Probes: Health network? Senior management? Direct supervisor? 

5. What is your opinion on the role HCPs should play in tobacco dependence (i.e., 

smoking cessation/nicotine withdrawal management)? 

Probes: Is this what currently happens in your area of work? Why do you think 

that is? Do you feel you have a role to play? 

 

6. Describe any supports/processes you, as a HCP, have in place to assist with 

offering smoking cessation support and/or nicotine withdrawal management to 

patients?  

Probes: Infrastructure? Training? Management support? 

7. Describe any barriers to offering smoking cessation support and/or nicotine 

withdrawal management to patients? 

Probes: Time? Support? Training? 
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8. In an ideal world, what would you need as a HCP to offer tobacco dependence 

treatments more often?  

 

9. Describe how your colleagues have influenced, supported and/or collaborated with 

each other in offering tobacco dependence treatment? Probe: Can you describe 

reasons for this?  

 

10. Describe your current workplace culture (such as values, norms, group processes, 

collaboration, shared vision) as it relates to tobacco dependence.  

 

11. In what ways, if any, has your workplace changed since the smoke-free policy was 

implemented in September, 2015?  

Probes: Is this the same or different as before the policy changed? How so? Can 

you give a few examples? 

 

12. What message, if any, does a smoke-free policy and/or working in a smoke-free 

environment send? 

Probes: Who is the message directed to?  

13. What, if anything, would you change about the smoke-free hospital/environment? 
 

Additional 

Anything else you would like to share with me? 

 

Thank them again for their time.  

Other Comments 

Additional probes:  

Why do you think that is? 

Can you explain/expand? 

Can you tell me more about this?  

What do you mean?  

Can you walk me through that experience?  

Can you give me an example? 

 

Reconfirm consent for those who have initially agreed to have their quotes used: 

“As discussed during the consent process, are you willing to have quotes from our 

discussion used in the presentation of this study?” 
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Appendix D 

Field Notes 

 

Participant Code:    Type of Contact:   Interview     phone           

Location:               Date:   Time:   Duration: 

General Description:  

Descriptive Notes:  

Describe the physical setting, behaviors, social environment, ways in which participants 

interacted within the setting (include patterns of interactions, mood, frequency of 

interaction, non-verbal communication); Questions that were not answered or confusing, 

if follow up needed. 

 

 

 

 

Reflective Notes:  

Methodological notes (logistics, difficult situations, improvements) 

 

 

Theoretical notes (impressions/ hunches, connections, themes, patterns, insights on what 

observed) 

 

 

Personal notes (your own feelings / thoughts/ un answered questions/ ideas) 

  

Additional Notes: 
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Appendix E 

Study Specific Consent Form 

 

STUDY TITLE:  

Smoke-free hospitals: The impact on the perceptions, experiences and behaviors of 

healthcare providers  

 

PRINCIPAL INVESTIGATOR:  

Kerrie Luck BSc.OT, MSc.OT, OT Reg.(NB)  

Kerrie.Luck@UNB.ca 

(506) 333-1152 

                        School of Graduate Studies, University of New Brunswick, Saint John 

PO Box 5050, 100 Tucker Park Road 

Saint John NB E2L 4L5 

SUPERVISOR:   

Dr. Shelley Doucet, PhD 

Shelley.Doucet@UNB.ca 

Department of Nursing and Health Sciences 

University of New Brunswick, Saint John 

PO Box 5050, 100 Tucker Park Road 

Saint John NB E2L 4L5 

(506) 654-3419 

 

Introduction  

  We invite you to take part in a research study being conducted by Kerrie Luck 

who is a graduate student at University of New Brunswick, Saint John, as part of her PhD 

in Interdisciplinary Studies. This study will take approximately 19 months to complete 

and has been funded through a grant from the New Brunswick Health Research 

Foundation. Your participation in this study is voluntary and you may withdraw from the 

study at any time without consequence to yourself. The study is described below. This 

description tells you about the risks, inconvenience and/or discomfort that you might 

experience. Participating in the study will not benefit you directly, but we might learn 

things that will benefit others. You can discuss any questions you have about this study 

with Kerrie Luck.  

 

 

 

mailto:Kerrie.Luck@UNB.ca
mailto:Shelley.Doucet@UNB.ca
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Purpose of the Study  

The goal of this study is to gain a greater understanding of how the 

implementation of a smoke-free hospital environment has influenced the perceptions, 

experiences and behaviors of  

healthcare providers when it comes to tobacco dependence. The learnings and insights 

gained will not only improve our understanding of how to further reduce the use of 

tobacco through an interprofessional and environmental approach, but also help to 

understand the barriers and facilitators to tobacco dependence treatments, improve 

smoke-free policy implementation, patient care, and overall compliance.  

 

Study Design  

This study will use a qualitative approach with 20 to 25 healthcare providers 

working at the Saint John Regional Hospital. One individual interview, lasting 

approximately 45 minutes to 1 hour, will be conducted with each participant to better 

understand their perceptions, experiences and behaviors. 

 

Who can participate in the Study?  

You may participate in this study if you are one of the identified healthcare 

provider designations (Nurse, Physician, Respiratory Therapist, Occupational Therapist, 

Physiotherapist, Psychologist, Audiologist, Dietitian, Pharmacist, Social Worker and 

Speech Language Pathologist) that has worked at the Saint John Regional Hospital since 

September 29th, 2014, and work a greater than 12.5 hours per week in a direct patient care 

position.   

 

Who will be conducting the Research  

The principal investigator in this research project will be Kerrie Luck. She will be 

the main person you will be in contact with for this research project. The supervisor for 

this study is Dr. Shelley Doucet who holds a faculty appointment with the Department of 

Nursing and Health Sciences at the University of New Brunswick, Saint John 

 

What you will be asked to do  

This study will invite you to participate in one audio-recorded, in-person 

interview lasting between 45 minutes to 1 hour. The interview questions will capture 

some general demographics and background information, as well as explore how the 

implementation of a smoke-free hospital environment has influenced your overall 

perceptions, experiences and behaviors when it comes to tobacco dependence. The 

information collected will help answer the research question, “how have the perceptions, 

experiences and behaviors of healthcare providers been influenced by the implementation 

of a smoke-free hospital environment in their practice setting?”.  
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You will be provided with a draft copy of the initial description/interpretation of 

the findings in the weeks following your interview. At that point you will be contacted by 

phone for feedback. If you choose to provide feedback, this will take between 20-30 

minutes. The purpose of this follow up is to allow you to review and reflect on the 

description and interpretation of your story. Once the study has been completed, you will 

be sent a summary of the final report, either via e-mail or mail, as you prefer. 

The interview will take place at the Saint John Regional Hospital or University of 

New Brunswick, Saint John Campus, in a private meeting room (or an equivalent quiet 

space of your choosing). There is no preparation needed to participate in this study.  

 

Possible Risks and Discomforts  

This research study poses minimal risk to you as you only have to provide 

information during the interview that you are comfortable sharing about your overall 

perceptions, experiences and behaviors. If you feel any emotional or psychological 

distress due to any of the questions, please feel free not to answer. You may ask to 

withdraw from the study at any time and for any reason, with no need to explain to the 

researcher. If you withdraw, please indicate to Kerrie whether or not it is okay to keep 

and use the information you have already provided, or if you would like it erased. By 

consenting to this research study, participants have not waived any rights to legal 

recourse in the event of research-related harm.  

 

Possible Benefits  

There are no direct benefits to you from participating in this study. Indirectly, 

there may be benefits by generating new knowledge and insights concerning the 

hospital’s smoke-free policy and tobacco dependence treatment.  

 

Compensation & Reimbursement  

At the beginning of the interview, you will be given twenty dollars as a gesture of 

appreciation and to compensate you for your time. No direct expenses for your 

participation are being reimbursed. You may still choose to stop the interview at any time 

and may keep the money.  

 

Confidentiality & Anonymity  

Although this research has been given ethics approval by Horizon Health 

Network, the researcher is not an employee of this organization nor is the research being 

done on their behalf. All data collected from you will be treated in a confidential manner. 

Each study participant will be assigned a pseudonym (a false name) that will be used to 

identify you, the recording of your interview, and the typed copy of your interview. The 

file that links your pseudonym with your real name will be stored in a locked file, 

separate from your actual interview. Interview notes, field notes and audio recordings 
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will also be stored in a locked file. All electronic data will be stored on a password 

protected encrypted USB drives. The only people that will have access to this information 

are Kerrie Luck, her supervisor, and the person who types up the interview (transcript) 

who will have signed a confidentiality agreement. No data will remain in any form with 

the transcriptionist. All identifying names and places will be removed from the transcript 

of your interview. Any quotes used from your interview will not disclose your identity. 

Your name will be changed to the pseudonym, and any identifying information such as a 

professional designation will be removed or altered. The findings of this research will be 

disseminated in the public domain and through peer reviewed journal publications to 

advance societal knowledge on this research topic. All data associated with this research 

study will be retained after the thesis is finished for 5 years. The data will then be 

discarded by shredding all paper copies and CDs, and erasing any USB drives/hard drives 

that house data.   

 

Questions  

If you have questions about this study you can contact the primary investigator, 

Kerrie Luck at 506-333-1152. You will receive a copy of this consent form for your 

records as well as for the contact information for the primary investigator.  

 

Problems or Concerns  

If you have any difficulties with, or wish to voice concern about, any aspect of 

your participation in this study, you may contact the Regional Director of Ethics Services 

at (506) 648-6094 or by e-mail at REBOffice@HorizonNB.ca or the Office of UNBSJ 

Research Services, Dr. Lisa Best, Research Ethics Board chair, at (506) 648-5908 or by 

email at reb@unbsj.ca. If you have any questions or concerns about your privacy rights 

you may contact the Privacy Officer for Horizon Health Network at the toll-free number 

1-877-422-8717.     

 

mailto:REBOffice@HorizonNB.ca
mailto:reb@unbsj.ca
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CONSENT FORM SIGNATURE PAGE 

 

Study:  

Smoke-free hospitals: The impact on the perceptions, experiences and behaviors of 

healthcare providers  

 

I have read the explanation about this study. I have been given the opportunity to discuss 

it and my questions have been answered to my satisfaction. I hereby consent to take part 

in this study. However, I realize that my participation is voluntary and that I am free to 

withdraw from the study at any time.  

Name of Participant (Please print)__________________________________________ 

 

Signature of participant __________________________________________________ 

 

Date (d/m/y) ____________________________________________________________ 

 

I also give permission for the following (marked with an “x”) 

____ To have my interview audio recorded 

____ To have the investigator contact me for follow up feedback for this study 

____ To have portions of my interview quoted in the thesis, presentations and other 

writing, without identifying me (this will be re-confirmed after interview) 

Signature of participant 

___________________________________________________ 

 

Signature of primary 

investigator____________________________________________ 

 

Date (d/m/y) ________________________________________ 

 

You will be given a signed copy of this consent form 
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Appendix F 

Confidentiality Agreement Transcription Services 

 

I, ________________________, transcriptionist, agree to maintain full 

confidentiality in regards to any and all audiotapes and documentation received from 

Kerrie Luck related to her study on Smoke-free hospitals: The impact on the perceptions, 

experiences and behaviors of healthcare providers. Furthermore, I agree: 

 

1. To hold in strictest confidence, the identification of any individual that may be 

inadvertently revealed during the transcription of audio-taped interviews, or in 

any associated documents; 

 

2. To not make copies of any audiotapes or computerized files of the transcribed 

interview texts, unless specifically requested to do so by Kerrie Luck; 

 

3. To store all study-related audiotapes and materials in a safe, secure location as 

long as they are in my possession; 

 

4. To return all audiotapes and study-related documents to Kerrie Luck in a 

complete and timely manner. 

 

5. To delete all electronic files containing study-related documents from my 

computer hard drive and any backup devices. 

 

I am aware that I can be held legally liable for any breach of this confidentiality 

agreement, and for any harm incurred by individuals if I disclose identifiable information 

contained in the audiotapes and/or files to which I will have access. 

 

 

Transcriber’s name (printed)  ________________________________________________ 

 

Transcriber’s signature _____________________________________________________ 

 

Date  ___________________________________________________________________ 
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Appendix G 

REB approval UNB Saint John 
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Appendix H 

REB approval Horizon Health Network 
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Appendix I 

Copyright Approval Manuscript 1 

 

Sciedu Press 

Copyright Policy 

Copyrights for articles are retained by the authors, with first publication rights granted to 

the journal/publisher. Authors have rights to reuse, republish, archive, and distribute their 

own articles after publication. The journal/publisher is not responsible for subsequent 

uses of the work.  
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Appendix J 

Copyright Approval Manuscript 2 

 

SPRINGER NATURE LICENSE 

TERMS AND CONDITIONS 

Feb 21, 2018 

 

 
 

This Agreement between Kerrie Luck ("You") and Springer Nature ("Springer Nature") 

consists of your license details and the terms and conditions provided by Springer 

Nature and Copyright Clearance Center. 

License Number 4293590966037 

License date Feb 21, 2018 

Licensed Content Publisher Springer Nature 

Licensed Content 
Publication 

Social Theory & Health 

Licensed Content Title A proposed program theory for a smoke-free hospital property 

Licensed Content Author Kerrie E. Luck 

Licensed Content Date Jan 1, 2017 

Licensed Content Volume 15 

Licensed Content Issue 3 

Type of Use Thesis/Dissertation 

Requestor type academic/university or research institute 

Format print and electronic 

Portion full article/chapter 

Will you be translating? no 

Circulation/distribution 2,001 to 5,000 

Author of this Springer 
Nature content 

yes 

Title SMOKE-FREE HOSPITALS: THE IMPACT ON THE PERCEPTIONS, 
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