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Abstract
A marked shift in tobacco-related workplace health promotion intervention involves the adoption of
policies barring employment to smokers. We discuss the potential public health consequences of
these policies on those affected – smokers, their families, the surrounding community, and society
at large. We find a lack of published evidence evaluating the effectiveness and consequences of these
policies. By developing a model of policy effects, we outline possible unintended consequences.
With such large gaps in the evidence base and the potential for deleterious consequences, we argue
for increased discussion about the use of smoker-free employment policies as a public health
intervention and for increased engagement of employers by the public health community in worksite
health promotion.
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The movement to promote smoke-free workplaces for all employees began in 1971, when
Surgeon General Jesse Steinfeld called for a ban on smoking in public places, declaring that
“Nonsmokers have as much right to clean air and wholesome air as smokers have to their so-
called right to smoke, which I would define as a ‘right to pollute.’ It is high time to ban smoking
from all confined public places such as restaurants, theaters, airplanes, trains and buses.”1 In
1975, Minnesota became the first state to enact a comprehensive smoke-free air law, which
included restrictions on smoking in private workplaces.2 Since then, smoke-free workplace
policies have spread widely, throughout the United States and the rest of the world.2 As of
August 2008, 21 states and more than 400 U.S. cities had laws requiring 100% smoke-free
workplaces.3 In addition, nine Canadian provinces, six Australian states and territories, and 14
other countries have banned smoking in workplaces, including bars and restaurants.4
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The proliferation of clean indoor air laws has been described as occurring in four waves: (1)
protection of the public from secondhand smoke in public places, such as elevators, movie
theatres, retail stores, and public buildings; (2) smoke-free workplaces, focusing on office
buildings while exempting service workplaces, such as restaurants and bars; (3) smoke-free
restaurants; and (4) smoke-free bars and casinos.5

In recent years, a new trend in worksite smoking policies has emerged: a shift from “smoke-
free” workplace policies to what have been termed “smoker-free” workplace policies.6,7 These
policies, instituted by employers but often promoted by public health or tobacco control
organizations, refuse employment to smokers; some even fire existing smoking employees if
they do not quit in a prescribed time period.8,9

Examples of companies barring employment to smokers include Crown Laboratories10 in
Tennessee and Truman Medical Centers11 in Kansas City. The Cleveland Clinic, Ohio’s second
largest employer, also bars employment to smokers.12 Other examples include the Cleveland-
based employer, Medical Mutual13 and Scotts Miracle Gro Company in Marysville, Ohio.14

Daytona-based The Homac Companies makes their policy plain on their hiring page, stating
“Tobacco Free Candidates Only.”15 Weyco Inc., an employee benefits firm in Ohio, is an
extreme example. In 2003, Weyco stopped hiring smokers. The company also made smoking
off premises and outside work hours a firable offense.16 More recently Weyco went a step
further and expanded the policy to spouses of employees.

Smoker-free hiring policies are not unique to the United States. In 2005, the World Health
Organization (WHO) began barring employment to smokers.17,18

While smoker-free employment policies are adopted by employers, the tobacco control
movement has played some role in promoting these policies. For example, the National Cancer
Institute’s (NCI) ASSIST manual (Strategies to Control Tobacco Use In the United States: A
Blueprint for Public Health Action in the 1990’s) specifically suggests preferential hiring of
nonsmokers as a viable policy option to decrease cigarette consumption: “Economic incentives
serve to reduce consumption of tobacco products by increasing, either directly or indirectly,
the costs of using these products. In this section, three economic incentive policies are
examined: (1) higher excise taxes on cigarettes, (2) preferential hiring and promotion of
nonsmokers, and (3) insurance premium differentials for smokers and nonsmokers.”19

There are a number of reasons given for implementing smoker-free workplace policies. Some
employers cite value-based reasons: aligning the workforce with organizational philosophy.
11,18 Others state that they need to control rising health care costs.10,14 Malouff et al. expound
a number of additional reasons an employer may want to adopt these policies.20 The National
Cancer Institute adds that these policies may reduce cigarette consumption, both by promoting
cessation among current smokers and by reducing the social acceptability of smoking.19

Opponents to the adoption of smoker-free workplace policies have focused mainly on issues
of discrimination or privacy infringement.7,21 These arguments have been used, with support
from the American Civil Liberties Union and the tobacco industry, to promote state laws that
protect smokers from employment discrimination.20 Approximately 25 states have adopted
such laws. However, the remaining states have at-will employment, meaning that refusal to
hire smokers is legal in these states.20 International laws vary but the WHO’s adoption of a
smoker-free employment policy indicate that this issue is a very real one internationally.

The promotion of smoker-free workplace policies has sparked a debate in the tobacco control
community, captured in a 2005 point-counterpoint debate in Tobacco Control. 6,7 Gray
supported such policies, arguing that they not only save employers money by reducing health
care costs, but also encourage smokers to quit and set an exemplary policy that supports a
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smoke-free norm in society.6 Chapman countered, arguing that such policies represent a form
of employment discrimination that is not justified.7

Despite the emergence of this issue into international tobacco control discussion sparked by
the publication of these commentaries, we are not aware of much further published
consideration of the issue. Moreover, we are not aware of any published attempts to define and
outline the potential consequences of smoker-free hiring policies in an effort to analyze their
likely effects and allow a more informed debate about the issue.

In this article, we hope to advance that debate by developing and presenting a model to consider
the consequences – both positive and negative – of smoker-free workplace policies. Our goal
is to call attention to, and engage public health professionals in a discourse on the possible
effects and consequences of these new policies. Our goal is not necessarily to present an
argument in favor of or against smoke-free workplace policies; instead, we hope to introduce
a model that may be useful in informing debate and ensuring that all potential consequences
of these policies are adequately considered.

Our interest in creating a model to consider the effects of smoker-free workplace policies is
not just a theoretical one. There is empirical evidence that smoker-free as opposed to smoke-
free workplace policies have a profoundly different impact on the public; in particular, on
smokers.

Stuber et al. recently published an analysis of the determinants of smoker-related stigma among
current and former smokers.22 They defined stigma as “the negative labels, pejorative
assessments, social distancing and discrimination that can occur when individuals who lack
power deviate from group norms.”22,p.421 Stigma was measured using a validated, 12-item
scale that specifically considered the role of social policy and the perceived social acceptability
of smoking. The authors found that smoke-free air laws actually lowered self-reported smoker-
related stigma. In contrast, smoker-free workplace and similar discriminatory policies toward
smokers significantly increased smoker-related stigma. The authors conclude that while
smoke-free air laws alter social norms “without contributing to the stigmatization of individual
smokers,”22,p.428 the same is not true for smoker-free workplace policies. They also conclude
that the tobacco control community needs to explicitly address “the role of stigmatization in
the epidemic and decide if it is something it wants to promote or discourage.”22,p.429

This is the first empirical evidence, to the best of our knowledge, demonstrating that the shift
from smoke-free to smoker-free workplace policies might have an adverse effect on smokers
by creating a negative self-image. Whether this stigma leads to smoking cessation – a positive
outcome – or decreased self-esteem, which could make smokers more resistant to quitting and
more likely to engage in other unhealthy behaviors,23 is not clear. What is clear, however, is
that the potential consequences of this stigmatization must be considered.

In developing our model, we first outline the existing evidence base. Second, we assess the
potential public health consequences using a broad-based perspective. Finally, we consider
public health, legal, and ethical principles and their implications in evaluating smoker-free
workplaces as a public health intervention strategy.

Evidence-base for smoker-free workplace policies
There are currently no published evaluations of workplace policies barring employment to
smokers. However, there is substantial evidence that policies which ban smoking in the
workplace reduce cigarette consumption, increase attempts to quit, as well as decrease overall
tobacco use prevalence.24–31 Smoke-free workplaces have also been shown to lower exposure
to environmental tobacco.32–34 The effects of workplace tobacco use policies on reducing
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increased health insurance costs incurred by smokers is unclear,25 as is the literature on more
pervasive restrictions such as in the domestic environment.26

Model of policy effects
While it is currently unknown what effect smoker-free workplace policies would have on
smokers, in Figure 1 we explore possible consequences using a causal loop diagram.35,36 In
the figure directional arrows indicate causality. Positive signs note an increasing relationship,
while negative signs signal a decreasing relationship. Thus, in a positive relationship if X
increases then so does Y. In a negative relationship if X increases then Y decreases. Thick
arrows represent stated goals of these workplace policies, thin arrows are potential ‘unintended
consequences.’

In building our model we recognize that employers and their employees operate within dynamic
economic, social, political, and other relationships. Our model is not meant to be exhaustive,
but rather illustrative based on the related public health evidence base. The ultimate goal is to
begin to recognize potential immediate, delayed and distal impacts of workplace policies
barring employment to smokers within all levels of the socio-ecological framework.

Implementation of a workplace policy barring employment to smokers leads to two potential
outcomes for employed smokers. First, some will quit smoking and maintain their current
employment. Besides the obvious health benefits of tobacco cessation, these employees will
also receive continued health insurance coverage (if provided by their employer). Moreover,
it is likely that their potential to relapse would be reduced due to the consequences of resuming
smoking. Further, they will continue to benefit from being exposed to other workplace health
promotion programs that are offered.

For non-smoking employees at the worksite, tobacco cessation by fellow employees would
lower exposure to environmental tobacco smoke if the worksite did not already have a smoke-
free workplace policy in place.32–34 For employers, when smoking employees quit tobacco
there may be several effects. The productivity of former smokers may increase,37 though the
evidence is limited regarding the productivity effects of workplace smoking bans.26 In addition,
these policies will likely reduce health insurance costs for employers since smokers incur
increased costs.25,38 Conversely, employers may also experience a decrease in human capital,
both from losing current employees who choose or are unable to quit, as well as future
employees that smoke. For instance, in St. Cloud, FL a ban on smoking employees was
rescinded by the city council after employers found it difficult to find qualified employees.39

As just noted, the second outcome for smokers working with employers who initiate a policy
banning smoking is that they will either be terminated or resign. Some of these smokers may
try to quit and be unsuccessful. Nicotine is addictive, recognized as being on par with cocaine
or heroin.40 Theories of health behavior change such as the Stages of Change suggest that
behavior change is not an all or nothing choice but rather a process.41 Only about 2.5% of
current smokers successfully stop smoking permanently each year.42 Employers can help
support smokers attempting to quit, however, by providing tobacco cessation aid. For example,
an employer could offer nicotine replacement therapy to their current smoking employees to
help improve the chances of quitting.43

For those smokers who are unable to or refuse to cease tobacco use, some will re-enter the job
market and find new employment. The consequences of even brief unemployment are more
fully discussed below. Those smokers that do find new employment alter the remaining risk
pool for other employers,44 leading to rising health care costs for those workplaces. In other
words, the employment market will represent an increased proportion of smokers who are more
costly to insure than non-smokers. There is the potential that in response to the corresponding
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rise in health care costs, other employers may also begin initiating policies barring employment
to smokers.

Smokers who are terminated or resign and are unable to find new employment represent the
population at greatest risk for adverse health outcomes. If a smoker is unable to find new
employment, however, this may also incentivize them to either attempt or re-attempt quitting
smoking. Part of the likelihood of smokers being unemployed for longer time periods is the
availability of employers who will still hire smokers. If these policies continue to proliferate,
this can become a very real possibility. It is easier to imagine this scenario having a real effect
in rural areas where there may be only one or a few major employers.

Unemployment can lead to personal, family, and economic stressors that adversely impact
health outcomes.45 Since health insurance is often covered by employers – employer-sponsored
insurance insures approximately 64.4% of adults in the US46 – many of these individuals will
become uninsured. In a series of landmark reports, the Institute of Medicine illustrated the
potential consequences of lack of insurance on multiple domains of society. The uninsured
have a more difficult time finding and utilizing health care services, and the care provided is
often non-reimbursed.45,47 Reduced access to care in turn leads to adverse economic, social,
and health consequences for these smokers and their families. Further, a growing uninsured
population can create financial stresses that affect the ability of health care providers to provide
services to the community. Finally, the uninsured represent lost opportunities of those
individuals to more fully participate in society.

In broader social terms, smokers may feel stigmatized as well. Modified labeling theory posits
that when social forces about behavior are communicated individuals may experience social
devaluation and discrimination.48 These feelings may increase social isolation, rejection, and
perceived lack of personal control. Work by Marmot and others has shown that people with
the least feeling of control over their lives have the poorest health outcomes.49 While this would
not apply to all smokers, some may experience these situations. A recent study on smoker
stigma also shows that stigma effects may differentially impact smokers – those with greater
education and whites perceived greater stigma than those with lower education and racial
minorities.22

Effects of labeling on individuals with mental illness and infectious and chronic diseases has
been shown to impact health outcomes.50,51 Further, people with the highest rates of smoking
are those with mental illness or substance abuse problems.52 Since they are already stigmatized
by their underlying psychiatric condition, smoking stigmatization may further burden these
individuals and their families.53

Related to stigmatization, these policies may also have a broader social effect in continuing
the denormalizaiton of tobacco use. Public health policies such as local ordinances against
smoking at public parks and other measures represent a societal shift in how smoking is viewed.
Numerous studies point to the power of these policies to reduce tobacco use.54 Smoker-free
workplace policies may demonstrate similar benefits in reducing smoking initiation and
relapse, and increasing cessation attempts.

Using data from the Framingham Heart Study, Christakis and Fowler have recently shown that
smokers have become increasingly marginalized socially and clustered together.55 Smoker-
free workplace policies would likely have an additive effect in moving those who refused or
were unable to quit to the social periphery, both through displacement from employment as
well as smoker stigmatization. This marginalization may produce positive or negative
outcomes. For instance, perhaps this would encourage remaining smokers to quit, including
increasing social pressure from friends and family who have been shown to influence smoking
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behavior. On the other hand, increasing social marginalization may make it harder to stop
smoking – smokers may remain in social pockets where smoking is still normalized.53

Unemployment and potential lack of access to health insurance among some smokers may also
increase health disparities. Disparities already exist among those who smoke, their risk factors,
insurance coverage, access to health care, health outcomes, disease burden, and educational
and social status.56 Further, those races which over-represent smokers, such as Native
Americans and African Americans,57 also suffer greater health burdens themselves.58 Smokers
are among the most disadvantaged groups in the US, including the poor, lower educated,57 and
racial minorities.59 Increasing the proportion of smokers who are unemployed will affect their
socio-economic status and health outcomes.60 Moreover, those smokers who also lose
insurance will receive less care and have worse health outcomes.61

Critical leverage points in model and need for future research
There are two critical leverage points in the model, indicated in Figure 1 with dotted lines. On
the upside (positive effects), the key arrow is that leading from smoker-free workplace policies
to smoking cessation. On the downside (negative effects), the key arrow is that leading from
smoker-free workplace policies to unemployment. Thus, there are two critical questions that
need to be answered: (1) Will smoker-free policies encourage smokers to quit smoking or will
these policies simply shift smokers to other worksites or to unemployment? (2) If smokers do
not quit in order to obtain jobs at smoker-free workplaces, will they simply shift to other
workplaces or will there be an increase in unemployment?

Neither of these research questions has been studied. Our model suggests that these are the two
key areas of research that need to be conducted in order to be able to evaluate the potential
public health effects of smoker-free workplace policies in an informed way.

Smoker-free policies in a legal, ethical, and public health context
Our model highlights potential positive and negative outcomes of smoker-free workplace
policies, as well as important points that could be leveraged both to increase tobacco cessation
and mitigate associated harms. In considering the model, it is important to frame these policies
within a legal, ethical, and public health context. Our goal is not to make an argument about
“morality” but rather situate these policies within the normative structure of social, medical,
and public health norms, values, and ideals.

Legal context
The legality of barring employment to those engaging in a legal behavior on their own time is
debateable. Courts have consistently ruled against a fundamental right to smoke in the sphere
of privacy.62 However, some view these policies as discriminatory.7,9,16,21 While certain
groups (e.g., women, racial/ethnic minorities, etc.) are intrinsically protected by federal law,
63 some states have actively put in place employment antidiscrimination laws protecting
voluntary, off duty behavior. For smokers, 26 states have enacted legislation prohibiting
policies barring employment due to off-duty tobacco use.63 These statutes vary considerably;
some prohibit discrimination based on use of any lawful products during nonworking hours
and off employer property. In other states, especially those with at-will employment policies,
there may be little recourse for smokers who suffer employment discrimination. A lawsuit
currently being heard in Massachusetts may have substantial bearing on the legality of smoker-
free hiring policies.64 In this case, a man who was fired for smoking off the job is suing the
Scotts Company. A state judge has allowed the suit to go forward on the grounds of invasion
of privacy.
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Ethical context
These workplace policies must also be considered in light of ethical principles that underlie
public health conduct.65,66 Below we briefly outline potential arguments both for and against
these policies.

Beneficence
We violate the obligation to help people in poor health by excluding smokers who become
unemployed from accessing employer-based health insurance. Conversely, we support the
wellness of non-smokers by reducing their exposure to second-hand smoke from fellow
smoking employees.

Nonmaleficence
No evidence exists to evaluate the policies. However, we may be doing both individual and
societal harm by placing smokers into poor circumstances for their health. On the other hand,
these policies may support denormalization of tobacco use, resulting in decreased smoking
initation and increased smoking cessation.

Autonomy
These policies violate the right of smokers to choose and follow their own actions. If smokers
are engaging in high-risk but legal behaviors, is it appropriate to restrict their autonomy?
However, we have noted that nicotine addiction is not a choice, and instituting these policies
may help confront this addiction.

Justice
These policies treat smokers as different from people who engage in other high-risk behaviors,
such as poor nutrition, lack of physical activity, and alcohol and other drug abuse. However,
these policies also assure that justice is provided to nonsmokers and that their health is
protected.

Public health context
Finally, we discuss the appropriateness of these policies in a public health context. Successful
methods for smoking cessation address the determinants of smoking, including psychological,
social, economic, and biological factors.67 Moreover, evidence suggests that workplace health
promotion programs targeting tobacco cessation are effective.26 A review of the major public
health “calls to action” illustrates the field’s focus on providing more comprehensive
policies68 that target the “fundamental causes of disease”69 and work to reduce tobacco-related
disparities.56,70 These policies, if they do place smokers, their families, and communities at
increased risk (Figure 1) may be excluding smokers from continued support.71 Conversely,
from the viewpoint of weak paternalism these policies may be justifiable, both in terms of
preventing smokers from continuing to harm themselves and protecting the health of non-
smokers.71

Public health norms on workplace health promotion have encouraged comprehensive rather
than restrictive approaches to chronic disease management.72 These workplace policies barring
employment to smokers represent a marked shift in workplace health promotion strategies. As
an example, consider the public health response to workplace health promotion in reducing
obesity. A recent study by Duke University researchers found that obese workers had greater
lost workdays and medical claims.73 The authors noted “It is increasingly common for
employers to support healthy lifestyle interventions such as healthy cafeteria food, on-site
fitness facilities, and encouragement of physical activity during work breaks. Our study lends
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support to the notion that such programs may not only improve the health of employees but
also be financially beneficial.” Further, when the media covered the study, “New York
employment attorney Richard Corenthal cautioned employers not to overreact with
discriminatory policies. ‘Employers need to be careful not to view this study as a green light
to treat obese or overweight workers differently,’ Corenthal said.”74

Shifting public health norms in how we respond to smokers versus other groups can have real
consequences. For instance, in 2006 a primary care trust announced that it would remove
smokers from surgery wait lists, citing an effort to contain costs.75 Moreover, by not responding
to the changing norm in treating smoking as a different high-risk behavior than others, norms
of other unhealthy behavior could also start to shift and socially justify barring employment to
other groups. As an example, Indianapolis-based Clarian Health, a hospital system, will begin
fining employees for smoking, having a BMI greater than 30, and if their blood pressure,
cholesterol, and glucose levels are too high.76

Concluding thoughts
We have developed a model of the potential positive and negative effects on public health of
workplace policies barring employment to smokers. If “all models are wrong”77 ours is
certainly no exception. However, our goal has been to argue that greater engagement by the
public health community in evaluating and assessing the appropriateness of these policies in
workplace tobacco control is necessary. The potential unintended side effects of such policies
could be far-reaching, especially since many of the model’s dynamics are non-linear and time-
delayed.36 Putting these policies into legal, medical, and public health practice contexts further
supports the need to weigh the evidence for and against these policies to ensure that we are
addressing the fundamental determinants of tobacco use and reducing related health disparities.
This essay is hopefully the first step towards an active, informed, and engaged debate on the
public health appropriateness of barring employment to smokers as part of tobacco control
policy.
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Figure 1. Model of public health consequences of workplace policies barring employment to
smokers
* Directional arrows indicate causality, signs indicate direction: positive indicates an increasing
relationship, negative a decreasing relationship. Thus, an increase in X corresponds with an
increase in Y. Thick arrows represent stated goals, thin arrows unintended consequences.’
Dotted lines indicate critical leverage points in the model.
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