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The Tobacco Act 1987 (Tobacco Act) (Vic) prohibits smoking within four metres of building
entrances (pedestrian access points) to public hospitals and registered community health
service in Victoria. Electronic cigarettes are also prohibited in all legislated smoke-free areas.
Under the Tobacco Act, smoking is also banned inside hospital buildings.
The legislation forms a minimum standard. In addition to the law banning smoking inside,
and within four metres of entrances to all public hospital buildings, a health service may
choose to put in place a policy which further restricts smoking on the hospital site.
Why a smokefree health service?
Smoking remains the leading preventable cause of disease and death in Australia. Health
services should play an active role in tobacco control as their primary goal is to promote
health by treating acute illness or injury or exacerbations of chronic disease, many of which
have links to smoking (1). Smoking related diseases account for a high proportion of
admissions to hospital and deaths across the population (1). Furthermore, people accessing
health services are likely to demonstrate higher rates of smoking than the general
population.
Stopping smoking has considerable health benefits for people who smoke as well as those
around them. For people accessing health services, benefits include reduced length of stay,
lower medication doses, fewer complications, improved wound healing and reduced readmissions (2).
Secondhand smoke (SHS), also known as environmental tobacco smoke (ETS) or passive
smoke, is the combination of side-stream smoke, i.e. smoke that is emitted between puffs of
burning tobacco, and mainstream smoke, i.e. smoke that is exhaled by the smoker (3). SHS is
a complex mixture of thousands of gases and particulate matter and has been declared
carcinogenic by the International Agency for Research on Cancer (4). The health effects of
SHS are well documented.
Long-term exposure to SHS can cause heart disease and lung cancer, and cause asthma in
children. Short exposures to incidental SHS also have immediate health effects. A healthy
environment is a prerequisite for the provision of high-quality patient care.
Smokefree health services are important to:
 Protect patients, staff and visitors from the harmful effects of second-hand smoke
 Support smoking cessation among both patients and staff
 Demonstrate public leadership about reducing the harms associated with smoking
The World Health Organisation (WHO) recommends that all health services be smokefree
with no exemptions (5). Smokefree policies are one of the most effective measures
recommended by the WHO Framework Convention on Tobacco Control to control the
tobacco epidemic (6). There is also considerable community support for smokefree
environments. A total smokefree policy places tobacco on a par with the use of alcohol and
illicit drugs (7).
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Achieving smokefree health services is far from straightforward; they require substantial
structural, practical and cultural changes.
Like many policies, implementation is a process, not an event. The extent to which a
smokefree policy has been successfully implemented will be expected to impact on the
extent and nature of perceived benefits, barriers and support for the policy. Evidence of
problems does not mean the policy is inappropriate or a failure.
What will a total smokefree policy do for our health services?
Overall, the literature on smokefree policies in health services suggests that there is benefit
to be gained from both patients and staff by implementing a total smokefree policy.
Supporting staff to quit
Total smokefree policies have been associated with reductions in staff smoking (4, 8). A
systematic review of smokefree workplaces showed that totally smokefree policies had
approximately twice the effect on reducing staff smoking rates compared to partial policies
that included designated smoking areas (9). An Australian study at North Coast Area Health
Service in NSW (10), also found that staff smoking rates decreased significantly (a 10%
reduction) upon implementation of a smokefree workplace policy. Workplace smoking is a
cause of lost revenue as well as associated with morbidity of the workforce. A study by
Berman (11) estimated the excess annual cost per smoker from absenteeism to be US$517,
and a further $US3077 from lost productivity due to smoking breaks.
Protecting staff from second hand smoke
Another consideration is staff exposure to SHS. A Dutch study found that 87% of psychiatric
facility staff surveyed reported being exposed to SHS in facilities with a partial smoke-free
policy and concluded that only total smokefree policies would protect staff from exposure
(12). Only total smokefree policies are effective in ensuring that staff are not exposed to
particulate matter that surpasses the safety threshold indicated by the World Health
Organisation (13). Any smoking on site is very likely to result in some SHS exposure. There is
no risk-free level of exposure to SHS and breathing it in can have both immediate and longterm health consequences.
Supporting patients to quit
There is also some evidence that total smokefree policies may better support patient’s
attempts to quit smoking. Patients report that it is easier to quit when no-one else smokes
(14). A recent systematic review (15) showed that patients in mental health services with
total smokefree policies had beneficial changes in their smoking behaviour; significant
reductions in daily cigarette consumption at 14 days post discharge (16) and 3 months (17).
Etter (18) describes the effect after the implementation of a total smokefree policy in a
mental health unit. There was substantial increase in the percentage of patients who smoke
that attempted to quit during hospitalisation (from 2% to 18%); an important result
considering the difficulty patients with mental illness experience with quitting smoking.
While it is true that often patients will resume smoking once discharged, a period of
abstinence has a direct health and financial benefit for the patient and has been found to
change patient’s perception of their need to smoke, thereby increasing the likelihood that
they will successfully quit in the future (19).
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Self-efficacy (a person’s belief in and confidence) to quit smoking or manage withdrawal is
clearly influenced by the environment. Environments that facilitate smoking negatively (such
as total smokefree environments) improve their self-efficacy (20).
Should we implement a partial or total smokefree policy?
As outlined above in addition to the law banning smoking inside, and within four metres of
entrances all public hospital buildings, a health service may choose to put in place a policy
which further restricts smoking on the hospital site.
A total smokefree policy is where no smoking (or use of other tobacco related products) is
permitted on the health service premises (i.e. all outdoor areas). A partial smokefree policy
typically allows for the creation of designated outdoor smoking areas (19).
Research demonstrates clearly that total smokefree policies are more successful than partial
smokefree policies (18); providing consistency, avoiding negative consequences of persistent
nicotine withdrawal, minimising fire risk and exposure to SHS (21).
Having a total smokefree policy that covers the entire hospital grounds is unambiguous,
promotes the message of the harms associated with tobacco use, and demonstrates that
people have the right to work and receive health care in a smokefree environment. Partial
smokefree policies send the message that smoking is still an acceptable practice (22).
A partial smokefree policy may appear easier to implement due to the less restrictive nature;
however one of the most significant issues with these is their limited impact on the staff and
patient culture of smoking. Health services that retain designated smoking areas can expect
fewer staff to quit smoking and very little change in staff cigarette consumption (9). The
more restrictive the smokefree policy, the greater the effects on staff smoking behaviour (6).
It is important to remember that nicotine delivered through cigarette smoking is highly
addictive. There is evidence that partial smokefree policies may place patients who smoke in
a chronic state of nicotine withdrawal (23). Continued smoking while in hospital is generally
restricted; a smaller and/or set number of breaks to smoke may have negative
consequences for both patients and staff (24). Patients who are limited to fewer cigarettes
than they smoke regularly may experience significant and persistent withdrawal. Smoking
breaks in facilities where there are partial smokefree policies can become a fixation for
patients and ultimately disruptive to their treatment (25). Allowing patients to continue to
smoke is not only harmful for their health but can undermine their treatment, especially
treatment of substance dependence (26). There is also evidence that patients may increase
their cigarette consumption in units with partial smokefree policies (19).
A partial smokefree policy which designates where to smoke can give preference to some
patients over others, for example patients who are voluntarily admitted, are in an open
access ward or have been given medical permission to leave the ward.
A study by Etter (18) demonstrated that a total smokefree policy did not harm the staffpatient relationship. Staff should not be relying on cigarettes to facilitate a therapeutic
relationship with patients, especially given the health risks posed by tobacco use.
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Furthermore to achieve the best SHS reduction, policies must be comprehensive (27)- that
is, totally smokefree without exemption. In comparison, partial smokefree policies that allow
designated smoking areas do not offer adequate SHS protection.
Will implementing a total smokefree policy increase risk of aggression or violence?
A major barrier to implementing smokefree policies is the perceived association that
increased aggression or violence will result. This perception remains despite the growing
body of literature on smokefree policies which show no increases in aggression or violence
(21).
Management of nicotine withdrawal should be a routine part of clinical care. Failure to
adequately do so may result in the increased potential for patient aggression and violence
(28). Nicotine withdrawal symptoms include irritability and agitation, symptoms that— if not
well managed—can cause disruption within the health service setting.
Concerns about increased patient aggression are not realised in health services with wellimplemented comprehensive policies (21, 29). There is little evidence for increased
aggression, increased use of restraints, discharge against medical advice, or use of ‘as
required’ medications (29, 30). Two studies have found that episodes of physical aggression
and verbal aggression actually decreased after the tobacco ban was implemented; by 50%
and 45% respectively (31). Generally, staff tend to anticipate more problems than actually
occur (29). Interestingly in one study, not only did the use of ‘as required’ benzodiazepines
and antipsychotics not increase, there was a statistically significant decrease in the average
dose of regular antipsychotic medications (32). These are similar findings to another study
whereby there was no marked increase in medication use, self-harm or behavioural
disturbance (33). Another study (34) showed a reduction in the number of hospital incidents
that led to seclusion and restraint after implementation of a smokefree policy; thereby
suggesting a positive effect on staff and their interactions with patients.
However, within health services where partial smokefree policies operate, conflict can arise
among patients and staff. Partial smokefree policies raise equity concerns about access to
smoking. Inconsistent enforcement is also a more common problem with partial smokefree
policies, and may lead to negative outcomes that could have otherwise been avoided with
the implementation of a total smokefree policy (35). A review of 26 international studies
reporting the effectiveness of smokefree policies in psychiatric settings found no evidence of
increased aggression or other smoking related problems among 90% of sites with a total
smokefree policy, but found no evidence of increased aggression among only 76% of sites
with a partial smokefree policy (29). In this review, inconsistency and an increased focus on
negotiating smoking privileges resulted in increased damage and disruption for health
services that implemented partial policies as opposed to total policies (29).
Robson and colleagues (36) demonstrated that the introduction of an adequately resourced,
comprehensive smoke-free policy appeared to reduce the incidence of physical assaults; a
larger decline was apparent in patient-toward-staff violence than patient-toward-patient
violence. Importantly, this smokefree policy included the prohibition of smoking in the
buildings and grounds of all hospital premises, staff-facilitated smoking, and a wellestablished tobacco dependence treatment pathway. Treatment included offering patients
who smoke nicotine replacement therapy (NRT) within 30 min of arrival on the ward, and
combination NRT for the duration of admission from ward staff trained in smoking cessation.
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What about mental health settings?
The prevalence of smoking among individuals with mental illness is significantly higher than
the general population, with more than two thirds of inpatients at Australian public mental
health units with psychotic illness being reported as current smokers (37). People with
mental illness also smoke more cigarettes per day and have greater adverse health
outcomes associated with their tobacco use. This group experiences two to three times the
mortality and morbidity from the leading chronic health conditions such as cardiac and
respiratory disease (19). Tobacco use is also responsible for contributing to financial and
social harms for people living with mental illness (38).
Overall, the mental health system has been slower to implement tobacco cessation
interventions (19). Smoking has traditionally been an acceptable part of the culture. Staff
tend to perceive smoking to be a source of pleasure and comfort for patients and an
important way of socialising (39). Furthermore, cigarettes have been used as a currency
between patients and as a patient management tool by staff (20). There is some evidence
that many patients with mental health conditions began smoking while admitted to an
inpatient mental health unit, possibly up to 10% of patients (19).
Exempting mental health facilities from smokefree policies have the potential to worsen
health inequalities for people with mental illness and further their stigmatisation (24). When
groups are excluded from policies, it can be perceived as a form of stigma. Stigma is a
resonating issue as the mental health community strives for greater acceptance and
integration. People who smoke are increasingly facing stigma, as population smoking rates
decline and smoking becomes more and more marginalised from society.
Legal challenges made on behalf of mental health clients have almost all been in the name
of smoker’s rights despite the fact that the legal precedent for support of smokers’ rights has
been almost non-existent (24). Certainly in the US, tobacco use has been deemed in courts
to not be a right but a privilege that can be restricted when it is detrimental to others (24).
Furthermore, there is strong evidence that many people living with mental illness want to
reduce or cease smoking. Most people who smoke understand the harm it causes to their
health, and expect clinicians to address their smoking. Failure to do so may inadvertently
communicate that quitting is not important, or that their life is not worth saving (23).
Why is clinical managing nicotine dependence so important?
Clinically managing nicotine dependence in health services is first and foremost a question of
good clinical practice. It is also a key determinant of the likely success of a smokefree policy
(15). When nicotine dependence is considered a habit, rather than an addiction which
requires clinical support, this can have adverse consequences on the success of the
smokefree policy (40). The inpatient stay is a unique opportunity for health professionals to
deliver brief interventions for smoking cessation at a receptive time (41). Also, supporting
people who smoke to quit is a cost effective healthcare interventions (42).
It is also important to remember that patients are likely to experience nicotine withdrawal in
the inpatient setting, with or without a health service smokefree policy. Acute nicotine
withdrawal in smokers has been shown to increase aggressive behaviour (43). During
hospitalisation it is likely that patients will be unable to smoke where or as often as they like
to relieve their nicotine withdrawal symptoms. Periodic provision of cigarettes is a poor way
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to manage nicotine withdrawal; this simply places the patient in a continual state of nicotine
peaks and then troughs. It can also be difficult to distinguish between nicotine withdrawal
symptoms and worsening of psychiatric symptoms.
Non-compliance has been documented extensively in the literature (44) and is a cause of
concern for many health services. One study that examines compliance, in particular,
concluded that approximately one quarter of patients who smoke admitted to violating the
smokefree policy during their hospital admission; not surprisingly this occurred more often
when experiencing nicotine withdrawal symptoms (45). Failure to address hospitalized
psychiatric patients’ nicotine withdrawal through use of NRT is associated with a two-fold
higher discharge against medical advice rate relative to smokers who were prescribed NRT
and relative to non-smokers (23). Successfully managing nicotine withdrawal symptoms will
reduce the need for hospitalised smokers to leave the site to smoke.
Prochaska and colleagues posited that the staff time spent negotiating and managing a
patient’s smoking behaviours could be more productively used to deliver smoking cessation
interventions (17).
Supporting staff to quit is also important, as it has been shown that staff who smoke are less
supportive of smokefree policies (21).
The management of nicotine dependence should be embedded into routine care. The
Victorian Government is committed to building the capacity of Victorian health services and
health professionals to provide the best possible support for people who smoke to quit.
Ideally, all health services would adopt a systematic approach to identifying people who
smoke, providing a brief intervention and including smoking status and action taken within
discharge communication.
Clinical guidelines have been found to be an important step in changing clinical practice.
Successfully implementing clinical guidelines for managing nicotine dependency will not only
better manage a patient’s withdrawal symptoms, reduce distress, encourage compliance
with smokefree policies but also contribute to population health outcomes through
promoting long term cessation.

November 2017

Resources
Department of Health and Human Services Tobacco Reforms website
An ABCD approach to supporting people who smoke: a guide for health services
Pharmacotherapy for smoking cessation
Start the conversation
Totally Smokefree at Alfred Health
Achievement Program
Quit Victoria
Quit online Learning Hub
Victorian Network of Smokefree Healthcare Services
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