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Abstract
Background: Across the United States, substance use disorder (SUD) treatment programs vary in terms of
their tobacco-related policies and cessation services offered to clients. Guided by the Consolidated
Framework for Implementation Research (CFIR), the current study identi�ed key factors that may
in�uence the implementation of tobacco related cessation policies and services in residential SUD
programs.

Methods: We conducted semi-structured qualitative interviews with sixteen residential treatment program
directors in California. The analysis was guided by a deductive approach using CFIR domains and
constructs to develop codes and identify themes. ATLAS.ti software was used to facilitate thematic
analysis of interview transcripts.

Findings: Guided by the CFIR constructs, themes that arose as facilitators for implementation included
the relative advantage of the intervention compared with current practice, external policies/incentives to
support tobacco related policy, program directors strong commitment and high self-e�cacy to
incorporate cessation into SUD treatment, and recognizing the importance of planning and engaging
opinion leaders. Potential barriers included the SUD reovery culture, low stakeholder enagement,
organizational culture, lack of workforce expertise and, lack of reimbursement for smoking cessation
services.

Conclusion: The CFIR provided a valuable framework for evaluating factors that may in�uence
implementation of tobacco policies and services in SUD treatment. In order to support successful
implementation, residential SUD programs (staff and clients) require extensive education on the
effectiveness of tobacco cessation efforts on health outcomes and publicly funded SUD treatment
programs should receive support through expanded reimbursement for tobacco cessation services.

Contributions To The Literature
Research has shown scienti�c evidence does not always have a large in�uence on decisions to
adopt innovations in health care such as implementing smoking cessation services in residential
substance use treatment. For many decision-makers, experiential knowledge can be more relevant
and applicable.

Findings from this study provide further insight into factors such as organizational culture and
�nancial barriers, which in�uence implementation of tobacco policy and cessation services in
residential substance use treatment programs.

These �ndings contribute to recognized gaps in the literature, regarding the acceptability of the CFIR
model for pre-implementation assessment.

Introduction
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Smoking prevalence remains disproportionately high among populations affected by substance use
disorders (SUDs).1 Among people in SUD treatment programs the smoking prevalence is 2 to 4 times
higher than the general population.2 Those seeking SUD treatment also experience greater smoking-
related health disparities as compared with the general population.3 Given the high prevalence of
smoking and the deleterious effect that tobacco can have on long term substance use,4,5 integration of
smoking cessation services into SUD treatment is needed.

Research from several SUD treatment programs highlight the potential bene�ts of integrating tobacco-
related services and tobacco-free grounds policies into SUD treatment.6–9 States such as New York, New
Jersey, Oregon, Utah, and Texas have introduced statewide policies that support the integration of
smoking cessation services into SUD treatment.10–14 In California, a branch of the department of public
health, the California Tobacco Control Program (CTCP) has supported tobacco cessation among people
with SUD by offering grant funding to treatment programs to implement tobacco free policies.15 Despite
the efforts of these programs, challenges remain that can in�uence successful integration of smoking
cessation services.

A 2017 systematic review examined the barriers and facilitators to smoking cessation for people in SUD
treatment.16 Results from the systematic review suggest that many persons with SUDs were motivated
toward smoking cessation but were not offered support. Some people with SUD felt interventions should
be delivered subsequent to SUD treatment; while others felt simultaneous/dual interventions would be
bene�cial (if possibly optional), due to strong associations between smoking and other substances.
Elements of the organizational and SUD community culture were identi�ed as barriers. Treatment
providers’ also felt they lacked training and resources to support smoking cessation. They were further
concerned about the impact of smoking cessation on mental health outcomes (e.g., negative affect)
among clients.16

A qualitative study conducted with a national sample of 24 directors of SUD treatment programs (i.e.,
outpatient, residential, and methadone clinics) also revealed several barriers to implementing tobacco-
related policies and integrating tobacco cessation services within programs.17 The directors noted that a
traditional lack of focus on smoking cessation services within SUD treatment, client resistance, lack of
�nancial support and resources, staff smoking rates, and environmental factors all served as barriers.
These barriers hold potential to complicate successful integration of smoking cessation services into
SUD treatment programs.

Further exploration of the barriers and facilitators, which may impact effective implementation, is key for
successful integration. Often in SUD treatment programs, organizational factors that impact
implementation remain unnoticed, despite evidence that they can be detrimental.18 The Consolidated
Framework for Implementation Research (CFIR) is a relatively new framework that synthesizes 18
existing implementation theories and evidence-based factors into a single taxonomy.19
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The CFIR model includes �ve domains: (i) the intervention characteristics (ii) the outer setting, (iii) the
inner setting, (iv) the characteristics of the individuals involved, and (v) the process of implementation.
Thirty-nine constructs are then organized within these �ve domains, all of which interact with one another
to impact (either positively or negatively) implementation. The model can be used to evaluate
implementation, explain research �ndings, or assess context prior to implementation.19 A systematic
review of the CFIR model revealed that the model has been used in a broad way throughout the literature
with interventions spanning several different topics, including mental health and physical health
conditions.20 Few studies employed the CFIR model to explore factors at the pre-implementation stage,
though those studies that did were able to identify and address factors that could potentially impact
implementation.21–23

Past research has shown treatment programs such as inpatient and residential, are more likely to adopt
and sustain tobacco cessation interventions.25 Thus, gaining a better understanding of these programs
prior to implementation of a tobacco-related policy could serve as a method for facilitating the integration
of tobacco cessation services. Using CFIR, this study aimed to identify key factors that could impact the
implementation of tobacco cessation policies and services prior to integration in residential SUD
treatment facilities.

Methods

Program Selection and Recruitment
This study examined data collected from three larger studies of residential SUD treatment programs
described in more detail elsewhere.24 All selected programs submitted application demonstrating an
organizational aim to increase the capacity of their residential programs to offer tobacco cessation
services and implement tobacco-free policies and received program level grant funding to accomplish the
goal.15 Across the three studies, 16 programs were enrolled. The 16 programs were located in 11 of
California’s 58 counties, from Lake County in the north to San Diego County in the south, spanning a
distance of over 500 miles. At the time of participation, two programs had implemented tobacco free
grounds with client-quit mandates. Data collection occurred in 2019.

Data collection, procedures, and measures
Using a purposeful sampling approach, 16 SUD residential program directors completed key-informant
interviews between January and December 2019 during the pre-implementation stage of their respective
smoking cessation intervention. Interviews were conducted by Zoom videoconferencing and lasted
approximately 60 minutes. The interview covered topics within �ve CFIR domains as they related to
tobacco policies and the integration of smoking cessation into SUD treatment. The interview guide is
available as a supplemental material.
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Directors also completed an online survey regarding director demographics and organizational
characteristics. Demographic questions asked about race/ethnicity, gender, age, years of services in SUD
treatment, and personal SUD recovery status. Organizational characteristics included 20 items drawn
from prior research concerning tobacco free grounds, smoking among staff, and staff and clients
smoking together. 24 The survey can be accessed at https://doi.org/10.6084/m9.�gshare.11844975.v1 .
Seven of the interviews were conducted by two of the authors (CMa and ES) and other research staff
conducted the rest. All interviewers were female with moderate to expert skills in qualitative interviewing.
Interviews were digitally recorded and transcribed. Interviewees received a $50 gift card for their time. All
participant information was de-identi�ed to ensure con�dentiality. Research procedures were approved by
the Institutional Review Board of the University of California San Francisco.

Qualitative Coding and Data Analysis
Interviews were digitally recorded, professionally transcribed, and integrated into ATLAS.ti, a qualitative
data management software program. Thematic analysis of interview transcripts was informed by
grounded theory and guided deductively by the CFIR model.26,27

Members of the research team (KF, CMc, JW, CMa and ES) initially each read four transcripts
independently identifying preliminary codes and subthemes. The �rst author then read all transcripts and,
informed by the existing literature and the preliminary analysis of interviews, developed the initial
codebook. Researchers met weekly over three months to compare preliminary coding choices, suggest
possible codes and provide code de�nitions for the codebook. Differences between the coders were
resolved by team discussion. Major themes were then mapped onto the domains and constructs of the
CFIR. The transcripts were coded utilizing ATLAS.ti software. Two members of the research team
independently coded a random sample of 20% of transcripts, which they had not previously coded, to
establish 81% inter-rater agreement on parent (i.e., domain) codes. Finally, the �rst author selected
passages that exempli�ed the themes, which mapped onto the CFIR constructs and domains.

Members of the coding team were also part of the larger research teams and therefore worked extensively
with several of the agency directors represented in this sample. Therefore, the members of the coding
team had an understanding of the work�ow and current policies at several of the agencies and could
therefore speak to the quality of the data.

Results
Participants and Program Characteristics

The participants were mostly female, with an average of over ten years of experience within the SUD
treatment industry (Table 1). Half of the directors identi�ed as persons in recovery from SUD. Program
characteristics showed over half of this sample (75%) allowed their clients to smoke nicotine products
outdoors, and some programs (44%) allowed clients to smoke during designated smoking breaks on
campus or on off-campus walks. Half of the sample (50%) allowed staff to smoke nicotine products
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outdoors, and a few programs (25%) permitted their staff and clients to smoke together. See Table 2 for
program characteristics.

We present �ndings within each of the �ve CFIR domains evaluated. Domains are in bold, CFIR sub-
constructs are in italics, and themes are underlined. Example quotes exemplifying each theme are
displayed in Table 3.

Domain I: Intervention Characteristics

Intervention characteristics include key aspects of the intervention that could in�uence successful
implementation.19 Within the current study, the following �ndings emerged. 

Relative advantage. Participants expressed an interest in developing and implementing smoking
cessation policies and services within their residential treatment program. They saw the potential
reduction in smoking rates among clients through organizational-level interventions as an advantage
over the current practice. Evidence strength and quality. There was uncertainty about whether residential
treatment centers should permit e-cigarettes use (which have mixed evidence of effectiveness for tobacco
product cessation).28 Some directors perceived e-cigarettes as a tool to help smokers quit combustible
tobacco products. These perceptions were re�ected in organizational-level policies, which encouraged the
use of e-cigarettes among clients and staff.

Domain II: Outer setting

The outer setting includes the larger context (e.g., political, social, economic) in which the organization
resides.19 Themes related to the outer are identi�ed below. Needs and resources of those served by the
intervention. All the participants described a degree of concern about residents’ reaction to tobacco free
grounds policies. Some directors believed clients did not have an interest in smoking cessation. Directors
highlighted the prominent role that smoking can play within SUD recovery culture. According to directors,
the SUD recovery culture often times prohibits the use of tobacco products to help ease the cessation of
other substances. Directors further raised the concern with the organization culture, that prohibiting
smoking in residential settings would change rapport between staff and clients. Directors therefore
expressed some ambivalence toward removing smoking from residential treatment programs.

Directors of the two programs which had previously adopted and sustained tobacco-free policies and
tobacco related services discussed their anticipated fears related to enforcing quit mandates, particularly
as it related to client and staff resistance. However, they both reported that culture change was easier
than they had initially anticipated. However, culture change was reportedly more challenging for other
programs. Four directors described previous attempts to implement tobacco-free grounds that resulted in
clients voluntarily leaving and the dismissal of clients for violation of the policy. According to one director,
implementation of tobacco-free policies was a challenge, partially due to client’s use of tobacco to cope
with comorbid mental health disorders. An additional challenge was the added workplace burden on staff
(who may themselves be smokers) to ensure clients adhere to the policy. Negative consequences also
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included clients smoking tobacco in high �re risk places (e.g., in their bedroom or bathrooms). Within ten
months of implementation, the policy was amended to permit designated smoke breaks for clients.
External policy and incentives. Many directors were aware of current government mandates (e.g., city,
county, state, federal) related to nicotine products. However, they reported their programs did not enforce
such mandates. For example, in 2018, San Francisco County passed the ban of �avored tobacco
products including menthol products.29,30 Program directors remarked they ensured their clients followed
public no-smoking rules when participating in program activities off campus (e.g., no smoking in public
areas when going on a walk).

Directors reported external incentives such as grant funding, were important factors in their motivation to
integrate tobacco cessation services in SUD treatment. Some directors stated they were able to provide
nicotine replacement options and smoking cessation services to their clients through partial funding from
grants or private donations.

Domain III: Inner setting

The inner setting includes factors of the program (e.g., structural, cultural contexts) that may be
associated with implementation.19 The following themes emerged related to the inner setting.
Implementation climate. Residential directors believed that the implementation climate of their programs
was compatible with smoking cessation interventions and, tobacco-related services were a priority in SUD
treatment. Directors believed that smoking cessation was a priority because of the impact of smoking on
their clients’ overall health. They reported using a holistic approach to providing SUD treatment, and
acknowledged the health risks associated with smoking. Some directors demonstrated strong leadership
commitment to enforce an institutional smoking ban. Readiness for implementation. Despite directors’
expressed strong commitment to develop and implement smoking cessation policies, they also noted
major reasons why they had not offered treatment for clients including: the lack of available resources
such as, workforce expertise and therapeutic interventions (pharmacotherapy and psychotherapy),
�nancial reimbursement and SUD counselors smoking status. Directors reported low staff
training/knowledge about tobacco-related services. Workforce resources are further discussed under the
CFIR construct, Planning and Engaging. Most programs screened clients for nicotine use disorders and
some occasionally provided informal smoking cessation counseling as part of wellness process groups.
However, several directors mentioned that smoking cessation counseling services are not reimbursed
under the current public �nancial reimbursement system. Although clients may buy forms of nicotine
replacement treatment (NRT) over-the-counter, directors acknowledged the cost of smoking cessation
medications as a barrier for clients. Therefore, programs sought public health grant funding to subsidize
NRT for clients unable to pay. Programs unable to obtain funding used a referral to NRT approach, by
referring residents to local clinics and national quit lines. Directors recognized work�ow as a viable
concern in the implementation process. Directors noted that the structure of their programs do not have
work�ow processes and services such as onsite healthcare services that would allow medical personnel
to prescribe and dispense NRT. 
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With respect to staff smoking status, most programs did not require staff to be nicotine-free nor did they
provide smoking cessation services for staff. Directors expressed a desire to aid employees in achieving
better health outcomes (e.g., refer to an EAP) but did not �nd it appropriate to impose smoking cessation
mandates for their employees.

Directors reported that they anticipated state policy makers would eventually impose smoking-free
campus mandates. Thus, many expressed being highly motivated to participate in this research study
simply because the project provided access to smoking cessation services and training. Others expressed
the need for standardized or uniform tobacco cessation policies across all facilities providing SUD
treatment services.

Domain IV: Characteristics of Individuals

Characteristics of individuals in an organization includes factors of the individual’s beliefs, knowledge,
self-e�cacy, and personal attributes that may be associated with implementation.19Self-e�cacy. Despite
the challenges of service and policy integration, all directors expressed self-e�cacy and optimism that
they could successfully incorporate smoking cessation interventions into SUD treatment curricula. They
all reported a strong commitment to integrating smoking cessation interventions within their treatment
programs and acknowledged the potential health bene�ts for clients and staff.

Domain V: Process of implementation

The process of implementation includes stages of implementation such as planning, executing, re�ecting
and evaluating, and the presence of key intervention stakeholders and in�uencers including opinion
leaders, stakeholder engagement, and project champions.19 The following theme emerged related to the
process of implementation. Planning and engaging. Directors conducted planning activities that included
assessing their environmental settings, and workforce knowledge to identify potential barriers to
implementation. Directors also recognized the need for client champions and stakeholders.

SUD residential treatment directors discussed that executive committees developed policies, most often
without client input, which were communicated to residential clients via a meeting (e.g., “a house
meeting”). Clients’ reactions to policies served as a catalyst for policy amendments that had occurred in
some programs. Some directors therefore suggested that residents should be engaged in the process of
developing policies and services, while another suggested that the implementation approach should be
gradual and repetitive.

Discussion
This study applied the CFIR framework to identify barriers and facilitators that in�uenced the
development of tobacco policies and services in residential SUD treatment programs. All �ve CFIR
domains emerged from the analysis: intervention characteristics, outer setting, inner setting,
characteristics of individuals, and the process of implementation. However, the outer setting and inner
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setting domains were represented most prominently in the data both as barriers and facilitators at pre-
implementation. Leadership engagement and commitment to adopting tobacco cessation polices and
services were key facilitators. Across all participating programs, directors were highly engaged, motivated,
and had self-e�cacy to implement tobacco cessation policies and services. Integrating smoking
cessation polices and services in residential SUD treatment programs was viewed as compatible with a
holistic approach to the treatment of SUDs, superior to current practices, and facilitated by local
government mandates and incentives. However, important barriers to implementation were identi�ed
within several CFIR domains: the intervention characteristics, outer setting, inner setting, and process of
implementation.

In considering the inner setting, directors felt that existing resources were insu�cient to support
implementation of comprehensive smoking cessation policies. Program directors cited a number of
barriers related to the inner setting that impacted the extent to which they could change policies, services,
and practices including the resources available to treat tobacco use disorder, �nancial costs of NRT
medications, and the ability to be reimbursed for smoking cessation services. They also cited the SUD
recovery culture as an important barrier to adopting tobacco cessation polices in SUD treatment.
According to directors the SUD recovery culture was connected to both staff and client resistance to
tobacco-free grounds. They further explained the organizational culture that permitting clients to smoke
on the premises was used to facilitate prosocial behaviors and that smoking played an important role in
helping clients to cope with stress and build provider rapport. Other barriers speci�c to the inner setting
centered on the organizational culture: ambivalence about imposing tobacco-free grounds, uneven
attention given to staff smoking, and the view that promoting smoking cessation among staff was not
part of their role. Prior research has documented these barriers to the integration of smoking cessation
care within SUD treatment programs.17,31−34 In SUD residential treatment, rapport is a critical skill and
clients perceive supportive staff as motivators for their personal tobacco cessation efforts. 16

In our study, directors discussed their reluctance to address smoking among their workforce. However, to
increase the success of tobacco cessation policy interventions, it is critical to address staff smoking.
Staff smoking is common in SUD treatment and could reinforce client tobacco use.4 In a recent study,
Guydish and colleagues found that higher rates of SUD treatment program staff and clients smoking
together was associated with lower rates of client intent to quit smoking in the next 30 days, more
negative client attitudes toward quitting smoking, and with clients receiving fewer tobacco services.35

This �nding highlights the importance of addressing staff smoking in SUD treatment programs and
provides evidence for a policy to prohibit staff smoking together with clients.

The successful implementation of tobacco services in residential SUD treatment centers would require
organizational culture change interventions. Interventions would include program wide staff and client
training and workshops on the long term effectiveness of tobacco cessation services,36 policies to
prohibit staff and clients from smoking together31,35 and, provide holistic avenues for staff to build
rapport with clients, such as gardening or sports. Organizational change interventions have been
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associated with increased favorable attitudes toward treating tobacco use disorder in SUD treatment
programs, use of NRT medications, client receipt of services from their programs or counselors, and a
reduction client smoking prevalence and cigarettes smoked per day.36,37

Furthermore, funding streams continue to serve as a barrier to the availability of smoking cessation
services in SUD treatment programs.34 Smoking cessation covered services have expanded with the
expansion of Medicaid under the Affordable Care Act (ACA). In our sample the state of California, Medi-
Cal, currently cover SUD treatment and tobacco-related cessation counseling and medication for clients
receiving outpatient and inpatient hospitalization services. Presently, residential SUD treatment programs
are not Medi-Cal-recognized practitioners of tobacco related cessation services and SUD providers’
services are not reimbursed in residential settings. In California, the Department of Health Care Services
(DHCS) has sole authority to license nonmedical SUD treatment facilities does not consider tobacco-
related services within its scope. Therefore, SUD program directors have no regulatory or �nancial
incentive to engage in tobacco-related cessation services. Unfortunately, this gap in clinical care has a
negative impact on the prevalence of smoking among residential clients and its associated health
comorbidities.38 Clients are more likely to have a quit smoking when they have health coverage, and are
three times more likely to quit smoking while they are in SUD treatment.39 Therefore, there is a critical
need for the allocation of resources dedicated to build SUD programs’ capacity to provide smoking
cessation services including expanded insurance coverage of counseling-based smoking cessation
programs.

Directors reported implementing changes to the program’s smoking polices using a top-down approach
where client input or participation in policymaking was not taken into consideration. Engaging clients as
stakeholders early in the design of interventions is essential for implementation success.40 Clients could
provide an insider perspective on the acceptability of speci�c policies or intervention components that
could enhance buy-in. Furthermore, implementation will be more effective when all key stakeholders are
involved (e.g., leadership, external change agents, clients).41 A communication strategy should be in
place before implementation to educate both providers and clients about the value of tobacco-free
grounds and smoking cessation services.

Limitations

Certain limitations of the study should be noted. The study focused on SUD residential treatment
programs in California, and further research is needed to understand how these �ndings may apply in
other settings. The factors in�uencing adoption of tobacco cessation polices and services may be
different in outpatient settings. Our analysis relies on self-report from program directors, and thus does
not take into account the views of clients or other staff members. Obtaining the perspective of other key
stakeholders would increase our understanding about barriers and solutions from multiple perspectives.
We did not include data collection during or following implementation of an intervention, thus director
perceptions about the implementation process are not represented. Finally, the residential treatment
programs that participated in this study responded to a call for applications for SUD treatment programs
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willing to participate in implementing tobacco policy change interventions. Thus, residential programs
that had an investment in and a higher level of motivation to participate in this study may be over-
represented.

Conclusions
The CFIR provided a useful framework for understanding the many in�uences at play when implementing
tobacco policies and services into a complex setting such as residential addiction treatment. Study
�ndings indicate that challenges related to reimbursement for smoking cessation services persist in the
context of SUD treatment programs. To increase adoption of tobacco policies and services in SUD
treatment settings, it is essential to dedicate funding to increase training capacity, but also to expand
reimbursement of smoking cessation-counseling services in SUD treatment.
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Table 1. Demographic Characteristics of Program Directors

  n (%)

n = 16

Age (mean, SD)* 48.9 (8.5)

Male 6 (37.5%)

Race/Ethnicity*  

Non-Hispanic White 11 (73.3%)

Non-Hispanic Black/African American 1 (6.7%)

Hispanic/Latino 3 (20.0%)

Education*  

Some college, associates, or professional license 6 (40%)

Bachelor’s 1 (6.7%)

Masters 8 (53.3%)

In recovery from substance use* 7 (46.7%)

Smoking status**  

Current smoker 1 (7.1%)

Former smoker 7 (50.0%)

Never smoker 6 (42.9%)

Years working at agency   

Less than 1 year 2 (12.5%)

1-10 years 4 (25.0)

Over 10 years 10 (62.5%)

*missing n = 1

** missing n = 2

 

Table 2. Program Policy Features
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Program
#

Outdoor
smoking
allowed
for
clients?

Outdoor
smoking
for
staff?

Staff/clients
smoke
together

Designated
smoking
breaks for
clients

Any
NRT/cessation
medication
available
on/off
campus

Smoking
cessation
screening or
any
counseling
available

1.         Yes Yes Yes Unsure No Yes

2.       * No No No No Yes Yes

3.         Yes Yes Yes Yes No No

4.       * No No No No Yes Yes

5.         Yes No No No Yes Yes

6.         Yes No No Yes Yes Yes

7.         No  No Unsure No No Yes

8.         Yes Yes No Yes No Yes

9.         No No No Yes Yes Yes

10.     Yes No No No Yes Yes

11.     Yes Yes Yes No Yes Yes

12.     Yes Yes No Yes Yes Yes

13.     Yes Yes Yes Yes Yes Yes

14.     Yes Yes No No No Yes

15.     Yes Yes No No No No

16.     Yes No No Yes Yes Yes

*quitting a requirement for clients

 

Table 3. Summary of qualitative themes and sample quotations
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CFIR
domain

 Sub-construct Themes Director Quote (s)

Domain
I

Intervention
Characteristics

     

  Relative
Advantage

  Director
#3

I actually have always wanted non-
smoking facilities, […] because the way
the facility is designed, folks smoke
right within the facility and right outside
of doors to o�ces and other space
where you have non-smokers that are
impacted by second-hand smoke.  […]
(This intervention) wasn’t just creating
a policy that stopped smoking with the
facility but it was adding supports for
both [smokers and non-smokers].

      Director
#15

We are all in agreement, as a
management committee, that people
who quit smoking have a better chance
of staying quit from drugs and alcohol. 
And that’s what we do here.  Treatment. 

  Evidence
strength and
quality

  Director
#11

Our staff seems to be okay with the
vaping only requirement or rule, and
secondly, our medical director believes
that it (vaping) is a form of harm
reduction. We don’t want to discourage
anyone with trying to quit smoking
cigarettes by using vaping as a
technique

Domain
II

Outer Setting      

  Patient needs
and resources

Beliefs of client
interest in
smoking
cessation

Director
#12

Clients want to be able to smoke.  They
don’t like the policies at all, […], we are
routinely �nding contraband – e-
cigarettes, lighters, cartridges, etc.  The
clients don’t like it at all.  Clients don’t
want to quit smoking.  A very small
percentage of clients that want to quit
smoking tend to ask us for help.  The
majority of the smoking clients are not
interested in giving up smoking and
actively try to get around those rules.

    Substance use
disorder
Recovery
Culture

Director
#8

You know, I would say challenges occur
as part of the culture, in – I don’t want
to say a �eld of addiction, but in the
�eld of recovery – for many, many
years, and if you think of the image of a
smoked-�lled Alcoholics Anonymous
meeting, or smoking and addiction to
alcoholism seem to have gone hand in
hand – and part of it is the culture
surrounding that.
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    Organizational
culture

Director
#1

 

Putting a smoke-free campus is gonna
pretty much take that away (smoke
break), and so this is gonna be one
barrier for our staff, who can rely on
that as kind of a tool to calm people
down or to take a break, or to connect
with someone, this is gonna be taking
that away from them as well.

    Ambivalence  Director
#1

 [….]  If they want to smoke a cigarette, I
was okay with them smoking, even
though I knew it was a habit that was
unhealthy and could lead to other
things, but I know that they were
dealing with some real tough decisions
in their life at that speci�c moment in
time, and it was better – it was like the
lesser of two evils, I guess.

    Culture Change Director
#4

Even the people that came to meetings
on the outside, they were just like, oh,
okay, it’s non-smoking now, I can go an
hour and a half and not smoke.  And
then people started to realize – in a
short amount of time – just how much
cleaner it was here, and – people were
like, okay. And then here in town, other
meetings started having their meeting
spaces be non-smoking, and then
society slowly started changing and –
so I thought I was gonna get all kinds
of push-back […] And it wasn’t.

      Director
#14

My experience with the (nicotine) ban –
[…] It was very, very challenging.  Lots of
people started smoking inside the
building. […] And that really started to
become a safety hazard.  Everyone was
stressed out.  I mean, I work with our
clients – a lot of them have very severe
mental illness, and I mean, the
incidence of people with schizophrenia
who smoke is very, very high, and so it’s
challenging, […] People were trying to
�nd ways to get around the smoking –
people would go out on appointments
that didn’t actually exist so they could
go smoke, people would say they were
having panic attacks and needed a
stress walk so they could go smoke –
the term “stress walk” became a code
word that people would try to use to go
smoke, and it really – it put the staff in
a tough position, because they kind of
became cops and had to police
something that really didn’t feel that
necessary.  So yeah, it was very tense. 
And I don’t know – later that year, or
whenever it was, when we were told
that we could actually walk that policy
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back and implement smoking breaks –
I remember going into a morning
meeting with all the clients and letting
them know, and it really felt like a
weight had been lifted off everyone
when I said that, because it was very,
very unpopular, and it frankly wasn’t
working.

    External policy
and incentives

Director
#9

Director: The only thing is that they [the
City] stopped selling menthol cigarettes,
and our clients who smoke menthol
cigarettes have to go out of [the City] to
get ‘em, or to smoke shops in – further
out of our district here.

Interviewer: Are they allowed to have
them?

Director: As long as they smoke outside,
we’re ok with it.

      Director
#13

We use grants. We had a tobacco grant
back in maybe 2004, or something like
that, and then more recently, about �ve
or six years ago, we got a county grant
to try and reduce the number of
smoking times during the day that our
residents were smoking, as well as just
have one designated place on the
facility, where they smoked. So we did
that successfully – we have one
designated outside space where they
can smoke, and now they smoke three
times a day, as opposed to what was
like �fteen.  So we have made
improvements. 

      Director
#2

The program – we did receive a
tobacco grant at one point, so that was
covering a lot of [NRT] from that, and
then we do have a grant that we’ve
written in, that we’ve also said that we
would focus on tobacco use and
dependency, and so money from that
grant also covers the cost of the
products.

Domain
III

Inner Setting      

  Implementation
climate

Priority in SUD
treatment

Director
#5

I would see people focused on just one
component of health and neglect
something else, ….I’ve seen a lot of
people …get clean and sober, and end
up dying because of their tobacco use,
or not –…….recovering from a liver
transplant because they smoke.

      Director Increased health, more long-term
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#13 sobriety.  ‘Cause that’s what we’re
looking – we don’t want to just get ‘em
clean for two or three months that
they’re with us.  We want ‘em to be
clean and changed forever now,
afterwards.  And I think that these
policies and this program that we’re
gonna put in place is really gonna help
that

    Leadership
Commitment

Director
#10

If we’re saying we’re assisting them to
have better lives and we’re working on
the whole-person education, but yet
we’re still allowing a substance that
ultimate kills people, too, then I think
that we need to really �gure out how we
can assist them in quitting that, too.

    Leadership
Commitment

Director
#4

You know, I just decided one day, we’re
going non-smoking, and that was it.  I
literally came to work one day and said
, this is too much.  This is too much
energy, too much of their lives, too
much “can I go smoke”, and I thought,
we’re goin’ non-smoking.  That was it.

  Readiness for
implementation

     

    SUD counselors
smoking status

Director
#5

We educate them [the staff], we
reinforce the behaviors that – what it
would represent for a client to see a
staff member provide lip service,
request them to be healthier and take
responsibility for their life, and then yet
they’re showing that they, too, struggle
with this overt addiction to tobacco,
which sends kind of a mixed message.

    SUD counselors
smoking status

Director
#6

 

They’re employees, they’re doing a job,
and that kind of personal business
really isn’t my business, as long as it’s
not affecting their work performance.  I
do make sure they’re aware of
standards, and if they are gonna
smoke, they’re not allowed to smoke
anywhere on the premises, that they do
have to leave the premises to smoke
during their authorized breaks.  ….But
it’s not a dialog I get into with them, as
a supervisor, because I feel like that’s
really honestly not my role when I’m
dealing with staff.

    Referrals for
NRT approach

Director
#2

 

[…] The residents would go to the 800-
nobutts, and they’re able to get that, as
well as they can use their Medi-Cal and
they can get their own prescriptions
from the doctor and Medi-Cal pays for
it.
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    Treatment
Standardization

Director
#4

 

I’m just grateful that this is happening,
and I hope more people get on board
and – because as long as – [clients]
can switch where they’re going to
treatment because they can smoke one
place and can’t smoke another, that’s
not cool.  It needs to be non-smoking
across the board.

    Financial
Reimbursement
System

Director
#8

I would allow every client to have gum
or a patch or a lozenge if they wanted
to quit smoking.  However, all of those
are looked at and considered a
medication, and per our state licensing
regulations, we can’t just hand that out
to clients.  They have to have a
prescription.  […] – that’s a challenge. 
For sure.  It would be – so even if a
client – identi�es that they want to quit
smoking, they would need to have
somebody bring in those tools to them. 
We could not provide it for them

Domain
IV

Characteristics
of Individuals

     

    Self-e�cacy Director
#3

 

I would like to move forward with
addressing it [smoking cessation] from
a whole health perspective. I do think
it’s important, and so now that I’m in a
director position, I’m moving it that way.

Domain
V

Process of
implementation

     

    Planning and
engaging

 

(Workforce)

Director
#7

One thing that we’re working on is
having a professional or a counselor
come in and actually explain visually
other dangers of smoking, for example,
a doctor – somebody that’s actually
working speci�cally with the tobacco
�eld, to speak to our clients, and that
would be very helpful

    Resident
inclusion in
policy
development

Director
#3

Yeah for the committee,[…] we invite
some community partners to
participate, that have an interest in our
program, those potentially that could be
involved in helping expand the
offerings, […], and I always like to
include clients, right, so you have their
input, all the stakeholders and other
staff.  My goal would be that all the
stakeholders somehow be represented
within the group.
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