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A Word from the International Network of  
Health Promoting Hospitals & Health Services

It is my pleasure to invite you to discover this new publication by the Montreal 
Network of Health Promoting Hospitals and CSSSs entitled Guide for Integrating 
Health Promotion into Clinical Practice - With an example from a smoking cessation 
support program.

Since its creation, the International Network of Health Promoting Hospitals and Health 
Services (HPH) has conveyed to its member institutions the importance of integrating 
the concepts, values, strategies and standards/indicators for health promotion into 
the organizational structure and culture - the goal of which is better health gain. 
Considering the massive increase in chronic diseases and the aging of the population 
— responsible for most deaths in the world — health care centres should invest not 
only in curative care but also in the health promoting factors that allow people to 
become and stay healthy. 

Evidence shows that integration of health promotion in the usual patient pathway 
improves the treatment results and the prognoses on both short and long term. 
Furthermore, the lifestyle advice and modifications reduce the development of 
other chronic diseases or complications in the individual patient. Thus, the patients 
experience a double benefit, so to speak. 

A hospital stay is therefore an opportunity for healthcare staff to educate patients 
about the need to change behaviour. This is how the health sector contributes to the 
collective efforts required to foster healthy lifestyles. HPH must also consider patients 
as co-producers of their own health; when taking action, healthcare institutions must 
consider the contextual factors that shape individual behaviour and design initiatives 
that are adapted to individual environments. 

While the brochure entitled The International Network of Health Promoting Hospitals 
and Health Services: Integrating Health Promotion into Hospitals and Health Services 
presented the HPH concept and theoretical framework, the Montreal Guide for 
Integrating Health Promotion Into Clinical Practice - With an example from a smoking 
cessation support program serves as an essential tool to help Canadian organizations 
and to inspire others in their efforts towards implementation of health promotion 
strategies.

 

Hanne Tønnesen, MD, DMSc, Surgeon
Director of Centre, Head of Research 
WHO Collaborating Centre for Evidence-Based
Health Promotion in Hospitals & Health Services

Bispebjerg University Hospital, Copenhagen 

CEO  
International Network of Health Promoting Hospitals and Health Services
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Over the years, health and social services centres have 
been paying more and more attention to integrating 
preventive clinical practices into interventions delivered 
by health professionals as a way to decrease the impact 
of psychosocial problems and diseases and thereby 
improve population health. 

The goals of Standards 2 and 3 of the International 
Network of Health Promoting Hospitals and Health 
Services (HPH) are to assess health risk factors and 
intervene to limit their impact. Their implementation 
is a major issue for health care centres whose primary 
mission is to provide care to ill populations. Through 
their efforts to reinforce health promotion and prevention 
practices already in place, health promoting institutions 
are looking to increase their impact on patient health. 

A number of programs centred on lifestyle modification 
are already provided in most health care centres in the 
Montreal Network. These programs focus on smoking 
cessation, diet modification, and physically active 
lifestyles. In addition to promoting healthy habits, 
the Montreal Network also considers other health 
promotion strategies, such as the humanization of care, 
stress management, and strategies to promote patient 
autonomy.

This guide is a tool to help institutions implement the 
WHO’s HPH Standards 2 and 3. It offers health care 
managers and professionals a practical field experience 
— a hospital smoking cessation program — that can be 
applied to all health care promotion activities and within 
the various care and service trajectories.

We hope to contribute to the efforts already made by 
health care institutions towards improving patient 
health.

Louis Côté
Director of Human Resources, Information, Planning and 
Legal Affairs
Agence de la santé et des services sociaux de Montréal
Coordinator of the Montreal Network of Health Promoting 
Hospitals and CSSSs

Richard Lessard
Director of Public Health
Agence de la santé et des services sociaux de Montréal
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In 2005, 35 million people around the world died from 
chronic diseases, a number that represents 60% of 
all deaths. Nearly half of these deaths occurred in 
people younger than 70 years old. No one is spared 
from chronic diseases: they affect the populations 
of both the richest and poorest countries and affect 
women almost as much as men. Chronic diseases 
also have major macroeconomic repercussions.

It is estimated that 80% of cases of heart disease, 
stroke and type 2 diabetes, and more than 40% 
of cancers can be prevented. Consequently, it is 
imperative that we act to counter this epidemic. 

According to the Canadian Cancer Society, about 
40% of Canadian women and 45% of Canadian 
men will develop cancer in their lifetimes, and it is 
estimated that one out of four Canadians will die of 
cancer. Cardiovascular diseases were responsible 
for 31% of all deaths in Canada in 2005 (Statistics 
Canada, 2009). 

Fortunately, inexpensive and effective initiatives 
do exist (WHO, 2005). Approaches and programs 
that promote health and healthy lifestyles, such as 
the Health Promoting Hospitals movement, is an 
example. 

This guide is an invitation for health care centres to 
participate in efforts to (i) promote healthy lifestyles 
that include healthy diets, physical activity and 
non-smoking, and (ii) create environments that are 
conducive to health. The process outlined in this 
guide could also apply to all preventive clinical 
practices.

The guide is divided into two sections: section 
1 presents a five-step process for implementing 
Standards 2 and 3 of the HPH movement; section 
2 provides an applied example: the Smoking 
Cessation Support Program in Montreal hospitals 
launched by the Direction de santé publique of 
the Agence de la santé et des services sociaux de 
Montréal.
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Background

In 1988, the World Health Organization (WHO) began an 
international process to support hospitals in their actions 
to promote health: the Health Promoting Hospitals 
(HPH) movement. In compliance with the Ottawa 
Charter for Health Promotion (1986), this movement 
aims to improve the health of users and staff while 
promoting the development of healthy settings and 
community cooperation. It focuses on an understanding 
of health that goes beyond disease prevention. It gives 
health care institutions the opportunity to actively 
contribute to public health goals that, in light of the 
growing prevalence of chronic diseases, have become 
major challenges towards improving population 
health. This movement also promotes the concept of 
health promotion, helping to disseminate this concept 
in hospitals and health services, and supporting its 
implementation nationally and internationally.

Five standards define  
the HPH 
(Groene, 2006) :

Standard 1:   
Management Policy

The organization has a written health 
promotion policy. The policy is implemented 
as part of the organization’s overall quality 
improvement system and aims at improving 
health outcomes. This policy targets patients, 
relatives and staff.

Standard 2: 
Patient Assessment

The organization ensures that health 
professionals, in collaboration with patients, 
systematically evaluate needs for health 
promotion activities.

Standard 3:  
Patient Information and Intervention

The organization provides patients with 
information on the major factors relating to 
their disease or health condition. All patient 
care and service trajectories incorporate 
health promotion interventions.

Standard 4:   
Promoting a Healthy Workplace

The organization ensures that it implements 
the necessary conditions to provide its staff 
with a healthy workplace. 

Standard 5 
Continuity and Cooperation

The organization adopts a planned and 
continuous collaboration process with other 
health service levels as well as with other 
institutions and sectors concerned.

“Health promotion is the process of enabling people 
to increase control over, and improve, their health. 
To reach a state of complete physical, mental and 
social well-being, an individual or group must be 
able to identify and to realize aspirations, to satisfy 
needs, and to change or cope with the environment. 
Health is therefore seen as a resource for everyday 
life, not the objective of living. Health is a positive 
concept emphasizing social and personal resources, 
as well as physical capacities. Therefore, health 
promotion is not just the responsibility of the health 
sector,  but goes beyond healthy lifestyles to well-
being,” (WHO, Ottawa Charter, 1986).

According to the WHO, prevention can be defined 
as a “set of measures that aim at preventing or 
reducing the number and severity of diseases 
or accidents.” Prevention may be individual or 
collective. There are different types of prevention: 
primary, secondary and tertiary.
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The Montreal 
network

The Montreal Network of Health Promoting Hospitals 
and CSSSs was created in 2005 to reinforce the ability 
of its members to promote health. It is a member of the 
International Network of Health Promoting Hospitals 
and Health Services founded by the WHO in 1998. In 
2005, the Montreal Network became the first regional 
network created outside of the European continent. 

To date, there are 20 member institutions of the 
Montreal Network of Health Promoting Hospitals 
and CSSSs. The role of the network is to support its 
members in implementing the five HPH standards, 
provide technical support and strategic advice, as well 
as facilitate discussion among members by organizing 
regional meetings. This network allows members to 
share experiences and innovative projects.

For more information on the International Network of 
Health Promoting Hospitals and Health Services: 
www.healthpromotinghospitals.org

For more information on the Montreal Network of Health 
Promoting Hospitals and CSSSs: 
www.santemontreal.qc.ca/en/hps/menu.html
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Goals of  
this guide

The general goal of this guide is to support the 
members of the Montreal Network of Health 
Promoting Hospitals and CSSSs by proposing a 
systematic process for implementing Standards 2 
and 3. 

More specifically, this guide should encourage 
reflection and decision-making processes by 
increasing the reader’s knowledge of the following 
topics:

• The composition, procedures and work 
methods of the committee responsible for 
deploying Standards 2 and 3.

• How to mobilize managers, professionals and 
other staff members.

• The choice of clients, target risk factors, as 
well as the settings where the preventive 
measures will be deployed.

• Methods for describing existing practices.

• Planning and implementation of preventive 
services delivery.

• Planning for the resources required to carry out 
the project.

• Implementation of a system for monitoring 
interventions.

• Development of evaluation objectives and 
processes.

Target audience

This guide is designed for the members of the Montreal 
Network of Health Promoting Hospitals and CSSSs, and 
for any other clinical centre looking to begin a planned 
process to integrate preventive measures into their daily 
care practices and protocols.

It is particularly intended for institutional administrations 
and committees responsible for implementing Standards 
2 and 3 for HPH projects. 

Organizations interested in implementing Standards 
2 and 3 may have already adopted a health promotion 
policy (Standard 1). If this is not the case, individuals or 
teams interested in implementing preventive activities 
should deploy strategies to obtain organizational 
support for their projects. You may also refer to the 
section on page 17 entitled Institutions that have not yet 
implemented Standard 1.
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Section 1  
Process for implementing standards 

2 and 3 of the HPH movement
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A single individual cannot carry out this process alone. 
Therefore, a participative and mobilizing approach 
is recommended. The committees responsible 
for implementing Standards 2 and 3 may use the 
recommended process as a guide for choosing which 
directions and actions to take. 

This process is meant to be flexible and adaptable to 
the reality of each environment. The process is based 
on the Put Prevention Into Practice approach (AHRQ, 
2002; Chevalier et al., 2005) along with processes from 
other movements that promote HPH-type integrative 
approaches, such as Villes et Villages en santé [Healthy 
Cities and Towns] (Bryant and Doucet, 1999) and Écoles 
et milieux en santé [Healthy Schools and Communities] 
(Martin and Arcand, 2006).

A 5-step process 

1. Mobilization and commitment 
2. Target clients, risk factors and settings
3. Portrait of current practices
4. Development and implementation
5. Monitoring and evaluation

Recommended process
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Step 1:  
Mobilization and commitment
The general goals of this step are to (i) determine the 
composition of the committee responsible for deploying 
Standards 2 and 3, (ii) establish procedures and work 
methods, (iii) plan the financial and human resources 
required to carry out the project and (iv) promote the 
involvement of professionals and other staff members.

Committee composition

The HPH committee should determine who will be 
responsible for the process to implement Standards  
2 and 3. Will the committee itself be responsible or will it 
have to create a sub-committee? Various sub-committees 
may be established to develop specific aspects of the 
process. For example, a sub-committee may be assigned 
to each standard or risk factor. Professionals may also 
be invited to help develop certain aspects even if these 
individuals are not part of a sub-committee. For instance, 
representatives from medical records or admissions may 
be invited to meetings of a sub-committee for Standards 
2 and 3 so that they can become actively involved in the 
project and take part in discussions on how to identify 
risk factors and note them in patient records. 

Procedures

Once appointed, the committee members responsible 
for deploying Standards 2 and 3 should agree to the 
procedures by (i) determining the frequency and length 
of their meetings, (ii) choosing their decision-making 
mechanisms, (iii) clarifying roles and distributing 
responsibilities1  and (iv) setting up the necessary 
conditions to involve members in work to advance 
Standards 2 and 3. An example of the latter would be 
to free staff from their regular duties and acknowledge 
their participation. 

Conditions for success

Mobilizing and involving staff members and senior 
management are essential conditions for the success 
of the committees responsible for Standards 2 and 3 
(Pelikan et al., 1998; Provost et al., 2007; Chevalier 
et al., 2005). Without this support, it seems difficult 
or almost impossible to see this kind of project 
through to completion.

These committees should therefore set up 
work organization methods and communication 
strategies that promote institutional mobilization 
and involvement.

Institutions that have not yet 
implemented Standard 1

If not already created, a working group responsible 
for implementing the HPH project should be set up. 
To ensure representation of different professional 
groups and the organization’s hierarchy (Wagner 
and Corleis, 1998), it is recommended that the 
HPH committee be composed of

• a manager and an assistant;

• representatives from the care units, outpatient 
clinics and ambulatory care services where 
the project will be implemented;

• representatives from different professional 
groups and management levels of the hospital;

• representatives of the hospital administration;

• representatives of external institutions or 
partners, if applicable (Pelikan et al., 1998; 
Nowak et al., 1998; Nowak and Marz, 1998; 
Taylor, 1998; Ceratti, 1998).

It is also recommended that the person responsible 
for the project be capable of initiating internal 
change, while committee members should have 
the necessary professional and personal skills to 
facilitate project implementation (Taylor, 1998).

Those interested in creating a health promotion 
policy (Standard 1) may refer to the document 
entitled Guide to Develop a Health Promotion 
Policy and Compendium of Policies.

1 Roles and responsabilities : Metting reports. Each committee should 
keep a written report of all meetings. This helps ensure continuity 
throughout the project and is essential for external project assesment.
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Step 2: Target clients, risk factors 
and settings
The general goal of this step is to identify the clienteles 
(types of patients) and risk factors that will be the focus of 
preventive interventions along with the settings (units, 
programs, outpatient clinics) where these interventions 
will be conducted. 

Target clienteles and settings

To ensure a successful outcome, health promotion 
projects should only target priority patient groups, care 
units, programs, or ambulatory therapy services. Once 
implemented in the target settings, these successful 
examples should then be used to expand the project to 
other groups, units or services (Fielding and Harrison, 
1998). 

Target risk factors

Patient-focused projects geared towards health 
promotion may target both general and specific risk 
factors.

General risk factors refer to the risk factors that increase 
the incidence of disease in all exposed individuals. 
Acting on these factors before disease develops is a part 
of primary prevention. Interventions of this type may 
target all patients exposed to these factors. 

For example, tobacco use is a general risk factor, as it 
increases the risk of cancer, cardiovascular diseases, 
respiratory diseases and several other diseases in 
all individuals. Consequently, patients who go to the 
hospital for a reason unrelated to tobacco use, such as 
for hip surgery, should nevertheless receive smoking 
cessation interventions to decrease their risk of 
developing a disease later on. 

Several studies have concluded that tobacco and alcohol 
use are risk factors that increase postsurgical morbidity 
for most elective and emergency surgeries in both men 
and women. Intervention programs that target cessation 
at 3 to 8 weeks before surgery would reduce the impact of 
severe postoperative complications such as infections 
and cardio-respiratory complications (Tønnesen et al., 
2009; Lindstrom et al., 2008; Tønnesen, 2003; Tønnesen 
et al., 2007a; Moller et al., 2002). 

Poor nutrition, physical inactivity, and drug use are other 
examples of general risk factors. 

Some patient groups deserve particular attention, as 
certain risk factors can exacerbate their diseases and 
worsen their state of health (reduced quality of life, 
higher risk of complications, decreased recovery rate, 
increased mortality, more frequent readmissions, longer 
hospital stays). Interventions targeting these specific 
risk factors aim to decrease risks in patients whose 
diseases have been diagnosed: this approach is part of 
tertiary prevention. 

For example, cancer patients who continue to smoke 
are at higher risk of developing second primary tumours 
or treatment-related complications and decrease their 
chances of recovery (Gritz et al., 2005). As a result, 
smoking cessation is still beneficial even if the specific 
diagnosis is cancer. 
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Choosing criteria

A number of criteria can help committees make the 
necessary choices (Pineault and Daveluy, 1995; Groulx, 
2007; Provost et al., 2007; Chevalier et al., 2005): 

Scope and severity of the problem

• Prevalence, morbidity and mortality

• The consequences of inaction, other than on health 
and well-being (e.g., social costs)

• The importance for patients, the organization and 
the community

The effectiveness of interventions

• The availability of preventive interventions known 
to be effective in relation to the risk factor (see 
sidebar: Effectiveness of interventions)

Feasibility

• The ability to act, the availability of resources 
(money, human resources, etc.)

• The acceptability of the intervention for staff and 
patients

• The interest and increased participation of certain 
departments, programs, units or clinics (more 
supportive environments)

It may be useful to briefly analyze the environment before 
making these choices. For example, the committee can 
review the institution’s statistics by department and 
by program, i.e., number of hospitalizations, number 
of consultations at the different outpatient clinics, 
patient characteristics, or reasons for consultation. 
Also, the I-Stratège tool of the Association québécoise 
d’établissement de santé et de services sociaux 
(AQESSS, undated) could be useful in the process to 
establish priorities. 

Effectiveness of interventions

An essential criterion that should guide teams 
in their choice of risk factors is the availability 
of preventive interventions that are known to 
be effective. The committees responsible for 
establishing Standards 2 and 3 may consult the 
recommendations of major expert groups, such as 
the Canadian Task Force on Preventive Health Care 
(CTFPHC), the U.S. Preventive Services Task Force 
(USPSTF), Kino-Québec’s scientific committee, 
the Canadian Diabetes Association, the Canadian 
Paediatric Society and the Canadian Association for 
Adolescent Health.

Committees responsible for Standards 2 and 3 may 
also refer to the Québec Public Health Program, 
which gives priority to a number of preventive 
clinical practices (Appendix 1A).

The main recommendations in terms of prevention 
in adults are found in the update to the Adult 
Periodic Health Examination Chart (Appendix 1b) 
(DSP, ASSSM, Collège des médecins du Québec, 
2009). This chart is designed particularly for 
clinicians who work with an adult clientele and may 
guide the choice of risk factors for which evidence-
based data exist. This chart is updated regularly 
and is available, along with the complete document 
in French, L’examen médical périodique de l’adulte-
Données probantes 2009, from the DSP’s Web site in 
the Espace Médecins section.

An exhaustive list of Web sites on official 
recommendations concerning preventive clinical 
practices can be found in Appendix 1c. 
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Counselling on healthy lifestyles: A priority of the 
DSP of the Montreal agency

The adoption of a healthy lifestyle that includes non-
smoking, regular physical activity and a balanced diet is 
an excellent way to prevent a large number of diseases, 
such as cardiovascular diseases (CD), chronic obstructive 
pulmonary diseases (COPD), asthma, cancer, diabetes, 
obesity, osteoporosis, and dental diseases. In fact, 
increasing the percentage of the population with healthy 
lifestyles would help reduce not only the prevalence of 
these diseases but also their severity, along with any 
ensuing complications and consequences (Gauthier and 
Langlois, 2008).

Considering the scope of the problem and the 
availability of effective preventive interventions, the 
DSP has made healthy lifestyle counselling a priority. In 
conjunction with CSSSs, the DSP has deployed various 
initiatives, such as Quit-Smoking Centres (QSCs) and 
Health Education Centres (HECs). The DSP encourages 
its clinical partners to support its efforts by also making 
healthy lifestyles a priority in their process to deploy 
Standards 2 and 3 of the HPH movement.

Portrait of Montrealers

• 25% of Montrealers 12 years and older smoke 
(2005)

• More than 60% of Montrealers eat fewer than 
five fruits and vegetables a day (2009)

• More than two out of five adults in Montreal 
have excess weight: close to one third are 
overweight while 13% are obese

• One quarter of people under thirty have a 
weight problem

• Nearly one out of five youths (12-17 years) 
has a weight problem (2005)

• Three times as many adults are sedentary 
(22%) in comparison to young people

• A significant percentage of individuals claim 
to be physically inactive: 17% of adults and 
about 14% of young people

Source: Web site of the Agence de la santé et des 
services sociaux de Montréal
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The second tool available to the teams responsible 
for deploying Standards 2 and 3 is a data collection 
sheet (Appendix 2b), which can be used to specifically 
document

• the number and types of visits in the target setting;

• the characteristics of clients in the target setting;

• administration- and organization-related conditions, 
which can either facilitate or hinder project 
implementation;

• the way the team operates;

• training activities related to the chosen risk factors;

• daily interventions for clients in relation to the 
chosen risk factors;

• available resources in the territory (in relation to 
the chosen risk factors).

The committees will also have to choose the individuals 
responsible for creating these portraits, decide who will 
be consulted, and determine the best way of proceeding. 

Step 3:  
Portrait of current practices
The general goal of this step is to better understand the 
intervention setting: having a clear idea of your starting 
point, understanding the interest and needs of staff, and 
going forward based on existing practices to facilitate 
the integration of new practices. 

It is recommended to create a portrait of the chosen 
environment, whether this setting is a department, 
program, unit or outpatient clinic. 

Existing procedures and tools

During this step, committees should decide how they 
will create a portrait of existing procedures and tools 
in their organization that relate to Standards 2 and 3. 
Self-evaluation forms are provided to support you in this 
task (Appendix 2a). These forms are based on the WHO 
manual (Groene, 2006) and have been adapted to the 
context of Montreal health services. 

Two sheets are provided for each standard: one for care 
units and the other for outpatient clinics, ambulatory 
care services or service programs. 

More precisely, the self-evaluation forms for Standard 2 
can be used to create a profile of the procedures and tools 
in place to evaluate needs for patient health promotion 
in relation to the chosen risk factors—an evaluation that 
can be performed at reception and admission as well as 
during hospitalization and consultation. 

The sheets for Standard 3 can be used to collect 
information about the services and resources available 
to patients and their families:

• General information on the chosen risk factors;

• Specific information concerning the risk factors 
specific to a chosen high-risk situation or disease;

• Lists of community resources;

• Procedures and tools for working with patients 
according to the health promotion needs identified. 
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Staff viewpoint

The portrait of current practices would not be complete 
without the perspective of staff who work in the target 
settings. As a result, the committees responsible for 
implementing Standards 2 and 3 may decide to hold 
interviews or have staff fill out questionnaires to (i) 
characterize their current practices, (ii) understand their 
beliefs, attitudes and perceptions in terms of their role 
in prevention, (iii) create a portrait of their knowledge 
and skills related to the target practice and (iv) evaluate 
their interest in and needs for training. 

These staff interviews or questionnaires can be highly 
useful to determine whether the selected environments 
are ready for change in the care system, to educate staff 
about the ongoing process, and to involve them from the 
beginning in the desired change in practices (AHRQ, 
2002).

A model evaluation form designed to determine whether 
an environment is ready for a change to its preventive 
care system can be found in Appendix 2c (Bélanger, 
2008; AHRQ, 2002). This tool mainly evaluates staff 
attitudes and beliefs. It can be adapted to different 
contexts.

What about patients?

Before introducing new preventive services into 
clinical settings, committees can decide whether 
to consider the opinions of their patients regarding 
such services. The methods most often used are 
satisfaction surveys, short meetings (face-to-face 
or by phone), suggestion boxes, and focus groups 
(AHRQ, 2002).



Step 4: 
Development and implementation
The general goal of this step is to plan and implement 
the preventive services available for clients in relation to 
the chosen risk factors. 

Operational planning

It can be useful for the team responsible for implementing 
Standards 2 and 3 to perform operational planning as a 
means to support the project implementation. 

This exercise helps define the objectives to be met 
(see sidebar: Setting objectives) along with the project 
steps, activities, deadlines, resource management and 
responsibilities. In other words, operational planning 
aims at preparing concrete activities on a daily basis or in 
the medium term by focusing specifically on operations 
in the specific setting (Albert and Haddad, 2000). 

The planning step is critical; the more time spent on this 
phase, the more the project will be focused and effective 
(Taylor, 1998).

You will find an operational planning model for an HPH 
sub-project at the end of Step 4.

Setting objectives

Particular attention should be paid to defining 
objectives in terms of the desired change in practice.

According to the SMART technique, a valid and 
useful goal should meet five requirements. 

A SMART goal should be 

• Specific
• Measurable
• Attainable
• Realistic
• Timely

Specific
An objective must be thoroughly and precisely 
defined: it cannot be stated in a vague or general way.

Mesurable
An objective must be measurable so that it can be 
determined whether or not the goal has been met. 
Standards must also be established. Measurements 
can be performed in terms of quantity, quality, time 
and money.

Attainable
Objectives must be a challenge for teams and 
partners without being overly difficult. They must 
be ambitious yet attainable.

Realistic
When determining objectives, it is useful to allow 
time for reflection on the feasibility and realistic 
nature of the goals—an important reason for 
establishing critical factors for success.

Timely
A deadline for reaching the objective must be 
established. A timeline of intermediate goals may 
also be created. 

To set concrete objectives, ask systematic questions: 
Why? What? How? Who? When? Where?

Adapted from the following Web link consulted March 4, 2009. Federal 
Public Service, Belgium. www.fedweb.belgium.be/fr/binaries/cd_fiche7_
formuler_smart_tcm119-17960.pdf.
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Reflection before implementation

To plan project implementation, committee members 
should focus on the following questions (AHRQ, 2002; 
Chevalier et al., 2005; Provost et al., 2007; Groulx, 2007):

What will be the roles and responsibilities of each 
person? Who will do what? 

It may be a good idea to clarify the new procedures 
established in the Mobilization and commitment step 
(Step 1) for each of the planned activities set out in the 
operational planning.

How will the chosen risk factors be identified? What 
system will be used?

All patients who present at a target care unit, outpatient 
clinic or ambulatory care unit should be systematically 
screened for the chosen risk factors at their first visit 
(Lina et al., 2008; Tønnesen et al., 2007b). Health 
professionals should also have a system that allows 
them to quickly record the information obtained in the 
patient record and in a place that is accessible to all 
health professionals who are in contact with the patient 
(Lina et al., 2008; Larsson, 2007). Records clerks can 
help provide a solution to this issue. 

What kinds of guidelines or expert consensus will 
be chosen in relation to the chosen risk factors?  
(See Effectiveness of interventions on page 19.)

Which approach will be chosen?  

The intervention approach should be chosen according 
to the recommendations for the selected risk factor. 
For example, when targeting a lifestyle change, the 
motivational approach should be emphasized (Wolff and 
Thygesen, 2008; Rice and Stead, 2008).

Which strategies will be used to integrate preventive 
measures into practice? 
See Strategies for integrating preventive measures into 
practice on page 26.  

How will staff be trained? Who will need to be 
trained? On what content? By whom? What 
restrictions will there be in terms of freeing staff for 
training? 

Training needs should be determined for a) project 
management; b) health promotion; c) health education; 
d) working in networks and partnerships; and  
e) determining the risk factors of patients upon admission 
(Taylor, 1998; Ashcroft, 1997; Kane, 1998; Honoré, 1998).

Training needs should be determined early, and training 
sessions should be organized and provided to the staff 
involved at a suitable time (Taylor, 1998).
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It should also be noted that providing training to 
professionals from target settings is known to be effective 
in fostering involvement in the project. For example, 
training health professionals on brief interventions 
generally translates into increased screening of patients 
who present with the chosen risk factors as well as 
referrals to professionals trained to provide specialized 
support (Bickerstaffe, 2007).

What educational or practice tools will be necessary? 
Will these tools need to be developed or adapted? 
Who will work on these tools and with what financial 
resources?

It can be very useful at the beginning of the project 
to determine needs for tools, to take an inventory of 
existing tools, and to decide whether new tools must be 
developed, possibly with partners. There are different 
categories of tools to consider: a) administrative tools 
(questionnaires, forms, medical notes, databases); 
b) educational material concerning the different risk 
factors; c) lists of resources related to the different risk 
factors; and d) collective prescriptions to facilitate the 
prescription of certain medications.

Which experts will be consulted to validate protocols?

It is a good idea to ensure that any protocols created 
truly correspond to expert recommendations.

To which resources will patients be referred? What 
mechanisms will be required for internal or community 
referrals?

It is important to refer patients to a community resource 
so that they can receive continued support that reinforces 
the desired change in behaviour. It is a recognized fact 
that isolated action during hospitalization without 
subsequent follow-up is not effective. It has also 
been shown that the more intense the follow-up, the 
greater the chances that patients will change their risk 
behaviours (Rigotti et al., 2007). 

A good knowledge of available community resources is 
therefore essential to ensure optimum follow-up. The 
more hospital staff facilitate the referral, the greater 
the chances that patients will pursue the process with 
the recommended community resource. Referrals to 
community resources should be accompanied by a 
prescription specifying the desired modification in terms 
of the target risk factor (Price and Stephens, 1998).
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Strategies for integrating preventive 
interventions into practice
Recommendation synthesis

The authors of a recent literature review (Provost et 
al., 2007) collected and analyzed 14 strategies aimed 
at integrating preventive interventions into clinical 
practice. After analyzing the strategies, they divided 
them into 4 categories: highly effective strategies, 
strategies with variable effectiveness, not very effective 
strategies, and uncategorized strategies due to a lack of 
information (Table 1).

Table 1: Effectiveness of the analyzed strategies

Highly effective strategies Strategies with variable effectiveness

•• Reminder systems for clinicians
•• Quality improvement teams
•• Tailored office system – practice facilitator
•• Patient-mediated interventions
•• Multifaceted interventions

•• Audit and feedback
•• Electronic medical record

Not very effective strategies Uncategorized strategies due to a lack of information

•• Continuing medical education
•• Academic detailing

•• Economic incentives and legal regulation

•• Educational material for clinicians
•• Local consensus process
•• Local opinion leader
•• Mass media interventions

The authors also drew conclusions about the conditions 
for effectiveness that, in their opinion, are in keeping 
with the results of other literature reviews (Adapted 
from Provost et al., 2007, p. 85):

• No intervention appears to be effective all the time.

• Traditional medical education as well as educational 
material for clinicians are not enough to change 
clinician behaviour.

• Although more expensive, multi-faceted strategies 
seem to be more effective because they generally 
target several barriers to the delivery of preventive 
services.

• Strategies must target both the individual and work 
organization. Indeed, several authors maintain that 
lasting changes are only possible following a change 
in the care delivery process.

• It is important to consider the elements that facilitate 
change and the barriers that prevent change so 
that the intervention can be adapted based on an 
analysis of the care setting in question.

• Basing the action on teamwork and collaboration 
among members of the clinical setting also increases 
the effectiveness of the intervention, given that 
everyone working in the environment has an 
influence on the care delivery system.

• Finally, the scope of the intervention (i.e., through 
support, repetition or reinforcement) is another 
aspect that is thought to increase the chances of 
successfully meeting target goals.
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Evaluation prerequisites 

The usefulness and success of project evaluations 
will depend in large part on the detailed formu-
lation of aims and targets set by the committee 
early on in the project planning stages  (Pelikan  
et al., 1998).

To facilitate evaluation and monitoring, special 
attention should be paid to the following aspects 
early in the project cycle:

• accurate baseline data (Taylor, 1998)

• realistic and well-formulated objectives 
(Pelikan et al., 1998; Taylor, 1998)

• pre-determined indicators of success  
(Pelikan et al., 1998; Taylor, 1998)

• periodic review (Taylor, 1998)

Step 5: Monitoring and evaluation
The general objectives of this step are to set up a system 
for monitoring health promotion interventions and to 
determine evaluation goals and processes.

Indeed, an effective action seems to be collecting 
(monitoring) data that will be useful to (i) judge the 
quality of the interventions deployed, (ii) improve 
their effectiveness, and (iii) help those responsible 
make informed decisions concerning new programs 
(evaluation). 

Monitoring 

Monitoring requires a continuous assessment of the 
project’s inputs and outputs so that the project can be 
continually improved and adapted. Feedback can help 
reveal problems as early as possible and can help those 
responsible adapt and improve the project in a timely 
manner (Casley and Kumar, 1987, as cited in World 
Bank, 1996). 

Monitoring consists of a group of activities whose aim is 
to follow up on the project status. 

It is useful, and even essential, to continually collect 
information to ensure that adequate follow-up is 
performed and that the interventions conducted are 
thoroughly understood. 

In fact, data monitoring is also recommended for both 
patients and interventions, as this data can be used to 
create useful reports for those deploying Standards 2 
and 3 and for project evaluators. 

For example, reports can be created on the number of 
different patients met per target setting, the number 
and nature of the interventions that were performed, 
the characteristics of the patients who received an 
intervention, and the number and nature of referrals 
to both internal and external resources. This data is 
essential when assessing implementation and outcomes.

Hospital clinical and administrative information systems 
could be used to help monitor the project. 

Evaluation is the periodic assessment of a project’s 
relevance, performance, efficiency and impact 
in relation to stated objectives and the project’s 
sustainability (Casley and Kumar, 1987, as cited in 
World Bank, 1996). 

Evaluation

At this point in the process, the committees overseeing 
the evaluation process should determine:  

1. What will be evaluated?

2. What methodological evaluation approach will be 
selected?

3. Which evaluation tools will be used?

4. Who will be responsible for performing the evaluation 
and for collecting and analyzing data?

5. How will continuous feedback be obtained and how 
will necessary adjustments be made? 
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1. What will be evaluated?

The first action of the committee responsible for 
Standards 2 and 3 could be to choose what will be 
evaluated based on the following questions (Taylor, 
1998):

• What were the initial goals?

• What problems were observed and which ones 
were successfully resolved?

• How were decisions made? 

• What lessons were learned? 

• How did the organization change during the 
process?

• What were the unexpected benefits? 

• What will be done differently next time? 

• What will be the next series of actions? 

• How can the power to act effectively be improved? 

In current practice, the project elements most often 
assessed are implementation and outcomes.

An implementation evaluation aims at describing 
and evaluating how the interventions work on various 
levels, such as activity planning, the participation of 
target populations, or resource mobilization. It also helps 
identify the factors that contribute to or detract from the 
implementation of interventions (D’Amours et al., 2000).

The implementation evaluation can reveal whether the 
project is being carried out as planned or can show any 
gaps between what was planned and what is being done. 
Its goal is to answer the following questions (Martin and 
Arcand, 2006):

• Does the population reached correspond to the 
population targeted? 

• Do the completed interventions correspond to what 
had been planned?

• Are the completed actions consistent with 
identified needs, available resources, and the 
targeted objectives?

• What conditions contributed to or detracted from 
the implementation of the planned preventive 
measures (e.g., number of resources, capacity 
for mobilization, capacity to work cooperatively, 
recognition of individual skills, adjustment of 
practices)?

An outcome evaluation (usually a summative evaluation) 
is performed to determine whether the goals of the 
intervention were attained in the target population and 
whether the observed impacts are attributable to the 
action. 

This type of assessment can help evaluators judge the 
results by helping them understand (Martin and Arcand, 
2006)

• the extent to which the target goals were reached 
(changes in professional practice, modifications to 
patient behaviour, improvement of health in target 
patients);

• the extent to which the actions led to unexpected 
outcomes (positive or negative).

The results of this evaluation should help teams make 
decisions based on the intervention outcomes: should 
the interventions be maintained with or without 
modifications?

An implementation evaluation can help answer 
two broad questions:

What was implemented?

What worked well, what did not work so well, 
and why?
Source : D’Amours et coll. (2000).

Choosing between an implementation or outcome 
evaluation depends on several factors:

What do we want to know about the intervention?

How much time do we have, and what human and 
financial resources are available?

Is the information we need available?

Source : D’Amours et coll. (2000).
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2. What methodological evaluation 
approach will be chosen?

No matter what its nature, any type of intervention 
can be assessed with two methodological approaches: 
a normative evaluation or evaluative research. A 
normative evaluation—what certain authors call an 
“administrative evaluation”—seeks to assess each 
component of the intervention (a program or project) 
based on a set of criteria and standards. This process 
thus aims to determine whether the project or program 
components correspond to specific reference points: did 
the project stakeholders do what needed to be done in 
the best way possible and in keeping with the chosen 
standards? Evaluative research is based on a scientific 
process to analyze and understand the causal relations 
of the different components of an intervention. Its goal 
is to understand the “how” and “why” of the results 
(Champagne et al., 2009). 

It appears that an administrative (normative) evaluation 
is better during the decision-making process than 
during the planning process (Pineault and Daveluy, 
1995). The goal is to obtain feedback and adjust the 
program elements. Feedback is obtained in two ways: 
from staff resources through regulatory processes, and 
from activities through control mechanisms. On the 
other hand, as these same authors state, the goals of 
evaluative research are to

• determine the impact of the programs;

• establish the validity of the standards that will be 
used for the administrative evaluation; 

• explain the conditions for a program’s success or 
failure. 

3. Which evaluation and data collection 
tools will be used? 

Information needs to be collected to answer any 
questions raised about both the implementation and the 
outcomes of interventions. 

The methods most often used are as follows:

• questionnaires for clinicians or users

• focus groups

• record audits 

The choice of tools will be greatly influenced by the 
evaluation items selected. 

4. Who will be responsible for designing 
the evaluation and for collecting and 
analyzing the data?  

When choosing the evaluation items and data collection 
tools, the committees responsible for implementing 
Standards 2 and 3 should determine who will collect and 
analyze the data. This individual or group of individuals 
should be involved as early as possible in the process. In 
fact, it is recommended that these individuals be included 
at the beginning of the project.

External evaluation consultants may also be called upon 
for support. However, it is recommended that external 
consultants use a participative evaluation process so 
that the project committee can take ownership of the 
evaluation process (Taylor, 1998). 

5. How will continuous feedback be 
obtained and how will necessary 
adjustments be implemented?

Evaluations are useful only to the extent that they 
influence practices and interventions. It is therefore 
important to create mechanisms to get feedback from 
the settings that implement evaluated interventions so 
that adjustments can be made.

The committees responsible for implementing Standards 
2 and 3 will therefore have to decide on two major 
questions: 

• How will modifications be chosen?

• How will follow-up be conducted with staff and 
senior management from the settings?

Summary

“To analyze an intervention, it must be assessed 
in terms of its effectiveness and even its impact on 
the population. […]

Whether simple or complex, an evaluation must 
always remain useful for all partners. The success of 
the evaluation process resides in the participation 
of all stakeholders involved. Although a systematic 
process that can provide data on an intervention, 
evaluation is above all a decision-making strategy 
to improve our actions in relation to the factors 
that influence community health and well-being.” 
(D’Amours et al., 2000, p. 39). [Translation]
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Conclusion

The goals of prevention in a clinical setting are ambitious. 
Indeed, it is acknowledged that a large number of 
cancers, cardiovascular diseases, mental health 
problems and unintentional injuries can be prevented 
through the adoption of safe and healthy behaviours and 
effective public health policies. Interventions should be 
incorporated across many levels, and multiple strategies 
should be applied to achieve these goals.

Because of the privileged position that health 
professionals occupy in society, they have an extremely 
important role to play in promoting health and preventing 
disease. The HPH movement, and particularly Standards 
2 and 3, provide a conceptual framework for integrating 
preventive practices into clinical settings.

There are some key actions to the successful 
implementation of an HPH project that are worth 
repeating: mobilizing and obtaining a commitment from 
senior management; designating a project manager 
who plays a leadership role; making the necessary 
financial and human resources available; designating a 
staff member for training and follow-up; and planning 
evaluation right from the beginning. Furthermore, the 
implementation committee should plan for the project’s 
long-term sustainability from the start.

While Section 1 of this guide has outlined an 
implementation process for Standards 2 and 3 of the 
Health Promoting Hospitals movement, the following 
section will provide a concrete example of how this 
process was applied in Montreal hospitals for a particular 
risk factor: smoking. 
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SECTION 2
AN APPLIED EXAMPLE:  

The smoking cessation support 
program in Montreal hospitals
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Background

The Smoking Cessation Support Program in Montreal 
hospitals is a concrete example of how Standards 2 and 
3 of the HPH movement can be applied. This program 
targets a particular risk factor (smoking) and illustrates 
each of the steps involved in its implementation in 
hospitals.

It is important to note that this project is part of the Plan 
québécois d’abandon du tabagisme (PQAT), a provincial 
anti-tobacco plan that aims at decreasing the number of 
smokers in Quebec by making various smoking cessation 
services accessible free of charge. In Montreal, these 
services consist of a telephone help line, a support Web 
site, 13 Quit-Smoking Centres, 15 smoking cessation 
groups per year, a maintenance group for ex-smokers, 
and smoking cessation support in hospitals. 

Why smoking?

Smoking is a priority risk factor as

• the prevalence of smoking in Quebec among people 
12 years and older was more than 24.5% in 2007-
2008 (Statistics Canada, CCHS);

• one out of two smokers dies from a disease caused 
by smoking;

• smokers lose on average 10 years of life 
expectancy;

• each year in Quebec, 10,400 deaths are attributed 
to smoking;

• the direct and indirect costs associated with 
smoking are $3.9 billion;

• the benefits of smoking cessation are immediate: 
as soon as people stop smoking, the risks to their 
health decrease and continue to decrease the 
longer they abstain;

• any interventions by health professionals in 
support of smoking cessation are effective, even if 
they are brief since they increase cessation rates;

• the costs related to smoking cessation support are 
minimal compared with the costs related to treating 
diseases caused by tobacco (cancer, cardiovascular 
disease, respiratory disease, reproductive 
problems).
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Why intervene 
in hospitals?

American guidelines recommend that all 
individuals who consult a health care professional 
be asked about their smoking status and that all 
hospitalized smokers receive smoking cessation 
interventions known to be effective (Fiore et al., 
2008).

Hospitalization is an opportune time to intervene 
with smokers since 

• these patients are not allowed to smoke inside 
the hospital;

• illness and hospitalization often make smokers 
realize their vulnerability to tobacco-related 
risks, and this makes them more receptive to 
advice about their smoking;

• hospitalization provides an opportunity for 
education, as patients who smoke are confined 
to the hospital and meet with several health 
professionals each day.

Deploying this project in hospitals also helps 
diversify both the types of clients contacted and 
the intervention settings. In particular, it provides 
an opportunity to be proactive with smokers by 
supporting them during hospitalization and upon 
discharge, and by triggering a desire for change in 
people who are not ready to quit smoking.

Project 
history and 
development

In November 2004, the Direction de santé publique 
(DSP) of the Montreal agency signed a collaborative 
agreement with the Montreal Heart Institute (MHI) to 
implement a pilot smoking-cessation support program 
for its hospitalized smokers. Implementing the program, 
designing the tools, and developing information 
systems for evaluation purposes were all performed in 
collaboration with the MHI management committee. 
This work would later be used to implement similar 
projects in other institutions. A model agreement can be 
found in Appendix 3a.

The goal of this project was to implement smoking 
cessation measures for hospitalized smokers and to refer 
these patients to available resources in the community 
upon discharge.

From 2005 to 2007, nine other Montreal hospitals 
implemented this project for smokers treated at their 
centres. The project targeted three types of clients who 
visited these hospitals: (i) adults hospitalized in surgical 
and internal medicine departments, (ii) clients consulting 
for perinatal care (pregnant women and spouses), and 
(iii) pediatric clients (adolescents and parents). 

In 2006-2007, to reach a younger clientele, the DSP team 
focused on primary prevention and offered the program 
to all hospitals with an obstetrics department (women 
and spouses). Interventions targeting protection from 
second-hand smoke for smokers who did not want to 
quit were also included to protect children and other 
adults in the family. Eight hospitals with an obstetrics 
department were granted funding and support to offer 
services to these clients for a period of two and a half 
years. 

At the beginning of 2009, the project was still ongoing 
at six hospitals. However, at the end of their agreement 
with the DSP, two hospitals continued the project as 
originally designed thanks to internal funding. They 
continued receiving DSP support in terms of training, 
educational tools and the monitoring database. 
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Project 
implementation 
process

Step 1:  
Mobilization and commitment

Preliminary step

During the first step, the DSP team meets with managers 
from the hospital (including those from the target 
departments) to create a framework for the project 
and to briefly present the interventions as well as the 
responsibilities of each stakeholder. The document used 
to present the project is provided in Appendix 3b. 

If the hospital agrees to implement the project, an 
agreement is signed with the DSP. Steps are then taken 
to recruit a nurse to head the project.

The DSP commits to providing participating hospital 
centres with funding to cover the salary of a full-time 
nurse in the case of paediatric hospitals, and a half-time 
nurse for all others.

Leadership and management committee

A management committee is created at each hospital 
once the agreement is signed. The committee is 
composed of professionals from the DSP and the hospital 
so that concrete measures can be set up to implement 
the project and ensure that it runs smoothly. 

The committee is composed of the project coordinator, 
the project nurse, a physician champion, managers 
from the target departments or programs, and a DSP 
professional. 

Leadership is provided by a manager from the hospital 
in collaboration with management committee members. 
The manager may come from the department of 
professional services, of medicine, or of perinatal 
services at the hospital. This person may also be the 
public health director at a CSSS. The project coordinator 
acts as a liaison with managers of the target departments 
and DSP professionals. This person must also supervise 
the project nurse and report to the DSP.



39 

Support for staff members who smoke: A 
condition for success

This component is the responsibility of the department 
of human resources, sometimes in collaboration with 
the occupational health and safety committee. Of 
course, the goal is to support employees who smoke 
in their efforts to quit smoking; but this initiative 
also promotes staff cooperation by ensuring the new 
services are not offered to patients alone.

Different strategies can be used, such as

• holding information booths on smoking cessation or 
healthy lifestyles;

• promoting the provincial Quit to Win Challenge1,  or 
a challenge organized within the institution;

• including material promoting cessation services in 
with pay stubs.

The project nurse participates in certain promotion 
activities and occasionally provides brief counselling if 
required.

Several strategies are implemented to mobilize the 
management committee: regular committee meetings; 
awareness activities for professionals; and the 
involvement of the CPDP, representatives of the different 
hospital departments (department of professional 
services, DN, DHR, prevention department), and 
program or department chiefs. 

Awareness activities for health 
professionals and other staff members

To increase the frequency of their interventions with 
smokers and obtain their support for the project, 
physicians are made aware of the importance of the 
project and of smoking cessation counselling through

• scientific lectures on the problem of smoking; the 
effectiveness of brief interventions by physicians; 
smoking cessation intervention; pharmacological 
aids; smoking cessation intervention during the 
perinatal period; and community resources. These 
lectures are given by consulting physicians from the 
DSP or physicians from the institution;

• presentation of the project at a general meeting of 
the CPDP;

• short article describing the project in the CPDP 
newsletter;

• presentation of the project by the project nurse 
during a department or program staff meeting.

In terms of awareness activities for other health 
professionals, the goal is to train treating staff on brief 
interventions for patients who smoke and on how to 
refer them to available smoking cessation resources in 
the hospital or the community. Target professionals are 
nurses in the care units and certain outpatient clinics. 
Training is adapted according to their availability 
and includes presentations during theme training 
days organized by the hospital, a tour of the different 
departments to present the project, or lunch meetings. 
Awareness activities are organized with the support of 
managers of the target departments and are conducted 
by the project nurse. This gives the project nurse 
visibility and increases the trust of other professionals 
in her abilities, thereby ensuring the project nurse 
becomes a true resource person.

In terms of awareness activities for other staff members, 
the goal is to familiarize them with the project so they can 
facilitate implementation and contribute in an optimum 
manner. Different professionals can be targeted, 
such as managers and staff from medical records and 
admissions. Awareness activities for staff are generally 
organized and carried out by the project manager. 

1 Each year, the Quit to Win Challenge invites Quebec smokers of 
all ages to quit smoking for at least 6 weeks. Since 2000, more than  
276,000 smokers have signed up for the challenge.
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Step 2:  
Target clients, risk factors and 
settings

Risk factor

For this project, smoking is the risk factor chosen for 
all institutions based on its significance and project 
feasibility.  

Target clients and settings 

Since 2006-2007, after analysing monitoring data, the 
DSP has focused on clients met during the perinatal 
period (pregnant women and their spouses) in order to 
reach younger smokers. However, interventions may 
target other clienteles depending on the hospital. In 
fact, management committees may target departments 
or programs according to the profiles of their clients and 
the interest demonstrated by physicians and managers 
from certain departments. As a result, three types of 
clients are covered by the project: (i) clients consulting 
for perinatal care (pregnant women and spouses), (ii) 
adults hospitalized in the surgical or internal medicine 
departments, and (iii) pediatric clients (adolescents and 
parents). 

Because the hospital setting provides many opportunities 
to reach smokers, different departments or programs 
were targeted (depending on the hospital) to reach 
hospitalized smokers or those in ambulatory care units: 

• Departments of medicine: cardiology, pneumology, 
internal medicine, endocrinology, nephrology 
(predialysis, dialysis)

• Surgical departments: cardiovascular, thoracic, 
oncology

• Perinatal care: antepartum or postpartum 
hospitalization, antepartum outpatient clinics, 
ultrasound visits, GARE clinic (for high-risk 
pregnancies)

• Oncology program: hospitalization for bone marrow 
transplants or surgeries, outpatient clinics-hemato-
oncology, radio-oncology

• Day centres

• Asthma or diabetes clinics

• Teaching units: Family Medicine Unit

• Internal medicine units
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Step 3:  
Portrait of current practices
At the beginning of the project, the DSP team and the 
management committee explore existing smoking cessa-
tion measures in the target hospital or departments.The 
following aspects are documented in particular: 

• Are there methods for identifying a patient’s 
smoking status? If so, what are they? At what point 
in the care trajectory is this done and by which 
professionals?

• Do professionals already offer counselling for 
smoking cessation and if so, how?

• Do physicians prescribe smoking cessation 
medications to hospitalized patients? 

• Are nicotine replacement therapies on the 
hospital’s drug formulary? 

• Upon discharge, are there mechanisms to refer 
patients to smoking cessation resources in the 
community? 

This portrait is highly useful when establishing the 
project deployment plan.
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Step 4:  
Development and implementation
Following a literature review on smoking cessation 
interventions for hospitalized smokers, the conditions 
for success were identified and an intervention protocol 
was developed. 

1.  Conditions for success

The selected conditions for success are as follows:

• The existence of a supportive environment

• The creation of a management committee

• The designation of professionals responsible for 
interventions

• The simplicity of the smoking cessation 
intervention

• Awareness activities for professionals at the 
hospital

• Training for professionals involved in the project

• The use of a smoking cessation intervention known 
to be effective

• Post-hospitalization follow-up of patients who 
smoke

• The promotion of in-hospital services for smokers 

• The availability of educational material for patients

• The availability of practical support materials for 
professionals

• Project monitoring and evaluation

The reference document with a detailed description 
of the conditions for success and of the proposed 
intervention can be found in Appendix 3c.

Training project nurses

Training for project nurses is a key element to 
implementing the intervention protocol. These 
nurses attend a basic two-day training session given 
by public health trainers that includes basic concepts 
on smoking and smoking cessation counselling, 
a presentation of the work tools and educational 
material for patients, as well as practical exercises on 
using the monitoring database in the computer lab. 

Project nurses also attend four professional 
development days per year so that they can update 
and maintain their skills. The topics covered include 
motivational interviewing, perinatal intervention, 
pharmacological aids, guideline updates, monitoring 
data on tobacco use, and updates on the use of the 
monitoring database.

2. Protocol for assessing smoking status  

The goal is to systematically identify the smoking status 
of the target clients so as to provide them with support 
during their hospitalization and upon discharge.

As part of this project, smoking status is precisely 
evaluated. The following questions are asked: 

• For the general population:  
Have you smoked in the past 30 days?

• For pregnant women:  
Have you smoked in the past year?

According to guidelines, the question “Do you smoke?” 
should not be used to avoid under-reporting of smoking.

Depending on the hospital, patients’ smoking status 
can be identified at a number of locations by various 
professionals: admission clerks; nurses receiving 
patients on units, in the emergency department or 
in outpatient clinics; physicians in private clinics for 
perinatal patients; project nurses during their rounds in 
the target departments.

Smoking status can be recorded in various ways: stickers 
or stamps on or in the patient’s record, a note or sticker 
with the nursing care plan, or magnets on the board 
in the perinatal unit nurses’ office. The plan is to enter 
patient smoking status in computerized clinical records 
once these have been implemented.

3. Intervention protocol

The goal is to ensure that all smokers or recent ex-
smokers (those who have smoked in the past 30 days, 
or the past year for pregnant women) receive support 
and counselling adapted to their degree of motivation 
to quit smoking. These actions can be carried out by 
either professional health care workers or the smoking 
cessation nurse.

For pregnant women, the number of false statements 
about smoking behaviour can be decreased during 
screening with a multiple choice questionnaire (see 
Identifying the smoking status of perinatal patients on 
page 41). 

Referrals to the project nurse

Methods for reaching clients vary from hospital to 
hospital. For example, inpatients may be referred 
through the following mechanisms:

• List of patients who smoke compiled by the 
assistant head nurse of the care unit.

• Computer-based list generated from the hospital’s 
admitting software.
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Identifying the smoking status of 
perinatal patients 

Which of the following statements best describes 
your cigarette smoking?

 ❑ I smoke regularly now; about the same as 
before finding out I was pregnant.

 ❑ I smoke regularly now, but I’ve cut down 
since I found out I was pregnant.

 ❑ I smoke every once in a while.

 ❑ I have quit smoking since finding out I was 
pregnant.

 ❑ I wasn’t smoking around the time I found out 
I was pregnant, and I don’t currently smoke 
cigarettes.

Does your spouse currently smoke? 

 ❑ Smoker

 ❑ Non-smoker

Do other people at your house smoke?

 ❑ Yes

 ❑ No 

• Forms filled out by nurses and physicians and left 
in a box at the nurses’ station in the care units.

• Messages left with the project nurse (telephone, 
pager, e-mail).

For patients seen in outpatient clinics, referrals can be 
made with the following: 

• Referral forms filled out by physicians or nurses and 
left in a box that is regularly checked by the project 
nurse.

• Self-administered mini-questionnaires filled out by 
pregnant women who smoke and left in a box for 
the project nurse.

• Self-referrals: clients contact the project nurse for 
an appointment after obtaining her business card at 
an outpatient clinic or private office.

Intervention by the project nurse

The project nurse offers patients interventions that 
are adapted to their motivation to quit smoking. After 
establishing contact with patients, the project nurse then 
evaluates their stage of change according to Prochaska 
and DiClemente’s model (1982) (precontemplation, 
contemplation, preparation, action, maintenance, 
relapse) to determine the most appropriate intervention 
in each case. 

A diagram showing the intervention process can be 
found on page 44.
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Stages of behavioural change 
(adapted from Prochaska and 
DiClemente, 1982)

Precontemplation
The individual smokes and is not interested in trying 
to quit – No interest in quitting smoking

Contemplation
The person is thinking about the disadvantages of 
smoking and the reasons for quitting. He or she is not 
ready to start trying to quit – Stage of ambivalence: 
yes, but....

Preparation
The individual smokes and is thinking about quitting 
during the next month. The person is more and 
more aware of the benefits of quitting, is getting 
information on how to quit, and is preparing to  
do so – Finding ways to quit.

Action
The individual has changed his or her behaviour – 
Has quit for fewer than 6 months. 

Maintenance

The individual has quit smoking for more than six 
months. He or she has made a lot of changes – 
Vigilance and adjustment of strategies to  
avoid relapse.

Relapse
The individual begins smoking again – Challenge: 
quitting again!

i. During hospitalization

For patients who are ready to quit smoking 
(preparation and action stages)

The nurse provides brief counselling to aid in preparation: 
the smoker is encouraged to set a quit date, to understand 
why he or she smokes, to identify situations that trigger 
urges to smoke, and to find strategies to prevent 
them; referral to community resources: the iQuitNow 
help line or a QSC. Pharmacotherapy is also offered to 
decrease withdrawal symptoms during hospitalization. 
Approximate length: 15 to 30 minutes.

The tools used are quit-smoking journals, quit-smoking 
brochures, brochures on second-hand smoke, a list 
of PQAT smoking cessation resources, referral to the 
iQuitNow line with the help of the monitoring database, 
and a pharmacy referral form for pharmacotherapy 
(individual prescription by the treating physician or 
collective prescription for nicotine replacement therapy). 

For patients who are not ready to quit smoking 
(precontemplation and contemplation stages)

The nurse uses motivational interviewing to encourage 
the patient to talk positively about smoking cessation, 
help the person explore and resolve his or her ambivalence 
about quitting, and encourage the person to identify his 
or her motivations for quitting smoking. Approximate 
length: 15 minutes.

The tools used are scales to rate the degree of importance 
and trust, a decisional balance, a list of PQAT smoking 
cessation resources, and a brochure on second-hand 
smoke. 

ii. Follow-up upon discharge

For patients ready to quit smoking

Once a month for six months following the intervention, 
the project nurse sends a motivational letter or e-mail to 
the patient. Letters sent to women who had quit smoking 
during their pregnancy are adapted to their condition 
(maintenance stage, but at an 85% risk of relapse in the 
first year after giving birth).

The project nurse may also give patients a pharmacy 
referral form for the collective prescription for nicotine 
replacement therapies (patch and gum) if there are no 
contraindications (the spouse of a woman seen in the 
obstetrics department may also be given the collective 
prescription).

For patients who are not ready to quit smoking 

To encourage these patients on their path towards 
smoking cessation, the project nurse sends them a 
motivational letter or e-mail every other month for six 
months after the intervention. 
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List of tools used for the project

Educational tools: 

• “Smoke-free cars and homes” brochure*

• “Quitting smoking before you go into  
hospital” leaflet* 

• “Quitting smoking before you start your 
treatment… A great idea!” leaflet*

• Leaflet explaining follow-up: “We continue to 
support you!” (Appendix 3d - i)

• Example of motivational letter for non-smokers 
(Appendix 3d - ii)

• Example of motivational letter for smokers 
(Appendix 3d - iii) 

• “Clean air rewards program” brochure*  
(front cover in Appendix 3d - iv)

• The health magazine Two*  
(front cover in Appendix 3d - v)

Promotional tools

• “Clean air rewards program” poster  
(Appendix 3e)

• “Smoke-free cars and homes” poster

• “Smoke-free cars and homes” sticker (Appendix 
3e)

• “Quit-Smoking Centres” poster 

• “Quit-Smoking Centres” brochure 

Practice support tools

•  Data collection – Patient (Appendices 3f - i)

•  Monitoring form (Appendix 3f - ii)

•  “Clean air” smoking status sticker  
(Appendix 3f - iii)

• Stamp to identify smoking status (Appendix 3f - iv)

•  Database user guide 

•  Training manual 

•  Awareness presentations for professionals

* Available at www.santepub-mtl.qc.ca

iQuitNow help line

The DSP has an agreement with the iQuitNow help 
line, a provincial telephone support service set up 
by Québec’s ministère de la Santé et des Services 
sociaux, jointly operated by the Canadian Cancer 
Society and the Quebec Council on Tobacco and 
Health. After discharge from the hospital or meeting 
with the nurse, patients who agree are referred to 
the iQuitNow help line for telephone follow-up that 
includes 5 calls: at 1 week, 3 weeks, 5 weeks, 2 
months and 4 months. The patient may be referred 
to a QSC or smoking cessation group at any time by 
staff of the iQuitNow help line.

Roles of other professionals 

All health professionals at the hospital are 
encouraged to provide brief interventions to patients 
who smoke and to refer them to the project nurse, if 
they have not already done so.

Nurses at certain outpatient clinics or programs are 
trained by the project nurse so that they can provide 
their patients who smoke with

• minimal (3-minute) or short (3- to 10-minute) 
intervention;

• a prescription for a pharmacological aid by 
the treating physician, in the absence of 
contraindications;

• a referral to the smoking cessation project 
nurse or a community resource.
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Step 5:  
Monitoring and evaluation

Monitoring

To ensure that intervention follow-up is performed at each 
hospital, the DSP developed a Web-accessible database, 
available on a server at the regional technocentre.1 
Monitoring is carried out by the project nurses, and 
intervention data are entered in the database each day. 
The DSP provides training and technical support to 
the nurses along with a data collection form especially 
designed for monitoring purposes (Appendix 3f - ii). 

The data is validated by a DSP professional, who 
produces reports that are presented and discussed 
during management committee meetings. This allows 
members to follow the project implementation and 
make corrections if required.

Any interventions performed in outpatient clinics are 
also compiled, and the project nurse performs periodical 
follow-up with the staff involved. 

In addition to monitoring interventions, an annual report 
is written by each project nurse so that all other project-
related activities (promotion, awareness, training) are 
documented.

1 The technocentre makes required information systems and technologies  
accessible to institutions in the health and social services network. Providing 
original application hosting for institutions is one of it’s activities.



48 

Évaluation

Evaluation of the pilot project at the Montreal Heart 
Institute

Following the pilot project at the Montreal Heart Institute 
(MHI), an impact evaluation was performed from July 
2006 to May 2007 among 396 smokers hospitalized at 
the MHI 6 months before. Deceased individuals or those 
whose telephone numbers were invalid were excluded 
(n = 24). The cessation rate was calculated using an 
intention-to-treat analysis. The denominator consisted 
of 372 participants, and anyone who could not be 
reached was considered to be a smoker. The cessation 
rate, defined as abstinence over the 7 days preceding 
the call, was 29% at 6 months, which is comparable to 
results reported in the literature.  

Evaluation of the project for perinatal clients

Since 2007, the project has been implemented in 
hospitals that work with clients in obstetrics, and the 
current evaluation process is only performed for these 
hospitals (Jewish General Hospital, Lakeshore General 
Hospital, LaSalle Hospital of the CSSS de Dorval-
Lachine-LaSalle, Maisonneuve-Rosemont Hospital, 
Royal Victoria Hospital of the MUHC, Hôpital du Sacré-
Cœur de Montréal, Hôpital Saint-Luc of the CHUM and 
St. Mary’s Hospital).

• Implementation evaluation

An implementation evaluation was started in autumn 
2008 and will be finalized in spring 2010. It aims at 
answering the following two questions: 1) To what 
degree has the smoking cessation program been 
implemented in the hospitals? and 2) To what extent do 
individual smoking cessation interventions comply with 
the protocol proposed by the DSP?

To answer the first question, the evaluation aims to 
measure how the local vision adheres to the regional 
model and the hospital’s commitment to implementing 
the project. In terms of the project vision, two indicators 
are used to determine the conformity of or gaps in 
the vision adopted by each hospital in relation to the 
proposed intervention model, i.e., the project’s target 
goals and the roles of the nurse responsible for meeting 
these goals. To measure each hospital’s commitment, the 
selected indicators are resource allocation, management 
methods, the administration’s support for the project, 
and the measures implemented to institutionalize the 
project at the hospital.

In terms of the second question, the evaluation aims at 
measuring the gaps between the model and the actual 
implementation process carried out in the hospitals. The 
indicators selected to characterize the compliance of the 
project implementation are as follows: 

• Awareness meetings and training for staff.

• Time given to the project nurse to fulfill his or her 
responsibilities.

• Support for staff at the health care centre during 
project implementation.

• Implementation of mechanisms to identify smoking 
status and to refer smokers to the project nurse.

• Compliance of the intervention with the regional 
model.

• Smoking cessation medications included on the 
hospital formulary. 

Moreover, facilitating elements and obstacles are also 
identified to explain the difficulties and successes 
encountered at the different hospitals during project 
implementation.

Data collection for the implementation evaluation is 
mainly qualitative and includes meetings with project 
managers and project nurses, and a documentary 
analysis (administrative documents for project follow-
up). Data from the monitoring database are also analyzed 
to characterize the individuals reached and the types of 
intervention they agreed to. 

The evaluation results will help first to identify the 
facilitating factors and obstacles encountered during 
the implementation process, and second to formulate 
recommendations to promote better institutionalization 
of the smoking cessation intervention in hospitals. 
Furthermore, the results help adapt individual smoking 
cessation interventions to the contexts in which nurses 
practice and to the needs of individuals.
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• Outcome evaluation 

An outcome evaluation is under way. The process 
aims to measure smoking cessation and documenting 
the smoking cessation process in a sample of women 
who gave birth and reported that they had smoked in 
the previous year, and in a sample of spouses who had 
smoked in the 30 days prior to the meeting with the 
project nurse.

Based on a 10% cessation rate, and considering a 
significance threshold of 5% (α = 0.05) and a power of 
90%, the required sample is 170 for both groups (women 
and spouses). The individuals making up the sample 
received intervention at one of the six hospitals where 
the project is currently ongoing: the Jewish General 
Hospital, the LaSalle Hospital of the CSSS de Dorval-
Lachine-LaSalle, the Royal Victoria Hospital of the 
MUHC, Hôpital du Sacré-Cœur de Montréal, Hôpital 
Saint-Luc of the CHUM and St. Mary’s Hospital. Consent 
to participate in the evaluation at six months was 
obtained from individuals during the intervention at the 
hospital. The consent rate was 82.2%.

The questionnaire was developed by the evaluation 
team from the Preventive Clinical Services Sector of 

the DSP in collaboration with project team members. 
Respondents are questioned on the following: 

• Their smoking status over the past seven days

• Attempts to quit smoking

• Exposure to interventions offered through the 
project

• Evaluation of the interventions

• Other smoking cessation services used

• Smoking status of other individuals in the 
household

• Exposure to second-hand smoke in the household

• Future intentions regarding smoking 

The study involved telephone interviews by trained 
research assistants and began in autumn 2009. The 
results will be available in spring 2010
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Conclusion

The Smoking Cessation Support Program in Montreal 
Hospitals is in keeping with Standards 2 and 3 of the 
International Network of Health Promoting Hospitals 
and Health Services and respects the most recent 
recommendations related to smoking cessation for 
hospitalized individuals.

Since 2005, the project has been implemented in a 
number of Montreal hospitals and has shown us that 
systematic identification of smoking status is critical 
in reaching patients who smoke, and managerial 
involvement is essential in fulfilling this task.

All departments have a high rate of smokers in the 
preparation stage of change, and smokers who meet 
with the project nurse are receptive to smoking 
cessation intervention. Implementation of the project 
in perinatal units has allowed us to reach young adult 
smokers and to use primary prevention to tackle both 
smoking cessation and protection from tobacco smoke 
in the family environment. 

The ongoing implementation and impact evaluation will 
help measure the success of this program and provide 
a better understanding of its facilitating factors and 
obstacles. However, several factors have already been 
identified to ensure project sustainability, as have a 
number of barriers (Appendix 3g). It is particularly 
important to have (i) a manager who believes in 
the project, who supports the nurse responsible for 
implementing the project, and who acts as a facilitator 
for department and program chiefs; (ii) a project nurse 
with communication skills that facilitates training and 
who supports other professionals; (iii) a project nurse 
whose other duties are also in the field of promotion/
prevention; (iv) a physician who shows leadership in 
supporting the project; (v) systematic identification 
of smoking status upon admission, (vi) a database to 
monitor the implementation and adjust interventions; 
and (vii) the availability of educational and promotional 
tools. 

Smoking remains the greatest modifiable risk factor 
that all professionals and health care institutions should 
address. Our project shows the usefulness and feasibility 
of this kind of initiative in Montreal hospitals.
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Appendix 1  
Main prevention 

recommendations
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Appendix 1a 
Preventive clinical practices from the  
Québec Public Health Program (Quebec, Canada) 
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Preventive clinical practices from 
the Québec Public Health Program 
(Quebec, Canada) 

Development, adaptation and social 
integration
• Women of child-bearing age taking a sufficient dose 

of folic acid

• Case-finding and counselling for pregnant women 
on alcohol consumption

• Counselling pregnant women on smoking 

• Counselling on breastfeeding

• Systematic screening of newborns for 
phenylketonuria and congenital hypothyroidism

• Physicians recommending that disadvantaged 
families receive home visits during the perinatal 
period and early childhood

• Referring disadvantaged children to early childhood 
centres for early educational interventions

• Training physicians on suicide prevention

• Warning signs of anxiety and depressive disorders:

 - Education for the general public and health and 
social services professionals 

 - Disseminating information on the activities and 
services offered

• Promoting and supporting physicians’ practices in 
case-finding and counselling on alcohol use

• Providing comprehensive suicide prevention 
services: promoting and supporting clinical 
preventive practices

• Providing support aimed at consumers, prescribers 
and distributors of drugs to prevent inappropriate 
use of psychotropic medications among the elderly

• Training clinicians to detect the slightest sign of 
sexual assault or intimate partner violence in adults 
and the elderly as well as any abuse or neglect



59 

Lifestyles and chronic diseases

• Counselling on smoking

• Counselling on food habits

• Counselling on exercise

• Counselling on fluoride use (toothpaste or 
supplements)

• Integration of brief consultation services on:

 - Tobacco cessation

 - Intensive screening and consultation services 
related to smoking

• Training clinicians on detecting the early signs of 
chronic diseases in adults and senior citizens as 
well as on the case management of:

 - Breast cancer

 - Cervical cancer (Pap test)

 - High blood pressure

• Allowing children 5 to 15 years old who meet the 
criteria on risk of tooth decay to receive dental 
sealants over permanent molars with pits and 
grooves  

Unintentional injuries

• Training and supporting clinicians to counsel 
patients on the use of safety devices:  child car 
restraints, bicycle helmets, helmets for motorcycle 
drivers and passengers and for drivers of all-terrain 
vehicles, and automobile seat belts

• Promoting and supporting clinicians’ multi-
disciplinary evaluation of risk factors for falls 
among the at-risk elderly 

Infectious diseases

• Support for clinical preventive practices in the 
screening of rubella and hepatitis B in pregnant 
women

• Organization of integrated screening services for 
HIV/AIDS, hepatitis C and STIs

• Support for clinical preventive practices by 
systematically offering HIV testing to pregnant 
women

• Support for clinical preventive practices to screen 
for group B streptococcus colonization in pregnant 
women

Source: Groulx (2007) p. 20-21 (adapted from the Québec Public 
Health Program 2003-2012)
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Appendix 1b 
Adult periodic health examination chart - 2010 
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Adult periodic health examination chart - 2010

Name : File # :

YEAR

D
ISC

U
SS

AGE

Smoking

ALL

Diet

Exercise

Sun protection

Hearing

Family violence

BBSTI counselling

Alcohol abuse

Depression

Tooth brushing + flossing

Folic acid (women)

Calcium / vitamin D

Osteoporosis risk factors 50 +

Fall risk assessment
60 +

Cognitive impairment

Blood pressure

ALL

T
E

ST
/T

A
K

E

Weight

Body mass index

Waist circumference

Vision

Pap test (every 2 years)

Breast/prostate exam 50 +

Lipid profile (every 3 years)
40 + 50 +

D
O

/R
E

Q
U

E
ST

Glycemia (every 3 years) 40 +

Mammogram (every 2 years)

50 +Blood in stool (every 2 years)
Sigmoidosc. (every 5 years) / colonosc. 
(every 10 years)

Screening

A
T

-R
ISK

 IN
D

IV
ID

U
A

L
S

Gonorrhea

Syphilis

Chlamydia

HIV

Hepatitis B

Hepatitis C

Immunization

Measles- mumps-rubella

Chicken pox

Hepatitis A

Hepatitis B

Pneumococcal disease, zona, 
meningitis

Yearly flu shot

dTap then d2T5 every 10 years All

Human papillomavirus < 26 

Bone densitometry
65 +

Abdominal ultrasound (aortic aneurysm)
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Appendix 1c 
List of Web links to official recommendations  
[adapted from the proposed list found in L’expérience d’Au cœur 
de la vie (Chevalier et al., 2005)]
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Public Health Agency of Canada
http://www.phac-aspc.gc.ca/index-eng.php

Canadian Medical Association 
http://www.cma.ca/index.cfm/ci_id/121/la_id/1.htm

U.S. Preventive Services Task Force (USPSTF) 
(American recommendations for preventive medicine)
http://www.ahrq.gov/clinic/uspstfix.htm
http://www.cdc.gov/nccdphp/index.htm

Au cœur de la vie
http://www.inspq.qc.ca/pdf/publications/399-Integratio
nPratiquesCliniquesPreventives_CoeurVie.pdf

Put Prevention Into Practice
http://www.ahrq.gov/clinic/ppipix.htm

U.S. National Guideline Clearing House 
http://www.guideline.gov/compare/synthesis.aspx

Data on cardiovascular risk factors
Public Health Agency of Canada, prevention of chronic/
cardiovascular diseases 
http://www.phac-aspc.gc.ca/cd-mc/cvd-mcv/ 
index-eng.php

Fondation des maladies du cœur du Québec
http://www.heartandstroke.qc.ca/site/c.pkI0L7MMJrE/
b.3660053/k.F725/Heart_Disease_Stroke_and_Healthy_ 
Living.htm

Tobacco 

Canadian Council for Tobacco Control (CCTC)  
www. cctc.ca

Smoking and Tobacco Use 
http://www.cdc.gov/tobacco/    

Reports from the Surgeon General on the consequences 
of smoking and second-hand smoke exposure 
http://www.surgeongeneral.gov/library/reports/ 
index.html

Treating Tobacco Use and Dependence: 2008 Update 
http://www.ahrq.gov/path/tobacco.htm

Physical activity and nutrition 

Health Canada  
http://www.phac-aspc.gc.ca/hp-ps/hl-mvs/ 
index-eng.php  
http://hc-sc.gc.ca/fn-an/index-eng.php    

Kino-Québec 
http://kino-quebec.qc.ca/

Canadian Council of Food and Nutrition 
http://www.nin.ca/     

Canadian Fitness and Lifestyle Research Institute 
http://www.cflri.ca/eng/index.php

American College of Sports Medicine 
http://www.acsm.org/

Hypertension 

Canadian Hypertension Society 
http://www.hypertension.ca/             

Canadian Hypertension Education Program 
http://hypertension.ca/chep/

Diabetes 

http://www.diabetes.ca

http://www.phac-aspc.gc.ca/publicat/dic-dac2/
english/05contents-eng.php

List of Web links to official recommendations 
[adapted from the proposed list found in L’expérience d’Au cœur de la vie (Chevalier et al., 2005)]
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Appendix 2 
Portrait of current practices:  

self-evaluation forms
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Appendix 2a 
Evaluation forms for standards 2 and 3
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Evaluation forms for standard 2*

Care unit(1)  ____________________________________________________________ 

Upon admission, there are procedures and tools to evaluate needs for patient health promotion related to the 
chosen risk factor(s) (examples of risk factors: smoking, drugs, alcohol, diet, physical activity, psychological 
state, economic situation, social and cultural context).

Risk factors Yes Some No

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

During hospitalization and upon discharge, there are procedures and tools to re-evaluate needs for patient 
health promotion related to the chosen risk factor(s) (examples of risk factors: smoking, drugs, alcohol, diet, 
physical activity, psychological state, economic situation, social and cultural context).

Risk factors Yes Some No

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

There are procedures and tools to evaluate the health promotion needs of certain groups of patients presenting 
with the risk factors for a chosen disease or situation(2) (examples of diseases and situations: diabetes, 
respiratory diseases, cardiovascular diseases, cancers, perinatal period, post surgery, rehabilitation).

Risk factors and the disease or situation Yes Some No

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

The evaluation of health promotion needs 
upon admission and the re-evaluation 
of these needs is documented in patient 
records

❏ ❏ ❏

The evaluation of health promotion needs 
noted in records includes information 
from the physician who made the referral

❏ ❏ ❏

The procedures and tools to evaluate 
health promotion needs are updated 
annually

❏ ❏ ❏

* Adapted from Groene O. (2006). 
  N.B.: Please consult notes (1) and (2) at the end of Appendix 2a.
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At reception, there are procedures and tools to evaluate needs for patient health promotion related to the 
chosen risk factor(s) (examples of risk factors: smoking, drugs, alcohol, diet, physical activity, psychological 
state, economic situation, social and cultural context).

Risk factors Yes Some No

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

At the first appointment, there are procedures and tools to evaluate needs for patient health promotion 
related to the chosen risk factor(s) (examples of risk factors: smoking, drugs, alcohol, diet, physical activity, 
psychological state, economic situation, social and cultural context).

Risk factors Yes Some No

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

At subsequent appointments, there are procedures and tools to re-evaluate needs for patient health promotion 
in relation  to the chosen risk factor(s) (examples of risk factors: smoking, drugs, alcohol, diet, physical activity, 
psychological state, economic situation, social and cultural context).

Risk factors Yes Some No

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

There are procedures and tools to evaluate the health promotion needs of certain groups of patients presenting 
with the risk factors for a chosen disease or situation (examples of diseases and situations: diabetes, respiratory 
diseases, cardiovascular diseases, cancers, perinatal period, post surgery, rehabilitation).

Risk factors and the disease or situation Yes Some No

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

Outpatient clinic,(3) ambulatory care services(4) or service programs(5) ________________________________________
__

N.B.: Please consult notes (3), (4) and (5) at the end of Appendix 2a.
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Patients and visitors have access to general information (brochures, posters, DVDs, etc.) on the chosen risk 
factor(s) (examples of risk factors: smoking, drugs, alcohol, diet, physical activity, psychological state, economic 
situation, social and cultural context).

Risk factors Yes Some No

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

Patients and visitors have access to specific information (brochures, posters, DVDs, etc.) concerning the risk 
factors specific to a chosen high-risk situation or disease  (examples of situations and diseases: diabetes, 
respiratory diseases, cardiovascular diseases, cancers, perinatal period, post surgery, rehabilitation).

Risk factors and the disease or situation Yes Some No

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

Patients and visitors have access to lists of community resources related to the chosen risk factors and high-risk 
situations or diseases.

Risk factors and the high-risk situation 
or disease Yes Some No

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

There are procedures and tools to intervene with patients according to the health promotion needs related to 
the chosen risk factor(s) identified upon admission  (examples of risk factors: smoking, drugs, alcohol, diet, 
physical activity, psychological state, economic situation, social and cultural context).

Risk factors Yes Some No

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

Evaluation forms for standard 3

Care unit  ______________________________________________________________ 
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Outpatient clinic, ambulatory care services and service programs  ___________________________________________
_ 

Patients and family members have access to general information (brochures, posters, DVDs, etc.) on the chosen 
risk factor(s) (examples of risk factors: smoking, drugs, alcohol, diet, physical activity, psychological state, 
economic situation, social and cultural context).

Risk factors Yes Some No

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

Patients and family members have access to specific information (brochures, posters, DVDs, etc.) concerning the 
risk factors specific to a chosen high-risk situation or disease  (examples of situations and diseases: diabetes, 
respiratory diseases, cardiovascular diseases, cancers, perinatal period, post surgery, rehabilitation).

Risk factors and the high-risk situation or disease Yes Some No

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

Patients and family members have access to lists of community resources related to the chosen risk factors and 
high-risk situations or diseases.

Risk factors and the high-risk situation or disease Yes Some No

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

There are procedures and tools to intervene with patients based in health promotion needs related to the 
chosen risk factor(s) identified at the first appointment (examples of risk factors: smoking, drugs, alcohol, diet, 
physical activity, psychological state, economic situation, social and cultural context).

Risk factors Yes Some No

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏
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Notes

1. Care units: the physical units of the hospital where patients are admitted for 
nursing care (e.g., medicine, surgery, psychiatry, pediatrics, obstetrics, intensive 
care, coronary care unit, long-term care, detoxification unit, emergency overflow 
unit, palliative care, day surgery, day hospital) or for evaluation before being 
admitted for care (e.g., the emergency department).

2. “Factors specific to a situation or disease” refers to the risk factors that have a 
demonstrated impact on the evolution of these particular diseases or situations. 
For example, diabetes is improved when patients stop smoking and are more 
physically active. Another example: postsurgical complications are reduced if 
patients stop smoking 3 to 8 weeks before surgery. 

3. Outpatient clinics: specialized clinics where patients are seen by physicians on 
an appointment basis for consultation or follow-up due to a health problem. The 
clinic may concentrate on a specialty (e.g., emergency follow-up clinic, orthopedic 
surgery clinic, cardiology clinic) or health problem (e.g., diabetes clinic, prenatal 
follow-up clinic, asthma clinic, HIV clinic).

4. Ambulatory care services: departments where patients are seen on an 
appointment basis to receive therapy that does not require admission to a hospital 
(e.g., hemodialysis, chemotherapy, physiotherapy).

5. Service programs: programs that offer services to clients at CSSSs (e.g., common 
health services, youth in difficulty, home support).

There are procedures and tools to intervene among certain groups of patients presenting with the risk factors 
specific to a chosen high-risk situation or disease (examples of situations and diseases: diabetes, respiratory 
diseases, cardiovascular diseases, cancers, perinatal period, post surgery, rehabilitation).

Risk factors and the high-risk situation or disease Yes Some No

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

The health promotion information and interventions offered to patients related to the chosen risk factors are 
listed in their records.

Risk factors 

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏

❏ ❏ ❏
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Data collection sheet to analyze the hospital setting
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Data collection sheet to analyze the hospital setting

Name of hospital setting:  _________________________________________________________________________________

Type of hospital setting: 

 ❑ Care unit 

 ❑ Outpatient clinic

 ❑ Ambulatory care department

 ❑ Service program 

 ❑ Other 

Individuals consulted (name, title and duties) _______________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

Documents consulted   ____________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

ITEM NOTES

1. Number and types of visits to the target setting
•• Number of different users
•• Number of hospitalizations or consultations 
•• Reasons for client consultation or hospitalization

2. Characteristics of clients from the target setting
•• Percentage of men and women
•• % babies 0 to 5 years
•• % children 5 to 17 years
•• % senior citizens 60 years and older  
specify if follow-up is performed for particular clients  
(e.g., pregnant women)

•• Percentage of clients from disadvantaged environments
•• Percentage of multi-ethnic clients
•• Percentage of clients who are recent immigrants

3. Administrative and organizational conditions that may facilitate 
or hinder the project implementation:

•• Organizational chart for the target setting
•• Financial resources
•• Time allocated to staff
•• Programs related to the chosen risk factors
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ITEM NOTES

4. Team procedures
•• For each member of the team (physicians, nurses, respiratory 
therapists, dieticians, kinesiologists, clerks, others): name, 
duties in/out of the target setting, hours/week in the setting

•• Meetings and other modes of communication: 
-- Frequency and goal of meetings + professionals involved 

(physicians, nurses, others)
-- Other forms of internal communication, which ones? 

•• Sharing of records and follow-up: who and how
•• Intra-professional and inter-professional collaboration:
-- In what contexts does this collaboration occur?
-- Are there tools to facilitate this collaboration? What are they?

5. Training activities held in the past 2 years related to the chosen 
risk factors

•• Content (ask for a copy)
•• Name of trainer
•• Who attended
•• Number of hours by topic
•• Documentation given out. What kind? 
•• Level of satisfaction/interest
•• Level of integration into daily practices
•• Difficulty in organizing them
•• Difficulty in getting staff to participate

6. Daily client interventions related to the chosen risk factors
•• Practice guidelines:
-- Review of available practice guidelines for each of the chosen 

risk factors
-- Are they used by all professionals?

•• Recommendations:
-- Do all professionals in the target setting make the same 

recommendations to clients?
•• Written documentation:
-- Is documentation given to clients? 
-- By whom?
-- Frequency: Is this material handed out often or not very 

often?
•• Frequency of interventions with target clients related to the 
chosen risk factors:
-- Who? When? How? How many times?

7. Available resources in the territory (related to the chosen risk 
factors)

•• Types of resources
•• Professionals’ knowledge of these resources (individual aspect)

8. Other relevant components

Adapted from: Turbide, G. and Pineau, R. (2001). Au cœur de la vie and Analyse de milieu : Grille de collecte from the Clinical Prevention System 
(CPS). Direction de santé publique of the Agence de la santé et des services sociaux de Montréal. Undated document.
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Appendix 2c 
Staff perspective
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Completely
disagree

1

Disagree

2

Somewhat
disagree

3

Somewhat 
agree

4

Agree

5

Strongly
agree

6

Completely
agree

7

1. Prevention is an important aspect of our centre’s practices. 1   2   3   4   5   6   7

2. There should be more emphasis on prevention in our practice. 1   2   3   4   5   6   7

3. Our centre has an individual with the necessary leadership, vision and 
authority to improve prevention. 1   2   3   4   5   6   7

4. The members of our centre believe it is important to take time to meet 
patients individually for health counselling or education. 1   2   3   4   5   6   7

5. Nurses consider patient education as one of their main tasks. 1   2   3   4   5   6   7

6. Physicians consider patient education as one of their main tasks. 1   2   3   4   5   6   7

7. Our centre intends to dedicate resources (time, training, staff) to 
implementing a preventive care system. 1   2   3   4   5   6   7

8. Internal communication is very good between staff, nurses and physicians 
at our centre. 1   2   3   4   5   6   7

9. There is a sense of team spirit among staff members and physicians at our 
centre. 1   2   3   4   5   6   7

10. Our centre has already implemented or tried to implement specific 
prevention programs. (e.g., smoking, cancer). 1   2   3   4   5   6   7

11. We have the necessary referral mechanisms to ensure that patients receive 
any screening tests we do not provide (e.g., lab tests, mammography). 1   2   3   4   5   6   7

12. We have referral mechanisms that allow our patients to receive counselling 
on behavioural changes (e.g., Quit-Smoking Centres). 

1   2   3   4   5   6   7

13. We follow up with our patients when they are referred to other services. 1   2   3   4   5   6   7

14. We can allocate enough time for prevention activities at our centre. 1   2   3   4   5   6   7

15. We have a quality assurance system to evaluate and improve how we 
deliver services. 1   2   3   4   5   6   7

16. Our centre is equipped with an information system that indicates the 
number of eligible patients who receive the required preventive tests 
(screening for cervical cancer, vaccinations, screening mammography).

1   2   3   4   5   6   7

Staff perspective

For each of the 16 statements below, circle a number from 1 to 7 that best corresponds to your opinion
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Résults

1. Calculate the results by adding each number circled. 
The maximum possible score per questionnaire is 112 
points, or a 7 given to all 16 statements by the same 
respondent. A passing score for the centre will be set 
at 50%, 60% or 70% (56, 67 or 78 points). To obtain a 
passing grade, the centre will have to get between 56 
and 78 points after dividing the total number of points 
given to the statements by the number of respondents. 

Score :

2. It is also very useful to analyze the results based on 
the total score obtained for each statement. This analysis 
shows the strengths of the centre and the aspects to be 
improved. For example, for a centre with 10 respondents, 
the maximum score for each statement is 70 points and 
the minimum score is 10; the statements that are closer 
to 70 represent the strengths and those that are closer to 
10 are aspects to be improved.

Statement Score Statement Score

1 9

2 10

3 11

4 12

5 13

6 14

7 15

8 16

Modified version of the adaptation by Bélanger (2008) of the AHRQ (2002).
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Appendix 3 
Documents from the smoking 
cessation support program in 

Montreal hospitals
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Annexe 3a 
Model hospital agreement
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Model hospital agreement

Agreement for the implementation of a smoking cessation support program for hospitalized smokers

Agreement between 

The Direction de Santé Publique de Montréal

1301 Sherbrooke Street East

Montreal, Quebec  H2L 1M3

And 

The ... Hospital

....on March 31, 2007
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Background

The following agreement defines the terms of an 
association between the ... Hospital and the Direction 
de Santé Publique de Montréal (DSP).

As part of the Plan québécois d’abandon du tabagisme 
(PQAT), the goal of which is to enhance and improve 
smoking cessation services in Quebec, the DSP is 
partnering with the ... Hospital to implement a smoking 
cessation support program for hospitalized smokers.

Obligations of the DSP

1. Allocate a sum of $.... for the period from .... to March 
31, 2007 corresponding to the following expenses: 

• The part-time salary (18.125 hours/week) for a 
project nurse plus employee benefits and payroll 
taxes to the amount of $....

• A one-time $500 allocation for project equipment.

2. Participate in the management committee that 
will be responsible for coordinating the project’s 
implementation, institutionalization and evaluation.

3. Offer training and support to the project nurse as 
well as a designated replacement to develop the 
skills enabling them to provide effective smoking 
cessation services.

4. Meet with health professionals at the hospital to 
educate them about the problems of smoking, inform 
them about the project implementation, update 
them on brief interventions for smoking cessation, 
and encourage them to intervene with their patients 
who smoke.

5. With the help of the management committee, design 
and provide tools for the project nurse, tools for 
collecting monitoring data, educational materials for 
smokers as well as promotional materials.

6. Facilitate collaboration with staff at Quit-smoking 
Centres (in regions where this is possible), which 
will provide follow-up for smokers who would like 
to receive this service following their discharge from 
hospital.

7. Implement evaluation methods defined in 
collaboration with the management committee..

Obligations of the ... Hospital  

1. Accept financial responsibility for the amount of $ 
..... allocated for the period of ... to March 31, 2007 
for the implementation of the support program for 
hospitalized smokers.

2. Endorse the project and facilitate its implementation, 
promote the program among health professionals, 
and promote its long-term institutionalization.

3. Include smoking cessation medication on hospital 
formulary.

4. Encourage the appropriate staff members to 
participate on the management committee.

5. Hire a half-time staff member (five half-days from 
Monday to Friday for a total of 18.125 hours/week), 
who will be responsible for providing smoking 
cessation services to smokers and for performing 
administrative tasks related to the project. 

6. Allocate time for training the project nurse 
responsible for smoker support as well as a staff 
member who will replace the project nurse.

7. Participate in organizing project awareness activities 
and training meetings for health professionals at the 
hospital.   

8. Participate in designing and promoting the use of the 
following in the hospital: tools for the project nurse, 
tools for collecting monitoring data, educational 
materials for smokers as well as project promotional 
materials.

9. Provide an annual report describing the allocation of 
resources as well as the smoking cessation activities 
carried out. 

10. Participate in the project evaluation according to 
methods to be defined.

Signed in Montreal on  ______________________________,

___________________________________

Manager of the Preventive Clinical Services Sector,  
DSP de Montréal 

___________________________________

Director General,  
.... Hospital
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Smoking cessation support for pregnant 
and postpartum women provided by  
the ... Hospital

Context

The Plan québécois d’abandon du tabagisme (PQAT) of 
the ministère de la Santé et des Services sociaux (MSSS) 
is a provincial anti-tobacco plan that aims at reducing 
the number of smokers in Quebec by implementing 
different strategies that promote cessation.

Provincial public health departments (DSPs) are 
responsible for planning and coordinating all regional 
activities of the PQAT in their territories. 

The following activities were set up in Quebec as part 
of the PQAT:

• The iQuitNow help line, a referral and support 
hotline that takes phone calls from smokers free of 
charge seven days a week between 8:00 a.m. and 
9:00 p.m.

• A free referral and support Web site.

• A media campaign to promote smoking cessation 
and available services across Quebec.

In Montreal, the following services are free: 

• 13 Quit-Smoking Centres (QSCs) provide individual 
assistance to smokers. Twelve QSCs are located in 
CSSSs and one is located at the Hôpital Notre-Dame. 

• About fifteen smoking cessation groups are held 
every year in Montreal’s different territories. 

• A smoking cessation maintenance group is held 
throughout the year.

• Ten hospitals provide smoking cessation support to 
hospitalized smokers. 

Project proposal

The Direction de santé publique (DSP) of the Montreal 
health agency proposes working with the ... Hospital 
to implement a smoking cessation support program for 
pregnant smokers or those who have just given birth 
and who are followed at the ... Hospital. As part of this 
collaboration, the DSP agrees to allocate a budget to the 
.... Hospital corresponding to the salary of a half-time 
nurse who will be responsible for the project.

Roles of the project nurse

• Coordinate the project implementation.

• Provide smoking cessation interventions and 
give advice on how to reduce second-hand smoke 
exposure for pregnant women, women who have 
just given birth, and their spouses.

• Serve as a resource person in smoking cessation for 
hospital professionals.

• Give information sessions to professionals at the 
hospital.

• Participate on the management committee set up for 
the project.

• Help promote the project in the hospital.

• Take on administrative tasks related to identifying 
smoking status, collecting information from records, 
performing follow-up with smokers, entering 
monitoring data, evaluating the project and writing 
an annual report for the DSP.

Suggested interventions during 
hospitalization 

• Systematic identification of the smoking status of 
women and their spouses.

• Referral of smokers to the project nurse.

• Help from the project nurse for smoking cessation 
and advice on how to reduce exposure to second-
hand smoke.

• Prescription of a pharmacological aid to women and 
their spouses as required.

• Brief interventions by treating staff to encourage 
smoking cessation.
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Follow-up upon discharge from the 
hospital for women and their spouses who 
are ready to quit smoking

• Prescription of smoking cessation medication as 
needed.

• Brochure given to patients on the benefits for young 
children of living in a home free of second-hand 
smoke.

• Referral to the iQuitNow help line.

• One week post-discharge, a call from the iQuitNow 
help line to evaluate needs and offer PQAT support 
resources: anyone who wants to be followed at a 
QSC are referred by fax.

• Three weeks post-discharge, a call from the iQuitNow 
help line to evaluate needs and offer support. Anyone 
followed at a QSC are no longer called. Smokers who 
are not followed at a QSC receive three more follow-
up phone calls at 5 weeks, 2 months and 4 months.

• 6 e-mails sent out once a month to support smoking 
cessation and promote smoke-free homes for babies. 

Follow-up post-discharge from the 
hospital for women and spouses who are 
not ready to quit smoking

• Brochure given to the patient on the benefits for 
young children of living in a home free of second-
hand smoke.

• Information kit with smoking cessation resources in 
the community given to the patient.

• 3 e-mails sent out over a 6-month period to encourage 
smoking cessation and promote smoke-free homes.

Suggested interventions during prenatal 
visits

• Systematic identification of the smoking status of 
women and their spouses.

• Brief intervention for smokers on smoking cessation 
and on how to reduce exposure to second-hand 
smoke.

• Referral to PQAT resources to promote smoking 
cessation as early as possible before delivery.

Support from the Direction de santé 
publique de Montréal

In addition to financial support, DSP project managers 
will support the hospital in different areas:

• Participation on the project management committees.

• Basic and continuing training for the project nurse.

• Creation of different forms, questionnaires, and 
motivational letters required for interventions with 
smokers.

• Supply of educational material for professionals and 
smokers.

• Production of material to promote the smoking 
cessation services available at the hospital.

• Collaboration with PQAT resources in Montreal.

• Monitoring program.

• Project evaluation.

• Follow-up with professionals.

Dr Chantal Lacroix





91 

Appendix 3c  
Reference document



92 

Reference document

Chantal Lacroix, Medical Consultant

With the collaboration of

Christine Lacroix, Resident in Community Health

Direction de la santé publique de Montréal

February 2005
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Context

The Plan québécois de lutte contre le tabagisme 2001-
2005 (PQLT) of the ministère de la Santé et des Services 
sociaux (MSSS) is a provincial plan to reduce smoking 
that focuses on five smoking cessation strategies:

• Increasing the availability of smoking cessation 
services in all Quebec territories and promoting 
these services.

• Making sure that people who smoke have free access 
to a telephone referral and counselling service for 
smoking cessation.

• Encouraging health care professional(s) to 
systematically identify the smoking status of 
patients in private clinics, CLSCs, and the hospital 
setting and to provide counselling to smokers.

• Continuously sending information and messages to 
smokers to motivate them to quit smoking.

• Keeping pharmacological aids on the list of 
medications covered by the general prescription 
drug insurance plan.

The Plan québécois d’abandon du tabagisme (PQAT) 
of the MSSS is a provincial anti-tobacco plan that aims 
at reducing the number of smokers in Quebec through 
the concrete steps emphasized in the PQLT. Provincial 
public health departments (DSPs) are responsible for 
planning and coordinating all regional activities of the 
PQAT in their territories.  

For two years, the following activities have been set up 
in Quebec as part of the PQAT:

• The iQuitNow help line, a referral and support 
hotline that responds to phone calls from smokers 
free of charge seven days a week between 8:00 a.m. 
and 8:00 p.m.

• A free referral and support Web site.

• A media campaign to promote smoking cessation 
and available services across Quebec.

In Montreal, 14 Quit-Smoking Centres (QSCs) provide 
individual assistance to smokers free of charge. Thirteen 
QSCs are located in CLSCs and one is located at the 
Hôpital Notre-Dame. About a dozen smoking cessation 
groups are held every year in Montreal’s different 
territories.

This document describes a smoking cessation support 
program for hospitalized smokers that will be gradually 
implemented in different Montreal hospitals.

Problems

Quebec holds the not-so-glorious title of the Canadian 
province with the highest smoking rates. In 2003, the 
prevalence of smoking in Canada was 23%, while 26% 
of Quebecers aged 12 and older smoke, representing 
nearly 1.6 million people. In Montreal, 27% of people 
12 years and older smoke, which represents around 
436,000 smokers (Canadian Community Health Survey). 
Considering that smoking is the main avoidable cause 
of morbidity and mortality in Quebec and that cessation 
leads to an immediate reduction in health risks, 
intervention is essential to help smokers to break the 
cigarette habit. 

Between 2000 and 2003, there were 825,259 
hospitalizations in Montreal hospitals of people aged 
12 and older, for an average of 275,086 people per year. 
If 27% of hospitalized people smoke (a conservative 
estimate, as smokers are hospitalized more often than 
non-smokers), this would result in approximately 74,273 
hospitalizations of smokers aged 12 years and older in 
Montreal hospitals.

Hospitalization is an opportune time to intervene with 
smokers as: 

• These patients are not allowed to smoke inside the 
hospital.

• Illness and hospitalization often make smokers 
realize their vulnerability to tobacco-related risks, 
and this makes them more receptive to advice about 
their smoking.

• Hospitalization provides an opportunity for 
education, as patients who smoke are confined to the 
hospital and meet with several health professionals 
each day.

Tobacco cessation represents a number of benefits for 
hospitalized patients. For example, after a heart attack, 
smoking cessation decreases cardiovascular mortality 
by half along with the risk of a second heart attack, and 
this protective effect is greater than the one gained by 
conventional medical treatment. A cost-effectiveness 
analysis of tobacco cessation interventions shows that 
this approach has many advantages over medication 
when it comes to preventing cardiovascular disease.

In terms of surgery, a causal relationship has been 
established between smoking and a higher risk of 
complications in terms of poor wound healing and 
respiratory complications. Smoking also increases 
wound infections and admissions to postoperative 
intensive care. Smoking cessation even 12 to 24 hours 
before surgery increases blood oxygenation. Smoking 
cessation also leads to decreased arrhythmic risks and 
platelet aggregation.



94 

Many studies have demonstrated that smoking 
cessation interventions aimed at hospitalized smokers 
are effective and lead to higher cessation rates than in 
control groups. The latest American guidelines on the 
treatment of smoking recommend that hospitalized 
smokers receive smoking cessation interventions with 
recognized efficacy (Fiore et al, 2000). The following 
actions are suggested:

• Upon admission, identify the smoking status of all 
hospitalized patients.

• For smokers, include smoking among their list of 
health problems and in the initial diagnoses.

• Offer smokers pharmacotherapy for smoking 
cessation to decrease their withdrawal symptoms 
and help them to continue abstaining from smoking 
during hospitalization.

• Offer smokers advice and support to help them quit 
for good.

Conditions for success

To identify the conditions for success of a smoking 
cessation support program for hospitalized smokers, 
we reviewed the literature while focusing on articles 
published in French and English since 1994 that deal 
with hospital smoking cessation interventions, factors 
that encourage the involvement of health professionals, 
as well as measures that promote the institutionalization 
of community programs. We also studied three projects 
carried out in hospitals in various regions of Quebec. 

From this review, we identified the following conditions 
for success.

Supportive environment

• Hospital staff respect the non-smoking policy.

• The hospital administration endorses the project to 
help hospitalized smokers quit smoking.

• Professionals believe that offering smoking cessation 
assistance to their patients who smoke is one of their 
roles and that this assistance is effective.

• Smoking cessation medications are listed on hospital 
formulary.

• Smoking status is systematically identified in patient 
records upon admission.

• There is a database for entering information 
on admitted patients who smoke and on the 
interventions received.

• There are resources in the community for smokers 
after they are discharged.

Creation of a management committee
• A committee is created that is made up of 

professionals from the hospital, such as a physician, 
a pharmacist, the director of nursing and a records 
clerk as well as professionals from the organization 
who are responsible for the project.

• The committee’s mandate is to tailor the project to the 
institution and determine the overarching directions 
in terms of ethics, task sharing, implementation, 
record keeping, training and awareness activities for 
professionals, the promotion of services, the use of 
materials, and evaluation. 

Selecting the professionals responsible for 
performing interventions 
• A professional is trained and given time to oversee 

interventions with hospitalized smokers.

• This person is responsible for:

 - Providing smoking cessation assistance to 
smokers. 

 - Taking care of administrative tasks in terms of file 
creation, data entry, post-hospitalization referral 
forms, and follow-up letters for treating physicians.

 - Serving as a resource person in smoking cessation 
for the hospital.

 - Participating on the management committee and 
in the evaluation process.

• The project nurse is available every day during the 
week, preferably in the afternoon.

• One or two other professionals are also trained for 
replacement periods.
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The simplicity of the smoking cessation 
intervention. 
• Professionals responsible for helping smokers will 

intervene more often when the task is simple.

• Intervention support materials also facilitate 
professionals in this role.

Awareness activities for hospital 
professionals
• A tour of departments and the CPDP is performed to 

make different professionals aware of the problems 
of smoking and the importance of implementing the 
project.

• Everyone’s expected roles are discussed so that 
hospitalized smokers receive a consistent message 
from all professionals on the importance of quitting 
smoking.

Training for professionals involved in the 
project
• Those responsible for intervening with smokers 

receive detailed and continuing training.

• These individuals will intervene more often when 
they feel skilled at doing so, when they understand 
the effectiveness of smoking cessation assistance, 
when they are aware of the harm of smoking for 
patient health, and when they perceive that smokers 
in general appreciate their support.

• These professionals also benefit from regular 
meetings with people that fulfill the same duties in 
other hospitals.

• Meetings are held with physicians and pharmacists 
to update their knowledge on smoking cessation 
assistance and pharmacotherapy prescriptions.

• Records clerks are informed about the project, record 
keeping and the entry of monitoring data.

Recognized smoking cessation 
interventions
• Each intervention is based on the motivation of 

smokers to quit smoking, i.e., based on the stages 
of change.

• The effectiveness of the intervention increases in 
correlation to the amount of time the professional 
spends with each smoker: at least 15 minutes per 
meeting and at least 2 visits per hospitalization.

• Educational material is given to smokers. 

• External support for smokers can be encouraged 
through an explanatory letter sent to the contact 
person designated by the smoker or by involving 
this individual in meetings at the hospital with the 
patient who smokes.

• The professional in charge can put patients in touch 
with other hospitalized smokers so that they can talk 
to and support each other.

Post-hospitalization follow-up of patients 
who smoke

• One of the determining elements for the success of 
smoking cessation interventions with hospitalized 
smokers is post-hospitalization follow-up.

• Extended follow-up continuing for up to one year is 
recommended.

• Follow-up can be performed in various ways: phone 
calls, sending out letters or materials, meetings.

• Follow-up can be performed by different people: 
the treating physician during the follow-up visit, 
the hospital professional responsible for the 
project, a professional trained in smoking cessation 
counselling at another institution, a support group, a 
close friend that has offered to provide support.

• Follow-up helps keep a record of the long-term 
cessation rates of smokers who receive some type of 
smoking intervention.
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Promoting services provided to smokers at 
the hospital

• As physicians and other clinicians are used to 
answering patient questions, it is good to inform 
them about available services for smokers so that 
they can help patients who request these services.

• Two messages are possible: support and medication 
for those who want to quit smoking or medication to 
relieve withdrawal symptoms for those who do not 
want to quit.

• Promotion can be done in various ways: a brochure 
given upon admission and posters in the hospital.

• Project visibility within the hospital is also important 
to promote its institutionalization.

Educational material for patients

• Patients receive materials during hospitalization.

• This material can come in various forms: self-
administered questionnaires, brochures, videos, 
cassette tapes, a regional list of smoking cessation 
resources.

• Upon discharge, anyone who has started the smoking 
cessation process can receive a smoking cessation 
kit consisting of gum, a toothbrush, an anti-stress 
ball, a relaxation tape and a list of smoking cessation 
resources. 

Materials for professionals

• The task of professionals is facilitated through 
different tools.

• The person responsible for smoking cessation 
interventions may use labels identifying smoking 
status in records, a self-administered questionnaire 
and a statement of the patient’s commitment not to 
smoke, a flowchart summing up the main types of 
smoking cessation interventions used, a summary of 
contraindications to smoking cessation medications, 
and a list of smoking cessation resources in the 
region.

• Using a monitor to measure the carbon monoxide 
exhaled by smokers can promote motivation and 
follow-up. 

• Physicians intervene more often when reminders 
are included in the records of patients who smoke; 
these reminders may be messages about smoking 
cessation or suggestions for smoking cessation 
prescriptions.

• To make consultations easier, all materials used 
during the project can be available in the hospital’s 
resource centre and in its various departments.

Project evaluation and follow-up 

• To make the necessary modifications to ensure the 
project runs smoothly, a number of components need 
to be monitored, such as the project implementation 
along with patient and staff satisfaction. 

• The entry and analysis of data concerning the 
percentage of hospitalized smokers who received 
assistance as well as smoking cessation rates upon 
discharge, at six months and at twelve months after 
hospitalization can be used to measure the impact of 
the project.

• Professionals appreciate being kept up to date on 
the progress of the project, and communicating 
monitoring and evaluation results will promote their 
involvement in the project and its institutionalization.

Project proposal for Montreal

Goal 

• Implement smoking cessation measures for 
hospitalized smokers in Montreal hospitals.

Strategy

• Proceed with an initial implementation at a hospital 
that meets several conditions for success.

• Promote the institutionalization of smoking 
cessation measures.

• Evaluate the implementation, the satisfaction of 
professionals and patients, as well as the project’s 
impact.

• Make the necessary corrections following the 
evaluation.

• Expand smoking cessation measures for 
hospitalized smokers to other hospitals.
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Choice of hospitals

The project will start at hospitals that will be chosen 
according to existing conditions for success that will 
promote the implementation of support measures for 
smokers. The following criteria will be considered:

• Benefit and feasibility for the hospital.

• Supportive environment (see “Conditions for 
Success”).

• Number of hospitalized patients per year.

• Average age of patients.

• Average length of hospitalization.

Action plan

This plan describes the steps to be taken from the 
moment a smoker is admitted to the hospital:

• Systematic identification of hospitalized patients’ 
smoking status.

• Education of patients who smoke with a brochure 
describing available smoking cessation assistance.

• Referral to a person responsible for helping smokers.

• Verification of smokers’ eligibility criteria for the 
project: 

 - 12 years and older.

 - Good understanding of French or English.

 - Estimated stay of at least 2 days.

 - Likely to participate (patients with the following 
characteristics are not eligible: psychiatric 
illnesses, terminal phase of an illness, clinically 
unstable, alcohol or drug dependence).

• Smoking cessation intervention based on the 
patient’s stage of change, handout of materials, 
and information included in the progress notes to 
encourage physicians to intervene.

• Intervention by the treating physician; short message 
encouraging smoking cessation and prescription of 
pharmacotherapy if there are no contraindications.

• Intervention by nursing staff; short message 
encouraging smoking cessation.

• Intervention by pharmacists; advice on medication 
if required.

• Discharge procedures for patients who have begun 
the process to quit smoking: 

 - Prescription of smoking cessation medications.

 - An information kit handed out to patients for 
consultations at the QSC in the territory where the 
patient resides along with a recommendation to 
call for a follow-up appointment.

 - Consultation request sent to the QSC in the 
patient’s territory.

 - One week post-discharge: a call from the 
project nurse at the hospital for support and a 
recommendation to make an appointment at the 
QSC.

 - Three weeks post-discharge: a call from the QSC 
responder for support and an offer to continue 
following the patient if he or she has not made an 
appointment.

 - A few weeks post-discharge: a follow-up visit 
with the treating physician, who will verify the 
patient’s smoking status; this will emphasize the 
importance of not smoking and encourage follow-
up at the QSC.

 - Monthly cessation support e-mails sent out for 6 
months. Mailings will be sent out to anyone without 
an e-mail address or for certain promotional tools 
(1 to 2 mailouts: iQuitNow bookmark and vinyl 
static sticker).

• Discharge procedures for people who have not 
started the process to quit smoking:

 - Initial identification of smoking status.

 - Handout of an information kit for consultations at 
the QSC in the territory where the patient resides 
along with a recommendation for follow-up when 
the person wants to quit smoking.

 - A few weeks post-discharge: a follow-up visit with 
the treating physician, who will verify the patient’s 
smoking status, emphasize the importance of not 
smoking, and encourage follow-up at the QSC 
when the person feels ready.

 - Monthly motivational e-mails sent out at 1, 3 and 6 
months. Mailings will be sent to anyone without an 
e-mail address or to send out certain promotional 
tools.

• In some hospitals, an impact evaluation is conducted 
by identifying the smoking status of patients 
who received a smoking cessation intervention 
during hospitalization (performed via telephone 
questionnaire 6 months post-discharge).
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Project steps 

Project presentation 

Those responsible for the project at the Direction de 
santé publique (DSP) of the Montreal health agency will 
present the project to the administrations of the chosen 
hospitals.

Agreement

If the hospital is interested in the project and the project 
proves to be feasible, a collaborative agreement is 
signed between the DSP de Montréal and the hospital 
administration. The agreement will include a budget 
transfer that will go towards the project implementation.

Designation of the project nurse

The hospital will designate a nurse who will be freed 
from her usual duties for five afternoons a week to 
provide support to hospitalized smokers.

Management committee training

A management committee will be created (see 
“Conditions for Success”).

Action plan

The management committee will establish the concrete 
measures that will be set up at the hospital in order 
to carry out the action plan and meet the project’s 
conditions for success. 

Implementation

The implementation will involve different steps:

• An evaluation of existing smoking cessation 
assistance in the hospital before the project is 
implemented.

• Advanced and continuing training for the project 
nurse as well as for an individual who will act as a 
replacement.

• Brief training for professionals involved in the project 
(physicians, pharmacists).

• Awareness activities for different groups of 
professionals at the hospital (nurses, attendants).

• Creation, adaptation, and implementation of 
administrative components related to the project 
activities:

 - System for identifying smoking status in patient 
records.

 - System for referring smokers to the project nurse.

 - Smoking cessation intervention form for patient 
records.

 - Follow-up reminder in patient records to encourage 
clinicians to intervene with patients who smoke.

 - Form to assist physicians in prescribing a smoking 
cessation medication.

 - Data entry system to monitor certain indicators 
regarding project implementation and impact.

 - Initial summary form for treating physicians and 
responders at the Quit-smoking Centres (QSC).

 - DSIE (inter-institutional service request) system 
for sending referrals to QSCs when patients are 
discharged.

 - System for calling patients post-discharge.

 - System for sending follow-up mailouts and e-mails 
to patients post-discharge.

• Process with the pharmacology committee to include 
smoking cessation aids on the hospital formulary.

• Posters and brochures to promote smoking cessation 
services offered to hospitalized smokers.

• Educational material handed out to patients.

Evaluation

Indicators will be identified to evaluate different aspects 
of the project:

• Project implementation and coverage of the target 
population.

• The quality of the intervention and its implementation 
through a study and questionnaire for professionals 
at the hospital concerned.

• Coordination with the Quit-Smoking Centres.

• Impact on smoking cessation rates six months after 
the intervention.

An annual report describing the development of the 
project will be required from the person responsible for 
assisting smokers. 

Following the analysis of indicators and the annual 
reports, recommendations will be issued for the rest 
of the project. Meetings will be held with hospital 
professionals to inform them of the project’s progress.
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Support from the Direction de santé 
publique (DSP) of the Montreal health 
agency

The project managers at the DSP of the Montreal health 
agency will provide various kinds of support to the 
hospitals involved:

• Participation on the management committee.

• Training and awareness activities for professionals.

• Continuing training for those responsible for 
assisting smokers.

• Creation of different forms, questionnaires, summary 
letters and follow-up messages required to provide 
support to smokers.

• Creation of educational material for professionals.

• Creation and supply of educational material for 
patients.

• Production of material to promote the smoking 
cessation services available at the hospital.

• Collaboration with Quit-Smoking Centres in 
Montreal.

• Project evaluation.

• Follow-up with professionals.
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Appendix 3d 
Educational tools
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Appendix 3d – i 
Leaflet explaining follow-up: “We continue to support you”

 � As agreed, the hospital nurse will refer you to the J’Arrête hotline. 

 � One week after your meeting at the hospital, someone from the J’Arrête hotline will 
call you to offer you assistance and answer your questions. The person will ensure 
follow-up and contact you  4 more times: at 3 weeks, 5 weeks, 2 months and 4 
months after your meeting at the hospital. 

 � You will also receive a letter from the hospital nurse every month for 6 months.

 � Six months after meeting the hospital nurse (who talked to you about smoking), a 
professional may call you to see how you are doing or ask you some questions about 
the assistance you received.  

Sincerely,  
The Hospital Team 
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Appendix 3d – ii 
Example of a motivational letter for patients who are recent  
ex-smokers or who want to quit

Congratulations!

When we met at the hospital, you had made the decision to quit smoking. This is 
probably the best gift you could give yourself!

How has the last month been? As a non-smoker, what did you appreciate the most? 

Have you felt some discomfort since you quit smoking? Most people who quit smoking 
have withdrawal symptoms caused by a lack of nicotine in the body. These symptoms 
are a sign that you are starting to break free from cigarettes. Symptoms are at their 
worst 48 hours after you quit and then decrease in the following 2 to 5 weeks. 

The most common symptoms are:

- anxiety, irritability, impatience - difficulty concentrating

- fatigue - dizziness

- headaches - trouble sleeping

- constipation - increased appetite

- urge to smoke

If you have some of these symptoms, it might be a good idea for you to make adjustments 
to or start using a smoking cessation aid, such as patches, gum, a nicotine inhaler, or 
medication such as Zyban®. These products decrease the symptoms caused by the 
lack of nicotine and double your chances of quitting successfully! Your doctor or the 
health professional at your Quit-Smoking Centre can advise you on what is best in 
your case. 

If you have started smoking again, remember that most smokers have to try several 
times before quitting for good. The most important thing is to learn lessons from your 
relapse and try again. Support from a health care professional increases your chances 
of quitting smoking. Contact your Quit-Smoking Centre (free service) or call the 
J’Arrête hotline at 1-866-JARRETE (1-866-527-7383). 

You can also continue protecting the health of your family by smoking outdoors 
and making your home smoke-free.

Good luck!

Smoking Cessation Nurse

N.F. 1 month Eng
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A few tricks to help you deal with nicotine withdrawal

The following table shows the most common withdrawal symptoms and advice on how to deal with them. Check 
the symptoms you have and under “actions,” add anything that you do to control them.

SYMPTOMS √ ACTIONS

Dizziness
Generally temporary and lasts 1 to 
2 days; caused by increased oxygen 
levels in the blood.

•	 I stop what I’m doing and breathe slowly  
•	 I relax 

Headaches
Variable duration and intensity. 

•	 I take time to relax during the day
•	 I lightly massage my temples 
•	 I take a mild pain killer (Tylenol® or other)

Fatigue
Can last from 2 to 4 weeks. 
Elimination of nicotine (stimulant) and 
detoxification of cigarette ingredients.

•	 I get enough sleep and take rest periods during the day if I 
need to

•	 I exercise regularly
•	 I eat well and drink a lot of water

Trouble sleeping
From 1 to 3 weeks. 
Thought to be due to nicotine 
withdrawal.

•	 I avoid stimulants in the evening (tea, coffee, chocolate)
•	 I take a walk after supper
•	 I relax by reading, watching a movie…

Constipation
From 1 to 4 weeks. 

Nicotine acted as an intestinal 
stimulant. Change of routine. 

•	 I drink a lot of water 
•	 I eat foods rich in fibre, such as fruit, vegetables, cereals and 

whole-grain breads.
•	 I exercise regularly

Hunger
A few weeks.
Food most likely tastes better or you 
need to keep your hands or your 
mouth busy.

•	 I eat low-calorie snacks in addition to my 3 meals a day if I am 
hungry

•	 I drink a lot of water
•	 I keep a straw in my mouth

Difficulty concentrating, impatience, 
anxiety, irritability
A few weeks.
Stress due to the lack of nicotine.

•	 I take small breaks more often and I tell myself that this is the 
price to pay for gaining my freedom.

•	 I take deep breaths.
•	 I tell the people around me that I’ve quit smoking and ask 

them to be patient as the symptoms are temporary.

Strong urge to smoke
Mainly in the first 2 weeks. 
Only lasts a few minutes.

•	 I do something else: I chew gum, brush my teeth, breathe deeply, 
call a friend, slowly drink a glass of water, sing to music…

•	 I change my habits: I eat in another room, drink tea or herbal tea 
instead of coffee, get up from the table as soon as I have finished 
eating, change my route to work, keep my hands busy…

•	 I limit my alcohol consumption, especially when I first quit, as 
alcohol undermines my willpower.

•	 I go to places that are non-smoking and I ask my friends not to 
smoke in front of me.

N.F. 1 month Eng

BE ON GUARD: DON’T THINK THAT YOU CAN SMOKE JUST ONE CIGARETTE 
FROM TIME TO TIME!
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Appendix 3d – iii 
Example of a motivational letter for patients who smoke and do 
not want to quit

Where are you now?

We met a few weeks ago at the hospital and talked about your smoking habit. Where 
are you in your thinking process on the importance of quitting smoking? 

If you have decided to quit smoking, congratulations! 
You have just given yourself the greatest gift!

If you still haven’t made a decision, remember that you can protect your family’s 
health by smoking outdoors and making your home smoke-free. Here are a few things 
to think about to help you make a decision:

• Ask yourself why you started smoking and why you still smoke. 

• What do you like about smoking?

Enclosed you will find a sheet entitled “The Pros and Cons.” Please fill it out and 
indicate what you believe are the benefits and disadvantages of smoking along with 
the benefits and disadvantages that quitting smoking would have for you. Once you 
have finished, ask yourself what kind of activities you could do instead of smoking and 
what could help you quit. 

Remember that free resources are available to help you, such as your

Quit-Smoking Centre  
or the 

J’Arrête hotline at 1-866-JARRETE (1-866-527-7383)  
or visit their Web site at  

 www.jarrete.qc.ca.

Smoking Cessation Nurse

N.F. 1 month Eng
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I am still smoking I quit smoking

Benefits Disadvantages Benefits Disadvantages

❑❑ I smoke to manage my 
stress

❑❑ I smoke for comfort

❑❑ I smoke to reward 
myself

❑❑ I smoke to take breaks

❑❑ I smoke to have 
something to do

❑❑ I smoke to concentrate 
better

❑❑ I smoke when I’m 
angry  

❑❑ I smoke when I’m 
bored

❑❑ I like smoking with my 
friends

❑❑ I smoke to eat less

❑❑

❑❑ Smoking is bad for my 
health

❑❑ Smoking is bad for the 
health of people around 
me

❑❑ When I smoke, food 
doesn’t taste as good

❑❑ Smoking costs a lot

❑❑ Smoking ages my skin

❑❑ Smoking yellows my 
teeth 

❑❑ Smoking gives me bad 
breath

❑❑ Smoking makes my 
clothes smell 

❑❑ Smoking is addictive 

❑❑ I have to go outside to 
smoke

❑❑

❑❑ I quit to be healthier

❑❑  I quit to improve the 
health of my family and 
friends

❑❑  I quit to feel better 

❑❑ I quit to take care of 
myself

❑❑ I quit to be free of the 
habit

❑❑ I quit to reward myself 
with the money I’m 
saving

❑❑ I quit to become a role 
model as someone who 
succeeds

❑❑ I quit to be a good 
example for my 
children and protect 
them from second-hand 
smoke

❑❑ I quit to increase my 
chances of living 
longer... and healthier

❑❑

❑❑ I might feel 
discomfort from the 
lack of nicotine

❑❑ I’m afraid of gaining 
weight

❑❑ I might have 
difficulty controlling 
my emotions

❑❑ I might have 
difficulty controlling 
my stress

❑❑ I might have 
difficulty 
concentrating

❑❑ I might find it 
difficult being 
around my friends 
who smoke

❑❑ I might experience a 
loss of pleasure

❑❑

The pros and cons

What I could do instead of smoking

What could help me quit

N.F. 1 month Eng
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Appendix 3d – iv 
Clean Air Rewards Program brochure 

Appendix 3d – v 
TWO Health magazine
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Appendix 3e 
Promotional tools

Clean Air Rewards Program poster

Smoke-free cars and homes sticker 
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Appendix 3f 
Support tools
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Automatic number:  ________

Date of admission:  _____/_____/_____  Diagnosis upon admission:    ___________________________________________  

Care unit:   ________________________________________________________________________________________________

Staff member:   Project nurse       Outpatient clinic nurse       Other:  _______

Telephone (main):  (         ) _________________________________  Telephone (other): (         )   ______________________

Cellular: (         )  _________________________________________  E-mail:  _________________________________________

Best time to call: ___________________________________________________________________________________________

INTERVENTION

Number of cigarettes per day: ________

Number of years smoking:________

Use of tobacco other than cigarettes:   ❏ Yes   ❏  No

Use of marijuana:   ❏ Yes   ❏  No

Support intervention at pre-admission:    ❏ Yes     ❏ No      If yes, date:  ____/____/____

DISCHARGE

Cessation status at discharge

   ❏ Does not smoke anymore

   ❏ Wants to quit in the next 30 days   Planned cessation date:  ____/____/____

   Does not want to quit in the near future

Date : ___/___/___               __________________________________________________________________________________  

                                            Smoking Cessation Nurse: 514- ...

18.02.09

Support tools

Appendix 3f – i 
Data Collection Form

SMOKING CESSATION SUPPORT  
DATA COLLECTION – PATIENT
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Smoking cessation support — Patient 
Interventions

NOT READY TO QUIT SMOKING

Ask the person about:
 ❑ The pros and cons of smoking 

and quitting smoking
Discuss:

 ❑ Your concern about the 
person’s smoking habit

 ❑ The person’s concerns 
about quitting, and various 
resources that can provide 
cessation support

 ❑ The benefits of cessation and 
the importance of quitting

 ❑ The dangers of second-hand 
smoke and the importance of 
not exposing others (smoking 
outside)

READY TO QUIT SMOKING

Ask the person about his or her:
 ❑ Reasons for quitting
 ❑ Quit date
 ❑ Concerns and questions

Discuss:
•❑ Concerns/questions raised and 

solutions
•❑ Prior attempts to quit: withdrawal 

symptoms, methods used and 
relapses

•❑ Use of pharmacotherapy
•❑ Situations that trigger an urge to 

smoke and strategies
•❑ Resources to support cessation 

and the importance of having 
support

•❑ The dangers of second-hand 
smoke and the importance of not 
exposing others (smoking outside)

HAS QUIT < 6 MONTHS 
(Congratulate!)

Ask the person:
•❑ What he or she appreciates 

about quitting
•❑ If he or she is taking 

medication to help with 
cessation 

•❑ Problems encountered 
Discuss:

 ❑ Daily rewards for not smoking
 ❑ Problems encountered and 

solutions
 ❑ The importance of not 

smoking occasionally
 ❑ The importance of remaining 

vigilant, as the urge to smoke 
can persist for a very long 
time

 ❑ The dangers of second-hand 
smoke and the importance of 
not exposing others (smoking 
outside)

Suggested smoking cessation medications (see next page)

During hospitalization: ❏  Patch      ❏  Gum      ❏ Bupropion       ❏ Varenicline      ❏ Inhaler 

Once discharged: ❏  Patch      ❏  Gum      ❏ Bupropion       ❏ Varenicline      ❏ Inhaler 

Emphasize

 ❑ Most smokers have to try several times before they succeed in quitting permanently
 ❑ Succeeding in quitting for any period of time is very positive
 ❑ Prior cessation experiences will help the person better prepare for the next attempt and improve chances for 

success

Give

 ❑ An information sheet explaining follow-up
 ❑ Smoking cessation material
 ❑ Documentation about cessation resources
 ❑ Documentation about the effects of second-hand smoke

To do

•❑ Referral to the iQuitNow help line__________________________
•❑ Send-out of motivational letters
•❑ Verbal consent for follow-up at 6 months

COMMENTS

Date : ___/___/___   ____________________________________________   
                                        Smoking Cessation Nurse: 514- ...
18.02.09
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Smoking cessation support - patient 
Smoking cessation medications

Person smokes ___________ cigarettes/day

Smoking cessation medications taken previously

Positive experience Negative experience

❏ Nicotine gum ❏ ❏

❏ Nicotine patch ❏ ❏

❏ Bupropion (Zyban®) ❏ ❏

❏ Varenicline (Champix®) ❏ ❏

❏ Other ❏ ❏

Contraindications for nicotine gum and patches

❏ Adhesive allergy (patches)
❏ Generalized skin disease (patches)
❏ Severe dental disease (gum)
❏ Myocardial infarction in the past 2 weeks

❏ Unstable or severe angina

❏ Severe arrhythmia
❏ Stroke in the past 2 weeks
❏ Pregnant or breastfeeding

Contraindications for bupropion Contraindications for varenicline 

❏ Allergy to bupropion ❏ Allergy to varenicline

❏ Seizure disorders ❏ Younger than 18 years 

❏ Taking Wellbutrin® ❏ Pregnant or breastfeeding

❏ Taking an MAOI antidepressant or thioridazine 
    for < than 14 days

❏ Severe kidney failure

❏ Abrupt alcohol withdrawal ❏ No history of epilepsy, irritable bowel or other
    gastro-intestinal problems, chemotherapy

❏ Sudden withdrawal of benzodiazepines or other sedatives ❏ Warning of risks of deterioration of psychiatric 
    illnesses 

❏ Current or prior diagnosis of bulimia or anorexia nervosa ❏ Monitoring of kidney function in senior citizens

❏ Warning of risks of dizziness and drowsiness 

❏ Warning of possible onset of neuropsychiatric symptoms 
   (depressed mood, suicidal ideation/behaviour, etc.) 

Suggested medication 

❏ Bupropion SR                   ❏ Varenicline            REQUIRE EVALUATION AND FOLLOW-UP BY A PHYSICIAN

❏ 2-mg gum (for people who smoke fewer than 25 cigarettes a day; 1 piece of gum q. 1-2 hours as needed; maximum 24 pieces of gum/day)

❏ 4-mg gum (for people who smoke 25 cigarettes or more a day; 1 piece gum q. 1-2 hours as needed; maximum 24 pieces of gum/day)

❏ Patches  

❏ People who smoke 10 cigarettes or more a day
4 to 6 weeks of 21 mg/24 hours
2 to 4 weeks of 14 mg/24 hours
2 to 4 weeks of 7 mg/24 hours    
(Total of 12 weeks reimbursed)      

❏ Those who smoke fewer than 10 cigarettes a day
8 weeks of 14 mg/24 hours 
4 weeks of 7 mg/24 hours    
(Total of 12 weeks reimbursed)       
   

❏ Combined use of patches and gum: 
❏ Add 2-mg gum as needed while using patches
❏ Add 2-mg gum as needed after use of patches

Date : ___/___/___                  ____________________________________________________ 
   Smoking Cessation Nurse: 514- ...

18.02.09
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Appendix 3f – ii 
Monitoring form

Automatic number: 

A
d

m
is

si
on

Sex:  ❏ Female   ❏ Male   ❏ Unknown Language:    ❏ French     ❏ English

Type of patient:  ❏ Patient    ❏ Spouse (obstetrics) ❏ Parent (pediatrics)        ❏  Other

Telephone (main): (              ) Telephone (other): (              )

Cell phone: (              ) E-mail:

Best time to be reached:

Address: (if different from main address)

City: Province: Postal code:

Date of admission:  _______/_______/_______

Care unit:

Diagnosis upon admission:   
 

Intervention period (obstetrics):     ❏ antepartum      ❏ postpartum

In
te

rv
en

ti
on

Meeting dates: (1)  _______/_______/_______    (2) _______/_______/_______   (3) _______/_______/_______

Smoker (obstetrics):                                              Non-smoker (obstetrics):      ❏ quit ≥ 1 week         ❏ quit < 1 week 

Number of years smoking:      (years) Number of cigarettes per day:    (cigarettes)

Tobacco use other than cigarettes:   ❏ Yes            ❏ No

Marijuana use:   ❏ Yes            ❏ No

Pre-admission intervention:   ❏  Yes (indicate dates) _______ / _______ / _______       ❏ Non

Pharmacological aid during hospitalization:    ❏ Patch    ❏ Gum   ❏ Bupropion   ❏ Varenicline   ❏ Inhaler 

Spouse  (obstetrics):     ❏ non-smoker             ❏ no spouse                                

                                        ❏ smoker  →	smoking cessation intervention on site:     ❏  Yes         ❏  No

Discharge date:    _______/_______/_______ 

Pharmacological aid upon discharge:  ❏ Patch     ❏ Gum     ❏ Bupropion   ❏ Varénicline   ❏ Inhaler 
   
  Collective prescription given

D
is

ch
ar

g
e Smoking cessation process upon discharge

 ❏ Does not smoke       Non-smoker (obstetrics):   ❏ quit ≥ 1 week                    ❏ quit < 1 week 

 ❏ Wants to quit smoking in the next 30 days  →	Target quit date: _______/_______/_______

 ❏ Does not want to quit in the near future

Verbal consent to hotline referral:    ❏ yes    ❏ refuse

F
ol

lo
w

-u
p

Consent to telephone follow-up after 6 months: ❏ Accept    ❏ Refuses

Answer from pharmacist received:  ❏ Yes  ❏ No

Communication method:     ❏ Mail   ❏ E-mail         ❏ Refuses

M
ot

iv
at

io
n

al
 

co
m

m
u

n
ic

at
io

n
 Smoking cessation process for patient refusing referral to the hotline 

❏ Does not smoke       Non-smoker (obstetrics):   ❏ quit ≥ 1 week                    ❏ quit < 1 week 

 ❏ Wants to quit smoking in the next 30 days  →	Target quit date: _______/_______/_______

 ❏ Does not want to quit in the near future

Octobre 2007
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Appendix 3f – iii 
“Clean Air” smoking status sticker

Appendix 3f – iv  
Stamp used in medical note to identify 
smoking status

SMOKING CESSATION INTERVENTION  
(no collective prescription)

Interest in quitting
 ❑ Is not ready to quit
 ❑ Is ready to quit: date: _________
 ❑ Has quit: date:  _________

Medication suggested while hospitalized
 ❑ Nicotine patch 
 ❑ Nicotine gum 
 ❑ Bupropion 

Medication suggested at discharge
 ❑ Nicotine patch 
 ❑ Nicotine gum 
 ❑ Bupropion
 ❑ Nicotine inhaler
 ❑ Referral to a Quit-Smoking Centre

Signature : ________________________

SMOKING CESSATION INTERVENTION  
(collective prescription)

Interest in quitting
 ❑ Is not ready to quit
 ❑ Is ready to quit: date: _________
 ❑ Has quit: date:  _________

Medication prescribed at the hospital
 ❑ Nicotine patch 
 ❑ Nicotine gum 
 ❑ Bupropion 

Medication suggested at discharge
 ❑ Nicotine patch 
 ❑ Nicotine gum 
 ❑ Bupropion
 ❑ Nicotine inhaler
 ❑ Referral to a Quit-Smoking Centre

Signature : ________________________
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Appendix 3g 
Sustainability factors
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Sustainability factors

Sustainability of the Smoking Cessation Support Program in Hospitals

Contexte

As part of the Plan québécois d’abandon du tabagisme (PQAT), the Direction de 
santé publique of the Montreal health agency is responsible for coordinating and 
implementing smoking cessation support services in the territory. In addition to the 
Quit-Smoking Centres (QSCs) located in each of the CSSSs and at the CHUM, a smoking 
cessation support program for hospitalized smokers was established in the majority 
of general or specialized hospitals. A grant was allocated for a half-time position for 
a nurse to oversee the project implementation and to work with target clients. The 
ultimate goal of this project was to institutionalize the smoking cessation program at 
hospitals so that all patients who smoke receive a brief intervention and can start on 
the process towards smoking cessation. 

Two hospital centres continued to fully implement the program once DSP funding 
ended: the Montreal Heart Institute and Maisonneuve-Rosemont Hospital. Other 
hospital centres did not continue the project with their hospitalized clients in the 
same form: the Montreal Children’s Hospital, the CSSS d’Ahuntsic et Montréal-Nord 
(CH Fleury), the CSSS du Sud-Ouest-Verdun (CH Verdun), the CSSS du Coeur-de-
l’Île (CH Jean-Talon), and the CSSS de l’Ouest-de-l’Île (CH Lakeshore). The project is 
ongoing in six other hospitals. 

Based on the experience from these hospital programs, we tried to identify the 
facilitating factors for and barriers to project sustainability and the continuance of 
smoking cessation interventions for hospitalized smokers. Reports from management 
committees, monitoring data, communication with the project nurses and managers 
as well as annual reports from each centre were used as a basis for this analysis.

Diane Villeneuve
Hawa Sissoko
November 24, 2008
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Elements to be 
considered

Facilitating factors Barriers

Commitment of the 
administration to 
prevention and health 
promotion

• Existence of a prevention department
• Member of the Montreal Network of Health Promoting 

Hospitals and CSSSs
• Be a teaching hospital

Coordination – 
management  

Management committee
• Project manager

-- leader 
-- member of the administration or program chief
-- prevention department

• Managers from the departments involved
-- project supporters 
-- active support for nurses to facilitate 

implementation in their department
Support from the immediate superior 

-- solutions to administrative problems (office, 
materials, records, communications, etc.)

-- who act as facilitators for program and department 
heads

Support in outpatient departments and clinics
• Head nurses or assistant head nurses are involved in 

the project and support the change of practice

Reorganization of the health network
• Recent merger of hospitals, CLSCs and 

CHSLDs
• Clinical project and organizational structure 

to be defined for the CSSS

Cessation project sponsored only by the person 
responsible for public health at the CSSS 
• Leadership to be established at the hospital 
• Lack of knowledge of the environment 
• Lack of support from hospital managers

Project nurse • Dedicated time for interventions maintained
• Replacement during vacation  
• Graduate nurse
• Other tasks related to promotion/prevention

-- lactation consultant
-- infection prevention
-- education on asthma or COPD

• Strong personal involvement
• Independence
• Communication skills 

-- relationships with treating staff
-- teaching and knowledge transfer

• Personal characteristics: accept the fact that the 
change in lifestyle (smoking cessation) takes 
time – avoid overly high expectations after patient 
intervention

Other tasks considered high priority
• A project nurse who also has nursing duties 

in a department
• Nurse appointed to the project during her 

preventive withdrawal from work

Physicians • Physician champion who promotes the project among 
physicians and department heads

• CPDP: development and adoption of a collective 
prescription for nicotine replacement therapy (NRT)

• Department head who does not support the 
project or who has different or incompatible 
expectations related to the project goals (e.g., 
research protocol)

• Few referrals from physicians

Training • Project nurse 
-- basic and continuing training
-- pairing of a new nurse with an experienced one: 

day-long mini-training course
-- sharingwith nurses from other hospitals during 

professional development meetings  
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Elements to be 
considered

Facilitating factors Barriers

Awareness and training 
activities for other 
professionals

• Nurses from outpatient clinics and departments 
-- awareness and training activities on brief 

intervention by the project nurse
-- nurses given time for training

• Attendance of nurse practitioners 
• Physicians

-- support of the CPDP or department heads
-- meeting of consulting physicians from the DSP as 

part of continuing medical training activities
-- university hospital (externs, residents, nursing 

sciences)

• Awareness activities for nurses during breaks
• Low level of cooperation from nurses (e.g., 

identification of smoking status)
• Few referrals to the project nurse

Collective internal 
prescription for nicotine 
replacement therapy 
(NRT)

• NRT on the pharmacy formulary
• Adoption of a collective prescription for NRT in the 

institution
• The project nurse and nurse practitioners are 

authorized under the prescription and able to 
prescribe NRT to hospitalized smokers

• Absence of a collective prescription for NRT 
in the institution

• Incomplete and long processes to have a 
collective prescription adopted

Support for change in 
practice

• Availability of simple support tools 
-- identification of smoking status 

 →	identification upon admission
 →	smoking status clearly visible in the record or 
                      at the nurses’ station (sticker in the record,  
                      magnets at the nurses’ station)

-- referral form by fax to the iQuitNow help line for 
outpatient clinics

-- monitoring sheet to keep track of the number of 
interventions performed and referrals in outpatient 
clinics

• Availability of educational and promotional material 
-- “Quitting smoking before you go into Hospital” 

and “Quitting smoking before you start your 
treatment”: leaflets for cancer and pre-surgical 
patients

-- “Smoke-free cars and homes” brochure
-- TWO health magazine
-- information kit on PQAT resources in the 

community (Quit-smoking Centres)
• Proactive support from the project nurse

-- follow-up and support visits in departments and 
outpatient clinics

-- positive feedback and regular support messages
• Support from the assistant head nurse to identify 

patients who smoke (list); awareness activities for 
other nurses in the department

• Staff turnover in departments
• Extra workloads and reticence to take on 

additional tasks
• The project nurse is the only project sponsor 

and is seen as the “specialist” in smoking 
cessation

• Smoking status not identified upon admission
• Smoking status not clearly visible in patient 

records or at the nurses’ station

Logistics • Office, computer, Internet access and Lotus Notes, 
phone with voice mail, pager to facilitate referrals 

• Space for smoking cessation intervention 
• Filing cabinet for documents and educational material
• Support from a secretary or volunteer to send out 

motivational letters 

• No office allocated to meet clients from 
outpatient clinics (prenatal clinics or GARE 
clinics)

• No support for administrative tasks

Monitoring • Monitoring of interventions by the project nurse and 
follow-up by the management committee to
-- verify the implementation
-- adjust interventions as needed

• Basic monitoring of interventions and referrals in 
departments and outpatient clinics

• No resources to maintain the database 
internally

Support from the DSP • Support from the DSP for the monitoring database
-- problem solving
-- data extraction and validation

• Basic and continuing training
• Availability of educational and promotional tools 
• Collective prescription for NRT in the Montréal region






