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Abstract

Objective: To assess attitudes and beliefs of residents and managers of multi-unit
housing (MUH) regarding developing and implementing policy to reduce secondhand

smoke (SHS) in MUH in Montgomery County, Maryland.

Design: Semi-structured interviews with managers of multi-unit housing and focus group

discussions with residents.

Setting: Montgomery County, Maryland.

Participants: Residents and managers of MUH in Montgomery County (MoCo).

Phenomenon of Interest: Implementation of a policy to reduce SHS in MUH in MoCo.

Analysis: The researchers transcribed and analyzed audio-recorded interviews and focus

groups using thematic analysis.

Results: Residents and managers of MUH in Montgomery County broadly agreed
regarding the benefits of a comprehensive policy to restrict all smoking in MUH, and
opinions expressed did not differ significantly based on residents’ smoking status.
Participants emphasized carefully structured implementation of the policy to increase
likelihood of success. Managers suggested requiring all leases to include language
outlining the new policy and requiring all new and returning tenants to sign. They also
suggested specifying a structure of fines for violations but advised against using the court
system, which can be costly and time-consuming. Fair and consistent enforcement of the
policy across the county and in all residential environments is crucial to success. Smokers

asked that outdoor smoking areas be clearly marked and appealing to use. All urged that
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clear, simple language about the new policy be disseminated broadly, via multiple
channels to all residents, and that an adequate phase-in time for the policy be included.
Both smoking and nonsmoking residents and the managers emphasized the importance of
building resident support and providing ample cessation services and support for

residents and staff who wish to stop smoking.

Conclusions and Implications: The ultimate audience for this research is policymakers
in Montgomery County who are concerned about the health and well-being of their
constituents and have a reputation for progressive policymaking. These policymakers
work to be recognized as leaders with a progressive agenda in Maryland and around the
United States. Because this policy could have broad impact for other state and local
policymakers it is important that it be implemented well. Extensive research indicates
that policymakers want local data from their own constituents on which to make
important policy decisions. This research provides Montgomery County policymakers
with important evidence from critical constituents that many of their constituents support
such a policy. This research also offers useful suggestions to improve implementation of
a comprehensive no smoking policy in MUH in Montgomery County, Maryland.

Key Words: secondhand smoke, policy, multi-unit housing, implementation, high risk

populations, qualitative research.
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Introduction

The topic of secondhand smoke exposure in multi-unit housing (MUH) has
become increasingly important over the last decade for several reasons. The knowledge
of the health risks of secondhand smoke (SHS) has continued to grow since seminal
reports were issued beginning in 1986 (USDHHS, 1986) and another major Surgeon
General’s report on the topic was published in 2006. The Surgeon General concluded that
there is no safe level of exposure to SHS and that the negative health effects begin to
occur immediately upon exposure (USDHHS 2006; 2014). Also, as policies to restrict
smoking in public places such as workplaces, restaurants and bars have been successfully
adopted and implemented across the nation, now covering over half the population, a
greater proportion of exposure is occurring in multi-unit housing. This is a major health
concern since Americans spend about 69% of their time in personal living spaces

(Klepeis, 2001).

Brian King and colleagues from the Office on Smoking and Health at the Centers
for Disease Control and Prevention (CDC) reported that in 2009 25.8% of the total U.S.
population lived in MUH representing over 79 million Americans, and that 40.0% of
Maryland residents live in MUH (King et al., 2013). Multi-unit housing is most often
defined as two or more housing units that share a wall or ceiling with another living unit.
Clearly the risk of exposure to SHS in MUH is a major public health risk based on the
substantial proportion of the population who is exposed to this deadly environmental
threat in their homes. In addition, the U.S. Department of Housing and Urban
Development has a mandate to provide a safe and healthy living environment for all
residents residing in HUD housing. HUD staff have been working to protect all residents

of public housing from the risks of exposure to SHS (SHSe). In July 2018 HUD
1



implemented a policy prohibiting all smoking in public housing, including in all
residential units (USDHUD, 2016). Thus the urgency and timeliness of this dissertation

research has continued to increase while I have been conducting this study.

This dissertation begins with an explanation of community engagement (CE) and
community based participatory research (CBPR) and why this CE approach was utilized
to frame and conduct my dissertation work. I describe a case study of a Community
Engagement Workgroup (CEW) that I created and led at the National Cancer Institute
(NCI) as a means to build stronger relationships between National Institutes of Health
(NIH) funded researchers and tobacco control practitioners at the state, local and national
levels with the shared goal of improving the dissemination and implementation (D and I)
of research findings from NCI’s State and Community Tobacco Control research
initiative. This CEW has continued to grow in size and expand in scope since it was
created in 2012 and has taken on a broader role in building research to practice
partnerships while expanding D and I efforts in tobacco control research. The workgroup
has served numerous important roles since its inception in 2012, while also providing a
vehicle for me to learn more about community engagement and CBPR approaches to
research. This work has only deepened my personal commitment to a community

engagement approach as I have learned more about it.

The community engagement chapter elaborates more on these issues and has
created the foundation for my approach to this dissertation research. My community
engagement work has emphasized that to successfully adopt and implement a smokefree
MUH policy in Montgomery County, Maryland, policymakers must have access to data

from their constituents regarding their views about this policy, and that residents and



managers must have ample opportunity to engage with and inform the policymaking
process. As the saying goes, all politics is local. And thus the most effective policy
making also occurs at the local or state level. This dissertation work offers crucial
insights from Montgomery County residents who will be most directly affected by the
policy and who have the greatest stake in ensuring the success of the policy. I also
describe the demographics of Montgomery County while attempting to make the case
that this is a community ready to consider a policy to prohibit all smoking in MUH. The
very low smoking rates, high educational levels, high incomes and progressive political
views create an environment in Montgomery County that is committed to values that

support an ethic of protecting the health and well-being of all its residents.

The dissertation then proceeds to describe the qualitative methods used to conduct
this study and reports findings from interviews with managers of MUH buildings in the
county and focus groups with residents including both smokers and nonsmokers to better
understand their views about a smokefree MUH policy and gather their insights about
how to effectively implement such a policy. While conducting this research it became
quite clear that many residents were concerned about high risk populations in their midst
and how this policy would particularly affect children, senior citizens or people with
disabilities. The research takes a careful look at these vulnerable populations and how a

policy could be implemented to incorporate their specific concerns.

The Specific Aims of the study are as follows:

Aim 1: To assess the beliefs and attitudes of residents of MUH regarding a policy

to reduce secondhand smoke exposure (SHSe) by eliminating smoking in and around



multi-unit housing in Montgomery County, and identify perceived barriers and

facilitators to implementing such a policy.

Aim 2: To explore the beliefs and attitudes of owners and managers of MUH

regarding a policy to reduce SHSe by eliminating smoking in and around multi-unit
housing in Montgomery County, and to identify perceived barriers and opportunities

related to implementing such a policy.

Integrating a community engagement approach was crucial to guiding and
structuring the conduct of this dissertation research. I believe that this approach holds
great potential to achieve the mutual goals of this researcher and the community members
who will be most affected by the research. Principles of collaboration and fairness dictate
that those most affected by any public health policy be fully involved from the outset in
guiding policy development and any research that is intended to inform or shape that
policy agenda. A personal commitment to social justice has always guided my public
health work throughout my career, and this dissertation research provided a direct
opportunity to put these beliefs into practice and allow me to learn from the participants

of the study.



A Community Engagement Approach to Disseminating and
Implementing Research Findings to Reduce Tobacco Use

Purpose

The purpose of this chapter is threefold. First, the chapter describes the project |
conducted to fulfill the requirements for the practicum experience for the DrPH degree
and briefly outlines the work I did to organize and lead a Community Engagement
Workgroup at the National Cancer Institute. I will describe how a community
engagement approach was, and is currently, being used to proactively disseminate and
implement research findings from large federal tobacco control research initiatives and
build partnerships to facilitate these goals in order to maximize the public health impact
of the research. The second purpose is to provide important underlying background
information about community based participatory research and community engagement
to help readers understand more about these approaches to conducting health research as
an insight to my view of this work and to provide some context for decisions that were
made throughout this study. Finally, this paper will explain why my dissertation research
was structured in the way that it was and why I believe so strongly that it is essential to
fully engage community members in research that may have direct implications for their
health and well-being. The collaborative nature of this study and the deliberate, structured
attempt to gather input from residents and managers of multi-unit housing will be
instrumental in shaping any future policy that may require all multi-unit housing in

Montgomery County, Maryland to be smokefree.

Background to the Community Engagement Approach

In this chapter I provide an example of how a community engagement (CE)

approach has been used to facilitate the broad dissemination and implementation of
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research findings from a national tobacco control research initiative by building strong
partnerships among relevant research and public health practice communities with the
shared goal of reducing tobacco use. First [ will provide a brief description of community
engagement theory and why this approach was utilized as a central component of the
National Cancer Institute’s (NCI) State and Community Tobacco Control (SCTC)
research initiative, describe some of the activities of the Community Engagement
Workgroup (CEW), and how this experience helped to form the foundation for
subsequent qualitative research on a policy regarding secondhand smoke (SHS) in multi-
unit housing (MUH) in Montgomery County, Maryland. The results of the research have
guided tobacco control programs across the nation, to increase program effectiveness and
produce real reductions in the prevalence of tobacco use. This CEW was created to
facilitate the achievement of this goal by involving as many key partner organizations as
possible who also have an interest in reducing death and disease from tobacco

consumption or exposure to SHS, and who were committed to helping realize the goal.

Rationale for Community Engagement Approach

The literature on community engagement (CE) is quite compelling and expansive.
One important summary resource is the Principles of Community Engagement, Second
Edition, developed by several federal health agencies including the National Institutes of
Health (NIH), the Centers for Disease Control and Prevention (CDC) and the Agency for
Toxic Substances and Disease Registry in collaboration with an extensive group of
experts on this topic (Centers for Disease Control and Prevention and Agency for Toxic
Substances and Disease Registry, 2011). This publication was developed as part of the
work of the Clinical and Translational Science Awards Consortium’s Community

Engagement Key Function Committee and updated the first edition that had been issued
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in 1997. The report identifies the underlying goals of community engagement: 1) to build
trust, 2) enlist new resources and allies, 3) create better communication, and 4) improve
health outcomes while building successful projects into lasting collaborations (Alinsky,
1962; Centers for Disease Control and Prevention and Agency for Toxic Substances and

Disease Registry, 2011; Chavez et al., 2010; Freire, 2010; Wallerstein and Duran, 2006).

There are many definitions of community, community engagement and
community-based participatory research (CBPR), some of which share common
elements, and depend on the context in which they are employed. In fact, McLeroy and
his colleagues in a seminal article on the ecological perspective on health promotion
programs in 1988 suggest that “community” has been defined in so many ways that it has
lost much of its meaning (McLeroy et al., 1988). A community can represent a
geographic area with shared interactions, a group who are affected by health or other
issues of concern, or a group that shares a particular culture or set of norms (Centers for
Disease Control and Prevention and Agency for Toxic Substances and Disease Registry,
2011; Tindana et al., 2007). Perhaps a defining characteristic of a community is the
common identity that its members share. Communities are often defined by their shared
traditions or values; however, these can change over time and may even accommodate
multiple or conflicting interpretations of these values or cultural norms within the group

(Tindana et al., 2007).

The concept of community engagement is complex and tends to defy a commonly
accepted definition, but the one put forward by the Principles group encompasses most of
the key principles: “...the process of working collaboratively with and through groups of

people affiliated by geographic proximity, special interest, or similar situations to address



issues affecting the well-being of those people. It is a powerful vehicle for bringing about
environmental and behavioral changes that will improve the health of the community and
its members. It often involves partnerships and coalitions that help mobilize resources
and influence systems, change relationships among partners, and serve as catalysts for
changing policies, programs and practices” (Centers for Disease Control and Prevention
and Agency for Toxic Substances and Disease Registry, 2011, p. 7). The group also
provides a useful continuum to think about the processes of community engagement
(Figure 1) (Centers for Disease Control and Prevention and Agency for Toxic Substances
and Disease Registry, 2011). Other definitions also stress the themes of collaboration,
building authentic partnerships around mutual respect, with the goal of mutually

beneficial outcomes (D’Alonzo, 2010; Tindana et al., 2007).

The concepts of CE and CBPR are closely related, although distinct. Sometimes
the terms are used interchangeably, although many would argue that is not precise. A
widely cited definition by Israel and colleagues emphasizes a collaborative approach to
research that involves community members, organizational representatives, and
researchers equitably in all aspects of the research process. “The partners contribute
unique strengths and shared responsibilities to enhance understanding of a given
phenomenon and the social and cultural dynamics of the community, and integrate the
knowledge gained with action to improve the health and well-being of community

members” (Israel et al., 1998, p. 177).

Tandon and colleagues use this definition and offer a vision for future health
partnership research by providing recommendations on issues that they believe CBPR

research should focus on (Tandon et al., 2007). These authors used a Delphi Process to



elicit the perspectives of the editors and external advisory board of the journal Progress
in Community Health Partnerships: Research, Education and Action (PCHP), and their
efforts generated a list of specific recommendations in eight scholarly domains. They
obtained responses from all the editors and 71% of the editorial board members and the
first stage generated 318 unique recommendations across all eight domains. Stage 2 was a
priority setting process that organized the topics into the most important ones for
publication. Highlights included the commonly rated priority for Original Research was
“translation of research into policy and practice” (92%). In the Work-in-Progress/Lessons
Learned domain “building community partnerships” (58%) and “challenges in
conducting CBPR” (58%) were most often selected. In the Policy and Practice domain
“engaging community members in policy/practice” (92%) was most commonly selected
and in the Practical Tools domain, the commonly selected topics were “resources to
develop community partners’ skills” (75%) and to “evaluate projects” (75%). In the
Community Perspectives domain, the most common priorities noted were “community

members’ perspectives on research usefulness” (92%) (Tandon et al., 2007).



Figure 1: Community Engagement Continuum
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Figure 1.1. Community Engagement Continuum

Source: CDC/ATSDR, 2011. Principles of Community Engagement, 2™ Edition.

SCTC Community Engagement Workgroup (CEW) and Its Purpose

The SCTC research initiative addresses high-priority gaps in state and community
tobacco control research in the following areas: secondhand smoke policies, tax and
pricing policies, mass media countermeasures, community and social norms, and tobacco
industry marketing and promotion (Ginexi and Vollinger, 2016). An explicit goal of the
initiative was to encourage collaborations between scientists and practice-based partners.
This Community Engagement Workgroup (CEW) was originally created in 2012 and was
comprised of SCTC grantees and their representatives, tobacco control partners and NCI
staff who are committed to actively engaging community members in disseminating and
implementing research findings throughout the initiative in ways that will expand and
strengthen partnerships and the overall public health impact of the initiative. The

workgroup is an essential component of this research initiative which launched in 2010
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and is the largest workgroup of the initiative. A social network analysis by Ginexi and
colleagues found very substantial increases in the numbers of scientist-partner network
linkages that were developed over time (Ginexi et al., 2017). Details about the funded
research projects, research topics, major publications and research products and other

relevant information is available at: https://cancercontrol.cancer.gov/brp/tcrb/sctc.html

(NCI, 2017). The Request for Applications (RFA) that funded these cooperative

agreement research projects may be found here: http://grants.nih.gov/grants/guide/rfa-

files/RFA-CA-10-008.html (National Institutes of Health, 2009).

The purpose of this workgroup as originally constituted in 2012 was threefold,
and these goals (see Appendix 1) remain relevant as the workgroup as evolved since its

inception:

1) To broaden the group of partners involved in the SCTC initiative to include others
who can help actively disseminate research findings and ensure that results are
being fully utilized to advance policies and media interventions that will reduce or
eliminate tobacco use.

2) To serve as facilitators or liaisons between community partners and scientific
leaders on the Research Projects (RPs), particularly the collaborative
developmental projects, and ensure that the perspective of public health
practitioners and community members are included in efforts to disseminate
findings in ways that will maximize the public health impact of the SCTC
initiative.

3) To identify and promote partnerships between community stakeholders and

Research Projects to ensure that community and practitioner partners’ needs are
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incorporated into the research projects and collaborative developmental projects
in ways that will enhance mutual credibility and maximize the potential for broad

impact of the initiative.

Although the SCTC initiative which served as the organizational home of the
workgroup has ended, the Community Engagement Workgroup has continued and
expanded because the goals remain crucial to NCI’s broader policy research portfolio that
I manage. We seek to ensure that current research in the field is directly relevant to state
and community tobacco control programs, and that the research is utilized to advance

public health goals across the U.S. The intended outcomes of the workgroup remain to:

e increase membership in the Community Engagement Workgroup to include other
tobacco control partners;

e promote cross-site collaborations (abstracts, manuscripts, projects) related to
community engagement;

e review and disseminate key literature on community engagement efforts in public
health;

o identify and distribute examples of successful community engagement efforts
with other public health research interventions; and

e develop resources to improve and expand engaging community partners in the

SCTC initiative.

The workgroup includes a diverse array of tobacco control researchers,

practitioners and policy makers from state and local health departments, voluntary health
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organizations and federal health agencies, among others, who are all committed to
actively disseminating and implementing research findings from the funded projects. The
group began in November 2012 with twenty members and has conducted targeted
outreach over its existence and has actively recruited selected partners and stakeholders
to include more than 60 members currently (see Appendix 2). When the SCTC initiative
ended the Community Engagement Workgroup had continue to grow and was serving an
important function for NCI’s Tobacco Control Research Branch as a vehicle for
disseminating policy and media-related research findings and providing a forum to
continue to strengthen partnerships between the research and public health practice
communities. As the SCTC initiative sunsetted (when a program expires automatically at
the end of fixed time period according to original plans), we conducted a self-assessment
to gauge the level of interest from workgroup members in continuing to interact and hold
meetings on a regular basis. The group was widely supportive of continuing their mission
and being open to adding new members who shared their interest and vision. In the
interim NCI had approved a new research initiative on U.S. Tobacco Control Policies to
reduce Health Disparities which I lead. See PAR’s 18-674 and 18-675 for additional

details at https://grants.nih.gov/grants/guide/pa-files/PAR-18-674.html (NIH 2018, R21)

and https://grants.nih.gov/grants/guide/pa-files/PAR-18-675.html (NIH 2018, RO1).

The workgroup has continued to expand its scope and membership now with over
60 members who participate in regular conference calls. The group now includes other
scientists who have been funded under these new research mechanisms as well as other
researchers conducting tobacco control policy or media research and other public health
organizations who work to advance tobacco control policy at the state and local level

throughout the United States. In addition, several representatives of state tobacco control
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programs are involved in the group, along with numerous federal partners including the
Centers for Tobacco Control and Prevention, the Food and Drug Administration, the
Department of Housing and Urban Development (HUD), the Substance Abuse and
Mental Health Services Administration, the Health Resources and Services

Administration, and the Environmental Protection Agency.

The value of this workgroup has been in building partnerships across most of the
key organizations involved in tobacco prevention and control efforts in the U.S. to
facilitate the proactive dissemination and implementation of scientific findings from this
large federal investment in research. The primary emphasis has been on policy and media
related research, with a particular focus on state and community interventions. Although
many members of this workgroup have collaborated in various ways over several
decades, this workgroup provides an opportunity to strengthen ties and build new
collaborative relationships while focusing on a clearly articulated agenda. The idea from
the outset was to bring together scientists who were conducting this research with a broad
array of partners who could help ensure that their findings are widely disseminated and
used to advance a policy agenda that would have the greatest likelihood of reducing
tobacco use and exposure to SHS. Originally the workgroup focused on the research
topics of the initial seven grantees that were part of the SCTC initiative, however the
scope has also broadened more recently to include key topics in the tobacco control
policy landscape with recent meetings focused on Tobacco 21 research and policy
advances and the July 2018 meeting focusing on smokefree multi-unit housing in
anticipation of the HUD rule which will be fully implemented this month.

Representatives of HUD’s Office of Public and Indian Housing and the Office of Lead
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Hazard Control and Healthy Homes participated along with presentations from

researchers in New York City and Boston shared some of their recent research.

These partners are crucial in expanding the efforts to disseminate and implement
tobacco control policy and media research findings beyond the traditional channels of
journal publication or presentations at professional conferences to engage the ultimate
consumers of this evidence base. Examples include engaging state attorneys general
responsible for enforcing relevant provisions; facilitating joint discussions between
researchers, practitioners and policy makers; sharing findings with front line public health
advocates who use the evidence to advance comprehensive tobacco control policies at the
state and local level; providing training and technical assistance; translating scientific
findings into lay language so that they can be used more broadly with many audiences;
and ensuring the results reach those most motivated to change public health policy. With
the evolution of NCI’s tobacco control research agenda, the focus has also shifted more

explicitly to research that can be used to reduce tobacco-related health disparities.

Discussion

This deliberately collaborative effort has created multiple opportunities for the
researchers and practitioners to engage regularly, listen to one another’s concerns, and
work together to ensure the broadest possible reach of this evidence. Practitioners have
been involved with these research projects from the very outset to ensure they were
attempting to answer questions that could inform the policy environment at the state or
local levels, or with specific priority populations. These collaborative activities woven
together with this CE approach have resulted in a synergistic impact much greater than is
likely to have been achieved by NCI, the individual research projects, or any of these

partner organizations alone. By involving these diverse partner organizations, NCI has
15



been able to: enhance and strengthen federal research efforts, expand the impact of

research findings, and more fully integrate dissemination and implementation efforts.

In addition to the benefits directly to the SCTC initiative, this Community
Engagement Workgroup has also strengthened the relationships among all those involved
and the organizations they represent. In fact, I believe the primary reason that the
workgroup has outlasted the research initiative under which it was created is because the
members have seen the value-added of their regular interaction, have appreciated the
opportunities to collaborate and brainstorm around future research questions, and
understand the benefits of partnerships in disseminating and implementing their research
findings as broadly as possible, and to audiences who are most likely able to help them
achieve true public health gains. This work will yield dividends that may enhance a wide
array of related tobacco prevention and control work at the state and community levels,
but also among many federal agencies, including research, policy development,
programmatic activities and regulatory efforts. The trust and personal relationships built

and strengthened through this work may yield positive outcomes far into the future.

One specific example of this is the work led by a team of investigators at Emory
University that focused on smokefree home policies in low-income households. This
cooperative agreement was funded by the SCTC initiative and the investigators
participated actively with the CEW efforts and helped to inform activities at many levels.
The team engaged colleagues from multiple state health departments who were also
working on smokefree MUH activities and their findings guided these activities as well
as the efforts of an Interagency Workgroup on Smokefree Multi-Unit Housing convened

by the U.S. Department of Housing and Urban Development and CDC, but that also
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included other federal agencies involved in efforts to support the development and
implementation of HUD’s smokefree public housing policy. This interagency workgroup
on smokefree MUH has proven to be a useful vehicle to share information across several
organizations with a vested interest in ensuring that the rule is implemented well and
minimizes any potential backlash so that the rule will be able to achieve the goal of
reducing exposure to deadly SHS, consistent with HUD’s broader purpose of providing a

safe housing environment for its residents across the United States.

The success of these community engagement efforts as part of the SCTC initiative
has resulted in many benefits for the initiative and extended the impact of this research.
However, this workgroup and its activities have also expanded the scope of NCI’s efforts
to disseminate and implement research findings and has made important contributions to
the collaborative activities of these organizations who share a mission and values to
reduce death and disease from the use of tobacco and nicotine and exposure to SHS. This
CEW has provided a foundation for other collaborations across these organizations that
have worked together in the past, either frequently or somewhat more sporadically. One
example is another collaborative effort on state and community research and policy that
has recently been formed between NCI’s Tobacco Control Research Branch and CDC’s
Office on Smoking and Health to interact more closely with each other as they advance a
common agenda to share information to support state and local tobacco prevention and
control programs. This is an explicit attempt to build an infrastructure to improve
communication between these organizations that have many reasons to work closely with
one another and have a shared constituent base who will benefit from these strengthened

interactions.
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These community engagement efforts at NCI, and the CEW in particular, have
proven particularly useful in informing the direction and structure of a local qualitative
research study on attitudes and beliefs about a policy to reduce SHS in MUH in
Montgomery County, Maryland. In order to increase the likelihood of success for
adopting and implementing such a ground-breaking policy, it is essential to engage
residents and managers of multi-unit housing from the outset and obtain their advice
about how best to successfully implement such a policy. My dissertation research was
designed to engage community members who are residents, owners or managers of MUH
in Montgomery County on the topic of SHS exposure with the goal of learning from them
and using their insights to craft and implement the most effective policy possible.

D’ Alonzo notes that the most effective CBPR efforts often are a natural outgrowth of an
evolutionary process of engaging community members (D’Alonzo, 2010). Importantly,
Minkler and Hancock indicate that the best CBPR projects build upon existing
relationships and past projects within the community (Minkler and Hancock, 2008).
Leeman and colleagues also reported important information regarding what public health
practitioners hope to get from these collaborations. They report that practitioners are
more likely to adopt and implement evidence-based interventions when they address the
needs and aspirations of the practitioners, are integrated into their social and professional
contexts and also include comprehensive guidance regarding implementation (Leeman et
al., 2015). This team also emphasized that in order to be effective, practitioners must
have flexibility to develop policy and environmental change interventions integrate
stakeholder priorities and resources and that they accommodate the policies and

environments that already exist locally (Leeman et al., 2015).
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In considering how to best organize and frame this study I intended to utilize my
historic knowledge of Montgomery County as a long-time resident and build on existing
relationships with key partners, as well as involvement with previous successful public
health efforts, to enlist participation in this project. A community engagement approach is
essential to this type of research that seeks to ultimately shape policies affecting how
people live, as well as health outcomes for themselves and other neighbors or community
members. This community engagement approach, with its commitment to building trust;
enlisting new resources and allies; creating better communication; and improving health
outcomes while building successful projects into lasting collaborations, is consistent with
my personal public health philosophy and my views about how to ensure positive impact

of the work we do in public health.
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Background
Secondhand Smoke Remains a Deadly Problem

Exposure to secondhand smoke remains a critical public health problem in the
United States, causing 41,280 deaths each year (USDHHS, 2014). In 2006 the Surgeon
General reiterated that there is no risk-free level of exposure to SHS and that the adverse
health effects occur immediately upon exposure (USDHHS, 2006). SHS causes
premature death in children and adults who do not smoke. Children who are exposed to
SHS are at increased risk for sudden infant death syndrome (SIDS), acute respiratory
infections, ear problems, and more severe asthma (USDHHS, 2006). Parents’ smoking
causes respiratory problems and slows lung development in their children (USDHHS,
2006). Furthermore, research has identified an association between secondhand smoke
exposure (SHSe) and mental health problems including major depressive disorder,
generalized anxiety disorder, attention-deficit/hyperactivity disorder, and conduct
disorder among children and adolescents between ages 8 and 15 (Bandiera et.al., 2011;
Samet, 2011). According to the Centers for Disease Control and Prevention (CDC) and
the California Environmental Protection Agency, in Maryland alone, 6,800 adults die
from their own smoking each year, and 670 adult nonsmokers will die from being

exposed to other people’s smoke (CDC, 2012).

The dangers of SHS have been outlined in numerous major reports over more
than 30 years, including the 1986 Surgeon General’s Report, a seminal report in 1992
from the Environmental Protection Agency that identified secondhand smoke as a “Class
A Carcinogen,” and the 2006 Surgeon General’s Report that updated and expanded upon
these findings (USDHHS, 1986; 2006; USEPA, 1992). This mounting evidence was used

to change policies and norms throughout the United States and beyond, and provided the
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basis for restrictions on where people could smoke that were first imposed in California
in the late 1970s. As knowledge of the deadly effects of SHS has increased, the breadth
and scope of these restrictions have also expanded in attempt to provide greater
protection to nonsmokers and to increase motivation to stop smoking for the majority of

smokers who want to quit.

The health risks from home exposure to SHS have been documented in several
studies, including one which found that children who live in homes where no one smokes
inside have a 45% increase in cotinine levels (a biomarker for exposure to tobacco
smoke) if they live in an apartment compared to a detached home. The authors conclude
that multi-unit housing may be a significant source of SHSe for children at levels that are

associated with morbidity (Wilson et.al., 2011).

Although numerous studies have noted the public health problems caused by
SHSe in multi-unit housing (MUH), it is important to view these findings on health
effects in combination with work by King and colleagues that focused specifically on the
extent of the problem and pointed toward a need for greater policy action to reduce
exposure to SHS in the home (King et al., 2013). These authors reported on two national
surveys indicating that 25.8% of U.S. residents (79.2 million) live in MUH, ranging from
10.1% in West Virginia to 51.7% in New York (King et al., 2013). They also provide
data from self-reported surveys indicating that 44%—53% of MUH residents with
smokefree home rules experienced an SHS infiltration in their living unit that originated
from elsewhere in or around their building (King et al., 2013). In Maryland, 40.0% of the
state’s population lives in MUH, representing approximately 2.3 million people who

could be exposed to SHS in their homes from others in the building (King et al., 2013).
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The issue of SHS exposure in MUH is a significant public health concern that
warrants further study for at least two reasons: (1) SHSe in MUH causes disease and
death among nonsmokers in their homes, and (2) the large proportion of people in the
United States who live in multi-unit housing makes the overall magnitude of the problem
significant from a population perspective. This is particularly true in Maryland, which

ranks 9'" nationally in total number of residents living in MUH (King et al., 2013).

Policies restricting smoking in workplaces, restaurants, and bars have been the
precursors to attempts to provide protection from the dangers of SHS in the home. Many
tobacco prevention and control and public health advocates, along with like-minded
policymakers, have considered exposure to health risks in public places a higher priority
for taking policy action, at least in part based on the perspective that people should be
free from risks to their health in public places that they frequent often and that individuals
should not be put at risk when conducting their daily activities. As awareness of the
deadly effects of SHS has grown, along with the knowledge that even small doses of
exposure increase health risks, and that risk increases soon after exposure, some residents
and policymakers have begun to consider how to reduce the risk of SHSe in the home as
well. The building evidence base was greatly expanded by the 2006 Surgeon General’s
Report The Health Consequences of Involuntary Exposure to Tobacco Smoke (USDHHS,
2006), which received broad media coverage. Some owners and managers of MUH began
to adopt their own voluntary policies to prohibit smoking in MUH as they became aware
of these risks. Policymakers, however, were initially slow to enact legislation addressing
smoking in the home because of a social taboo against telling people what they can and

cannot do in their own homes, and many public practitioners were concerned about

22



“slippery slope” arguments or accusations of being “neo-prohibitionists” (Gostin, 2013;

Jacobson and Warner, 1999).

An important point to note here is that these policies are being considered for
multi-unit housing, not individual private homes, because of the potential risk of SHSe to
other people living in close proximity who do not share their homes with a smoker, and
whose units share a wall. The most commonly accepted definition of multi-unit housing

is two or more units that share a wall or ceiling, including townhomes or duplexes.

In October 2007 the City of Belmont, California approved an ordinance making
them the first jurisdiction to prohibit smoking in multi-family residential units or multi-
unit dwellings (MUD) (Tippens, 2009). Until that time, most of the attempts to limit
exposure to SHS in the home involved voluntary policies adopted on a somewhat ad hoc
basis by landlords, tenant associations, real estate companies or others interested in the

safety of people’s home environments.

Support for Smokefree Multi-Unit Housing

Over the last decade a growing body of literature has assessed residents’ and
owners’ attitudes and support for smokefree housing policies. These studies have
surveyed views in specific jurisdictions within California, Minnesota, New Y ork, Ohio,
Oregon, and Washington, among others, using a variety of methods (Drach et al., 2010;
Hennrikus et al., 2003; Hewett, Ortland, et al., 2012; Hood et al., 2013; King, Cummings,
et al., 2010; Pizacani et al., 2012; Satterlund et al., 2014). A 2001 study that surveyed
residents of large apartment complexes in a Minneapolis suburb found that 79% of
nonsmokers preferred that their building be smokefree, and 75% thought that enforcing a

smokefree policy for guests would not be difficult. Of those in nonsmoking households,
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53% reported smelling smoke in their units, and most of these were bothered by it
(Hennrikus et al., 2003). Generally, these studies found broad support for smokefree
MUH policies, with higher levels of support among nonsmokers than smokers. In a
survey of multi-unit public housing residents in Tacoma, Washington, 82% of
nonsmokers supported a policy to ban smoking in their homes, compared to 42% of
smokers; 82% of nonsmokers agreed with a ban in common areas, compared to 74% of
smokers; and 68% of nonsmokers and 38% of smokers agreed or strongly agreed with a
ban on smoking in outdoor areas (Ballor et al., 2013). The differences in support for the
policy between smokers and nonsmokers depended on the specific details of the
particular policy. In this study, 53% of smokers and 90% of nonsmokers currently do not

allow smoking in their homes.

The following studies are important for several reasons. Not only will results from
this research drive the policymaking agenda, but the fact that this research is being
conducted indicates that there is growing interest in this topic in the United States. These
studies found that many people continue to be exposed to SHS infiltration into their
homes and that they support smokefree policies in their MUH. The research also
demonstrates increased quit rates and reduced exposure to SHS from smokefree policies
and shows that interventions are warranted to promote cessation and smokefree policies
to protect all MUH residents, employees, and visitors from SHSe. These research
findings and the growing demand for smokefree policies in MUH provided the

background and incentives to frame my current research.

Research from several regions of the United States has found that many MUH

residents do not want to be exposed to SHS in their homes and prefer smokefree housing.
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Pizacani and colleagues’ study found that indoor smoking decreased significantly, from
59% to 17%; almost half of continuing smokers reduced their cigarette consumption; and
frequent exposure of nonsmokers to indoor SHS decreased dramatically, from 41% pre-
policy to 17% post-policy, resulting in a 58% decrease in SHSe after the policy (Pizacani
et al., 2012). They also found that implementation of a comprehensive smokefree policy
in low-income multi-unit housing was associated with reductions in SHS exposure

among nonsmokers and with cessation-related behaviors among smokers.

Brian King and colleagues reported that a majority of MUH residents who
responded (55.6%) supported a policy prohibiting smoking in all areas of their building,
including residential units, balconies, and patios. Support was significantly higher among
ethnic minorities and people who live with children (King, Cummings, et al., 2010). In
another study, King and colleagues reported that 75% of respondents who were owners or
building managers without a smokefree policy indicated interest in restricting smoking in
at least one of their units, with much greater interest among participants with
government-subsidized units (King, Travers, et al., 2010). The primary barriers to policy
implementation included concerns over increased vacancy rates (27%), potential decrease
in the market size of potential tenants (21%), or the federal, state, or local legality of such
a policy (18%). Among owners and managers with no smoking restrictions in their
buildings, the most commonly reported motivators for policy implementation were
evidence of high demand for smokefree units and knowledge that a policy would reduce
turnover rates or insurance cost. All 17 of the respondents who did have smoking
restrictions in at least one of their buildings responded that it was “likely” they would

retain their smokefree policy.
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Licht and colleagues evaluated attitudes, experiences, and acceptance of
smokefree home rules and building policies among a nationally representative sample of
U.S. MUH residents. They found that 79% of MUH residents reported having smokefree
home rules and 29% reported living in a smokefree building. About 56% of participants

would support the implementation of smokefree building policies (Licht et al., 2012).

As 0f 2011-2012, data show that approximately 58 million U.S. nonsmokers
(25.3%), including 15 million children ages 3—11 years, were exposed to SHS (Homa at
al., 2015; Nguyen et al., 2016). The analysis indicated that the percentage of adults who
used tobacco products was higher in MUH than in single-family housing for any type of
tobacco use (24.7% vs. 18.9%) and combustible-only product use (19.8% vs. 13.6%)
(Nguyen et al., 2016). Key findings from this study indicate that U.S. MUH residents
have a higher prevalence of tobacco use, particularly combustible products, and lower
prevalence of smokefree home rules than single-family home inhabitants, particularly
among combustible tobacco users. This research emphasizes the need to implement
comprehensive smokefree building policies in MUH to protect all residents, staff, and
visitors from the dangers of SHS exposure, including those who may have implemented
their own smokefree home policies, because they remain susceptible to smoke from

neighbors who may not have implemented a smokefree home.

Why Approach Policy Change at the Local Level and the Importance of Preemption

The most innovative tobacco control policies have tended to emerge at the local
level (Mowery et al., 2012; National Cancer Institute, 2000). Smokefree MUH policy is
an example of this trend of beginning innovative policy change at the local level, as noted
previously with the early adoption of these policies in cities and counties in California. In

addition to serving as a source of innovation and advances in tobacco control
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policymaking, local clean indoor air laws offer several advantages over state or federal
legislation. Local laws are easier to enact and strengthen because local officials are highly
responsive and more directly accountable to constituents, and the tobacco industry
generally has less influence at the local level than at the state or national levels. Local
laws typically provide more comprehensive and stronger protections from secondhand
smoke and establish more accessible and accountable enforcement mechanisms, and they
involve public education and grassroots organizing aimed at changing attitudes and social

norms (National Cancer Institute, 2000).

Why Montgomery County, Maryland

This dissertation study focuses on the readiness for smokefree multi-unit housing
among both residents and managers of MUH within one U.S. county. In attempting to
adopt and implement a policy that some may view as controversial or lacking unanimous
support, it is important to understand the full range of opinions and concerns that
motivate key constituents in the public debate, specifically regarding a policy to prohibit
smoking and eliminate exposure to SHS in MUH. To better understand these concerns
and issues surrounding a policy to eliminate SHS in MUH, I want to give voice to a wide
range of perspectives that will prove useful to policymakers and public health

practitioners who could ultimately be tasked with implementing smokefree MUH policy.

Montgomery County is a large county in Maryland with over a million residents
who tend to be affluent and well educated. The median household income in the county is
approximately $96,000 with only approximately 6% of county residents living below the
federal poverty level. According to the U.S. Census Bureau (2013), 57% of residents over
age 25 have at least a bachelor’s degree. It is also notable that 33% of housing units in the

county are in multi-unit structures (U.S. Census Bureau, 2013). The population of the
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county is racially, ethnically, and demographically diverse and relatively progressive in
their political views, with a strong commitment to protecting public health. For example,
a comprehensive clean indoor air law in public places was adopted in 2003, and
Montgomery was the first county in the country to pass legislation restricting trans fats.
The county has been a leader on many other health, education, and welfare policies
(Spivak, 2007; Delaney and Daniels, 2013). The demographics of the county suggest that
it is a prime place to implement a policy to reduce exposure to secondhand smoke in

multi-unit housing.

Montgomery County also has a high proportion of nonsmokers—about 92% of
adults, making nonsmokers by far the largest segment of the county’s population in terms
of tobacco use (Maryland Department of Health and Mental Hygiene, 2009). Adult
smoking rates in the county are estimated to range from 8.1%, based on a report by the
Maryland Department of Health and Mental Hygiene in conjunction with the CDC
(MDMH, 2009), to 11.9% based on 2006 data from the U.S. Behavioral Risk Factor
Surveillance System (BRFSS) (CDC, 2006). The Maryland Department of Health and
Mental Hygiene report also notes that the statewide adult smoking prevalence rate is
14.9%, much lower than the national average, ranking Maryland 4 lowest among the
states in smoking prevalence (CDC, 2012; MDMH, 2009). Among young people in
Montgomery County the smoking rate is 3.1% for middle school students and 6.0% for
high school students; statewide, the percentages are 5.2% and 7.0% respectively

(MDMH, 2009).

Why This Study

Literature cited in this dissertation demonstrates increasing demand for smokefree

multi-unit housing across the country. This work offers insights into the opinions and
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attitudes of residents, both smokers and nonsmokers, and managers regarding a policy to
prohibit smoking in multi-unit housing in Montgomery County, Maryland. The primary
purpose of this research is twofold: (1) to provide local Montgomery County
policymakers with evidence about attitudes and beliefs about a smokefree MUH policy
from their constituents who would be most directly affected by the policy—residents and
managers of MUH, and (2) to increase the likelihood of successful implementation of
such a policy by guiding policy development so that implementation issues can be
addressed early in the process, and to identify steps that can be taken to ensure that policy
can be implemented smoothly, with limited backlash from those who may not be

supportive.

This dissertation focuses on suggestions from study participants regarding what
steps can be taken to implement the policy in ways that will make it more successful in
reducing SHS exposure, increase the likelihood that it will be accepted by smokers, and
reduce potential backlash upon adoption. Results are organized according to six main
implementation themes that emerged from the research. Many of these issues relating to
implementation apply directly to building managers who will have primary responsibility
for implementing the policy, but some steps can be taken during the drafting of a policy
and included from the outset that will likely facilitate transition to completely smokefree

MUH in Montgomery County.

Important information came to light during the research about common
perceptions of the reputation of Montgomery County and stereotypes that many people
hold. Among other things, these stereotypes included the view that county residents are

affluent, highly educated, and often very progressive in their political views and attitudes
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about policy, and that Montgomery County is generally a clean, beautiful, desirable place
to live. Some of these findings are significant enough to warrant being included in this

analysis so they can be shared with county policymakers.

Important preliminary findings on this topic of smokefree MUH have emerged
from research studies on issues such as the degree to which residents are currently
exposed to deadly SHS in their homes, and attitudes of residents and managers toward
smokefree MUH policies. This literature helped to guide the structure of my research

study. Key findings from existing studies include:

e The level of residents’ support for smokefree MUH housing rules.

e Among managers and owners, the commonly reported motivation for
implementing a smokefree policy was evidence of high demand for smokefree
units and the knowledge that a smokefree policy would reduce turnover costs,
insurance rates, maintenance, and other costs.

e MUH residents who have already voluntarily adopted smokefree rules in their
own homes continue to be exposed to SHS.

e Primary barriers to implementation include manager concerns about vacancy
rates, a perceived reduction in the market size of potential tenants, and legal

concerns regarding a policy that would prohibit all smoking in the home.

Some of these possible barriers to implementation may or may not be important
considerations in Montgomery County at this time. As previously mentioned, smoking
rates are very low—below 10% of the adult population. Also, the legal foundation for
these policies is well established, and there is no legal right to smoke in one’s home. The

U.S. Department of Housing and Urban Development (HUD) is proceeding with the
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implementation of a smokefree public housing policy at a national level (USDHUD,
2016; Navarro, 2016). Therefore, I focused my research on what specific challenges to
implementation might present concerns for residents or managers in Montgomery
County, and whether the county’s MUH population replicated the broad support for
smokefree MUH that has been previously demonstrated in other areas of the United

States over the past decade.

Wilson and colleagues conducted a study that attempted to describe the
prevalence of SHS incursions that were reported by MUH residents using a nationally
representative sample from the 2011 Social Climate Survey of Tobacco Control (Wilson
et al., 2014). Their research reinforced previous studies in which residents expressed a
strong preference for the option to live in smokefree MUH and provided additional
support for efforts to create completely smokefree living options for MUH residents.
These findings were also consistent with the results from my research with Montgomery
County residents of MUH. Their work found that partial smokefree policies might
actually increase the risk of exposure for nonsmokers in their own homes. This led them
to conclude the most effective solution for minimizing or eliminating SHS incursions in
MUH was a comprehensive smokefree policy that prohibits smoking in all areas of
MUH, including the public spaces and residential units (Wilson et al., 2014). Given
growing support for smokefree environments as people become more aware of the risks
of exposure to SHS, potential resistance may continue to decline as social norms continue

to support more smokefree places.

This research by Wilson and her colleagues cited extensive evidence of the

negative consequences of SHSe for adults and children including that even brief
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exposures to SHS result in sustained vascular injury and changes in endothelial function,
and that very low levels of SHSe are associated with cognitive deficits and decreased
antioxidant levels in children (Wilson et al., 2014). It is this type of research that led the
Surgeon General to conclude that there is no safe level of exposure to SHS. Further,
residents of subsidized housing reported high exposure to SHS (88%) as measured by
cotinine assessments (Levy et al., 2013). Also, a study cited by Brian King and
colleagues emphasized how smoke incursions can negatively affect quality of life; 77%
of MUH residents who experienced an incursion in their unit reported that they were
bothered by it (King, Cummings, et al., 2010). This mounting evidence over the last
decade about the dangerous effects of even small doses of SHS and the high levels of
support for MUH residents being protected from SHSe in their homes created the

rationale for the present study.
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Methods
Study Design

The qualitative work conducted for this dissertation was designed to gather
insights about smokefree housing policies from residents, owners, and managers of MUH
in Montgomery County. For purposes of this study, “owners” refers to the individual
owners of condominium units in MUH buildings and does not refer to owners of entire
apartment buildings. The primary mode of data collection was focus group discussions
with MUH residents, both smokers and nonsmokers. These groups were designed to
gather wide-ranging input on policies to eliminate exposure to SHS in the home. The
focus groups explored residents’ concerns and thoughts on how the policy might improve
their health or that of other family members, how it would impact their ability to smoke
and whether it would influence their decisions about attempting to quit. Additionally, the
focus groups addressed participants’ suggestions regarding the implementation and
enforcement of a smokefree policy, and whether they intend to comply with such a
policy. Additionally, I interviewed building managers, and one individual smoker (from a
building where it was not possible to conduct a focus group with smokers), to inquire
about their views on similar issues, as well as how they expect that a smokefree MUH
policy would impact their costs of doing business and any potential economic savings
they may anticipate, as well as potential challenges to implementation and enforcement.
This study was reviewed and approved by the Johns Hopkins Bloomberg School of

Public Health IRB-X on February 19, 2015 and assigned IRB study number 6258.

Participants and Recruitment

The first step was to identify large apartment or condominium buildings in MoCo

with 49 or more units whose managers were willing to conduct an interview regarding
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their attitudes and beliefs about a policy to reduce exposure to secondhand smoke.
Originally, I had intended to recruit from buildings with 50 or more units in order to
ensure enough residents to participate in focus groups, ideally of nine members each.
Duplexes or other small buildings were not considered because of the possible difficulty
of recruiting enough focus group discussion (FGD) participants. Another consideration
was that large buildings were more likely to yield some diversity of opinions on the
discussion topics, which might not be possible if the residents all knew each other. It was
later decided to include one building that had only 49 units to expedite recruitment and
because the size was close to what had been anticipated and the building manager was
willing to allow focus groups in her building. A total of five buildings were included in
this study. Managers of four of these buildings were interviewed. Because the fifth
building was a large condominium, the focus group and resident interview were arranged
through the leaders of the condo association. Of these buildings, two had already
voluntarily adopted a comprehensive smokefree policy, the two condominium buildings
were considering enacting changes to their by-laws that would allow them to become
smokefree but had not taken action at the time of the research study, and the other large
apartment building had no plans to become completely smokefree when I interviewed the

manager.

Manager interviews were conducted between August 2015 and February 2016,
and resident focus groups were conducted between October 2015 and March 2016.
During the manager interviews I obtained their approval to conduct focus group
discussions in their buildings and to recruit their residents for this study. I conducted four
manager interviews, one individual smoker interview and six focus group discussions

with a total of 50 participants (see Tables 1 and 2). One manager ran a large market-rate
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apartment building with 891 units, and another ran a market-rate condo building with 422
units. The other two managers each ran affordable senior housing apartment buildings,

one with 187 units and the other with 49 units.

In attempting to identify managers and MUH buildings of affordable housing in
MoCo from which to recruit FGD participants, I used a broad approach of contacting
many types of people who might be able to provide access, then applied a snowball
sampling approach to my list of contacts. I contacted affordable housing organizations in
the county, county health officials, managers of low-income housing, and an employee
who worked in Multifamily Affordable Housing for Fannie Mae, among others. Many of
these produced further contacts though few yielded managers who were willing to
conduct an interview for my research. Eventually I was referred by a friend who leads a
local community development organization to someone who was an executive for a
nonprofit housing development company who was willing to help with my recruitment.
He seemed interested in the topic of my research so was willing to help and referred me
to a company that had already voluntarily converted several of their properties to
completely smokefree buildings. This executive also produced a referral to the manager
of a large property management company with many apartment communities in the
region which included affordable housing, senior housing, and market-rate communities.
This manager provided introductions to several building managers in affordable housing,
and with her personal referral, two of these managers agreed to conduct interviews with
me. These were managers of affordable housing buildings that were identified as senior
housing, where the residents were age 62 or older. These senior buildings provided
access to participants of limited incomes who had flexible schedules and were eager to

share their views in focus groups to receive a modest incentive. In the end, three of my
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focus groups were conducted in these two buildings. These two senior buildings had
already voluntarily adopted a smokefree policy, while the other buildings in the study had
not yet established comprehensive smokefree policies for their residents at the time the
study was conducted. I did not conduct a group with smokers in one of the buildings
because the manager indicated that there were not enough smoking residents to conduct a

focus group.

The U.S. Department of Housing and Urban Development defines affordable
housing as “housing for which the occupant(s) is/are paying no more than 30 percent of
his or her income for gross housing costs, including utilities” (USDHUD, 2018). HUD
also notes that some jurisdictions may base definitions of affordable housing on locally
determined criteria. The Housing Opportunities Commission of Montgomery County
indicates that some affordable housing programs offer below-market rents, and others
base their rent on 30% of the household income (Housing Opportunities Commission of
Montgomery County, 2018). Typically, affordable housing is available to families
earning 60% or less of the area median income (AMI). Market-rate housing is housing
that is available at the prevailing local market price to anyone without any subsidy and

without respect to income.

After obtaining permission to recruit from the building managers or condo
association, I posted flyers throughout the buildings to recruit focus group participants.
Criteria for inclusion in the focus groups were: age 18 or over, English speaking, and
full-time residence in the building for at least 2 months. Smoking status was defined as
follows: Smokers are adults (18 years or older) who live in a particular building and

report that they have used traditional cigarettes within the last 30 days. Nonsmokers are
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adults (age 18 or older) who are not currently smoking, have not used any traditional
cigarettes within the last 6 months, and have not used any type of electronic cigarette or
electronic nicotine delivery system (ENDS) within the last 6 months, based on self-
report. Residents’ smoking status was assessed during the recruitment process based on

self-reported data.

I conducted six focus group discussions as follows: two groups of smokers and
four groups of non-smokers. In addition, one individual interview was conducted with a
smoker from a building in which I was unable to recruit enough participants to conduct
an entire group. In the six focus groups, there were a total of 11 smokers and 34
nonsmokers, plus the one additional smoker interview. The original plan had been to
conduct an equal number of focus groups with smokers and nonsmokers, but given the
low smoking rates in MoCo, it was not possible to recruit additional groups of smokers.
Three focus groups were conducted in market-priced housing, and three groups in

affordable senior housing buildings.

Table 1: Number of Focus Groups

Affordable Market-priced
. . Total
housing housing
Smokers 1 1
Nonsmokers 2 2
Total 3 3

Table 2: Individual Focus Group Participants Enrolled

Affordable Market-priced
. . Total
housing housing
Smokers 8 3* 11
Nonsmokers 16 18 34

37




Total 24 21 45

* One additional individual smoker interview was conducted from a market-priced building because
there was an insufficient number of participants to conduct a focus group discussion.

Data Collection

The interviews were conducted in the manager’s offices in their residential
buildings in Montgomery County, and the individual smoker interview was conducted in
his residence in a market-rate condo building. The focus groups were also conducted in
private rooms within the residential buildings. The intent was to make participation in
these FGD as convenient as possible for the residents in hopes of increasing participation
levels. In each case, after obtaining permission to conduct the group, a private room in
the building was identified and advertised as the location for the discussion. Each room
had a door and was secured during the FGD to provide maximum privacy to group
participants. The individual interviews lasted between 60 to 90 minutes, and the FGD

were each approximately 90 minutes in duration.

I 'used an interview guide for the manager interviews (see Appendix 3) and a
focus group discussion guide (see Appendix 4) that was open-ended and allowed for
probing follow-up questions. Topics addressed in these guides included: exposure to SHS
in building and unit, effects of secondhand smoke, attitudes toward a policy to prohibit
smoking in the building, and suggestions for implementing a clean indoor air policy in
multi-unit housing. Managers’ interviews addressed these topics as well as their
knowledge of potential cost savings that might be achieved by implementing a
comprehensive smokefree policy, and other economic considerations that might be a

concern. Significant attention was devoted during the interviews and FGD to participants’
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views regarding implementation of a smokefree policy. Participants were provided a $50

cash incentive as a thank you gift for their participation in the study.

Data Analysis

An iterative process was used to analyze these qualitative data. Immediately
following the completion of each FGD or interview, audio recordings were transcribed by
a professional transcriptionist. Once transcripts were received, I checked the transcripts
for accuracy and the text was re-read to get a sense of the whole. Two coders (myself and
Krystal Lynch, Ph.D.) read the transcripts and made notes regarding ideas and categories
that sum up and describe what is said in the text. I compiled categories and themes into a
codebook, which was based on inductive themes raised in the transcripts and from the a
priori concepts built into the discussion guides. The codebook was then applied to a
subset of transcripts and revised as needed to uniquely capture concepts relevant to the
research aims, and later applied to all the transcripts. Throughout this process, the
research questions and proposed design were reassessed and attention was given to what,

if any, additional questions emerged.

The intent of this approach was to build conceptual and descriptive analysis based
on the data, and to explore how concepts of interest are related. After the transcripts were
coded individually, the two coders reviewed their responses, and any discrepancies were
discussed until consensus was reached on final codes and themes. We drew comparison
within and across participants and groups to summarize emerging themes. The themes
were primarily developed through the codebook and focused on the topic of policy
implementation and related sub-themes for this analysis. We used text-based data
analysis software (MAXQDA version 12.1.4, VERBI Software GmbH, Berlin, Germany)

to manage and organize the data by codes and themes.
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The following codes were developed after extensive reading of the relevant
literature on these topics, many presentations and conversations with national experts on
smokefree MUH, and this research with participants in MoCo. The broad topic of
implementation was frequently discussed, and the following codes emerged as some of
the most frequently mentioned sub-themes. After careful review of the transcripts, these
codes were identified as most important to providing context and framing for this
research study and likely to provide insights into the attitudes and beliefs of this audience

that would be the most valuable for Montgomery County policymakers (see Appendix 5).

Table 3: Implementation Codes

No. | Title Full Description of Code

8.0 | Implementation Discussion of suggestions for how to implement the policy
and what their best recommendations are for
implementation, including any specific suggestions they
offered. Includes views from residents and managers.

8.1 | Transition, phase in How long should the county take to make a new policy

period effective?

8.2 | “Grandfathering” Some say this is necessary for implementation. Others say
will take too long and allow too much additional exposure
and risk.

8.3 | Challenges to Any reference to how difficult it will be to implement such a

implementation policy. Also include challenges to adoption of policy.

8.4 | Consequence of policy | Any reference to something that is a result or consequence
of implementing the policy, e.g., references to aid in quitting
or smoking cessation.

8.5 | Enforcement Any issues related to enforcing the policy, either from
manager or resident perspective.

An additional code for higher risk residents was also included as it emerged as a
major theme in reviewing the data. Upon review and analysis of all the data, it became
apparent that this additional higher risk resident code was also essential to fully reflect
the nature of the discussion in the focus groups. Although the primary focus of this

research is on the implementation of a smokefree MUH policy in Montgomery County,
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the data also reflected crucial unique challenges confronting senior citizens, children, and
disabled people. The data analysis was framed to also consider how, if a smokefree MUH
policy is to be truly comprehensive, the policy must explicitly address the unique

challenges of these vulnerable populations.

Higher Risk Residents

The code for higher risk residents was referenced any time that participants
expressed concern for senior citizens, children, disabled people and others who they
believe are at higher risk from SHSe. Any references to “seniors” or senior housing or
related issues was included. This was particularly relevant in my research given that three
of the six focus groups were conducted in senior affordable housing; as previously noted,

senior housing is housing where residents are 62 or older.

I therefore decided to structure the dissertation analysis to include an in-depth
consideration of discussion related to the key topics that emerged regarding higher risk
populations. These included: concern for others, the inability of children to make
decisions for themselves, mobility issues and potential hardships for people who are
physically disabled, health consequences of SHSe, smokers’ objections to being harassed
for their behavior, smokers who do not object to going outside to smoke, and community
members’ active involvement and engagement regarding policies that affect their well-

being.

These vulnerable residents are a primary concern for many reasons and efforts
should be made to address the health concerns of residents of federally assisted housing
and particularly MUH. Colleagues from HUD and CDC with whom I have been working

on an interagency workgroup of smokefree public housing have published research
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clearly articulating why these residents of HUD-assisted housing are a priority population
in which to intervene. Helms and colleagues report that over 20% of HUD-assisted
persons are disabled and that 33% of HUD-assisted households are headed by elderly
adults (Helms et al., 2017). Further, they note that residents of assisted housing have a
higher burden of disease than the general population, including chronic conditions that
could be exacerbated by exposure to SHS (Helms et al., 2017). These colleagues
conclude that “housing assistance programs provide a valuable platform for the
implementation of evidence-based tobacco prevention and control measures, including

smokefree policies” (Helms et al., 2017, p. 171).
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Results

This section is organized around the six primary implementation codes delineated
in Table 3 above, which were the major themes emerging from the data. An additional
code for higher risk residents is also included because it was needed to fully reflect the
nature of the discussion in the focus groups and capture key points raised by residents in
these groups. Although the preliminary review of the implementation codes captured
many main points raised by study participants, it quickly became apparent that the study
would not be complete without thorough analysis of these higher risk residents, also
referred to as vulnerable populations. In considering how to most effectively implement a
smokefree MUH policy in Montgomery County, the data also reflected crucial unique
challenges that confront elderly, children, and disabled people as they would attempt to
comply with the policy. In order to consider how to implement a comprehensive
smokefree MUH policy, the policy must explicitly address the unique challenges of this
vulnerable segment of the local population and offer solutions that will consider their

concerns directly.

Implementation

The implementation theme referred to suggestions for how to implement this
policy and recommendations from residents and managers about policy implementation,
including any specific suggestions offered, particularly those that did not fit into other
categories. The major findings that emerged from the implementation code pertain to the

following topics and were provided by both managers and residents:

e Avoid the court system and ensuring that enforcement is simple
e Ensure that enforcement is fair and consistent

e Allow use of fines
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Provide clearly marked outdoor smoking areas

Make smoking areas comfortable, safe, convenient, and appealing

Build in adequate transition time to a new policy (4—6 months to a year or more)
to allow sufficient education and preparation for smokers (will be addressed under
phase-in section)

Provide sufficient cessation services and support for smokers

Work collectively with all involved (smokers, nonsmokers, residents, managers,
owners, and staff) to build buy-in and support for adoption and implementation of
new policy

Write the policy and implementation guidelines clearly so that all can understand
Communicate the new policy through multiple channels to residents, including in-

person, via email, meetings, and signage that is clear, pervasive, and obvious.

Building managers stated numerous times that making implementation and

enforcement of the policy as simple and straightforward as possible is a priority for them.

They do not want policy implementation to take significantly more time or energy from

them or their staff. One manager indicated that she and her staff already spend a great

deal of time responding to complaints of smoking in the building, investigating them, and

attempting to move residents around in the building to accommodate requests to reduce

exposure to SHS.

A manager of a large market-rate apartment building was explicit that maintaining

very high occupancy rates was a clear priority for her, and that she wanted to avoid

interacting with the legal system as much as possible, noting that it creates extensive

delays and incurs additional unnecessary costs. A clear fine structure that could be shared
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in writing with all involved, and assessed automatically, was strongly supported by

managers and residents alike, including both smokers and nonsmokers.

“But if they did the financial impact, where it’s fines and would allow us to
do the fines, that’d be great. If it has anything to do with the court, I don’t
support it. That costs me lawyer fees, and there’s no good result ever to
that.”

(Manager, market-rate apartment, 8-12-2015)

“I think that that’s going to be the big thing, is just giving us some kind of
financial outlet to — you know, a fine to slap. It’s quick, we put it on their
account, it’s done. They don’t pay it, it accrues late charges. It’s a
deterrent. Sending them a violation letter does not...."

(Manager, market-rate apartment, 8-12-2015)

Another important theme raised consistently by all parties was the need for a
clearly designated outdoor smoking area that would be sufficiently far away from the
building and all air intakes, comfortable for smokers, and marked with explicit signage.
There was broad agreement that participants did not want to ostracize smokers or make
them feel as if they are second-class citizens, and that the smoking area should be clearly
marked so that others would not harass them for smoking in this area. The smoking area
could include some amenities such as seating, ashtrays, ideally a roof for bad weather,
and some even suggested providing Wi-Fi access so that smokers could utilize their time

well while smoking.

“Well, we’ve talked about several different things related to making it more
comfortable for people to transition their smoking to outdoors if they insist
on doing it. We've talked about not only ... an ongoing educational process
to kind of keep reminding people that we re moving toward a truly
smokefree environment, but also ... where can folks go on the property
that’s comfortable for them and safer for everyone else? ... there are lovely
benches out, directly out in front of the building in the grassy area, but
that’s great if it’s not raining or beating down sunshine. ... do we move
towards creating a protective structure for them that they can...?”
(Manager, market-rate condo, 8-28-2015)
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RESPONDENT: “Because they knew the rules coming in here. And actually, we
didn’t even have a designated smoking area until I got here and put one up.”

MODERATOR: “Oh, really?”

R: “Mm-hmm. It was always smokefree, but they just didn’t have a
designated spot for it.”

R: “Well, when I had this designated smoking area put up—>because like I
said, when I got here, it wasn’t there—I got good feedback from the
smokers that were here. You know, It’s about time, " this and that. Because
what I would hear is ... they weren’t far enough away from the building as
we would ve liked them to be, and residents could still, who had their
windows open, could still smell the smoke come in. Yeah.”

MODERATOR: “Right. They could still smell it. So why did you decide to
put the smoking area there?”

R: “Because at the time, we had four smokers in the building, and I — even
though four is not a lot compared to 49 units, I still think it was necessary,
because whether it be one smoker or two, I still think we should have an
area for them to do that, not only for the residents, but for the visitors as
well.”

(Manager, affordable senior housing, 2-22-2016)

“Yeah. Well, whatever they do, they smoke tobacco.... And the people who
smoke cigarettes, instead of sending them outside, because I really don't
like that where you got to go outside and smoke in front of everybody in the
cold winter, I think that’s very inhumane.... So they should have a building
outside for people who want to go and smoke and set up this nice lounge,
it’s comfortable, and all the smokers can just go right over there and smoke
all they want to.”

(FG6 Nonsmoking resident, affordable senior housing, 3-30-2016)

From a conversation between smoking residents of market-rate housing (FG2, 10-26-
2015):

RESIDENT 1: “I guess like an area ... if they put the ashtray there, and
maybe a bench or something. Kind of like how we have it out front here. We
have the wooden bench and the ashtray right next to it. Something where it
clearly states that this is the smoking area.”

R2: “Yeah. As long as they have a smoking section where smokers can
smoke, and I’d be okay with that.”

R1: “As long as it’s clearly marked as a smoking section.”

R2: “And so a whole, like, hell-bent-on-nonsmoking people won'’t come
over and say, ‘You can’t smoke there, you can’t smoke there.’ Because
there are people that are like that.”

(FG2 smoking residents, market-rate housing 10-26-2015)
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Several participants addressed the importance of providing access to cessation
services for smokers interested in quitting, as well as providing a supportive environment
to encourage them to quit. One of the managers referenced her experience with this as she
had been involved in helping her building become smokefree. Even nonsmoking
residents, some of whom were former smokers, acknowledged the need for help in trying
to quit and referenced the power of addiction to nicotine. Some also described the
cultural shift they had observed in which smoking has become more socially
unacceptable as the public has become more aware of the risks of SHS. One resident,
however, also noted that he and others are resistant to any government intervention in the

home.

“Well, they could offer training. They could look at things that you can do
that — persons who are trying to give up smoking, things that they could do
to help them. They can offer counseling.... We work with Washington
Adventist Hospital, and they have — we have a counselor that comes out
once a month. She was coming a couple times a month and just working
with residents for various issues. Smoking could be one of those issues. ...
Counseling, training, cessation programs—things like that are really
helpful for someone when they re trying to either — when they 're trying to
make a change in their lifestyle.”

(Manager, affordable housing, 2-19-2016)

“Now, if the building suddenly went to nonsmoking, and let’s say, they gave
everyone a deadline—the end of this year, December 3 1st, the building was
going to be nonsmoking... it might be nice maybe if the building offered
some kind of smoking cessation program where people would pay for it and
— but the building could offer something like that if — you know, not that it
was mandatory for them to take, but understanding it could be difficult for
them...”

(FG3 Nonsmoking resident, market-rate housing, 2-15-2016)

“Well, it’s a culture shift. So it would take a lot of time until it becomes
really part of the culture. And I think it’s going to take a really good
marketing campaign. You know, if it’s something that the county wants and
believes in and can get enough support for, you’ve got to really sell it to the
public.... People don’t want the government telling them what they can and
cannot do in their spaces. So even though it’s a condominium and I'm
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supposed to abide by the bylaws, but I paid for that unit, it’s mine, and I
should be able to do what I want in there. You know, I’'m in support of this,
but I'm just saying....”

(FG3 Nonsmoking resident A, market-rate housing, 2-15-2016)

Another resident alluded to a contagion effect of this policy. As they move toward
making their building smokefree and learn lessons from that experience, she wanted
others to benefit from their experience. She stressed the importance of this change to a
smokefree environment being initiated by residents and homeowners who are demanding
it and indicated that policymakers might benefit from knowing that she and her neighbors

want this type of policy.

“Well, the first thing I would want them [policymakers] to do is to support
us in our efforts and use us as a pilot building so that they can say ... |
understand new buildings, new construction, that’s sort of an easy sell. I
think you would need a piece of that, but to say we ... worked with some
older buildings and through a series of board groups, focus groups, etc.,
that there was community buy-in in those places for it, so that it’s not sort
of — it doesn’t look like it’s a top-down issue. I think that when it’s a
grassroots, it comes that way from — the community is asking for this. So
maybe they would need to get other communities like ours, other buildings
that are around our age to be involved in that and be presenting it.”

(FG3 Nonsmoking resident A, market-rate housing, 2-15-2016)

Several residents, including former smokers who were not currently smoking,
attempted to convey how difficult it was to stop smoking, even when they wanted to.
They empathized with smokers facing the challenges a policy like this might present.
Providing support to smokers through education and cessation resources was deemed

crucial to successful policy implementation.

“Well, I would volunteer to speak out as an ex-smoker, because I think
people have to understand ... that it is an addiction. People ... say ...
nicotine is more addictive than cocaine, I might add. And if I smoke one
cigarette now, and then smoke another, I would be addicted again. But I
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think people need to understand that side of it, what it is to be addicted, and
it's [not] a moral thing and it's not will power. It's a damn addiction.”
(FG6 Nonsmoking resident J, affordable senior housing, 3-30-2016)

Many residents, both smokers and nonsmokers, mentioned the importance of
communicating clearly, in simple language, about the new policy, and providing this
information frequently, through multiple channels. They wanted to ensure that residents
have ample opportunity to learn about the policy and ask unlimited questions, and that
they have sufficient time to get adjusted to the changes in their behavior the policy may
require. Residents were concerned that people would be confused or distracted by
legalistic language, and that it can be easy to miss important information even when one
is paying attention. Residents wanted opportunities to benefit from all the many formats

through which information about the smokefree policy could be communicated.

“I’'m wondering how many of the actual residents are really informed. 1
know that [the building manager] is trying to send emails and inform
people, but because we do have such a high percentage of renters, I'm
really wondering if we need more signage in the lobby sort of promoting
this, or maybe in some of those common areas, letting people know that
there’s now no smoking there. I'm a very long-time resident. I've lived in
this building for 40 years. I'm in my second apartment in the building, that
I've owned. So I just feel there’s a core group of people that are informed
and active, but I think we have a high percentage of renters now, and 1
really feel like they are not informed, and feel ‘if I go out on my balcony,
that’s okay’...”

“... periodically we get these emails about please do not drop cigarette
butts off the balcony, things like that. ... I feel like maybe we need to do a
better job ... of reinforcing this and letting people know that there have
been changes. I know that the board tries really hard to do that.”

“So if there was a sign posted that would remind people in the garage, ...
there is no smoking here, then at least I could point to that and feel I had
some backup with that, rather than kind of having to knock on their car
window and say...”

(FG3 Nonsmoking resident A, market-rate housing, 2-15-2016)

49



From a conversation between smoking residents of market-rate housing (FG2, 10-26-
2015):

MODERATOR: “Do you feel like you know the policies?”

R1: “Not completely, I know it was made up a long time ago. But also if
they were to redo it, I'd want them to put it in not — using all the big legal
terms. Because I know a lot of the rules, they do that. Just try to make it
easy for everyone to understand.”

R1: “I'd still go [to an informational meeting] even if they weren’t giving
out pens and mugs. 1°d still go to get the pamphlets and maybe have them
explain it to me in non-legal form. Like in a non-legal way, or have them
dumb it down. A lot of the things, it’s all in legal words. I'm like, ‘What’s
that mean?’ Because I get confused and I stop reading it.”

R1: “Yeah. Because I get confused. Just like when I go look at NIH's
website about studies, I get confused with all the medical words. I'm like,
‘Oh, next one.’ Wait until I find one that I understand what the whole line
says, and then I'm like ‘Oh, click that one.””

MODERATOR: “If they had meetings to explain this, would you go to those?”
R2: “Yeah.”
R1: “Yeah. I would.”

R3: “I would assume, like most other important notices. I get something slid
under my door every week in some capacity.”

R2: “They just would talk to you about it..... I would like somebody to talk to me
and tell me.”

R3: “I’d appreciate a warning before getting fined.”

R1: “Preferably a verbal warning. If I got a written warning slid under my door,
put in my box, I'd go down and discuss it. I'd rather just skip that whole few steps
of someone typing something up, having someone slide it under my door, put it in
my box or whatever.”

(FG2 smoking residents, market rate housing, 10-26-2015)

Transition, Phase-In Period

This theme refers to residents’ and managers’ opinions about the optimal amount

of time the county should take to make a new policy fully effective—as indicated by
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study data. Participants typically said they wanted enough time to get adjusted to the
policy and called for enough time for broad dissemination of information about the
upcoming policy so that all would be aware that it was coming soon and have the
opportunity to quit smoking or make alternative plans before they were prohibited from

smoking in their homes.

Everyone who addressed the topic of implementing a new smokefree MUH policy
specifically acknowledged the importance of including phase-in or transition time to
increase the likelihood of success of the policy. This included all the building managers
interviewed, as well as smokers and nonsmoking residents in both affordable and market-
priced housing, though some of the comments and rationale offered may appear counter-

intuitive.

The longest time period for policy implementation was recommended by the
manager of a market-rate apartment building, who also emphasized the importance of
explicitly describing the new smokefree policy in a lease addendum which all tenants

would be required to sign.

“Because what we need to do is we need to do is get everyone ... that leases
an apartment today, just so you know, 1 year from now or 13 months from
now, this is what the policy is going to be. ... And have that addendum for
all the people coming in for the next year. But the big thing is, on renewals,
you would have to also give them that heads’ up. So it would take that long
to say before you choose to renew, this is what the policy is going to be.
And then the other sticky thing is, because only Montgomery County does
this, we have to offer a 2-year lease.”

(Manager, market-rate apartment, 8-12-2015)

The other building managers in affordable housing properties that had already

successfully adopted comprehensive smokefree policies suggested a shorter phase-in time
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of several months, with emphasis on providing information to residents and support and

services for residents who wanted to quit smoking.

“... they began like 6 months’ out, letting them know that at a certain point
in time, the buildings would go to nonsmoking, and then notices or meetings
were done ... to remind them that this is what’s coming down the pike, so
you want to start getting prepared. And for those of you who smoke or —
and are thinking about stopping smoking, let’s see what kinds of
information or kinds of help we can get to you. But we definitely gave them
a lot of notice as well as tried to give them information to help them.”
(Manager, affordable senior housing, 2-19-2016)

“Maybe instead of saying, ‘Okay, next week we’re going to start this,’
maybe give them some time. For the ones that aren’t already smokefree,
maybe give them a period of time, and in that period, they can decide
whether they want to move out or stay here, but rules are rules.... I guess
giving time for them to accept it and figure out what they want to do, 1
think, would be a good approach to it.”

(Manager, affordable senior housing, 2-22-2016)

“Holding these seminars ... probably wouldn’t hurt. My main key is just
giving them time for people to accept it, because I think people will react
better if they know they have time to either think about it or take action on it
than if “Oh, next week or the beginning of next month it’s starting, the new

policy,” and they don’t have time to do anything.”
(Manager, affordable senior housing, 2-22-2016)

“I just think, like I said before, just if you're going to do a policy like this,
just give people time. I think time is a very important key in this whole
thing.”

(Manager, affordable senior housing, 2-22-2016)

The focus groups with residents yielded interesting findings regarding how long
the phase-in time should be for a new policy. Three of the groups included nonsmokers,
and two of these groups generally came to agreement within their respective groups, one
suggesting approximately 6 months, and the other generally agreeing on a 1-year phase-
in when they considered that the policy being discussed would be countywide rather than
just in their own building. The third group of nonsmokers did not arrive at such a clear

consensus about phase-in time but did agree that time for transition should be adequate.
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This third group often discussed a policy that would apply to their building because they
were actively discussing implementing their own policy ahead of any change in county

law.

From a conversation with nonsmoking residents in affordable senior housing (3-

30-2016):

“So maybe if you did 6 months to a year and, okay, tell them it’s going to happen
in 6 months and this is going to happen.”

MODERATOR: “So 6 months to a year until they can get ready for it.”

R1: “They got time. If they don’t want to do it, they can leave.”
R2: “Or quit smoking or get ready to walk out.”

MODERATOR: “What do the rest of you think about that idea? Anybody else
have thoughts about that?”

R3: “It takes time. Yeah. It takes time.”

MODERATOR: “Is that the right amount of time—6 months to a year?”
R3: “Maybe more. Depends on the person.”

R4: “Six months is enough, I think.”

R5: “Well, 6 months seems like a good amount of time. What happened
here, a couple of people that I personally know, they were very upset and
almost to the point of really being angry by having to go outside and smoke.
And so you got to — especially with older people. You have to sit down with
them and help them make that transition in a more calm way without them
feeling like it’s personal.”

(FG6 Nonsmoking residents, affordable senior housing, 3-30-2016)

Nonsmoking residents in market-rate housing (FG3, 2-15-2016):

MODERATOR: “What do you think is the optimal time to phase in something
like this?”

R1: “I think 6 months.”

R2: “I think minimum 6 months.”
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R1: “I think if you made it a year, then people are going to wait until the last
month anyway. So why not make it 6 months?”

R2: “Good point. That makes sense.”
R3: “Why not make it 3 months then?”
R1: “Yeah. Why not make it 3 months?”
R4: “Yeah. Three months.”

MODERATOR: “Now, again, I'm not talking about a building policy, I'm talking
about a county one.”

R3: “Oh, a county.”

’

R5: “Yeah. County policy, it’s got to be a year for ...’

)

R3: “You have to do a campaign, you have to let people know.’

i)

R5: “Nine to 12 months is my opinion, but that’s just me.’
R2: “I don’t know, I think maybe a year.”

R6: “I agree with that.”

R7: “A year.”

Then, this from a nonsmoking resident in market-rate housing (FG3, 2-15-2016):

“But I think for a building, I think we have a right to make a policy, or a
plan, but just think about what is going to be the best way to implement it,
by taking into account — because if people are addicted, it’s going to be a
very, very difficult rule to enforce. But if there’s some flexibility in how
you 're going to implement a no-smoking rule, I think it’s going to be a lot
easier to accomplish what you want to accomplish in the end, which
eventually means that nobody in the building smokes. But there’s got to be
some kind of transition period.”

The smokers indicated a preference for a much shorter phase-in time as long as

they were adequately informed and had time to adjust to the change (FG2, 10-26-2015):

MODERATOR: “So what do you think is the right amount of
implementation time?”

’

RI1: “I'd say minimum 6 to 8 weeks, minimum.’
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MODERATOR: “Minimum?”’

RI1: “The way I see it, the more advance warning, the better. But I'd say as
long as there’s 6 to 8 weeks 1’d be sufficiently happy with that.”

MODERATOR: “What about the rest of you guys?”

R2: “Same.”

R3: “Yeah. I agree, as long as it’s longer than a month.”

RI1: “I would say at least 6 to 8 weeks, if not more. I always say, the more

time the better. For the people who smoke in their unit a lot more, they
might need more time to get acclimated to the change.”

Contrary to what might be expected, groups of smokers suggested the shortest
phase-in time—©6 to 8 weeks. These smokers also made comments indicating they were
looking for help in quitting or reducing their smoking levels, so perhaps they saw the
implementation of this smokefree housing policy as a possible source of support for their
efforts. Others explicitly discussed how the policy could help them reduce their smoking.

“As long as they give enough advance notice. Like they did when they said no

smoking in bars. This was—what, 12, 13, years ago when they did that? Anybody

who'’s from Maryland—I don’t remember exactly when it was, but I know they
gave like 6 weeks or 8 weeks advance notice to when they were going to stop
doing smoking inside. And I know, it was like all over the TV and the paper and
everything, and then the weekend before, they 're like, ‘effective midnight Sunday,

no smoking inside restaurants and bars.’”
(FG2 Smoking resident, market-rate housing, 10-26-2015)

“Grandfathering”

The question of whether to allow existing residents to continue to smoke after the
adoption of a comprehensive housing smokefree policy—referred to as
“grandfathering”— is often raised in discussions of these policies. Most public health

discussions of smokefree housing policies do not seriously consider this option, however,
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because it would defeat the intention of enacting a comprehensive policy. For purposes of
this study, I wanted to raise the issue to identify whether participants had strong opinions
on the topic. The underlying question attempted to understand whether participants
believed that current smokers should be allowed to continue smoking in the building and
that the new policy should only apply to new residents. The codebook describes the
theme this way: “Some say this is necessary for implementation. Others say will take too

long and allow too much additional exposure and risk.”

In fact, in this study, the topic was rarely raised by participants themselves and
did not appear to be a major concern, perhaps because they recognized that allowing
some people to continue to smoke after policy implementation would create confusion
and would not ensure the smokefree environment they are seeking.

“Now, if you're going to grandfather in an existing multi-unit building, there are
people there who are smoking and who will have the valid arguments of [two
residents] that there are individual rights. One, I have the right to smoke. Of
course, the state is not going to take away your right to smoke. They 're just taking

away the right of you to smoke in this particular building.”
(FG4 Smoking resident, affordable senior housing, 3-7-2016)

“...the problem with grandfathering is that other people in the building may be
injured by the grandfathered owner or resident. And there needs to be some way
of accommodating so that people are not harmed by other people. That’s the
basic principle. You don’t harm someone else.”

(FG1 Nonsmoking resident, market-rate housing, 10-15-2015)

Also, see another crucial quote in the following section regarding challenges to
implementation from a resident who supported a smokefree environment but opposed any
government intervention. He did not object to “grandfathering” current condo owners
who smoke so that a policy would only become effective after they left the building. He

acknowledged that this could significantly delay the full implementation of the policy but
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felt that it was not fair to change the rules on residents after they had moved into the

building.

Challenges to Implementation

This theme refers to any reference to how difficult it would be to implement such
smokefree housing a policy. It also includes challenges to adoption of policy. Several
important challenges to implementation were noted by study participants, particularly by
a manager in a market-rate apartment building who explicitly mentioned her desire to
keep occupancy rates as high as possible and who initially seemed to think that this
policy might interfere with that goal, at least if she were competing with other properties
that did allow smoking in the building. She was clear that she did not want the policy to
involve the court system and was concerned that this would slow enforcement and create
complications for her as a building manager. She mentioned a clear, simple fine structure

which could be written into lease agreements would be very helpful.

“...I'm going to have the other residents that say, 'I'm not allowed to smoke, why
is he allowed to smoke?’ You know, so give me a tool. Don’t do this so over-the-
top tenant friendly. If you 're going to implement it, say I can put in the lease a
fine. Money is where it is.”

“Not the court system. Not bogging it down. So if I could say, ‘All right, your first
violation for smoking in the building is $250. Your second violation is $500. Your
third violation is a 30-day notice for you to move out.’ It will never happen, but in
a perfect world, if you're going to create this policy, that’s the type of back-up we
need.”

(Manager, market-rate rental housing, 8-12-2015)

Some residents, including smokers and former smokers, acknowledged how
difficult it is to stop smoking and that nicotine is so addictive that not smoking in their
units would be very difficult for some smokers. One resident mentioned the challenges of

adjusting to change, particularly as people grow older, and the satisfaction they get from
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smoking. Another resident suggested that enforcing this policy would be very difficult,

but some others in the conversation disagreed.

“As an ex-smoker ... it’s really, really hard to quit. Really hard. Youve got to be
very motivated. And tobacco—or nicotine, I should say—is the most ... worse than
heroin ... the most addictive substance that we know about. Anyway, knowing
that, I would support a policy that, like you were saying, if Montgomery County

... or maybe there’d be a federal policy, etc., would support a stop smoking
program that would incentivize people.”

(FG6 Nonsmoking female resident, affordable housing, 3-30-2016)

“...and people been smoking for 40, 50 years, and now they been living in their
apartment for how many years ... it’s like taking something away from them. And
as we mature and get older, we don’t have a whole lot more left. So they try to
hold on to whatever they can that brought them joy and brought them pleasure.”
(FG6 Nonsmoking female resident, affordable housing, 3-30-2016)

“I think the nonsmoking ... I think it’s unenforceable. Now, every month that I can
remember, smoking problem is on the agenda. Management has a meeting with
us. And smoking in the building is more than likely on the agenda.”

(FG5 Nonsmoking female resident, affordable housing, 3-7-2016)

Another important challenge to implementing a smokefree MUH policy is the
dilemma raised by adopting a policy that affects individual behavior in one’s own home.
Two residents who supported a smokefree environment in their building had reservations
about a law that would direct their behavior at home. Opposition to smokefree MUH
policies is often based on opposition to attempts to change people’s behavior in their own

homes. One participant expressed it this way:

“I believe your own property is your —a man’s home is his castle. I have no objection to
people smoking within their own unit. This building is nonsmoking in common areas but
allows people to smoke in their own homes. If the building had been originally built as a
no-smoking building, then I could see that.... Now having said that, if a — the majority of
the residents want to change it, I would have no objection to grandfathering in those who
are smokers and not unfairly punish them because the rules have changed since they
move[d] in, and that would take a fairly long time before the building would become
completely nonsmoking, but eventually it would be.... We don’t need any level of
government telling us how we re going to conduct ourselves. The decision should be
made by the owners within this building, not by fiat from Montgomery County or the state
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of Maryland, or the federal government or the United Nations, or whatever level of
government you want to name.”
(FG1 Nonsmoking male resident, market-rate housing, 1-15-2015)

Consequence of Policy

This theme includes any reference to something that is a result or consequence of

implementing the policy, e.g., references to aid in quitting or smoking cessation.

In regard to policy consequences, the previously mentioned manager repeated her
concerns about maintaining maximum occupancy of her large market-rate apartment
building, saying that financial concerns were a top priority for her and her company. She
described the challenge of operating in the county’s competitive rental market, which
would also be a concern for many managers of market-rate housing, though she was not
aware of smoking rates in the county or how low they are. This manager also discussed
the possibility of providing incentives for her residents to comply with a smokefree

policy rather than acting solely in a punitive enforcement role.

“And the problem is that in a building this size, when [occupancy] drop[s], our
landscaping doesn’t drop 3 percent and our pool contract doesn'’t..... It’s really
difficult. And ... what would probably happen is, ... if it was put into place where
everyone had to abide by a no-smoking policy, it would just be people either
going — I mean, we re so close to the DC border, theyre going to fly over there,
or they re just going to find those properties that don’t enforce it.”

“...we’ll lose occupancy. And that’s really big. So the trickle down to that is
were going to lose occupancy, so other buildings will as well.”

“So it doesn'’t feel like we 're just saying no, ..., if you quit smoking and you have
no issues for whatever, there’s no way to prove that somebody quit smoking, but
make it a reward system. ... we’ll give you five free yoga classes because now
you 're getting healthier. Or we’ll give you a month at a fitness center. Or just
something.”

(Manager, market-rate rental housing, 8-12-2015)
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Another manager of a large condo building, where a high proportion of units were
rentals, shared a different perspective. His resident board had already been studying this
issue extensively and was considering adopting a voluntary smokefree policy, so he
seemed informed on more specific issues than managers from all-rental properties might

be.

“I think the advantages would be better marketability of the building, less
complaints from nonsmokers, less time responding to the complaints, less clean-
up for the porter staff, better general health.”

(Manager, market-rate condo building, 8-28-2015)

Two managers from affordable housing buildings also saw these advantages and
were generally supportive. These managers had already transitioned their buildings to a
comprehensive smokefree policy which was well-received, and they had experienced
generally positive results. One manager described the benefits of the policy for her
residents and stated that it would help the few smokers in her building reduce their
tobacco consumption. Both managers mentioned that the policy would make their jobs

easier by reducing the number of complaints they would have to deal with from residents.

“I think it would make things a lot smoother, a lot easier. Number one, the air
would be cleaner. So I definitely think that for those people who are smokers and
who are maybe trying to stop smoking, it would be a good thing for them as well,
because you may think twice about getting up and going outside to smoke, as
opposed to ‘I can sit right here in my apartment and smoke,’ because now [they]
have to figure out ‘Do I want to really get up and go outside? Or maybe I’ll just
put off and I won’t smoke that cigarette.’ So that’s one less cigarette, and one less
could fall into another less.... The amount of cigarettes you smoke goes down, till
at some point and time, you'll say ‘Hey, I'm not smoking that much,’ and not to
mention the cost of it. Cigarettes are extremely expensive.”

(Manager, affordable senior housing, 2-19-2016)

“[1] don’t have to deal with the headache too much about resident complaints
and things like that... even though we could have a policy like this, ['m sure
people would still violate it. You 're going to have at least one wherever you go,
but it would lessen the amount of complaints that we would probably get from
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smoking.”
(Manager, affordable senior housing, 2-22-2016)

The input from the focus groups, comprised of both smokers and non-smokers,
was quite similar in the views they shared regarding the consequences of this
comprehensive smokefree MUH policy. As noted, a number of study participants stated
that the policy could help smokers quit smoking or reduce the number of cigarettes they
smoke per day, and one respondent mentioned the benefits that would accrue to families

with children and the positive economic impact of the policy.

“Or if'it’s the law. I think a lot of people will pay attention to the law.”
(FG6 Nonsmoking female resident, affordable housing, 3-30-2016)

“And then people have said to me ... that they're smoking less.... They're down to
like three cigarettes a day instead of 10 or 25.”
(FG5 Nonsmoking female resident, affordable housing, 3-7-2016)

“A lot of the benefits to the county would be that families with children would feel
more free to move into these buildings. They re safer for children. So
economically there’s an impact there.”

(FG5 Nonsmoking female resident, affordable housing, 3-7-2016)

“I prefer going outside. I smell like it right now. But my apartment would really
be a stench of just odor.”
(FG4 Smoking female resident, affordable housing, 3-7-2016)

“I also prefer going outside.... But I'm not a nonsmoker as yet. The reason I
prefer going outside at this stage of my process of stopping to smoke is that it’s an
added disincentive to smoke.... I have to think, do I really need this? I got to wait
for an elevator that takes a half an hour to come up and a half an hour to get it to
go back up. And that’s an hour. And then a half an hour for a cigarette.... I got
something else to do.”

(FG4 Smoking male resident, affordable housing, 3-7-2016)

“It’d have a great impact on me, because you would know what areas you could
smoke at and what areas not to smoke at. And see, the residents, they only talk to
only certain people sometimes...."

(FG2 Smoking male resident, market-rate housing, 10-26-2015)

“I think it would have a good impact because it would get people not smoking
inside. And it would be healthier for everyone else—nonsmokers and asthmatics
and people who are allergic to smoke, or whatever, would feel better. They’d feel
like things would be better for them.... Only for all the nonsmokers. And it might
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even help get some smokers to quit.”
(FG2 Smoking male resident, market-rate housing, 10-26-2015)

“I could see myself smoking less due to that. Spending my time doing something
else.”
(FG2 Smoking male resident, market-rate housing, 10-26-2015)

“I’'m not saying I'm going to completely quit, but I'm saying, you know, I might
smoke one or two less cigarettes a day, by constantly having to go out. Because |
have to walk all the way down the hallway, take the elevator the whole way down,
and walk out to the smoking section. Even more so on days where it’s like pouring
rain, or we have a blizzard, or a tornado.... And I know for me, having a
designated spot outside, and having it set up to not smoke inside, me smoking
inside would basically drop to zero.... And the nonsmokers would know where the
smokers smoke at. If someone [is] not abiding by the rules, then a nonsmoker or
the smoker will be like, well look, this is where you need to smoke at. These are
the areas that you can smoke in.”

(FG2 Smoking male resident, market-rate housing, 10-26-2015)

Enforcement

Many of the issues raised regarding enforcement issues were similar to or
overlapped with the results regarding implementation. The theme of enforcement
encompassed any issues related to achieving adherence to the policy, either from
manager or resident perspective; however, many participants did not distinguish between
enforcement and implementation. Both managers and residents provided insights into
specific steps that could be taken to fairly enforce the policy, particularly regarding
warning notices, uniform application of fines, and conduct of inspections when needed.
One smoking resident asserted that fines could quickly increase to the point of having
substantial impact on residents’ behavior. Managers and residents commenting about
enforcing the policy often did not distinguish between enforcement and implementation.

“Someone smelled it.... we do routine inspections, or let’s say we have to go into

your apartment to make a repair or something ... our guys are trained when they

go into the apartment to kind of look for signs of misuse or violations or things

like that, and that was another reason.”
(Manager, affordable senior housing, 2-19-2016)
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“I'd have a cigarette and I'd put the cigarette butt inside the bottle of water
because I didn’t want to start flicking them all in the front yard. Then when |
moved out I didn’t want, like, oh, you had all these cigarette butts in the front
yard that we had to clean up. And then subtract whatever from the deposit.”
(FG2 Smoking resident, market-rate housing, 10-26-2015)

“Preferably a verbal warning. If I got a written warning slid under my door, put
in my box, I'd go down and discuss it. I'd rather just skip that whole few steps of
someone typing something up, having someone slide it under my door, put it in my
box or whatever.”

(FG2 Smoking resident, market-rate housing, 10-26-2015)

“Yeah. If I knew I was going to be fined, I would definitely be more mindful of
smoking at home period.”
(FG2 Smoking resident, market-rate housing, 10-26-2015)

“I'd say double it each time.... Twenty-five, up to 50, to 100 and so on and so on
and so on. Because when it gets up there, when they 're paying a fine that’s like
four times the amount of their condo fee, they re going to think about...”

(FG2 Smoking resident, market-rate housing, 10-26-2015)

“And the way you can enforce that is ... raise rents, or you tell people they have
to vacate. I know someone who owns apartments and condos, and ... when he
rents them out, people have to sign in the lease that it’ll be nonsmoking, and
that’s how he does it. Raises the rents, then ultimately says good-bye.”

(FG1 nonsmoking resident, market-rate housing, 10-15-2015)

“You receive a couple of letters from the office first. After about three or four
letters from us, ... I reach out to our attorneys, and then the attorneys will send a
letter. If it doesn’t stop, then in their correspondence with them, it will let them
know that we can file for an eviction if you fail to abide by your lease. And the
smoking policy is a product of our lease.”

(Manager, affordable senior housing, 2-19-2016)

Managers and residents offered many suggestions for how a smokefree MUH

policy could be enforced in a manner that would increase the likelihood of its success in

reducing smoking in the buildings. In particular, the residents emphasized the importance

of a graduated series of warnings followed by increasing fines associated with multiple

violations. One resident indicated a preference for the first notice to be a verbal warning

from the building manager about a violation so he could discuss the policy and have an

opportunity to ask clarifying questions, and that this warning should be followed by
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written notices or violation letters. Residents and managers agreed that a graduated set of
fines that increased with each successive violation would get their attention and was
likely to change the behavior of smokers. A written legal notice about the possibility of
eviction with continued violations was also important, though managers and residents
concurred that this was a last resort and not an option that they wanted to employ unless

necessary.

Higher Risk Residents

As previously mentioned, the code for higher risk residents referenced any time
that participants expressed concern for elderly, children, disabled people and others who
they believe are at higher risk from SHSe. Any references to “seniors” or senior housing
or related issues was included. These results are particularly relevant in this study given
that three of the six focus groups were conducted in senior affordable housing where
residents are 62 or older. The key topics that emerged regarding these higher risk
populations include: concern for others, the inability of children to make decisions for
themselves, mobility issues and potential hardships for people who are physically
disabled, health consequences of SHSe, smokers who do not object to going outside to
smoke, and community members’ active involvement and engagement regarding policies

that affect their well-being.

Concern for others

One of the most frequently occurring discussion points that was raised in various
ways in the group discussion by both smoking and nonsmoking residents, as well as
building managers, was a concern about their neighbors and how exposure to others’
smoke might affect their health or ability to be safe and enjoy their homes. Much of this

discussion focused on general concern for neighbors’ health or well-being and seemed to
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be motivated at least in part based on their knowledge of the health risks of SHS. Many
comments specifically referenced susceptibility of children, elderly people or pregnant
women. One of the results of the way the conversations flowed was that the comments
often fell into more than one or several of these categories noted above. It seems
appropriate to acknowledge the degree to which these concerns were blended and note
that they often were framed in a broader context referring to several populations of higher

risk residents rather than just one group.

The FG moderator asked a group of smoking residents whether they thought it

was acceptable to smoke in the building.

PARTICIPANT 1: “No.”
MODERATOR: “Why not?”

P1: “Because that's one of the rules for us to be staying here. Smokers here are a
minority.”

P2: “And especially since it's a senior building.”

P1: “... smokers here are a minority. As [de-identified] said, there are a lot of seniors.
Some have breathing issues [inaudible] and stuff; health issues. So sure. I don't have a
problem with going outside and having a cigarette.”

P3: “It doesn't matter whether it's a senior building. I believe I should not smoke around
children.”

P2: “Healthy people don't get bothered by the smoke like a senior will when his -- they
have breathing problems sometime anyway.”

P4: “Especially if in a wheelchair -- can't get outside. Where you going to go? We ought
to have a particular place in the building -- like in the basement with fan and everything
else -- inside the building so we don't smoke in the snow.”

P2: “Well, I think people with diseases -- like I have a friend who has asthma. And every
time she goes to the bus stop, she's bombarded by smokers ... waiting for a bus, she's
bombarded by people who have been waiting around. So she would be extremely happy
to have that [smokefree MUH policy adopted]. ”

(FG4 smoking residents, affordable senior housing, 3-7-2016)
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These smokers were quite conscious of their minority status as smokers in their
building and expressed willingness to comply with the no smoking policy that had
already been implemented in their building. One person cited the policy itself as reason
not to smoke in the building and seemed willing to comply. This is an affordable housing
building which seemed relevant to residents’ sense of their power in decision-making:
many or all residents described being grateful to be eligible for these reduced rents and
expressed a desire not to jeopardize their eligibility to live in the building. Participant 1
quoted above was willing to smoke outside so he could maintain access to his affordable
housing. Others cited seniors and some of their health issues, including frequent
respiratory problems, as a reason not to smoke in the building. Another participant
addressed her intention not to expose children to SHS and her view that others should not

expose children.

One alternative view expressed in this group was a resident who thought that a
person who used a wheelchair should not have to go outside to smoke, particularly in bad
weather. He suggested that some accommodation be made so that people with limited
mobility could have an indoor place to smoke that was well ventilated. Although the
issue of accommodating people with mobility issues was mentioned a few times in other
groups, except in this one instance, both smokers and nonsmokers suggested that it was
not too great a hardship for such people to smoke outdoors if it would protect the much

larger group of people who did not want to be exposed to SHS.

Another FG of male smoking residents in market rate housing expressed similar
concerns about the risks to children or pregnant women from exposure to others’ smoke.
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This group was comprised of younger male smokers in their 20’s or early 30’s and one
participant observed that he thought it was older smokers who would be most likely to

violate a policy to prohibit smoking indoors.

PARTICIPANT 1: “Like for the young kids, their body hasn’t fully developed. And 1
know like when pregnant women smoke, there’s risk of things. I don’t know if that goes
with secondhand smoke or whatever, but I know they 're at risk.”

P2: “I was going to say the same thing, but it’s not really the people our age. These are
older people.”

MODERATOR: “What do you mean?”
P2: “Like in their 60’s, that smoke in their units.”

MODERATOR: “So you think it’s generally older people who are smoking in their
units?”

P2: “Yeah.”

P2: “Like I was saying, it’s older people here that smoke, and they smoke in their units
and they smoke them on their balconies and everything. A lot of people around our age,
since [de-identified building manager| sent the email out not to smoke on your balcony
or not to smoke in your unit, the younger people come out and smoke in the smoking
areas and everything.”

MODERATOR: “So you're saying, you think older people would be more likely to stay
in their units and smoke there, but people who are younger and more mobile would go
out and use the smoking area. Is that what you're saying?”

P2: “Right.”

(FG2 smoking residents, market rate housing, 10-26-2015)

However, this perspective was only raised by this one younger person, based on
his own observation, and he offered no reasons for why he thought this might be true or
evidence to support his observation. His perspective contrasted views of older
participants in other groups who made comments indicating that younger people might be

more likely to smoke in general.
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A third group of nonsmokers in a market rate building comprised mostly of older
residents also expressed concerns about the effects of SHS on both seniors and children.
They were concerned about how residents might be affected by SHS exposure, but one
woman provided an emotional story detailing how exposure to another resident’s smoke

made it difficult for her to have visits from her grandson.

PARTICIPANT 7: “... the majority people are senior people. We need to protect their
health.”

P 5: “I certainly understand ... what [de-identified] and others have said about — this is
your home, you bought it, and you should be able to do whatever you want to in it. 1
really feel very strongly that you shouldn’t do something that is hurting someone else, as
[de-identified] mentioned. And I think if you haven’t experienced smoke in your
apartment, you don’t know what it is and how awful it is.”

P 6: “Itis. It is. Your whole apartment smells.”

P 5: “I mean, it ruined my existence there. My daughter wouldn’t come who lives in
Silver Spring, because she is allergic to smoke. She gets a terrible migraine. She
wouldn’t bring my grandson because she didn’t want him exposed to the smoke. So,
whenever she came we had to go down to the lobby, and play in the lobby, but not in my
own home. ... I just had terrible cough, too, and my asthma [was] aggravated by the
smoke. My life is so much better now that they have moved.”

P 9: “And also it depends upon the age. The older folks are more...”
P 2: “Susceptible.”

P 2: “...and babies.”

P 9: “...endangered.”

P 5: “And I'll have to add to that one. Your risk is higher, even at a low level of — if you
are older, or a child.”

P 8: “Or if you have a respiratory problem.”

P 6: “I’'m thinking of the five-month-old baby next door to me who is getting the same
smoke from the ventilation that I'm getting. I’'m sure the parents would be very happy
with a change.”

(FGI1 nonsmoking residents, market rate housing, 10-15-2015)
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Often conversations about whether people should be allowed to smoke in public
places quickly devolve into debates about personal freedom, individual liberty and the
right to smoke. Even here in these discussions about smoking in private places, there
were times when smokers addressed their individual rights; however, the majority of the
comments referenced concern for other neighbors and avoiding placing them at risk of
exposure to SHS. Respondents emphasized particular concerns for these higher risk
residents—children, disabled people, and elderly residents—who may be at increased risk
from SHSe in their homes. Indeed, concern for these vulnerable populations seemed to
override a more traditional dialog about individual freedom. Extensive legal precedents
have established that there is no legal right to smoke, and the focus of the comments from
this research seemed to emphasize an overriding concern for these vulnerable
populations. Advocacy efforts in support of other clean air policies have often
emphasized the social desire or value to protect vulnerable people, particularly those who
may not be able to protect themselves. This is one of the reasons that children and young
adults are often involved in working for tobacco control policies at the state and local
level. Indeed, this dissertation research supports that public health strategy and many

participants expressed similar views.

The inability of children to make decisions for themselves and their well-being

Another aspect of vulnerability that was referenced by many participants was
their concern for children. These sentiments were expressed in many different ways by
different participants, across smoking status, what type of MUH they lived in, or whether
they were residents or managers. Virtually all participants made some reference to
children being at particular risk, and expressed support for a policy on the basis that it

would be a good way to help protect children’s developing bodies.
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When one of the building managers was pressed for why she thought this would

be a good policy, she responded:

“Because — health reasons more than anything. I think people who don’t smoke are
healthier. ... it definitely makes you save money, and it wouldn’t affect those people who
are nonsmokers as much. And especially where you have kids involved, wherever there
are children as well, because they don’t get an opportunity to say, “Hey, don’t smoke,”
or “I wish you wouldn’t smoke.” They can, but most adults may not respond to them as
they would if there’s a law in place, you can’t smoke here, and we can just all live where
it’s nice and free and clear.”

(Manager, affordable senior housing, 2-19-2016)

There was broad recognition among participants that the policy would promote a
healthier environment in the buildings and that it would contribute to improving
individuals’ health. These comments pertained to several different populations, and these
adults acknowledged that it would help protect adult residents, but they seemed to be
more highly motivated by the opportunity, or duty, to protect those who they believed
were more vulnerable. Often this referred to children who were not positioned well to
protect themselves, or seniors who were more susceptible to health problems in general
that might be exacerbated by SHSe. One manager also noted that the consequences of
exposure were also likely to occur sooner in children whose lungs and bodies were still
developing so this led her to support a smokefree policy that could reduce the health risks
for children. She expressed the view that protecting a child’s health and development
should supersede someone else’s interest in smoking and that it was not too much to

require smokers to smoke outside away from other residents or staff.

“I think it would be a lot healthier environment, number one. You don’t have to worry
about walking in and someone smoking either inside or outside, especially for — I always
go back to the children. When children are in an area, I just think that folks shouldn’t
smoke at any — you know, whether it be outside or what have you, because their bodies
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are still developing, and we don’t fully know what all of the problems are that have
developed from, say, secondhand smoke. So we shouldn’t deprive a child because "I want
to light up.’”

(Manager, affordable senior housing, 2-19-2016)

When asked how long she thought it would take for health consequences from
exposure to SHS to appear, one manager responded:

“I believe it’s probably over a period of time. I think it could take a number of years
before you start to see something. However, in babies and little children, I think science
could show a little bit earlier since they 're more susceptible of getting sick than we are.”

(Manager, affordable senior housing, 2-22-2016)

Similar views were also expressed by two groups of nonsmokers, indicating a
feeling they had a responsibility to protect the health of children, whether the children are
residents, or guests of residents. Group 6 was conducted in affordable senior housing and
Group 3 was conducted in a market rate condominium building, but the comments from

participants in both groups expressed very similar sentiments.

PARTICIPANT 1: “My grandchildren also were affected by it (SHS).”
MODERATOR: “How were they affected?”

P 1: “They were affected by it -- sometimes they would stay with me, .... And they would
come over here with nothing, but they would leave with something, like runny nose.”

(FG6 nonsmoking residents, affordable senior housing, 3-30-2016)

PARTICIPANT 1: “I think that it’s especially bad for children. They re still
developing.... I would not be okay with little kids inhaling secondhand smoke. It’s just my
opinion.”

P 2: “And that’s the thing about this building too, is you have a lot of brand new families
with little babies before they move out. It’s an important time in their development.”
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P 3: “Lots, I think, has been brought up here. We have a lot of small children here,
infants...”

P 4: “There should be no exposure at all.”
P 3: “...that are getting, yeah, exposed.”

P 5: “I would imagine that a young child would develop symptoms quicker than an adult
because of their developmental cycle.”

P 6: “Coughing or asthma or something in a young child.”

(FG3 nonsmoking residents, market rate housing, 2-15-2016)

Seniors’ attitudes toward smoking

Many of the participants in this study were seniors and maintained strong views
on these topics and expressed a preference for a healthy environment free from exposure
to SHS. These views were based in part in wanting to protect their own health, but also
that of their neighbors, or family members and friends who visited the participants in
their homes. Some of these sentiments are categorized under the previous headings
noting their interest in protecting children or other vulnerable populations. In addition to
broader concerns about health, one manager and a resident also directly noted how
strongly senior residents objected to being exposed to SHS. These specific comments
about seniors’ attitudes opposing SHS only served to reinforce other comments they

made that have been grouped under the other headings in this section.

“Most seniors, I believe, ... they don’t smoke, they don’t like smokers, they don’t want
smoking, as where you have the younger group that probably smoke more often than
seniors.”

“Well, like I said, most seniors — and I’ve worked at another senior property before this
one, and most seniors don'’t like smoking. They don’t smoke; they don’t want anything to
do with smoke. You still have your seniors that hold onto their smoking from a younger
age. Working in multifamily communities, that opens up a whole other door of issues, and
1 think implementing something like this, you’d get good reviews from it and you’d get
bad reviews from it.”

(Manager, affordable senior housing, 2-22-2016)
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Several comments from managers referenced to how competitive the marketplace
is for rental housing and even in affordable housing where spaces were highly cherished,
the managers seemed very interested in maintaining high standards in their buildings and
doing all they could to maintain resident satisfaction. In addition, focus group participants
acknowledged that they carefully reviewed ads for properties as they were deciding
where to live, and several mentioned searching for smokefree status and having some

difficulty finding specific reference to this in online advertisements.

One senior resident expressed a point that was shared by several focus group
participants about how important it would be to allow residents sufficient time to adapt to

a new smokefree policy.

PARTICIPANT: “Well, six months seems like a good amount of time [for policy
implementation]. What happened here, a couple of people that I personally know, they
were very upset and almost to the point of really being angry by having to go outside and
smoke. And so you got to -- especially with older people. You have to sit down with them
and help them make that transition in a more calm way without them feeling like it's
personal.”

(FG6 nonsmoking residents, affordable senior housing, 3-30-2016)

Mobility issues and potential hardships for physically disabled residents

Another theme that arose in several of the focus groups related to people who
have physical disabilities and how mobility issues may influence residents’ ability to
comply with the policy. Although the topic came up several times, there was not a clear
consensus emerging from participants’ views and how they thought it could be resolved.
In fact, comments seemed to suggest that a physical disability might make it more
difficult for a few people to get out of the building to smoke, but it did not appear to be a

major problem for most of those who addressed the issue. One noteworthy exception was
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the smoker in affordable senior housing previously mentioned in FG4 who thought that
any policy should include a provision to allow smokers who used wheelchairs to be
allowed to smoke in some common area inside the building, however he was the only
person who advocated for this position. Some of the other comments that addressed

disability issues follow.

One cited a conversation she had had with a neighbor in their nonsmoking
building who thought that the person was exempt from compliance with the policy

because of the person’s disability.

PARTICIPANT 1: “I smell cigarette smoke on the 6th floor and I know who it is. I smell
it on the 5th floor. I know who it is. But the person on the 6th floor, I had a conversation
with that person. And they are convinced that smoking in their unit is allowed because of
their physical disability, like getting down here to go outside in their mobile chair.”

(FG4 smoking residents, affordable senior housing, 3-7-2016)

Another disabled resident in the group explained how she had been treated rudely by

another resident simply because she was a smoker.

PARTICIPANT 2: “I can't stand it. It's like when I first moved here -- I have a disability.
People will walk up to me -- the nonsmokers. I don't give a crap who smokes it or don't
smoke it. They didn't say, how you doing, nothing. You know what? You shouldn't be
smoking. I was like, you don't even know me, miss. Please take your finger out of my face.
Literally stand and point right in my face. Nice, sweet people. But it wasn't too sweet to

me to point in my face standing and point.”

(FG4 smoking residents, affordable senior housing, 3-7-2016)

The following participant is a nonsmoking woman who expressed a perspective
that was raised by several people and seemed to represent the view held by numerous

residents. She indicated that she was concerned about the challenges the policy might
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raise for others with mobility issues, but that it was more important to her to protect the

health and well-being of children or other vulnerable people from SHS.

PARTICIPANT: “You know, I didn’t think about maybe people with personal mobility
issues that smoke. I feel bad making them go all the way outside. But then at the same
time, you have little kids living in the same low-income housing. They shouldn’t have to
be exposed to that smoke...”

(FG3 nonsmoking residents, market rate housing, 2-15-2016)

This comment represented views that were expressed by numerous participants
and seemed to address the underlying tension that many people felt. Smokers and
nonsmokers were sympathetic to the challenges that confronted many of their neighbors;
on the one hand they recognized that it is difficult for people with mobility issues to leave
their units to go outside to smoke, and on the other hand they did not want anyone to
have to be involuntarily exposed to the smoke of others. They recognized that many
smokers were addicted and could not, or would not, choose to quit smoking; however,
they did not feel it was fair for people to suffer health consequences from being exposed
to others’ SHS. This is a common tension that arises when different perspectives are in
conflict with one another, and in recent years trends have been shifting towards
protecting people who are put at risk by others’ behavioral choices. This concern for
others seems to be amplified when protecting the rights of children are involved because
many are sympathetic to the notion that children often are unable to protect themselves
from health risks in their environment. This is particularly true when the risk exposure
occurs in one’s home. Furthermore, this sympathetic view also often translates to elderly
people as well, perhaps because some experience mobility challenges themselves, or they

have chronic health conditions that are exacerbated by exposure to SHS.
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This tension was expressed by one of the managers of an affordable senior
housing building. When asked what she thought about a policy that would prohibit all
smoking in MUH, one manager responded:

“I think it would be good. My only concern would be if the policy says that they can’t
smoke within so many feet of the building, then it may create an issue for our residents,

because they 're mostly seniors, 62 years of age and older, so I don’t foresee them going
... to the park to smoke.”

(Manager, affordable senior housing, 2-19-2016)

Health consequences of SHS exposure

The topic of health concerns was raised often in the discussions, and many of
these issues have previously been addressed as they related to other topics delineated
earlier. Here are some of the other important comments offered by nonsmokers that were
representative of the views expressed throughout the discussions in several groups. One
participant acknowledged the point that people with particular health conditions may be
more severely affected by exposure to SHS than others who do not have respiratory or
other health problems and suggested that a policy be written to protect those at highest
risk.
PARTICIPANT: “But I was raised disliking the smell of it, but it makes me nauseous
quite quickly. And it used to be when people smoked in restaurants and they had no
smoking section, my eyes would just swell almost shut, ... I was miserable in those
circumstances. ... and I know about the harm it causes. And I hate it when [ see people
smoking around children, or ['ve seen pregnant women smoke, and I have to bite my

tongue because I want to go up and snatch it right out, but that's a grandmother
attitude.”

(FG5 nonsmoking residents, affordable senior housing, 3-7-2016)
PARTICIPANT: “I’'m asthmatic, so if I have exposure to secondhand smoke, I might

have a different reaction than somebody who doesn’t have asthma as an issue. ... how do
you try and structure a House rule, or whatever we’re going to call this, so that we can
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accommodate those people who are more fragile, as you mentioned—the elderly and
infants as well as some of us who have asthma and allergy problems.”

(FG1 nonsmoking residents, market rate housing, 10-15-2015)

Virtually all participants were aware of some health risks associated with
exposure to SHS and expressed concerns about the health of other people, including
children, senior citizens and people who were disabled. Many of the comments focused
on the health of other people and how a policy to prohibit all smoking in and around
MUH had significant potential to benefit others’ health. In addition, these last two
comments were examples of ways the participants expressed how such a policy might
benefit their own health, either because of particular increased risks they had or a

personal aversion to exposure to SHS because of its impact on them.

Most smokers do not object to going outside to smoke

Smokers spoke openly about their awareness that they were in the minority in
their buildings, outnumbered by many more people who did not smoke and preferred not
to be exposed to SHS. This comment was indicative of views expressed by others who
said they did not object to going outside to smoke and appeared to accept the policy in
their buildings that had already become smokefree. Three of the groups, including one
with smokers, were conducted in affordable housing buildings that had already

voluntarily become smokefree.

P1: “... smokers here are a minority. As [de-identified] said, there are a lot of seniors.
Some have breathing issues [inaudible] and stuff, health issues. So sure. I don't have a
problem with going outside and having a cigarette.”

(FG4 smoking residents, affordable senior housing, 3-7-2016)
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Community members’ active involvement and engagement regarding policies that affect
their well-being

One manager in an affordable housing building in MoCo emphasized how
politically active her residents are and that they are very organized and engaged around

issues that are important to them.

“...we have a community that’s really involved in what’s going on in Montgomery County
and Takoma Park. Our residents, they organize — we have what'’s called the [identifier
deleted] Senior Association. So when there are things that they would like to see come
about in the community or in Montgomery County as a whole, they know who to contact
to try and get their issues out there.”

(Manager, affordable senior housing, 2-19-2016)

This was an interesting point for the manager to raise voluntarily without
prompting from the interviewer. She highlighted how engaged her residents were on a
broad range of issues that affected them and suggested they were quite comfortable
interacting with local policymakers, and had invited them to address their group on
numerous occasions. This inclination to stand up for their views on issues they care
deeply about, their comfort with local advocacy, and familiarity with local policymakers
may prove to be very helpful traits if they decide to become more involved on the issue
of smokefree MUH in the county. Senior citizens are often outspoken on wide-ranging

issues and in this case it may serve to advance this local public health agenda.

“They’re very vocal. They ... invite politicians to come in and speak on a regular basis,
whether it’d be election year or non-election year. Whenever there are issues that come
up that affect Takoma Park as a whole, they will organize together to find out what those
issues are and they let their opinions be heard. They wanted a bus stop out here, ... they
wanted the bus to change its route, and they organized, they did petitions, they went to
meetings. So our community is a very vocal community. They re not the ‘I’'m just going to
Jjust sit here and rock myself away because I'm a senior.” No.”

(Manager, affordable senior housing, 2-19-2016)
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Discussion

Managers and residents of multi-unit housing in Montgomery County broadly
agreed on the benefits of a comprehensive policy to restrict all smoking in MUH in the
county, and it was perhaps somewhat surprising to note that opinions did not differ
significantly based on residents’ smoking status. Both smokers and nonsmokers noted the
potential of this policy to help smokers reduce the amount and frequency of their
smoking, and both groups described this in positive terms. Nonsmoking and smoking
residents acknowledged that this smokefree MUH policy would create a safer, healthier,
more pleasant living environment for everyone, and they did not anticipate significant
objections from smokers, mostly because smokers are a very small proportion of the
residents of these buildings. One seeming advantage to introducing this policy at this
juncture is that most smokers seem already well-adjusted to smoking outside, far away

from others who may be exposed to their SHS or bothered by the effects or the smell.

This is in part a result of a strong health conscious social norm in Montgomery
County and broad awareness of the risks of SHS, as well as a sensitivity to the well-being
of others. One difference between smokers and nonsmokers was that smokers wanted
implementation to be accompanied by clear, easy-to-understand, repeated
communications about the new policy, via multiple channels and formats. Smokers
frequently raised this issue in focus groups, whereas nonsmokers did not highlight
communication as a major concern suggesting perhaps a potential source of conflict in
relation to implementation, if not handled carefully (given that smokers are in the
minority but will be most impacted by this policy). Smokers’ expressions of strong

support for a smokefree policy were consistent with findings from earlier research
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previously cited, but the current study found more interest in and support on the part of

smokers than had previously been reported.

Managers and residents agreed that careful implementation of this policy, with
specific attention to fair and consistent enforcement in all MUH residential settings, is
perhaps the most crucial element to ensure that such a policy is successful in
Montgomery County. There was little to no perceptible resistance to the policy, with a
couple noteworthy exceptions which will be addressed below. The major concerns that
emerged from interviews and focus groups are organized into the following categories:
managers’ concerns, smokers’ concerns, owners’ concerns, transition time and support

for cessation services, and clear communication of the new policy.

One manager of a market-rate apartment building was primarily concerned with
ensuring that her occupancy rates would not be negatively affected by such a policy, a
concern one might expect from any business manager focused on maximizing revenues
and profits in a competitive real estate market. She had specific recommendations for
how to implement the policy and what steps policymakers could take to ensure that she
had tools available to her to enforce the policy without spending excessive time bogged
down in legal proceedings. She also wished to avoid adjudicating disputes through the
court system because of the significant delays and unnecessary costs this could involve,
preferring to set up positive incentives for residents’ compliance with the policy
whenever possible. This manager strongly supported a graduated fine structure for
violations of the policy, which would be spelled out in all leases or lease addendums for
returning tenants. Previous research has reported similar views about the importance of

including information about fines in revised leases, and this Montgomery County
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building manager reinforced this perspective. The details about how such a fine structure
could most effectively be supported, as well as the benefits and challenges of various
approaches, would be a helpful subject for further research to inform the implementation
of such policies across the nation. For this study, it is important to report findings from

constituents for Montgomery County policymakers.

A different manager of a market-rate condominium building had already been
contemplating these policy issues for some time and was being motivated, at least in part,
by an active and outspoken group of his condominium owners who were eager to adopt a
comprehensive smokefree policy for their building. The condominium owners also
supported efforts to enact a similar policy at the county level so that their aging building
did not suffer market consequences, because they realized their building had much
competition in its immediate vicinity. The manager wanted to learn what steps he might
take to facilitate smooth implementation of this policy because his owners’ association
appeared to be moving toward adopting it ahead of any action by the Montgomery
County Council. My research brought to the fore specific ideas about how building
managers or condo associations can use smokefree policies to make their buildings more
appealing in a highly competitive real estate market. I did not find this in previous
literature and it might be a function of a more recent increasing trend toward smokefree

environments, especially in an area with very low smoking rates.

One focus group participant noted that advertising for apartments in his building
did not mention smoking status or policies. He suggested that marketing materials
promote the building as smokefree. Future research could provide useful insights into the

reactions of prospective and current residents to marketing information that promoted the
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smokefree status of a particular MUH property. Various messages could be tested with
this population to assess salience and potential reactions. Given the population
demographics and low smoking prevalence rates in MoCo, apartment owners and
managers might find that promoting their smokefree status in this environment could

provide competitive advantages and highlight desirable qualities of their properties.

Managers of the affordable housing buildings were also well-versed in the issues
related to implementing this policy because they were responsible for buildings that had
already become smokefree and were working with their residents to ensure fair, uniform
enforcement of the policy. One manager had been actively involved in taking her
building and its residents through the process of becoming smokefree, and she had seen
firsthand the benefits to her and her residents of adopting and implementing the policy.
The managers of both the affordable housing buildings were quite supportive of the
policy, largely because they had already experienced its benefits: (1) a cleaner and safer
environment for residents, including reduced risk of fire; (2) fewer complaints and
disputes among residents when tenant support is strong; and (3) lower costs, such as
reduced turnover costs, reduced cleaning and maintenance costs, and lower insurance
rates. These managers’ views supported previous research findings that the potential cost
savings are a primary motivating factor for many managers and owners who have
voluntarily made their buildings smokefree; these are often stronger motivating factors
than concerns about health consequences of secondhand smoke exposure. Thus, the
experience of these managers provides local data about perceptions of policy benefits that
could sway policymakers in their deliberations. The current study’s reports of lessons

learned firsthand by managers involved in transitioning their buildings to being
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smokefree is unique in the literature; no other studies have been found to report on

managers’ experiences and insights arising from this process.

Smokers are the group who will be most directly impacted by a smokefree MUH
policy. The strongest concern from smokers was their desire for clearly marked outdoor
smoking areas where they could smoke when they wanted to without feeling harassed by
other residents or visitors for choosing to smoke. Several smokers indicated their
willingness to comply with a smokefree MUH policy if there is a clearly marked outdoor
smoking area. Their primary objective was to avoid harassment from nonsmokers or
others who did not want to be exposed to their smoke while in the building, or while
coming or going, and who did not want to be confronted by smokers lingering around the
building entrances. Smokers also wanted a comfortable space that is protected from rain
or direct sun and, ideally, has seating and a Wi-Fi connection for working or internet

browsing while they smoke.

This is an important finding from smokers that I did not find expressed in
previous literature I reviewed. Several possible factors may explain this finding. Perhaps
the most important is the changing social norm that has made exposing others to the risks
of SHS less acceptable than it has been previously, and this attitudinal shift may be the
result of increased awareness of the dangers of secondhand smoke, which were widely
known among the study population in Montgomery County. Further, study participants
made numerous comments that they were aware of the risks to their neighbors of
exposure to SHS and their interest in reducing these risks, and that they did not object to

being required to smoke outdoors. They expressed broad acceptance of this public
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expectation which has now become common as a result of other worksite and public

policies that prohibit smoking in many public places.

The broad awareness of the risks of SHS among both smokers and nonsmokers,
and the stated willingness of smokers to go outdoors to smoke raises the obvious question
of the merits of designated outdoor smoking areas. This seems like the appropriate next
step in advancing a policy that will protect everyone from exposure to SHS in their
homes and the concept of designated outdoor smoking areas may be an intermediary step
to facilitate the adoption of smokefree home policies. One lesson that has been learned
throughout the field of tobacco prevention and control policy since the 1964 Surgeon
General’s report is that policy change often occurs incrementally. This is also true with
other public health interventions. The public must come to accept the idea and the change
that it represents so that they can ultimately experience the change as a normal way of
life. An often-cited example is the notion of smokefree air travel. At one point, the
traveling public accepted smoking on airlines as a normal way of life, until it became
enough of a health problem that it was prohibited. Now virtually no one would argue that
it is a good idea to allow smoking on airline flights and they accept this policy as the

widely accepted norm.

It is not hard to imagine that after residents of MUH have come to accept the idea
that they cannot smoke in their homes and have grown accustomed to smoking outdoors,
that some will raise the question of whether of whether the entire campus of their
residential environment should be entirely smoke- or tobacco-free as many hospitals and
universities have already done. Many people believe that a tobacco-free campus would

encourage more smokers to quit, would protect more people from SHSe, and that the
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absence of any cues of seeing people smoking, or even the reminders of ashtrays, would
further reinforce a nonsmoking social norm. However, others believe this smokefree
MUH policy and other policies should be adopted incrementally and that is important to
allow smokers to have some refuge where they can smoke without feeling stigmatized or
further ostracized from society. It is important to adopt and implement this and other
tobacco-free policies in a way that will ensure their greatest success and avoid significant
challenges to their implementation. Public health practitioners understand the crucial
nature of careful policy implementation to ensure that the policies meet or exceed their
stated goals. In this case, by allowing a safe, sheltered space to smoke outdoors, the
policy is likely to increase the acceptance from smokers who are not ready to quit and
may allow smokers and others to eventually be open to the idea of tobacco-free
campuses. Successful policy advocates understand the importance of moving toward
progress in a way that does not advance so quickly that it risks turning away potential
supporters. This is another topic that warrants further research to better understand the
circumstances under which the public may be open to tobacco-free campuses in their

living environments and steps that might be taken to facilitate these next policy changes.

The three focus groups conducted in market-rate condominiums, and the one
additional individual interview from one of these buildings, consisted of 22 residents
including four who were smokers. One of the focus groups of nonsmokers was quite
committed to a goal of making their building smokefree, and they were already studying
this issue and preparing to pass a by-laws amendment to prohibit all smoking in their
building. Two residents in this group supported a nonsmoking policy for the building but
were quite vocal in their opposition to a government policy that would prohibit all

smoking in MUH in Montgomery County. Although they supported a nonsmoking policy
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for the building, they did not want to have the policy legislated by the government. Their
view was clear in opposing government intervention in their homes, rather than an
objection to a nonsmoking policy in their building. In fact, the participants of this group
strongly favored a comprehensive smokefree policy for their building, but these two
people specifically stated that they wanted implementing a smokefree policy to be their
decision, and not the result of government intervention in their homes. Although I did not
find this opinion expressed among other study participants as strongly as these two
people did, this view is often expressed by those opposed to smokefree MUH policies.
See the “a man’s home is his castle” quote included under the “Challenges to
Implementation” section in the results. This single quote represents a view that seems to
be virtually a prerequisite for any qualitative research on a topic such as this addressing

policy change in private settings, and particularly in one’s own home.

Although very few participants, either smokers or nonsmokers, in my research
expressed this view, it is important to consider carefully nonetheless because this will
likely be one of the arguments made most often in opposition to the policy proposal. By
way of context, this discussion occurred in an expensive condominium building, where
participants might have had stronger views about property rights and the personal
freedom home ownership affords them than residents of rental housing, and especially
those in affordable housing, who are pleased to have access to housing at below-market
costs and therefore are willing to endure additional conditions for their residency as a
consequence of their reduced rents. Although it is difficult to draw any broad conclusions
from this small sample, it is important to note that none of the other focus groups of
residents raised this issue as explicitly or clearly as this one participant did, and this

building included the most expensive housing in my sample. Even this one person, who
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might be characterized as one of the most outspoken critics of a law to prevent all
smoking in MUH, was well aware of the risks of SHSe and seemed to support the policy
if the residents adopted it themselves. In addition, the comment above drew an immediate
response from another group member who cited a Surgeon General’s Report that said
there was “no right to smoke.” In the ensuing discussion, several people expressed
opposition to grandfathering smokers into a new policy. According to one participant,
“That’s the basic principle. You don’t harm someone else.” (FG1 Nonsmoking male

resident, market-rate housing, 1-15-2015).

Another important theme to many of the participants—residents and managers,
and smokers and nonsmokers—was the importance of adequate transition time.
Participants cited the need for residents and staff to adjust to a new nonsmoking policy, to
consider what the policy would mean for their specific circumstances, to prepare for
personal behavior change, to decide whether they want to quit smoking, or possibly to
consider moving to a jurisdiction that had no such policy. Interestingly, the closest
alternative jurisdiction for most of the study participants is Washington, D.C., which is
also currently considering a comprehensive smokefree MUH policy, though no action
had been taken at the time of this study. Most residents preferred 4—6 months of phase-in
time to allow for necessary adjustments, though a few indicated a preference for one year.
It was the smokers who indicated that they thought 4—6 weeks would probably be enough
transition time as long as they were adequately notified of the upcoming policy change.
Previous studies did not appear to report such specific views about appropriate phase-in

times or that smokers opted for shorter times than nonsmokers.
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Another issue raised by many participants, particularly younger smoking
residents, was a desire to have extensive educational materials about the new policy and a
preference for receiving the information through multiple channels. Participants wanted
information about the policy to be written in very clear, easy-to-understand language so
they could be certain to understand the policy’s terms and conditions and potential
consequences for violations. They wanted clear signage in the building, written notices
distributed to their units, and information sessions where they could have all their
questions answered. Participants urged policymakers to write the countywide policy and

implementation guidelines in clear terms that would be easy to understand for everyone.

Several managers and residents also brought up the need for evidence-based
cessation services and social supports for smokers motivated by the new policy to stop
smoking. Evidence-based cessation services will be crucial to support those who choose
to stop smoking and their availability and utilization may play an important role in

smokers’ success in quitting.

Despite this study’s important findings, some limitations should also be
acknowledged. Perhaps the most important limitation is that this research represents a
single case study example of the attitudes of residents from Montgomery County,
Maryland towards a hypothetical smokefree MUH policy. It may not be appropriate to
extrapolate their views to other jurisdictions, either in the surrounding Washington, D.C.,
Maryland or Virginia region, or in other regions of the country. For reasons previously
described, this research was conducted in southern Montgomery County, the most
densely populated part of the county, which is located adjacent to Washington, D.C.

Views of residents and managers from this part of the county may vary from those in
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northern areas, which are less densely populated and more rural. However, the more
densely populated areas may also be more appropriate to this study’s focus on multi-unit
housing MUH policy, given that a greater proportion of residents live in MUH in the
south county than in areas further north. Also, three of the six focus groups were
conducted in two affordable senior housing buildings that had already voluntarily
adopted smokefree policies (a decision made by the management company which owns
both buildings). Because the managers and residents of these buildings had already
transitioned to smokefree environments, they might have viewed the hurdles of this
process as less difficult than those who had not yet survived such a policy change or
experienced its benefits; thus, living in already smokefree buildings could have

influenced these participants to be more supportive of a smokefree MUH policy.

Participants in this research indicated broad understanding of the risks of SHS
exposure, and particularly how it affects several key high-risk populations who reside in
MUH, such as children, seniors and people who are disabled. The over-riding conclusion
to emerge from my research is that managers and residents, both smokers and
nonsmokers, in MUH expressed concern about the risks of SHS and were committed to
protecting themselves and their neighbors from these increased risks. This underlying
awareness of the health risks of SHS and a humanitarian value of protecting neighbors
and themselves from these risks led to strong overall support for a smokefree MUH
policy. In addition to a commitment to protecting residents’ health, managers were also
concerned about economic implications of this policy and wanted to ensure that the
policy did not interfere with their ability to maintain high occupancy rates. However,
these concerns were both somewhat suppressed in findings from this study because of the

low smoking rates in Montgomery County, and because two managers who participated
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in this study were operating in affordable housing for which there is always a very high
demand, and one other manager worked in a building that was already considering
voluntarily adopting a smokefree policy. The market pressures to focus on occupancy
rates was primarily expressed by the one manager who operated a large apartment

building located relatively close to the border with the District of Columbia.

Participants were particularly vocal about their concerns for children and often
referenced children’s inability to protect themselves or the difficulty they have in making
decisions that affect their well-being. These respondents, who were disproportionately
senior citizens, were well aware of the increased health risks for people who are exposed
to SHS—both themselves and their neighbors. Particular concern was expressed for
people who have asthma or other respiratory health conditions. Further, some
acknowledged the unique challenges confronting people who have mobility problems in
being able to get themselves outside the building. However, the most common view
expressed indicated that protecting babies, children and others at high risk of SHS related
health problems was more important than allowing people to smoke in their multi-unit

homes.

Given these concerns expressed by many research participants about the well-
being of others whom they deemed particularly vulnerable, this seems to provide some
insight into how such a policy could be framed to produce the broadest level of support.
Government policies are often designed to protect the marginalized people in society and
ensure a basic level of public safety for all. Clean air policies in workplaces, restaurants
and public places; safe drinking water standards; water fluoridation; elimination of lead

from the environment; sanitation and food safety regulations; and many other public
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policies all share this common goal. Smokefree MUH policies are consistent with this
broader view and will protect vulnerable members of society. These policies are
becoming more acceptable to broader populations as awareness of the risks of SHSe
continues to grow, with greater attention to the risks of even low-dose exposure and
while people spend the majority of their time in individual homes, either their own or
others’. Policymakers and public health advocates might consider framing their support
for smokefree MUH policy in the context of these particularly vulnerable populations
who stand to gain the most from these additional protections in their homes. This framing
also provides the additional benefit of support from voters who may be particularly

sympathetic to these vulnerable neighbors.

A similar study in both purpose and design was a qualitative study to examine
residents’ reactions to a smokefree policy enacted in summer 2014 in public housing in
Minneapolis with the goal of informing the development of an enhanced and improved
implementation strategy for smoke-free housing policies (Hennrikus et al., 2017). These
authors drew an insightful conclusion from their research that it is “particularly important
that the policy be implemented in a way that fosters resident support and promotes
resident self-enforcement” (Hennrikus et al., 2017, p. 480). My research reinforced this
previous work and contributes to the principal conclusion that emanates from the current
research. The potential success of a smokefree MUH policy in Montgomery County will
largely be determined by how well it is implemented, which will be significantly
influenced by the degree to which it incorporates the views and experiences of those who
will be most directly affected by the policy—residents and managers of multi-unit

housing in the county.
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Smokers who participated in this research recognized that they were in the
minority in Montgomery County and did not seem to make a strong case for being
allowed to smoke in their homes. Based on comments expressed in one FGD, some
smokers indicated that it was acceptable to them to go outside to smoke. One male
smoker in affordable senior housing acknowledged that he and other smokers were in the
minority and explicitly noted that he did not mind going outside to smoke by saying, “/

don't have a problem with going outside and having a cigarette.”

Another smoker shared her perspective that was not raised frequently in the
discussions; however, it is a very important point to include because it addressed a basic
notion of civility. This person (who described having had a finger waived in her face by a
neighbor because she was smoking) expressed an opinion that seems so obviously true
that it should not require a policy to be written in order for people to adhere to basic
civility and manners in their interactions with their neighbors. She had experienced
harassment from a neighbor apparently only because she was smoking and she had been
offended, perhaps because she had felt isolated or stigmatized by her neighbor. In fact,
many policies of this nature are often self-enforcing and depend on neighbors being able
to talk with one another and resolve concerns amicably. Being able to resolve
disagreements or conflicts civilly is an important societal value, that is even more
indispensable in situations among neighbors or others who live in close proximity to one
another. Most of the discussion in these groups indicated broad understanding of this

notion and a general willingness to resolve any disagreements politely and respectfully.

Although the smokers were in the minority in this research, their attitudes,

opinions and suggestions were crucial to the findings of the study, for many reasons, but
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perhaps most because observers might expect them to be most likely to object to a policy
that would prohibit them from smoking in their own homes. As previously noted, some
expressed reservations about the policy, but for the most part even smokers accepted the
idea of smokefree MUH. Part of this support was a direct result of their
acknowledgement that they are significantly in the minority in Montgomery County, but
more particularly also in the buildings in which they live. Further, they seemed to be
quite well aware of the health risks of exposure to SHS and virtually all expressed sincere
concern about protecting the well-being of family members, neighbors and others who

visited their MUH buildings.

Participants conceptualized of both health and economic benefits of the policy
and this contributed to an underlying openness to the idea of a new policy prohibiting all
smoking in MUH or a willingness to consider adopting and implementing the policy.
Many managers and residents spoke directly to the healthier environment that would exist
if smoking were not allowed in MUH and specifically mentioned the impact on children.
One manager in affordable senior housing noted that the policy would create a much
healthier environment and went on to say that she always focuses on the children. She
indicated that she thought when children were present that people should not smoke
around them because their bodies are still developing. Protecting these higher risk
populations generally led to support for a comprehensive policy to prohibit smoking in
MUH, among all groups of participants including smokers and nonsmokers, residents and
managers. Kaufman and colleagues also reported similar findings and listed among the
motivations of participants to quit were the economic benefits, concerns about smoking

around children and the potential for improved health (Kaufman et al., 2018).
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Previously cited research by Karen Wilson and colleagues drew on findings from
the 2011 Social Climate Survey of Tobacco Control and emphasized that many earlier
studies have reported that residents expressed a strong preference for the option to live in
smokefree MUH (Wilson et al., 2014). This team concluded that a partial smokefree
policy might actually increase the risk of SHSe among nonsmokers in their own homes
and that the most effective solution for minimizing SHS incursions was to prohibit

smoking in all areas of MUH, including residential units.

The foundation for this dissertation research is to attempt to verify whether these
findings from other areas of the U.S. also hold true in Montgomery County and if local
residents did hold these or similar views, what steps policymakers could take to
implement a local SF MUH policy that will be most effective and meet with the least
possible resistance. This study was designed to ascertain residents’ and managers’ views
about a comprehensive SF MUH policy as the evidence base is building that this is the
best solution to eliminate exposure to this deadly carcinogen. Would local residents,
particularly smokers, support such a comprehensive policy? What steps did they believe
could be taken that would facilitate implementation in ways that are least disruptive and
most likely to gain the acceptance of managers who would deal directly with violations or

unhappy residents?

Another research team with extensive experience on the topic of reducing SHS in
MUH is Geller, Rees and Brooks from Boston. Their work has often emphasized the need
to engage residents in the process of policy implementation (Geller et al., 2016). In a
JAMA commentary they report that “...reducing secondhand smoke exposure for children,

seniors, and residents with disabilities, and anticipated progress toward denormalization
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of tobacco use among public housing communities, may help to address long-standing
disparities in tobacco-related health burdens. Further, implementation of the (HUD) rule
may contribute to more quit attempts and sustained cessation among residents who might
not otherwise engage with those services” (Geller et al., 2016, p. 1105). My research in
Montgomery County yielded very similar findings and generated similar conclusions that
this team has researched based on their work over the last several years, with a particular
emphasis on public housing authorities (PHAs). They have interacted with HUD and
shared their research with HUD staff and others working to implement the HUD

smokefree public housing rule.

One concern with smokefree MUH policy that emerged as potentially important is
the issue of whether or not, and how, to accommodate smokers with mobility disabilities.
Although there was broad support for smokefree housing, there was a sentiment
expressed in some groups that some steps can or should be taken to facilitate people with
disabilities’ compliance with the policy, rather than a sense that they should not be
expected to comply. Even though some residents expressed concerns about how difficult
or inconvenient it might be for disabled people to exit their homes if they wanted to
smoke, it became clear that a majority of participants placed a higher priority on
protecting vulnerable people including children, seniors, pregnant women and disabled
people who did not want to be exposed to SHS. This judgement they made and expressed
in the FGDs indicated that minimizing the risks from SHSe seemed to be a more
compelling consideration in shaping their ultimate support for a policy. Residents and
managers were concerned about their own health, but even more so about the health of
those who they believed either could not protect themselves, or who might benefit from

the support provided by a policy that applied to everyone. These views were consistent
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with findings from Kaufman and colleagues who conducted a qualitative study in
Ontario, Canada on the impact of smokefree housing policy lease exemptions on
compliance, enforcement and smoking behaviors (Kaufman et al., 2018). These
researchers also concluded that “policy approaches should be designed to prevent the
marginalization of groups who are most vulnerable to smoking and SHS exposure while
maximizing the effect and impact of policies” (Kaufman et al., 2018, p. 34). This
research reinforced findings from my study by noting that tenants in their focus groups
and interviews indicated that the policy helped them decrease their cigarette consumption

and quit smoking.

Another theme that emerged from these discussions was the importance of any
new policy being uniformly applied and enforced. The concepts of fairness and civility
were important to residents who did not want to be discriminated against because of their
smoking status and indicated that all neighbors deserved respect from one another. Geller
and colleagues also noted views that the success of the new HUD rule will depend on
resident engagement and support, and “the perception that policies are implemented fairly

and with sensitivity” (Geller et al., 2016, p. 1106).

Similar points had also previously been raised in the earlier discussion about key
implementation issues. One smoking resident indicated how she had been treated rudely
because of her smoking status and how greatly this offended her. The importance of
preserving good relationships was also raised in the Kaufman study. These researchers
found that in the Waterloo Region Housing in Ontario that tenants did not want to
jeopardize relationships by asking guests to smoke outside and researchers attributed this

behavior to tenants’ concerns about etiquette, appearing ungracious, being embarrassed
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or afraid of offending visitors (Kaufman et al., 2018). Geller and colleagues attempted to
reiterate this point by suggesting that PHAs should frame their messages to residents by

focusing on the smoke rather than on the smoker themselves (Geller et al., 2016).

Many health behavior theories contributed to my thinking about how to organize
this research, which research questions to pose, and who to recruit to participate in the
research. Two perspectives that are particularly relevant to framing the research I have
conducted and that shaped the formation of this study are community based participatory
research (CBPR) and the concept of an ecological perspective. Since CBPR has
previously been addressed in the discussion of my practicum experience and how it
guided the design of this study, I will elaborate briefly on the importance of an ecological
perspective because of the seminal role it has played for decades in guiding health
promotion programs and public health policy development (Sallis et al., 2008). Kenneth
McLeroy and colleagues acknowledge the challenges of defining “community” because it
has been used in so many different contexts; however, they ultimately describe three
distinct meanings of community: mediating structures, the relationships between
organizations in a defined area, and the power structures (McLeroy et al., 1988). They
describe the purpose of an ecological model to focus attention on the environmental
causes of behavior and to identify environmental interventions. They also note that an
essential component of ecological strategies is to involve the “target population” in
defining the problem as well identifying appropriate interventions, implementation and

evaluation (McLeroy et al., 1988).

These key principles of this model undergird this study and contributed to my

efforts to enroll MUH residents and managers so that they could be engaged in shaping a
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policy that would directly affect them. All three aspects of community are essential to
advancing a smokefree MUH policy. The mediating structures of families, social
networks, homeowners’ associations, civic groups, public health organizations and others
can play vital roles in building support for the policy. The relationships among the
organizations in the community will be important and the likelihood of adopting and
implementing the policy will be enhanced if many of these structural organizations
coalesce around the policy and work collaboratively to achieve its goals. If, for instance,
health and housing organizations took opposite views about the value of advancing this
policy, this disagreement could significantly interfere with its ultimate success. Finally,
the power structure within Montgomery County will play a crucial role in determining
the future of this policy. In the end, a decision will be made by the County Council and
County Executive, but if the business community aligns with health and housing
organizations, along with the residents, the chances for success will be greatly enhanced.
The pursuit of consensus building espoused by McLeroy and colleagues as integral to this
model make it a useful lens through which to view the pursuit of smokefree MUH policy

in Montgomery County.

The importance of adequate phase in time for a new policy was also explicitly
addressed in these discussions regarding higher risk populations. This same point had
been raised during discussions relating to the implementation of the policy more broadly
by residents and managers of MUH, but the issue seemed to have special urgency for
these higher risk residents. One nonsmoking resident in affordable senior housing
expressed the view particularly well on behalf of many others. When asked how long it
should take for this new policy to be implemented, she indicated that six months was a

good amount of time. She noted in particular that transitions can be particularly difficult
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for older people and that it often helps if new ideas or policies are explained in a calm
manor and that people patiently explain the changes to them, while providing ample
opportunity to ask questions. This resident addressed a point that might be more broadly
relevant for other seniors who are attempting to adapt to a new policy in their homes. The
idea that new policies must be carefully explained to people in simple language that they
can understand and allow them sufficient time to adapt their behaviors to the new policy
certainly applies to seniors, however this may also be relevant to other residents as well.
This transition time that can be used to allow residents and staff to become more
comfortable with the policy, understand more fully how it will affect them, and identify
ways to alter their behavior patterns may also prove instrumental to the eventual success

of the policy.
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Public Health Policy and Practice Implications

The ultimate audience for this research is policymakers in Montgomery County
who are concerned about the health and well-being of their constituents, have a widely
recognized reputation for their progressive policymaking actions, and are interested in
being perceived as progressive leaders across Maryland; the D.C., Maryland, and
Virginia (DMV) region; and the country as a whole. Smokefree multi-unit housing policy
in Montgomery County could have broad impact on policy in other state and local
jurisdictions, thus it is important that it be implemented well if it is adopted. Many others
will be studying the impact of the policy and will want to ensure that it does not create
undue hardship for landlords, MUH owners, or residents, or damage the county’s ability
to compete with adjacent jurisdictions. One manager who placed high priority on
maintaining high occupancy rates in her building expressed concern about the possibility
that potential renters who smoke could take their business to a nearby jurisdiction that
does not have a similar policy. Although this remains a concern in a competitive real
estate market, the closest alternate jurisdiction, Washington, D.C., is also actively

considering a similar smokefree policy for their MUH buildings.

As of this writing, all the local jurisdictions in the United States that have enacted
laws prohibiting smoking in MUH are in California, and the trend has continued to
spread there. Many public housing authorities in other jurisdictions have voluntarily
adopted smokefree policies for their public housing units, and the U.S. Department of
Housing and Urban Development’s policy prohibiting smoking in all public housing will
become effective in July 2018 (USDHUD, 2016). Increased awareness of the health
consequences of SHS and the increased financial burden to managers and owners of

continuing to allow smoking in multi-unit housing are accelerating the adoption of
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comprehensive smokefree policies. States and localities, beginning with California, have
adopted comprehensive clean indoor air laws covering workplaces, restaurants, and bars,
and this trend has spread eastward. The diffusion of smokefree MUH policies may follow
a similar pattern. The groundwork that has occurred at the local level in California and
the recently implemented HUD policy making all public housing smokefree are
providing evidence and serving as models for other jurisdictions considering
implementation of smokefree MUH policy. Montgomery County policymakers already
have a strong track record of enacting many tobacco prevention and control policies to
protect the health of their residents, and my research indicates that they appear open to

considering this policy change to prohibit all smoking in and around MUH in the county.

Extensive research indicates that policymakers want to base important policy
decisions on local data from their own constituents, particularly when views on a
particular issue may diverge. My research provides them with evidence indicating that
many of their constituents support smokefree multi-unit housing policy, as well as
suggestions for ways to implement such a policy that will increase the likelihood of
success. The categories of participants for this research were carefully selected because
they are people who were most likely to be directly affected by this policy and would
have the strongest opinions relevant to it. The most important lesson from this research is
that smokefree MUH policy could be successful in Montgomery County if it is enacted
with careful attention to the implementation issues and concerns expressed by residents

and managers of multi-unit housing in the county.

This research with residents and managers of MUH in Montgomery County,

Maryland points to several ideas that may be helpful in attempting to implement a
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comprehensive smokefree MUH policy in the county, particularly as it relates to these
higher risk populations. Several comments from FGD participants indicated that most
people are willing to follow the rules and tend to be law abiding. These participants
indicated that they would adhere to the policy, though one might expect participants who
would not adhere to refrain from making those views known in the context of this
research. This also suggests that the existence of a local ordinance prohibiting all
smoking in MUH could have a significant impact on reducing exposure to SHS in MUH

and thereby improving the health status of residents and staff.

One of the biggest challenges to successfully implementing this policy is
identifying ways to deal with people with mobility issues, and to find pragmatic ways to
help disabled people comply with the policy so that they do not attempt to circumvent the
policy because of the unique challenges they face. Of course, as with all residents of
MUH, the adoption of this policy will provide opportunities to encourage all smoking
residents to attempt to quit and this will especially important for those with disabilities
for whom it may be difficult to exit the building. Extensive resources, materials, and
training will be provided for everyone who wants to quit. However, it will also be
important to provide additional assistance and customized planning and resources to help

people with disabilities.

For those who are unwilling or able to stop smoking when the policy is
implemented, one possibility is to develop a buddy system by voluntarily identifying
friends and neighbors who will help the person get in and out of the building as needed.
Also, building managers could identify residents or staff throughout their buildings who

may require additional assistance and assign floor monitors, either residents or staff, who
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could assist these residents if they request it. It would be important to be sensitive to the
particular needs and preferences of disabled people, and any such assistance would be
voluntary. Most people already manage to get around as they do their activities of daily
living including shopping, visiting friends or family, or participating in other activities

outside the building so they can plan to smoke while they are already outside.

The importance of having a plan and being prepared with a support network has
been identified in the disability literature as a useful tool for the survival, independence,
safety and health of people with mobility impairments (Rooney and White, 2007).
Rooney and White with the Research and Training Center on Independent Living
conducted a qualitative study to gain better understanding of disaster preparedness for
and challenges of people with mobility impairments. They found that both general and
disability-related disaster preparedness efforts were useful for the survival, independence,
safety and health of people with mobility impairments. They also found that coworkers,
family, friends, neighbors, and strangers often formed spontaneous networks both during
and after disasters to provide essential assistance. They found that problems arose when
there was a lack of community and workplace evacuation plans, or someone was left
behind during an evacuation. They concluded that “Preestablished and spontaneously
formed networks to provide assistance are also important for persons with mobility

limitations to survive disasters and emergencies” (Rooney and White, 2007, p. 212).

Earlier in this dissertation I provided an explanation for why I utilized a
community-based participatory research frame for this study and why I believe this
approach is important to the success of adopting and implementing this public health

policy. The importance of community engagement cannot be overstated and is reinforced
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by another relevant study of Hispanics/Latinos on the topic of SHS exposure in MUH.
Baezconde-Garbanati and colleagues emphasized the importance of engaging MUH
residents when developing the recommendations from their research conducted in
southern California (Baezconde-Garbanati et al., 2011). Their work focused on a
Hispanic/Latino population and was motivated by a concern that disproportionate
exposure to SHS among minority groups could exacerbate well-documented health
disparities. Their data were collected between 2005-2007 and the researchers
acknowledged that even though some MUH residents may have felt powerless to avoid
exposure to SHS, that they could become empowered nonetheless. These researchers
recommended that MUH residents form partnerships with community-based housing
organizations; health organizations; and city, county or state agencies responsible for
promoting smokefree housing. Coalitions of residents can educate landlords and
policymakers about the hazards of SHS as well as the health, safety and economic

benefits of smokefree housing (Baezconde-Garbanati et al., 2011).

One important point that was reiterated in the findings from this research is how
crucial it is to allow sufficient transition time to the new policy so that residents,
managers, staff and guests all have enough time to get adjusted to new policy and make
decisions about how they’re going to change behavior patterns to accommodate the
policy. During the transition time to this new policy it will be essential for the county
officials to prepare and distribute educational materials to help ensure everyone knows
the risks of exposure to SHS, and particularly how it affects infants, children, pregnant
women, people with asthma or respiratory health problems, and seniors with or without
health problems. This study has helped to identify some of the specific steps that local

public health officials and policymakers can take to ease the transition to this new policy.
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These officials would benefit tremendously from engaging local MUH residents and
managers in designing the details of any new policy. This transition time will allow for
extensive discussions of all interested parties to consider implementation issues that have
been identified through this research. Ideally policymakers will design an interactive
process through which they can solicit input from community members and work
collaboratively with residents and managers as well as public health officials, housing
organizations, firefighters and public safety officials, and other community members who
are invested in ensuring that this policy is successful and is implemented in a way that

increases the probability of that success.

Another central point generated from these focus groups is that it will also be
important to provide multiple channels and many opportunities for residents to learn
about the new policy, how they can easily comply with it, and what the consequences
will be for failure to comply. Again, participants of this study could provide specific
feedback or recommendations about which communication channels and messages may
be most effective in reaching the intended audiences. Also, it is important to recall that
one market rate building manager strongly emphasized her desire to avoid adjudicating
violations of this policy through the court system. She felt strongly that the policy would
be more effective, and much easier to implement, if she could circumvent the expense,
delays and overall hassles of having to work through the judicial system to resolve

potential problems with residents.

In addition, broad availability of comprehensive evidence-based cessation support
will be crucial to successful policy implementation. Research by Geller and colleagues

reinforced what I learned from my study participants and has been frequently
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documented that providing smoking cessation services that are tailored to meet the
challenges of these most vulnerable populations in MUH such as children, elderly and
disabled residents and staff are critical to maximizing the success of this policy (Geller et
al., 2016). Helms and colleagues also reiterated this point noting that given the interest in
cessation among this population, assisted housing residents who are current smokers

should be provided access to proven cessation resources and support (Helms et al., 2017).
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Appendix 1: NCI Community Engagement Workgroup Founding Proposal

Workgroup Name: Community Engagement Workgroup
Workgroup Proposed Duration (Month, Year, Years): Years 1 -5 and as needed.

Workgroup Description: This workgroup is comprised of State and Community
Tobacco Control (SCTC) grantees and their representatives, tobacco control partners and
NCI staff who are committed to actively engaging community members in disseminating
and implementing research findings throughout the initiative in ways that will expand and
strengthen partnerships and the overall public health impact of the initiative.

Workgroup Purpose:

1) To broaden the group of partners involved in the SCTC to include others who can
help actively disseminate research findings and ensure that results are being fully
utilized to advance policies and media interventions that will reduce or eliminate
tobacco use. This will include actively identifying and recruiting stakeholders
who may currently be under-represented in the Research Projects (RPs).
Examples include state and local health department staff, public health and
tobacco prevention and control practitioners, voluntary health organizations,
community foundations working in tobacco control, community members and
other stakeholders working in states and communities not usually included in
research projects. Community partners working in rural or poor regions of the
country may be a priority group to engage given their important role in tobacco
use and unique perspectives in reducing consumption.

2) To serve as facilitators or liaisons between community partners and scientific
leaders on the RPs, particularly the collaborative developmental projects, and
ensure that the perspective of public health practitioners and community members
are included in efforts to disseminate findings in ways that will maximize the
public health impact of the SCTC initiative.

3) To identify and promote partnerships between community stakeholders and RPs
to ensure that community and practitioner partners’ needs are incorporated into
the research projects and collaborative developmental projects in ways that will
enhance mutual credibility and maximize the potential for broad impact of the
Initiative.
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Workgroup Measurable Outcomes:

¢ Increased membership in the Community Engagement Workgroup to
include other tobacco control partners mentioned above.

e Cross-site collaborations (abstracts, manuscripts, projects) related to
community engagement.

e Review and dissemination of key literature on community engagement
efforts in public health.

o Identification and distribution of examples of successful community
engagement efforts with other public health research interventions.

e Resources to improve and expand engaging community partners in the
SCTC initiative.

Chair Name and Contact Information:
Bob Vollinger, NCI, TCRB
301-496-0275

Bob.Vollinger@nih.gov

Last updated: November 8, 2012.
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Appendix 2: NCI Community Engagement Workgroup Roster as of July 30, 2018

Name Organization

Kari Appler Center for Tobacco Products, Food and Drug Administration
Peter Ashley Office of Lead Hazard Control and Healthy Homes, HUD
Carla Berg Rollins School of Public Health, Emory University

Dawn Berkowitz

Maryland Department of Health and Mental Hygiene

Dan Brooks

Boston University School of Public Health

Lucja Bundy

Rollins School of Public Health, Emory University

Dee Calhoun

SelfMade Health Network

Ralph Caraballo Office on Smoking and Health, Centers for Disease Control
and Prevention

Ginny Chadwick University of Missouri and Preventing Tobacco Addiction
Foundation

Frank Chaloupka University of Illinois at Chicago

Stan Cowan Missouri Tobacco Control Research Center

Johnetta Davis-Joyce

National Association fo County and City Health Officials
(NACCHO)

Pebbles Fagan Fay W. Boozman College of Public Health at the University
of Arkansas for Medical Sciences

Margaret Farrell Implementation Science Team, DCCPS, National Cancer
Institute

LeRoy Ferguson Office of Public and Indian Housing, HUD

Alison Freeman

Retired, formerly EPA Office of Air and Radiation

Bronson Frick

Americans for Nonsmokers' Rights
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Name Organization

Alan Geller Harvard T.H. Chan School of Public Health

Stan Glantz Center for Tobacco Control Research and Education,
University of California, San Francisco

Susan Marsiglia Gray | Maternal and Child Health Bureau, Health Resources and

Services Administration

Regine Haardoerfer

Rollins School of Public Health, Emory University

Clark Hagen

Center for Substance Abuse Prevention, SAMHSA

Cynthia Hallett

Americans for Nonsmokers' Rights

Bonnie Halpern-
Felsher

Stanford University

Patricia Henderson

Black Hills Center for American Indian Health

Amy Henes RTI International

Sally Herndon North Carolina Tobacco Prevention and Control Branch

Robin Hobart ICF International with Oficce on Smoking and Health, Centers
for Disease Control and Prevention

Annette Kaufman Tobacco Control Research Branch, National Cancer Institute

Michelle Kegler Rollins School of Public Health, Emory University

Dannielle Kelley Tobacco Control Research Branch, National Cancer Institute

Fritz Laux Northeastern State University

Scott Leischow

College of Health Solutions, Arizona State University

Joelle Lester

Tobacco Control Legal Consortium, William Mitchell College

of Law
Pam Ling School of Medicine, University of California, San Francisco
Doug Luke Washington University in St. Louis
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Name Organization
Whitney Magendie National Network of Public Health Institutes (NNPHI)
Maggie Mahoney Office on Smoking and Health, Centers for Disease Control

and Prevention

Erika Mansur

Arizona Attorney General's Office

Mark Meaney Tobacco Control Legal Consortium, William Mitchell College
of Law

Sarah Moreland- Washington University in St. Louis

Russell

Lexie Perreras

BLH Technologies, Inc.

Vaughn Rees Harvard T.H. Chan School of Public Health

Meg Riordan Campaign for Tobacco Free Kids

Megan Roberts The Ohio State University

April Roeseler California Tobacco Control Program, California Department
of Public Health

Ashley Ross Center for Tobacco Products, Food and Drug Administration

Carol Schmitt RTI International

Randy Schwartz Independent consultant (formerly at ACS)

Donna Shelley New York University School of Medicine

Kara Skahen Association for Nonsmokers-Minnesota
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Appendix 3: Interview Guide
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Interview Guide for Multi-unit Housing Owners and Managers

Study Title: Assessing Attitudes and Beliefs regarding Developing and Implementing Policy
to Reduce Secondhand Smoke in Multi-Unit Housing in Montgomery County, Maryland
Principal Investigator: Katherine Clegg Smith, Ph.D.

IRB No.: 6258

PI Version/Date: V1; February 5, 2015

Interviewee Guide
Thank you for speaking with me today. The questions I am going to ask do not have right
or wrong answers. First, | will ask basic questions about the health effects of secondhand
smoke (SHS), then about your awareness of SHS in your building and the economic
implications of prohibiting smoking. Then I will ask about your attitude toward adopting a
policy to prohibit all smoking in or around the building. Finally, I will ask for your
suggestions regarding how to effectively and smoothly implement such a policy. [ am
planning torecord these discussions so that I do not miss any key points you share.

Heath Effects of Secondhand Smoke

1. From what you know, what are the health effects of secondhand smoke exposure?
a. Diseases?
b. Respiratory issues?
2. What do you think are the consequences of low-level exposure to SHS?
a. What are they?
b. Has anyone in your building experienced these consequences?
3. How quickly do you think the health consequences occur, if there are
health consequences?
a. Have your residents ever been treated for a condition related to SHS exposure?
b. Have your staff ever been treated for a condition related to SHS exposure?
4. What other consequences are you aware of from SHS exposure, besides health effects?
a. Signs of smoke in the building such as cigarette butts, discoloration,
carpet holes, etc.?
Unpleasant odors?
Additional cleaning costs?
d. Effects on your personal belongings, e.g., clothes, furniture, window
treatments, carpets, electronics, etc.?
e. Impact on your insurance rates, e.g., health insurance, renters’ or
homeowners’ insurance? Other?

c o
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Exposure to SHS in Building and Unit

1. Do you see any signs of smoking inside your building?
a. What signs, e.g., cigarette butts, people smoking, lingering smoke?
b.  Where in the building?
c. How often?
2. Are your staff exposed to secondhand smoke in or around the building?
a. From someone smoking inside their unit?
b. Outside the unit, but inside the building?
c. How often, if ever, do you get complaints?
d. Do you know how smoke may enter individual units?
i. Through the HVAC system?
ii. Under the door?
iii. Through a window?
iv. Through the walls, i.e., electrical outlets, cracks, etc.
V. Through the ceiling?
vi. Some other way?
e. Do you (or your staff) experience the smoke? How?
i. Smell it?
ii. Seeit?
iii. Effects on breathing?
iv. Effects on property?
v. Effect you or other household members?
3. Do residents complain about being exposed to secondhand smoke?
a. Do you know where the smoke is coming from?
b. Who the source is?
c. Have you asked the person not to smoke?
d. Had any other conversations with the resident or staff member about
her/his smoking?
e. Describe one or more scenarios where this has happened.
4. Describe the effect of smoke exposure on residents or staff.
a. Have you done anything in the past to protect residents or staff from exposure
to smoke in the building?
Are there any policies that you have considered but not actually done yet?
¢. Do you have any plans to implement a policy about smoking in the building?

Attitudes about a Policy to Prohibit Smoking in the Building

Some places have adopted policies that prohibit all smoking inside the building or within a
specific distance from entrances, windows or air intakes. Now we will consider the possibility of
adopting a policy that would prohibit all smoking inside the building, including in individual
living units, and within 25 feet of the building.

What do you think about such a policy?

What impact would this policy have on you?

How do you think such a policy would affect the residents of your building?

The staff (maintenance, front desk or others)?

Do you expect residents to be supportive of such a policy?

Do you expect staff to be supportive of such a policy?

Do you think that such a policy would have an impact on people’s well-being?
What are the business implications of this policy?

PRI —
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9. Would you support such a policy? Why or why not?
Suggestions for Implementing a Clean Indoor Air Policy in Multi-unit Housing

If such a policy were adopted, it would most likely come with a phase-in time to allow peopleto
adjust. This would allow some people time to quit smoking. Smoking cessation services and
support would be made available to those smokers who want to quit. Or to move to other
locations where the policy did not apply if they want to continue to smoke in their homes. It is
important to note that the policy would prohibit smoking inside the building (or within 25 feet)
but it would not prohibit smokers from living in the building. They could continue to smoke if
they wished—just not inside the building.

What do you think it would be like to implement this policy in Montgomery County?
Do you know what proportion of adults smoke in Montgomery County?
What challenges to implementing such a policy do you envision?
What steps could be taken to overcome challenges in implementing this policy?
Some possible issues to probe further, depending on responses:
a. How could you implement this policy to minimize any potential hardship for
your residents?
. Specifically for any smoking residents of the building?
¢. What would be an ideal phase-in time for this policy? Why?
d. What steps can be taken to minimize the difficulty for smokers or others who
live with smokers?
5. What would the advantages be of such a policy? Some optional topics to
discuss, depending on responses:
How would you benefit directly?
The owner, or manager, of the building?
Residents of the building?
Staff in your building?
Others in the community?
The public at large?
Health?
Economic?
Social?
j.  Other?
6. Would you support a policy to prohibit all smoking in or around your building?
7. What do you think other residents and staff might think of such a policy?
a. Visitors?

el .
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Remind participants:

e Please maintain confidentiality of all that was said in this interview. Do not repeat any
questions or comments that were spoken in this interview to anyone. Y ou may share
the general content of the discussion and the topics addressed, but do not repeat any
individual comments that were shared.

e Do you have any questions for me?

e If you would like to be involved in the adoption or implementation of such a policy
ata later time, please contact me separately.

e THANK YOU VERY MUCH for your participation!

Last updated: February 5, 2015.
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Appendix 4: Focus Group Guide

Approved: 19Febl5 IRB No.: 00006258

Focus Group Guide for Multi-unit Housing Residents

Study Title: Assessing Attitudes and Beliefs regarding Developing and Implementing Policy to Reduce
Secondhand Smoke in Multi-Unit Housing in Montgomery County, Maryland Principal

Investigator: Katherine Clegg Smith, Ph.D.
IRB No.: 6258

PI Version/Date: V1; February 5,2015

Focus Group Guide

Thank you for speaking with me today. The questions [ am going to ask do not have right or
wrong answers. | will ask basic questions about the health effects of secondhand smoke (SHS),
and about your exposure to SHS in your building and your home. I will also ask about your
attitude toward adopting a policy to prohibit all smoking in or around the building, and I will
ask for your suggestions regarding how to effectively and smoothly implement such a policy.
Just as a reminder, I am planning to record these discussions so that I do not miss any key
points you share.

Exposure to SHS in Building and Unit

1. Do you see any signs of smoking inside your building? (Where? How often?)
2. Are you exposed to secondhand smoke in your apartment?
a. Do you know where it’s coming from?
b. How do you experience the smoke? (Optional follow-ups if needed:)
i. Smell?
ii. Sight?
iii. Effects on breathing?
iv. Effects on property?
v. How does it affect you or other household members?
3. Do you think that people think it is acceptable to smoke in your building? (Are people
bothered?)
a. Do you or your neighbors talk about smoking or are you aware of any
problems that smoking has caused within the building?
b. Have the building managers or owners raised the issue with residents?

Effects of Secondhand Smoke

What do you think are the health effects of secondhand smoke exposure?

. Do you think there are risks to low-levels of exposure to SHS?

3. How quickly do you think that the health consequences might show up for a person
who has been exposed?

4. Are you aware of any other consequences of SHS exposure besides the health

effects?

N —
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Attitudes about a Policy to Prohibit Smoking in the Building

Some places have adopted policies that prohibit all smoking inside the building or within a
specific distance from entrances, windows or air intakes. Now we will consider the possibility
of adopting a policy that would prohibit all smoking inside the building, including in individual
living units, and within 25 feet of the building.

What do you think about such a policy? Why?

What impact would this policy have on you or your smoking habits?

Would you support such a policy? Why or why not?

How do you think your neighbors would react to such a policy? What reason(s) do
you have for these views?

5. How do you think such a policy would affect the managers, owners or staff of your
building? Do you expect them to support such a policy? Why or why not?

el

Suggestions for Implementing a Clean Indoor Air Policy in Multi-unit Housing

If such a policy were adopted, it would most likely come with a phase-in time to allow people
to adjust. It would allow some people time to quit smoking if they wanted to. Smoking
cessations services and support would be made available to those smokers who want to quit. Or
to move to other locations where the policy did not apply if they want to continue to smoke in
their homes. It is important to note that the policy would prohibit smoking inside the building
(or within 25 feet) but it would not prohibit smokers from living in the building. They could
continue to smoke if they wished—just not inside the building.

1. Do you think it would be difficult to implement this policy in Montgomery
County? Why or why not?
2. Would this policy have a big impact in Montgomery County?
3. What challenges to implementing such a policy do you envision?
4. What steps could be taken to ensure smooth implementation?
a. What could the landlord do to minimize any potential hardships?
b. For smoking residents?
c. What is the ideal phase-in time for this policy and why?
5. What are the advantages of such a policy? (Optional follow-ups if needed:)
a. How would you benefit directly?
b. Others?
6. Would you support a policy to prohibit all smoking in or around your building?
Why or why not?
7. How do you think others would feel about such a policy?

Remind participants:

e Please maintain confidentiality of all that was said in this group. Do not repeat any
questions or comments that were spoken in this group to anyone outside the group.
You may share the general content of the discussion and the topics addressed, but do
not repeat anything about who participated in the discussion, or any individual
comments that you or others shared.

e Do you have any questions for me?

e If you would like to be involved in the adoption or implementation of such a policy at
a later time, please contact me separately.

e THANK YOU VERY MUCH for your participation in this discussion!

Last updated: February 5, 2015.
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Appendix 5: Codebook

communal areas

building, outside an individual
living area, e.g., pool, parking
area, sidewalk or entrance way

No. | Mnemonic code/Title Full description of code When to use and when not to use the Example of use of the code
code.
1 Fresh air Descriptions of how they want
their homes to smell and feel.
2.0 | Source of exposure in | Sources of in home exposure to
unit secondhand smoke (SHS). How
residents and visitors experience
infiltration of SHS in their
homes.
2.1 | Exposure source Vent location, window, balcony,
under door, etc.
2.2 | Exposure in Exposure in or around the

124




No.

Mnemonic code/Title

Full description of code

When to use and when not to use the
code.

Example of use of the code

2.3

Outside smoking
area(s)

Designated smoking area outside
the building 25 feet or more from
entrances, air intake, or
windows.

Morality police

This term is used as a value
statement by residents who do
not want government
intervention or to explain why
they do not want others telling
them what they can and cannot
do in their own homes.

Replace w “government
interference”? See also “no govt
intervention”, #9

4.0

“No right to smoke”

Residents frequently used this
term or something similar to
indicate why they thought people
should not be allowed to smoke
in their homes.
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No.

Mnemonic code/Title

Full description of code

When to use and when not to use the
code.

Example of use of the code

4.1

“Right to smoke”

Residents discussing their right
to smoke in their own home, or
others’ rights to do so.

Also would include references to
“freedom” here.

Desirability of non-
smoking (NS)
building

This term was used broadly to
indicate why they wanted to live
in a smokefree (SF) building, or
why they thought the market
preferred SF buildings over those
that allow smoking. It includes
issues from cleanliness and smell
to faster sales of SF condos and
higher selling prices.

6.0

Health effects of SHS

A broad term to include any
personal health effects of SHS
either that participants
experience themselves, or that
they are aware affect others. This
term includes reference to both
personal knowledge or
experience, research that
participants were familiar with,

Frequency of exposure. This also
includes comments indicating
respondents not being aware of any
SHS health effects.
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No.

Mnemonic code/Title

Full description of code

When to use and when not to use the
code.

Example of use of the code

or general knowledge they
expressed without any specific
references.

6.1

Harms to others

This term reflects residents and
managers concern about other
neighbors or residents, including
health effects of SHS, but also
more generally their concern and
compassion for risks to others.

Property effects

Effects other than health
resulting from exposure to SHS,
including damaged carpet,
furniture, artwork, clothing, etc.
as well as the effect of property
damaged by fires or smoke.
Could also include reference to
thirdhand smoke.

8.0

Implementation

Discussion of suggestions for
how to implement the policy and
what their best recommendations
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No. | Mnemonic code/Title Full description of code When to use and when not to use the Example of use of the code
code.
are for implementation, including
any specific suggestions they
offered. Includes views from
residents and managers.
8.1 | Transition, phase in How long should the county take
period to make a new policy effective?
8.2 | “Grandfathering” Some say this is necessary for
implementation. Others say will
take too long and allow too much
additional exposure and risk.
8.3 | Challenges to Any reference to how difficult it
implementation will be to implement such a
policy.
8.4 | Consequence of Any reference to something that

policy

is a result or consequence of
implementing the policy.
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No.

Mnemonic code/Title

Full description of code

When to use and when not to use the
code.

Example of use of the code

8.5

Enforcement

Any issues related to enforcing
the policy, either from manager
or resident perspective.

No government
intervention

Some residents expressed
concerns about the government
being involved in their private
lives and not wanting the
government to tell them what
they could do in their own
homes, regardless of their views
on consequences of exposure to
SHS.

10

Legal issues

Fear of being sued. Other
considerations expressed,
particularly by condo board
officers, property managers or
others in a potential position to
be legally vulnerable.
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No.

Mnemonic code/Title

Full description of code

When to use and when not to use the
code.

Example of use of the code

11

Higher risk residents

Participants expressed concern
for elderly, children, disabled
people and others who they
believe are at higher risk from
SHSe.

Any references to “seniors” or
senior housing or issues would be
included.

12

Increased knowledge

“must live in the present and the future”
not in the past. Some expressed a desire
to factor in knowledge that has been
generated over the last several decades
regarding the risk of SHS and that it
does not make sense to continue
policies that were developed when
much less was known about the risks of
SHS. (They talked about making
decisions based on current knowledge,
not what was commonly known (about
SHS or tobacco use) many years ago.
Particularly relevant w elderly
residents.)

13

Educate public

Many expressed a need for
greater education as a first step to
changing policy. This term refers
to any mention of doing more
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No. | Mnemonic code/Title Full description of code When to use and when not to use the Example of use of the code
code.
education, need more education,
etc. of building residents,
neighbors, and the general public
so people are more aware of the
health risks of SHS and how
quickly they are experienced,
and how easily SHS moves
within and around MUH
buildings.

14.0 | Economic impacts For building managers— Reference to maintenance fees,
addresses how a SF policy might | clean up, insurance costs, unit
save the building management turnover costs, etc. Also includes
money, and other consequences | economic impact for the county or
(besides health) of allowing broader community—beyond
smoking in their buildings. building residents, owners or

managers.

14.1 | Economic impacts— | Any of the economic

managers

consequences of SHS
influencing MUH, including for
building owners and managers
such as maintenance,
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No. | Mnemonic code/Title Full description of code When to use and when not to use the Example of use of the code
code.
enforcement, turnover,
insurance.
14.2 | Economic impacts— | For unit owners—specifically
residents and condo how residents experience the
owners economic consequences of living
in a building that allows
smoking.

15.0 | Support for policy Any response to questions or This question code does not
explicit indication that the necessarily correspond to the
respondent was supportive of a person’s views about their own
comprehensive SF MUH policy | building adopting a smokefree
for MoCo. policy, or not.

15.1 | Opposition to policy | Any response to questions or This question code does not

explicit indication that the
respondent opposed or was not
supportive of a comprehensive
SF MUH policy for MoCo.

necessarily correspond to the
person’s views about their own
building adopting a smokefree
policy, or not.
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No.

Mnemonic code/Title

Full description of code

When to use and when not to use the
code.

Example of use of the code

16.0

Lack of resistance--
residents

Indicates some specific or
explicit reference to the
respondents’ lack of opposition
to a policy. Potentially distinct
from “support” for a policy—just
that they do not resist the
adoption or implementation of a

county policy.

16.1

Lack of resistance--
managers

Indicates some specific or
explicit reference to the
respondents’ lack of opposition
to a policy. Potentially distinct
from “support” for a policy—just
that they do not resist the
adoption or implementation of a

county policy.

17

Risk of fires

And other physical or property
damage that is caused by fires
resulting from the use of
cigarettes on site.
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No.

Mnemonic code/Title

Full description of code

When to use and when not to use the
code.

Example of use of the code

18

Affordable housing

Includes any reference to the
type of housing and whether it is
“affordable”, “subsidized” or
other reference to income status
of the residents related to their
housing status.

19

Leases

Includes mentions of leases,
lease violations, lease terms, etc.

20

MoCo reputation

Any reference to the reputation
of Montgomery County, or
individual or community
perceptions of the county, its
residents, or stereotypes of the
social, policy, or political
environment of the county.

Makes no judgement about whether
this “reputation” is accurate or fact-
based, but rather is based on
respondent’s perceptions.

21

Self-interest

Whether a respondent’s
comments reference his or her
own self-interest, or whether
they believe their comment refer
to individual self-interest, rather

S
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or comments the respondent
attributes to his or her respect for
others, or to neighbors or the
broader community.

No. | Mnemonic code/Title Full description of code When to use and when not to use the Example of use of the code
code.
than the good of the community,
neighbors, or others in the
building or local environment.
22 | Respect for others Any explicit reference to issues

Assessing Attitudes and Beliefs regarding Developing and Implementing Policy to Reduce Secondhand Smoke in Multi-Unit
Housing in Montgomery County, Maryland

Research Questions:

Comparison of affordable and market-priced housing:
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What differences in attitudes and beliefs are observed between residents and managers of affordable housing and market-priced
housing in Montgomery County, Maryland regarding a policy to eliminate smoking in and around multi-unit housing in Montgomery
County?

Observations regarding implementation of a comprehensive smokefree multi-unit (MUH) housing policy:

What steps can residents, owners and managers of multi-unit housing take to facilitate the effective implementation of a
comprehensive smokefree MUH policy in Montgomery County? What steps can policymakers take to increase the likelihood of
successfully implementing a comprehensive smokefree MUH policy in Montgomery County?

Study Aims:

Aim 1: To assess the beliefs and attitudes of residents of MUH regarding a policy to reduce secondhand smoke exposure (SHSe) by
eliminating smoking in and around multi-unit housing in Montgomery County, and identify perceived barriers and facilitators to
implementing such a policy.

Aim 2: To explore the beliefs and attitudes of owners and managers of MUH regarding a policy to reduce SHSe by eliminating

smoking in and around multi-unit housing in Montgomery County, and to identify perceived barriers and opportunities related to
implementing such a policy.

Version 4. Last revised: January 4, 2017
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Services, Rockville, Maryland. Presidential Management Internship.
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1987 Office of Disease Prevention and Health Promotion, U.S. Public Health
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2012 - present  Co-Chair then Chair of NCI Community Engagement Workgroup.

141



2006 -- 2010

2006 -- 2007

2004 -- present

2004 - present

2000 - 2003

1997 - 2000

1999

1998

1996-1998

1993-1995
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Program Director responsibilities and resolving programmatic issues
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