Gary Kochersberger, MD
Elizabeth C. Clipp, PhD

Dr. Clipp is with the Geriatric
Research Education and Clinical
Center, Veterans Affairs Medical
Center, Durham NC, and the Divi-
sion of Geriatrics, Department of
Medicine and the Center for the
Study of Aging, Duke University,
Durham, NC. At the time of this
research Dr. Kochersberger was also
with the Geriatric Research Educa-
tion and Clinical Center. He is cur-
rently with the Department of Vet-
eran Affairs Medical Center,
Canandaigua NY and the Depart-
ment of Medicine, University of
Rochester, Rochester NY.

Tearsheet requests to Elizabeth C. Clipp,
PhD, ECC (182) VA Medical Center, 508
Fulton 8t., Durbam, NC 27705; tel. 919-
286-6932; fax 919-286-6823.

66 Public Health Reports

SCIENTIFIC CONTRIBUTION

Resident Smoking
in Long-Term Care Facilities—

Policies and Etllics

SYNOPSIS

Objective: To characterize smoking behavior, facility policies related smoking, and
administrators’ views of smoking-related problems in Veterans Affairs nursing
home care units nationwide.

Methods: An anonymous mail survey of long-term care facilities was adminis-
tered to 106 nursing home supervisors at VA Medical Centers with nursing
home care units. The response rate was 82%.

Results: Administrators from 106 VA nursing home units reported smoking
rates ranging from 5% to 80% of long-term care residents, with an average of
229%. Half of the nursing homes had indoor smoking areas. Frequent complaints
from nonsmokers about passive smoke exposure were reported in 23% of the
nursing homes. The nursing administrators reported that patient safety was their
greatest concem. Seventy-eight percent ranked health effects to the smokers
themselves a “major concemn,” while 70% put health effects to exposed non-
smokers in that category. Smoking in the nursing home was described as a “right”
by 59% of respondents and a “privilege” by 67%. Some individuals reported that
smoking was both a right and a privilege.

Conclusion: Smoking is relatively common among VA long-term care patients.
The promotion of personal autonomy and individual resident rights stressed in
the Omnibus Budget Reconciliation Act of 987 may conflict with administrative
concerns about the safety of nursing home smokers and those around them.

oncerns about the quality of care for the 1.5 million nursing home

residents in this country led to the nursing home reform measures

contained in the Omnibus Budget Reconciliation Act of 1987.

Promotion of nursing home residents’ rights, including “accom-

modations of individual needs and preferences,” was an integral
part of that legislation'. Nursing homes are no different from society as a whole
in balancing issues of personal autonomy and the rights of others as they relate
to cigarette smoking. In fact, the close living proximity and restricted mobility of
most nursing home residents accentuate these conflicts. When smoking is per-
mitted, nonsmoking staff and residents are exposed to secondhand smoke. Also,
residents with cognitive impairment and various physical disabilities are often
unsafe smokers and present safety risks to themselves and others.
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The Medline and PsychINFO bibliographic data bases
for the past decade contain no references to studies examin-
ing smoking behavior in nursing homes. A single paper
addressed smoking bans in state long-term psychiatric hos-
pitals®>. We, therefore, conducted a national survey of
Department of Veterans Affairs (VA) Nursing Home Care
Units to collect information on the number of smokers
among long-term care residents and
the problems arising from allowing
patients to smoke. Although the
VA subsidizes long-term care in
certain community facilities, we
limited our study to VA hospital-
based nursing homes. Past surveys
of inpatient veteran populations
have shown smoking prevalence
ranging from 46% to 69%*. Given
the well-established link between
smoking and lower socioeconomic
status® the prevalence of smokers
among residents in non-VA long-
term care facilities is probably lower
than in VA facilities. However, the issues and conflicts sur-
rounding smoking in long-term care settings, including per-
sonal safety and the rights of nonsmokers, are similar.
Results of this study should, therefore, have implications for
both VA and non-VA nursing homes.

Methods

Sample. Of the 172 Department of Veterans Affairs med-
ical centers in the United States, 129 (75%) have designated
nursing home units. At our request, the Office of Geriatrics

and Extended Care in the VA Central :

Residents with cognitive
impairment and various
physical disabilities are

often unsafe smokers
and present safety risks
to themselves and
others.

Long-term Care smoking

bed capacity, and number of smokers. Respondents were
asked to estimate the number of smoking residents who
were interested in quitting and whether or not smoking ces-
sation programs existed in their facilities. Several questions
probed respondents’ attitudes and personal behavior, the
extent to which, for example, they saw smoking as a right or
privilege whether residents were permitted to smoke in their
rooms, and whether or not
they themselves were smok-
ers. We asked respondents to
indicate their degree of con-
cern, using a three-point
scale (not a concern, moder-
ate concern, major concern)
about (a) health effects for
residents of smoking, b) fire
safety risk to residents, c)
exposure of nonsmokers to
smoke, and d) damage to
property (burns in rugs and
furniture, stained walls).

We asked respondents
whether a designated smoking area existed within their
nursing home facility separate from the main hospital
smoking area. If so we asked about the designated area’s
location (inside the nursing home or outside/separate struc-
ture), the presence and effectiveness of an exhaust fan
vented directly outdoors, use of the smoking area by staff
and nonsmoking residents, and the extent of complaints
from non-smokers about smoke exposure.

Personnel from 82% (N=106) of the facilities eligible to
participate completed and returned the survey after the first
mailing. These facilities averaged in bed size from 26 to 314,

Office in Washington DC, provided a
mailing list of the VA nursing homes
and the names of either the Associate

Figure |. Extent of smoking in VA nursing homes

Chief of Nursing Service (ACNS) for
extended care or the Nursing Home
Unit Supervisor at each facility. We
mailed surveys directly to these contact
people with letters of introduction
explaining that, in an attempt to
address concerns raised by residents
and staff at our facility regarding indoor
smoking, we wanted to collect informa-
tion about how smoking is handled in
VA nursing homes nationwide. Results
of the survey were promised to all par-
ticipating facilities.

Percent of facilities reporting

Survey Instrument. We developed the
survey with input from clinical geriatric
staff credentialed in medicine, nursing,
and psychology. It first requested back-
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with reported occupancy rates of 38% to 100%.

Data Analysis. Codes from returned surveys were double
entered and analyzed using SAS software. Because these
data were intended to describe, for the first time, smoking
behavior in VA long-term care facilities, the results are sum-
marized with descriptive statistics, including means and
percentages. We used Chi-square tests to examine group
differences for categorical data.

Results

As shown in Figure 1, in the facilities for which we
received reports, approximately one-quarter (22%) of the resi-
dents were reported to be smokers. All responding facilities
accommodated smokers. Seventy-six percent had a desig-
nated smoking area connected with the nursing home; smok-
ers in the remaining facilities utilized areas designated for
smoking for the entire medical center population. Over half
(61%) of the nursing home smoking areas were indoors, and
the remainder were reported as being separate structures out-
side the nursing home, for example, a patio. Most administra-
tors (91%) reported that residents were never allowed to
smoke in their rooms, with 9% of the facilities “seldom or
occasionally” allowing this practice.

Most nursing home supervisors ranked patient safety (the
risk of fire) as a “major concern.” Seventy-eight percent of
respondents ranked health effects to the smokers themselves
a “major concern,” while 70% put health effects of smoking to
exposed nonsmokers in that category. Less than half (46%)
considered damage to the smoking area (burns in rugs and
furniture) of major concern. To a follow-up question, “Should
nursing homes provide a designated indoor smoking area?”
43.7% of respondents answered yes.

nursing homes with such an arrangement (95%) reported
these fans to be somewhat effective (62% noting them to be
moderately or very effective), but the differences between the
number of complaints in facilities with and without ventila-
tion fans were not statistically significant (x?= .190, p=.66).

The majority (91%) of the chief nurses or unit supervisors
responding to the survey did not smoke themselves. How-
ever, there were differences between these smokers and non-
smokers in the concerns they expressed about smoking
behavior. For example, a greater proportion of the nonsmok-
ers (95%) than smokers (78%) expressed concern about expo-
sure of nonsmokers to smoke (x*=5.8, p=.05). VA policy con-
tinues to allow smoking in nursing homes “except when
patients are a danger to themselves®.” Interestingly, the major-
ity (67%) of the respondents reported seeing smoking as a
“privilege,” while 59% felt that smoking was a “right” for their
patients. Some respondents reported that smoking is both a
right and a privilege. Several explained this apparent contra-
diction by noting that administrative and personal views were
at odds on this matter.

Discussion

Smoking in the long-term care setting will likely remain
a. controversial issue as long as tobacco products are com-
mercially available. Our survey demonstrated a wide range
of prevalence estimates of smoking in VA nursing homes (5
to 80%). This may reflect differences in casemix (facilities
with more psychiatric patients may have a greater preva-
lence of smokers). It may also reflect a tendency of some
respondents to exclude “occasional” smokers from preva-
lence estimates. To date, the prevalence of smoking in com-
munity nursing homes has not been studied.

Figure 2. Complaints by nonsmokers in facilities with indoor

Never Seldom Occasionally Often

Frequency of complaints

What interventions would address
these safety and health concerns? smoking areas
Although 85% of the respondents 0 g
reported having a smoking cessation
program available to their residents, all 35
(N=106) reported that few if any of the
smokers in their facilities were interested % 30
in quitting. The exposure of nonsmokers £
to passive or “secondhand” smoke led to §- 2
at least occasional complaints in 62% of g
facilities. Frequent complaints were 2 20
reported in 23% of responding facilities é
(Figure 2). Smoking areas in nursing % s
homes are often situated so that it is g
logistically impossible to protect non- < 10
smokers from smoke exposure. Fifty-
three percent of respondents reported 5
that nonsmokers as well as smokers use
smoking areas in their facilities. Of the 0
47 facilities with indoor smoking areas,
38 (76%) used exhaust fans to vent
smoke directly to the outside. Most
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The creation of a homelike atmosphere in nursing care
facilities encourages residents to engage in activities that are
idiosyncratic and not necessarily enjoyed by everyone.
Smoking may be condoned in long-term care facilities
because, as one of the respondents put it, “for some it is their
only remaining pleasure.” Yet, in a substantial percentage of
the facilities, smoking areas (46%) were never utilized by
nonsmokers—which suggests that residents who avoid
smoke exposure are denied access to potential areas of activ-
ity and social gathering.

The deleterious health
effects of smoking are well
established and, accordingly,
were identified by respondents
as a major concern in this sur-
vey. Although the results of this
survey suggest concern for the
health of the smoker, they also
suggest substantial nihilism
regarding the usefulness of
smoking cessation programs for
this group. Similarly, a recent
survey of 339 noninstitutional-
ized elderly smokers showed
that although 51% of current
elderly smokers wanted to quit,
only 39% reported being
advised by their physicians to
do so’.

Smoking cessation at any
age has been demonstrated to have health benefits, but the
length of time between cessation of smoking and disease
risk reduction is variable, possibly attenuating the benefits
for the nursing home resident. For coronary artery disease,
there is an initial dramatic drop in risk during the first year
of smoking cessation followed by a more gradual decline
over the next two decades®®. Interestingly, the one study that
has examined risk factors for CAD in the nursing home
identified cigarette smoking as a risk factor only for male
residents only. This case-control study examined 138 men
and 380 women with a mean age of 82 years'. For stroke
risk, reduction to “never smoked” levels takes 10 to 15 years
in males, and in females three to five years'’. Cerebral perfu-
sion, however, increased within six months in a group of
older cigarette smokers who were able to quit'?. For lung
and head and neck cancers, both strongly associated with
smoking, measurable risk reduction for those who stop
smoking probably takes several years, and reduction to risk
levels experienced by nonsmokers may take one to two
decades or even longer!!. Canadian researchers examining
community-dwelling elderly smokers noted that negative
quality of life measures improved in those who had not
smoked for several years to levels observed in elderly who
never smoked. However, short-term benefits to quality of
life were less clear®. These short-term benefits are probably
most applicable to the nursing home population. Given a
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maximizing the welfare
of all patients and staff.

Long-term Care smoking

median life expectancy of 18 to 24 months for nursing home
residents, individuals who stop smoking after being admit-
ted have a good chance of never realizing the potential
health benefits of their actions.

If the harmful effects of smoking were limited to smok-
ers, our sensitivity to the rights of nursing home residents
and need to respect personal autonomy would probably
override health concerns. But as our survey makes clear,
nursing home administrators are sensitive to other poten-
tially injurious effects of smok-
ing. In fact, the risk of fire was
the respondents’ major concern
regarding residents’ smoking.
Nursing home fires in the past
have had tragic consequences
and smoking patients have been
responsible for many of these
disasters!*!5, The cognitively
impaired smoker presents par-
ticular risk when apraxia and
visual-spatial deficits combine
with poor judgment to place
the individual and those around
him or her in danger. Efforts to
limit risk in these situations
range from one-on-one super-
vision of smoking to use of
“smoking robots” (hookah-like
devices that allow one to smoke
without holding a lit cigarette)
and welders’ aprons worn to prevent burns. Drinka has sug-
gested providing an involuntary “assisted” trial of smoking
cessation, agreed to by the resident’s surrogate decision-
maker, incorporating nicotine patches and removal from
smoking areas'®. He acknowledges the ethical complexity of
this approach.

The adverse effects of exposure to passive smoke have
received increasing attention and have been the impetus
behind indoor smoking bans in many public facilities and
healthcare institutions'”?’. VA policy, which established
smoke-free hospitals in 1991, has recently been made less
stringent by controversial federal legislation”. Smoking
bans on hospitalized patients may be viewed as paternalistic
acts, but it is believed that the resulting inconvenience is
temporary and offset by improved health for deprived
smokers and those around them. Clearly, a smoking ban on
long-term care residents would be more difficult to impose.
The hospitalized smoker, denied his or her cigarettes, will
return home in a week or two, free to exercise self determi-
nation which may include a resumption of smoking. The
nursing home resident is rarely discharged to another
“home,” making the smoking ban a lifelong imposition.

Despite these concerns there does appear to be some
movement toward greater regulation of nursing home
smoking. The 1994 JCAHO standards for long-term care
require that “the organization disseminate[s] and enforce[s]
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an organization-wide smoking policy that discourages the
use of smoking materials by patients/residents.” When
smoking is permitted, policies must be in place that “mini-
mize to the greatest extent possible the use of smoking
materials, and confine allowed smoking to a designated
location(s) that is separated from nonsmoking patients/resi-
dents?..” HCFA, which regulates the majority of non-VA
nursing home care, appears to give tacit approval to the pro-
hibition of smoking while still respecting the rights of
smokers already in residence: current HCFA guidelines for
facility surveys include the statement: “If a facility changes
its policy and prohibits smoking, it must allow current resi-
dents who smoke to continue smoking in an area that main-
tains the quality of life for these residents. Residents admit-
ted after the facility changes its policy must be informed of
this policy at admission2.”

In the absence of state or federal regulations prohibiting
all nursing home smoking, facilities confronting this
dilemma must choose between promoting individual resi-
dent autonomy and accommodating smoking behavior, or
paternalistically maximizing the welfare of all patients and
staff. Banning all indoor smoking has been examined to a
limited degree in state psychiatric long-term care facilities.
A recent telephone survey of 41 of these facilities revealed
that smoking bans did not lead to increases in “behavioral
problems,” and according to administrators did lead to an
improvement in the milieu—cleaner and better-smelling air
and fewer cigarette burns, which may or may not have been
viewed as improvements by the patients?.

Short of an outright ban on indoor smoking, several
measures can be taken that allow residents some freedom to
smoke while avoiding risk to nonsmokers. Some of our
responding facilities had set smoking times during which
supervision was available. Others allowed smoking in indoor
nursing home smoking areas for certain hours of the day
and required residents to go to outdoor areas to smoke dur-
ing other times. Although outdoor smoking areas minimize
secondhand smoke exposure and fire risk for residents,
smoking is typically unsupervised, and demented smokers
need continuous monitoring. Fans that ventilate a smoking
area directly to the outside are reportedly effective, and bat-
tery powered portable smoke detectors can augment the
facility’s existing fire detection equipment to monitor unau-
thorized smoking in patient rooms or bathrooms.

OBRA ’87 has attempted to alter nursing home care by
improving resident assessment, enhancing residents’ rights,
and encourages free choice in various aspects of their care.
Although smoking was not specifically mentioned in the
legislation or included in the resultant Minimum Data Set
resident assessment instrument which identifies other “cus-
tomary routines” residents engage in, HCFA recognized the
importance of smoking to certain residents in its Interpre-
tive Guidelines for facility inspections. The specific refer-
ence to freedom of choice in OBRA states that nursing
home residents “have the right to reasonable accommoda-
tions of individual needs and preferences, except where the
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health or safety of the individual or other residents would be
endangered.” This balance between individual rights and the
rights of others will continue to spark controversy in nursing
homes and society as a whole for years to come.

We are indebted to Janette Warsaw, MSN and Robert
Shipley Ph.D for their valuable input into the design and
implementation of this study.
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