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Background. This study reports the barriers and chal­ 
lenges for hospital tobacco control efforts after the in­ 
stitution of smoke-free policies. 
Methods. Surveys of employees and inpatients of five 
hospitals in Augusta, Georgia, were conducted and 
evaluated 4 months after joint hospital implementation 
of smoke-free policies. A random sample of 1997 em­ 
ployees and a convenience sample of 517 inpatients re­ 
turned usable surveys. 
Results. Although attitudes to the hospital bans on 
smoking reflected strong support for smoke-free 
policies, four out of five hospitals reported significant 
implementation problems. Despite the bans, 49% 
of patients who were smokers continued to smoke 

while hospitalized, and almost one half of all hos­ 
pitalized smokers bad received no advice to quit smok­ 
ing from a phvsician or a nurse since admission. 
Employees and patients both agreed char the smoke­ 
free policies had benefited employees more than pa­ 
tients. 
Conclusions. Despite achieving a smoke-free status, 
there arc many challenges that remain for comprehen­ 
sive hospital tobacco-control efforts. Hospitals and 
health care professionals must remain particularly alert 
and attentive to the needs of patients and employees 
still addicted to tobacco. 
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Although our nation's hospitals devote significant re­ 
sources to the treatment of tobacco-related diseases, until 
recently, relatively few hospitals were attentive to the 
hospital's role in tobacco-control efforts. 1-4 Recognizing 
this increased interest, the Joint Commission on Accred­ 
itation of Healthcare Organizations (JCAHO) recently 
implemented requirements for all its accredited hospitals 
to become smoke: free facilities. 5 

Since virtually all US hospitals now have smoke-free 
policies, many health care professionals and hospital ad­ 
ministrators may assume that they have fulfilled their 
responsibilities for achieving a smoke-free society. After 
all, smoke-free hospital policies arc strongly endorsed by 
employees2-4,6,7 and parients.e-" The establishment of 
smoke-free policies in hospitals has primarily arisen, 
however, out of concern for the effects of environmental 
tobacco smoke on nonsmokers, 2,8,9 with a secondary in- 
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terest in the effects such policies have had on employees' 
smoking behaviors.s-t!" Little research has examined 
what effects smoke-free hospital policies have had on 
hospitalized patients or the roles such policies play in 
overall hospital tobacco-control efforts. 6· 1 ° 

We report the results of a study designed to measure 
what impact hospital smoking bans may have had on 
patients and employees at five hospitals several months 
after joint implementation of similar smoke-free policies. 

Methods 

Policy Development 
The Medical College of Georgia Hospitals and Clinics, 
along with four other hospitals in the Augusta area, 
declared their facilities completely smoke-free on January 
1, 1990. The common implementation date grew out of 
a meeting in April 1989 of the Augusta Arca Hospital 
Council, in which each hospital agreed to implement 
smoke-free policies on the same day. The joint imple­ 
mentation arose from concerns about potential employee 
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or patient shifrs among hospitals if only one or t\1/0 of the 
five area hospitals adopted such a policv 

Each hospital subscqucntlv took rcsponsibilirv for 
developing, writing, approving, and disseminating its 
~wn institutional smoke-free hospital policy to its pa­ 
tients and employees. four months after the ban imple­ 
mentations, hospital administrators returned detailed re· 
ports de1>cribing their respective instirurions smoke-free 
policies, their policy development, extent of smoking 
cessation programs, and problems that had arisen since 
implcrncnrarion. l.ach hospital's smoke-tree policy pro­ 
hibited employees from smoking anvwhcrc within the 
hospital, bur cmplovccs and patients could smoke out· 
side, 25 teer from hospital entrances and exits. Each 
policy prohibited patients from ,rnoking in the hospital 
except under extenuating circumstances. for patients to 
receive permission to smoke while hospitalized, an at­ 
tending physician's order indic1ting such must have been 
placed in the patient's chart. Such orders were intended 
to be used only when the physician judged that it was 
detrimental to the patient's health not to smoke, such as 
in a terminally ill or chronically bedridden patient. All 
hospitals' smoke-free policies wen: similar to the ones 
recently advocated bv the JCAHO. 

Patient Survev 
✓ 

A 12-itern, piloted survey was distributed tu hospitalized 
patients in the five Augusta area hospitals 4 months after 
the January 1990 implementation date. Patient reprl.'.srn­ 
rativcs administered the patient questionnaire on a ran­ 
dom day to a convenience sample of patients at each 
hospital. To ensure standard administration of the ques· 
tionnairc by the patient representatives, patients located 
in the intensive care units and in pediatric, psychiatric, 
and labor and delivery wards were excluded from partic­ 
ipation, as were those patients not able to be interviewed 
because of severe illness, dementia, or absence from their 
rooms 011 the chosen interview day. In addition to self­ 
report smoking status, the patient survey measured pa­ 
ricnts' knowledge and attitudes about the bans. Patients 
who were cigarette smokers were asked to indicate 
whether they had continued to smoke cigarettes while 
hospitalized and whether anv physician or nurse had 
counseled them on smoking l:essation since admission. 

Employee Survey 
A random sample of cmplovccs was selected from each 
hospital in proportion to its total employee population. 
After piloting the survey, each selected crnplovcc received 
.1 21-itclll questionnaire along with ;1 cover letter from 

the hospital administrator or chief executive officer. Ini­ 
tial nonrcspondcrs received a follow-up sun e\·. The em­ 
ployee survey measured employee smoking status, atti­ 
tudes toward the bans, attitudes toward hospital efforts 
at ban implementation, and observations about compli­ 
ance. 

All data were analyzed with descriptive statistics. 
Categorical \ ariablcs wen: analyzed with Pearson chi­ 
square tests for two-way tables. A P value of .05 was 
deemed significant. 

Results 

Hospital Policies and Implementation 
The five hospitals had distinct operational structures and 
serviced diverse patient populations (Table 1 ). The 
smoking bans affected a total of over l 0,000 employees. 
The total annual number of inpatient days in 1989 for 
the rive hospitals was 572,000 Multidisciplinary task 
forces composed of smokers and nonsmokers guided 
policy formation and implementation in each hospital. 
Two hospitals (A and D) that surveyed their employees 
before implementing the smoking bans reported strong a 
priori support for the bans. Actual lead time before 
employee notification about the final smoke-free policies 
ranged from 1 month (hospital E) to 1 yea!: (hospital C). 

All hospitals offered smoking cessation activities for 
their employees who smoked, often available during reg­ 
ular working hours, and all except one (hospital D) 
provided such services free of charge. No hospital re­ 
ported offering specialized smoking cessation services for 
their hospitalized inpatients, although all hospitals in­ 
formed patients of their smoke-free policy at the time of 
admission and in advance through patient brochures 
when appropriate. While employees who wished to 
smoke at work had to leave the hospital, only om· hos­ 
pital (E) built a separate, enclosed, heated area for such 
activity. Even after 4 months, four of five hospitals re­ 
ported some residual problems with their policies: ( l) 
enforcement of the 25-foot rule, (2) smoking in bath­ 
rooms, ( 3) patients leaving the hospital to smoke, and 
( 4) the hospital's image affected by the sight of people 
smoking cigarettes outside the entrance (Table l ). 

Patients 
A total of 517 inpatients from the five hospitals com­ 
pleted usable surveys, representing approximately 65% 
of potentially eligible patients. The average daily census 
for all five hospitals was 1560, and the number of pa­ 
tients meeting exclusion criteria was 765. Fifty-six per- 
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T,1bk I. Cluracrcnsrics of Five Hospitals in Augusta. Georgia, 4 Months After [niti.\tion of ,1 Sim king Ban >11 /anuary I. l 991 

( .haractcnsuc ;\ B 
_____ Hosl'ital _fks!~':1._a_tio_1 _ 

C D E 

Hospira! rvpc Public, tcrriarv care 
academic center 

Nonprofit, 
cornrnunirv hospital 

Dare of employee 
norific.triou of ban 

Smok: ng · cessation 
program~ available 
to crnplovccx 

Smoking cmplovecs 
who parnciparcd 
in institutional 
smoking cessation 
program (%1 

Smoking cessation 
progr~ms ottered 
to 1npat1t:nts 

Problems 

6,89 

Amcric.u: C .anccr Socicrv, 
self-help p,Kkagt·s (tree) 

s 

No 

I rnage, patients 
smoking outdoors. 
litter 

7189 

Smokcsroppcrs. 
Nicotine Relief 
Center {free) 

8 

No 

Norn· 

Nonprofit. church­ 
operated 

1/89 

Smokes topper, 
( free) 

-, 

No 

Enforcement, 
smoking in 
bathrooms 

Investor­ 
owned 

Smokeless 
! .mplovc« 
p.t\"S) 

9 

Enforcement 

Government. mihrarv 

l l'S9 

America» Cancer St>li<'f\. 
(free) 

3 

No 

Enforcement, 
srnokmg in 
barhroc ms, nn,18<:, 
lirrcr 

cent of patients wen: female, 31 % wen: older than 60 
years of age, and 37910 lacked a high school diploma. 
Approximately 28°/4"1 (n = 143) of all patients classified 
themselves as current smokers, including 32% of men 
and 24% of women surveyed, with a range between 
hospitals of 21% to 33% (Table 2). 

Although 77% of patients who smoked were aware 
of the hospital smoking policies, 49% of current smokers 
stated that they were still smoking cigarettes while hos­ 
pitalized, mostly outdoors. Patients who continued to 
smoke while hospitalized varied significantly between 
hospitals, ranging from a high of 79% to a low of 12% 
(P < .01) (Table 2). Less than 1% of all such smokers 
were given permission to smoke by an attending physi­ 
cian. 

Patients who smoked were also asked about any 

advice given to them since admission to quit smoking. 
Forty-eight percent of patients who smoked stated that 
they had not been counseled to quit smoking by anv 
hospital physician, and 58% also stated that rhcv had not 
been counseled to quit smoking by any hospital nurse. 
Patient reports on not receiving smoking-cessation ad­ 
vice by physicians varied signiticantly between hospitals, 
ranging from a high of 59% to a low of 18%, /' < .05 
(Table 2). 

Hospital Employees 
Surveys were distributed to 2679 employees, and usable 
responses were received from 1997, giving a final re­ 
sponse rate of 75% (range between hospitals of 66% tc> 
85%). Seventy-three percent of employees were female, 

Table 2. Self-Reported Smoking Behaviors of Patients Responding to Survey After lmplcmcnrarion of Smoke-Free flan in Five 
Hospitals (N = 517) 

Self-Reported 
Patient Behavior 

Am a current smoker, no. 

Have continued smoking 
while hospitalized, 
110. (%) 

Have not been advised to 
quit smoking bv ,111y 
physician since 
admission, no. (%) 

A 

65 
30 (46) 

B 

17 

6 (35) 

... __ Hosr,i_ral _ l~c:~i~na_t~or1 _ 
C 

10 
5 (50) 

I) 

17 
2 ( 12) 

E 

34 

27 (79) 

All Hospitals 

143 
70 (49) 

35 (54) 3 ( 18) 4 (40) 10 (591 16 (47) 68 (t~/!) 
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Table 3. Attitudes and Bchavior-, of Ernplovccs R<:\ponding [<l Survey After I.mplcmcnrariun of Smoke-Free Kan in 
Five Hospitals · 

Employee Rc.\ponsn 

''r\111 a current smokcr ," no. (11h1 

,. Hosprral Jid .1 f\<><><i joh 
c<luoung crnplovcc-, .ibour the 
,rnok111g h,111_'' 
nu, !% ) J)!,l'CClll<'.IH 

"HmpitJI did ,I µ:<•.•cl Job 
ofl('.ring ,rnokt11g cc,,arn,11 
opportuuincs tor crnplovccv." 
no. { '¼, i .tgrn:1nc11r 

"Hospital docs ., g11od J<ib 
cduciting f'Jll<.:lm .,hour 
smok ing ccss.u 1c H 1," 

110. ( % J .1grccmc111 

·--- - ------ -- .. 
--~o~~-tJI __ l~~,,gna_n~'.:' AU 

:\ 8 C D E Hospitals 

i'll 574; In =MO, (n ~ 187) ,n = 308, !n = 288, (~ = 19971 - 

l 19 :21, .l52 124, 36 I 19i 73 (}41 66 (23) 446,)? 
1.--1 

426 1741 524 182, 154 (82 I I ss !00) 193 167) I-HQ 174, 

:i06 (79; 150 (80i 1-F,:il; l3:i2 168i 

22') /401 338(53, 99 iS31 151 i-1-9) 107(:Fl 924 146) 

62'1/o were vounger than 40 vcarx of age, and 73% had at 
least some colk-gc education. EIC\Ul percent of respond­ 
cuts were physicians, 31 °A> were nurses, 20°A, were allied 
health professionals, 24'1/r, were clerical workers, and 14% 
were support services personnel. Twcntv-two percl'nt of 
employees classified themselves as current smokers, in­ 
cluding 25% offemale and 17% of male employees (I'< 
.05 ). Current smoking prevalences ranged from a low of 
3'1/r, among physicians, ro 2 l 1¾, among nurses, to ;l high 
of 28% among support services personnel. Since the ban 
went into effect, 9% of previous smokers stated that they 
had quit smoking because of the hospital smoking ban, 
and an additional 57% of those who continued to smoke 
indicated that they had cut down on the daily number of 
cigarettes smoked. Reported quit rates did not differ 
significantly between hospitals. 

Employees across all hospitals agn:ed that the hos­ 
pitals did a better job of educating employees about the 
smoking bans than educating patients (Table 3). Seven­ 
ty-four percent of employees (including the majority of 
smokers) agreed that the hospitals were doing a good job 
of educating employees about the new policies, com­ 
pared with 461¼> who believed rlut the hospitals were 
doing an equally good job of educating patients who 
smoked about smoking cessation. 

Employees across ,11! hospitals reported consistent 
violations of the smoking ban by their colleagues within 
the month before the survcv. Although 5 I% of employ­ 
ees reported that rhcv had not seen any violations, 25% 
reported having seen one or two, 12% reported having 
seen three ro hvc , and 12% reported ha,·ing seen six or 
1norc violati(ms. We cl.1ssificd each hospiul according to 
cmplovcc reports oh·iolariom inro t\-VO categories: those 

with good overall reported compliance (less than 2 vio­ 
latiom seen per employee) and those ,vith significant 
compliance problems (6 or more violations seen per 
employee). Using this classifiCJtion, the hospitals differed 
~ignificantly, with overall good compliance reported by 
67% to 91 °ii, of the employees :111d significant compliance 
problems reported by 2% to 19% of the employees. 

Discussion 
Ry the end of 1992, almost all US hospitals will have 
become smokc-free.10-12 Such an accomplishment is 
rather remarkable considering the very small number of 
hospitals that were smoke-free only 5 years ago-6-13 
Moreover, cleaner and safer worksites that arc free of 
passive smoke arc important public health gains that 
should not be underestimated. Although the research 
literature has appropriately emphasized the positive at­ 
tributes of such policics,3,1,8 our study points out an 
important caveat: establishing smoke-free hospitals can­ 
not be vinved as an end in itself, but as part of the 
evolving process of creating comprehensive hospital to­ 
bacco-control pn >grams. 1 1- 1 ·• 

Our research shows that many hospitals will con­ 
tinue to face difficult challenges for many months afrer 
implementing smoking bans. First is the issue of non­ 
compliance with the policy. In snmL' hospitals, almost 
one in five employees reported seeing the smoke-free 
policy violated more than six times in 1 month. In such 
cases, specific areas, cg, hospital bathrooms, have likely 
replaced smoking lounges as alternatives for smokers 
attempting to continue smoking in the hospital. To help 
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avoid undermining the smoke-free policv, hospitals 
should direct special attention m high-risk areas and 
consistently enforce the policy. If a consistent svstcrn of 
monitoring, feedback. and reprimand is maintained, \'i­ 
clarions should become less frequent. It is important that 
hospital administrators deal with known violations just as 
thcv would anv other violation of hospital policies, thus 
reinforcing and focusing attention on the policy itself, 
not on the individual. 

Compliance with smoke-free policies mav also he 
problematic. Hospital cmplovccs who continue to smoke 
arc away from their work for longer periods, as thcv must 
go outside the building to smoke. Smoking around hos­ 
pital entrances predictably increases litter, and creates ,1 
"hangout" that mav reinforce smoking habits and dis­ 
courage smoking cessation. 11>. 1 s, 1'' Also, allowing patients 
to leave the hospital to smoke cigan.:ttcs might cause 
liability problems if something should happen to the 
patient while outside. 10 At the very least, the image that 
smoke-free institutions arc striving to create is threat­ 
cncd. 10.10, 17 

In this context, it is interesting to note that the one 
hospital in our study that built a separatc, enclosed 
outdoor area for smoking also reported the most prob­ 
lems after implementation of the ban. Some hospitals 
that have completely eliminated tobacco smoking on 
hospital grounds report more favorable experiences." 
Many hospital administrators may still fed ambivalent, 
however, about how far they should or can go in limiting 
tobacco smoking at work. All solutions, while recogniz­ 
ing and empathizing with the individual's tobacco addic­ 
tion, should maintain the highest standards for protect­ 
ing and promoting public health. 

Another major lesson is that creating smoke-free 
hospitals docs not eliminate the need for health care 
professionals to identity those patients who arc addicted 
to nicotine and offer them specialized smoking-cessation 
treatment protocols. While we were glad to find that 
specific physician orders allowing patients to smoke 
while hospitalized were rare in our hospital cohort, al­ 
most half of the patients who were smokers reported that 
they had not been counseled to quit smoking by any 
health care professional since being admitted. Many of 
these same smokers continued to smoke while hospital­ 
ized, thus risking disease prolongation or exacerbation as 
well as endangering the health of other patients. Al­ 
though the original purpose for smoke-free hospitals was 
not to stimulate patients to quit smoking, the smoke-free 
environment offers an unequaled opportunity for health 
care professionals to c:ncouragc smoking cessation, 14 just 
as hospitalized patients with alcohol addictions are of­ 
fered detailed acute and chronic detoxification programs. 

All hospitals should establish formal smoking cc. sation 
programs for their patient· who smoke. 

Our studv has several potential limitations. The Au­ 
gusu hospitals established their smoke-fr ·c facilities l 
year before the recent JC.AHO smoking ban: their hos­ 
piral ctlorts were \' lluntary rather than mandated; and 
the policies were instituted in ,1 single southern ci _ . Our 
experiences arc probably vcrv similar, however, to the 
majoritv of US hospitals rh,u hav just enacted the smok­ 
ing ban because of our u~1.· of a joint implcmcnration 
dare, the 7-month lead time. .uid hospital-specific mcrh­ 
ods for policy implementation Also, our research was 
conducted onlx 4 months :iftcr the Augusta bospiul 
smoking bans WlTl' enforccd, ,1 rcl.1tively short rime to 
accurately predin tht'. long-term dtixts of such poli ·i,:s or 
to do:tcrminc whl.'.thcr the slwrt-tc:nn dfrcts rx-rsist m·cr 
time. Our data on t·mplo>•c,: smoking rates :md bcluviors 
,1rc consistent, however, with data from studies \\'ith 
longer foUow-up pcriods.-'·11 and rc:ports from hospit;1I 
administrators at the August,\ hospit.1ls I vc,H" afrer the 
ban w,1s implemented shm,· rhar many of tht: problems 
~·iced abo\'C rcm,tin unrcsoh-cd. hnally, although our 
rcse:irch relied on sdf-rc:port data from patients ;Hld 

cmployecs, anv rcsponsl· bias from undcrcstimating 
smokers' responses only strengthens our findings, for the 
patients and employees who continued to srnoke in and 
around the hospiul generated nun~· of the rcnuining 
challenges. 

In conclusion, tivc hospitals in a SLltc with tr;1dition­ 
al1~, strong tics to rohat:co voluntarilv agreed to establish 
smokc-frcc hospitals. Such cooperation may offer a 
unique method for hospirals to provide community-wide 
leadership in ti.iturc tonaco> control dforts norh within 
and outside the hospital sening. Despite the expected 
initial support, several problems remain, and new ones 
were discovered that other hospitals will also need to 
confront. Now that hospitals have broken their institu­ 
tional rolcrancc of tobacco, the individual tobacco addic­ 
tions nf their patients, emplo~1ecs, and communiti~·s must 
be addrcssed. 
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