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The Impact of Policies in Hospitals

o You Need to Smoke to Get a Break?
moking Status and Missed Work Breaks Among Staff Nurses
inda Sarna, RN, DNSc, FAAN, Stella Aguinaga Bialous, RN, DrPH, FAAN, Marjorie J. Wells, PhD, RN,

enny Kotlerman, MS, Erika Sivarajan Froelicher, RN, PhD, Mary Ellen Wewers, RN, PhD, FAAN

ntroduction: The prevalence of missed work breaks by smoking status in healthcare settings is unknown.
The work routines of nurses (Registered Nurses [RNs] and Licensed Practical Nurses
[LPNs]), who smoke at higher rates than other health professionals, may be influenced by
smokers who use breaks to avoid nicotine withdrawal. The purpose of this study was to
examine the relationship between nurses’ smoking status and work breaks and to explore
the relationships among personal, professional, and workplace variables associated with
missed work breaks.

ethods: A web-based survey of 2589 staff nurses from 34 hospitals was conducted in 2006. Each
hospital had been designated as a Magnet hospital by the American Nurses Credentialing
Center. Data analysis included descriptive statistics, chi-square tests, and multivariate
logistic regression.

esults: The majority (90%) were nonsmokers; 97% were RNs. Missed breaks were common (70%)
and differed by smoking status: 59% of smokers and 72% of nonsmokers frequently missed
work breaks. Multivariate logistic regression determined that nonsmokers (OR�1.81, 95%
CI�1.36, 2.42), LPNs (OR�2.37, 95% CI�1.16, 4.84), older nurses (OR 1.02, 95%
CI�1.01, 1.03), those in emergency rooms (OR�1.75, 95% CI�1.25, 2.47), and in
intensive care units (OR�1.60, 95% CI�1.22, 2.09) were more likely to miss breaks.

onclusions: Missed work breaks were common among nurses. Those who did not smoke were almost
twice as likely to miss their work breaks as compared to smokers. Inequities in breaks,
especially by smoking status, may cause dissension in the workplace and negatively affect
patient care. Policies that support work breaks for all nurses are needed.
(Am J Prev Med 2009;37(2S):S165–S171) © 2009 American Journal of Preventive Medicine
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ntroduction

ork breaks are important for maintaining a
healthy work environment and enhanced pro-
ductivity.1–3 Among healthcare professionals,

ork breaks improve performance and job satisfac-
ion.4,5 Available data on work breaks among nurses
emonstrate that breaks are frequently missed,6,7 and

hat skipping a break may negatively affect nurses’
ealth and eating habits.6–8 None of these studies on
urses’ work breaks report their smoking status. Smok-
rs may take more work breaks than nonsmokers to
educe nicotine withdrawal symptoms.

rom the School of Nursing (Sarna, Wells), David Geffen School of
edicine (Kotlerman), University of California, Los Angeles, Los
ngeles, California; Tobacco Policy International (Aguinaga Bia-
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g
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0095-6918. E-mail: lsarna@sonnet.ucla.edu.
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To protect patients and healthcare providers from
he health risks of exposure to secondhand smoke and
o provide a positive model for health, the Joint Com-

ission (previously known as the Joint Commission on
he Accreditation of Healthcare Organizations) re-
uired hospitals seeking accreditation in the U.S. to
ecome smoke-free in 1992.9 Compliance with this
olicy has been high and some employees in the
moke-free hospitals have quit smoking or reduced
onsumption,9–12 similar to other workplaces.13 In ad-
ition to the interior of hospitals, campus grounds also
re becoming smoke-free.14 Research on the relation-
hip between a smoke-free campus and the smoking
tatus of employees is ongoing, with early reports of
igh policy acceptability and decline in tobacco use
mong employees following implementation.9,15 How-
ver, there is evidence that employees who continue to
ork in smoke-free healthcare facilities make special
fforts to find places to smoke during working hours.16

t is unknown what the consequences of a smoke-free
ealthcare campus will mean for missed work breaks or

or duration of breaks. As smokers will be required to

o off campus to smoke, sometimes a considerable

S1650749-3797/09/$–see front matter
doi:10.1016/j.amepre.2009.05.005
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istance, this might mean that work breaks for smokers
re prolonged, making it more difficult for nonsmokers
o take breaks; this could have a negative impact on
atient care.
Smoking among workers has a negative impact on

he health of the workforce, increases absenteeism, and
ecreases productivity.17,18 For nurses, smoking is also a
oncern for public health. Healthcare professionals
ho smoke are less likely to provide tobacco-dependence

nterventions for patients who smoke, and portray a
egative role model to the community.19–21 In 2003,
moking prevalence of Registered Nurses (RNs) was
1.9%, and Licensed Practical Nurses (LPNs) 23.4%,22

ompared to 20.3% of smoking among adults in the
.S. (men, 24.1% , women, 19.2%).23 RNs (94%) and
PNs (95%) are predominantly female.24,25 The major-

ty of RNs (81.8%) and LPNs (67%) are white. Smoking
ates among RNs vary by level of education, with
urrent smoking higher among nurses with less than a
accalaureate education (14.4%) as compared to those
ith at least a baccalaureate (8.6%).22 Differences in
ES,23 class,26 and access to cessation services could
ontribute to the variation in smoking among nurses,
imilar to the general population.23

The increased demand on nurses’ schedules caused
y the nursing shortage27 may make missed work
reaks more common. Similar to employees who smoke

n other organizations,16,28 nurse smokers may take
ore frequent work breaks to avoid nicotine with-

rawal.29 Focus group data from nurses who were
urrent and former smokers provided evidence that
mokers were perceived as more likely to take work
reaks than nonsmokers and that this inequality cre-
ted dissension in the workplace, potentially affecting
orale and patient care.29 Nurses described planning

heir workday around taking a work break to have a
igarette. Other nurses reported that fear of not being
ble to take work breaks if they quit smoking was a
arrier to their own cessation efforts. Former smokers
ited workplace smoking restrictions as an incentive to
uit, but smokers described efforts they made, includ-

ng walking far distances, to get smoke breaks.29 De-
pite these findings and anecdotal information that
urses who smoke take more breaks, to the best of
uthors’ knowledge no published studies document the
elationship between smoking status and nurses’ work
reaks in the hospital setting.
The purpose of this study was to examine the rela-

ionship between nurses’ smoking status and work
reaks. Smokers were hypothesized to be less likely to
iss breaks, compared to nonsmokers. The influence

f demographic, professional, and workplace factors on
issed work breaks also was examined. The prevalence

f smoking in the state23 where the hospital was located
nd the presence of a statewide smoke-free policy30
ere conceptualized as contextual influences that m

166 American Journal of Preventive Medicine, Volume 37, Num
ight affect the acceptability of smoking in the
orkplace.

ethods

ample

ata for this study were extracted from a national survey to
valuate the impact of awareness of the Tobacco Free Nurses
nitiative on interventions with patients who smoke.31 Inclu-
ion criteria for this study included being a staff nurse and
aring for adult patients. Nurses were selected from Magnet-
esignated hospitals, as determined by the American Nurses
redentialing Center. Approximately 4% of all U.S. hospitals
ave Magnet status, which indicates healthcare facilities with

he highest standard of nursing care. It was postulated that
he frequency of smoking cessation interventions delivered by
urses in these facilities as well as the relationship of smoking
tatus to missed breaks could provide benchmarks for future
omparisons with nurses working in non-Magnet institutions.
ther factors influencing the decision to use such facilities
ere that contact information for the Chief Nursing Officer
CNO) was available from the American Nurses Credentialing
enter and that nurses in these institutions would be more

ikely to participate in data collection related to evidence-
ased practices.
At the time of the survey, in 2006 (from September to
ovember), 171 Magnet facilities (representing 167 health-

are organizations) cared for adult patients, in 42 states and
he District of Columbia. CNOs from 35 organizations (21%
f the 171 facilities) agreed and participated in the study.
dministrators and advanced practice nurses were excluded

rom this analysis, as their ability to take work breaks might be
nfluenced by different demands than those placed on staff
urses.
The sample included 2589 staff nurses (74% of the respon-

ents) working in 19 states and the District of Columbia
eight in the South, five in the Northeast, four in the Midwest,
nd three in the West). Based on information from the CNO
t each institution about the number of employed nurses, the
edian response rate at each facility was 9.3% (range 0.1%–

3.7%). Respondents were mostly white (88%), female (93%),
ean age of 41.7 years, and mean number of years as a nurse

f 15. Among nonwhite nurses (n�309), most were African
merican (n�149) and Asian (n�107). RN education level
as mostly baccalaureate (48%) or Associate/Diploma in
ursing (46%). Most worked in medical–surgical units

46%), full time (87%), on day shifts (66%) (Table 1). The
espondents were similar in age (43.2 years) to nurses work-
ng in hospital settings in the U.S., and similar in race (81.8%
hite) and gender (94.2% female) to the general population
f RNs in the U.S.24 However, the RNs in this sample were
ore highly educated than general population of RNs in the
.S. (34.2% baccalaureate and 51.7% diploma/associate
egree).

easures

he Helping Smokers Quit 30-item, web-based questionnaire,
ased on a previous survey developed by the investigators,32

ncluded items about the delivery of smoking cessation inter-
entions to patients, as well as questions about the nurse’s

issed work breaks; smoking status; smoking characteristics;

ber 2S www.ajpm-online.net
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nd demographic, professional, and workplace characteris-
ics. Reliability of the questionnaire was re-established for
dministration over the Internet (��7.0). The instrument
ook approximately 5–7 minutes to complete. The frequency
f missed work breaks was assessed by responses (never,
arely, often, always) to the question: “In the past week how
ften have you missed your break period?” Smoking status
never smoker, current smoker, former smoker) was evalu-
ted as follows: Never smokers were defined by a negative
esponse to the question, “Have you ever smoked 100 or more
igarettes in your life?” Current smokers were identified by a
ositive response to the question, “Do you smoke now?”
ormer smokers were identified by a positive response to a
istory of smoking but a negative response to current smok-

able 1. Comparison of staff nurses’ characteristics by frequ

emographic, professional, smoking,
nd workplace characteristics

Total N�2589a ne

Mean (SD) Me

ge (years) 41.7 (11.1) 40
ears working as a nurse 15.1 (11.1) 14

n (%) n (
moking status
Current smoker 248 (9.7) 10
Nonsmoker 2307 (90.3) 65
ender
Male 177 (6.84) 5
Female 2412 (93.2) 71

ace
White 2262 (88.0) 63
Nonwhite 309 (12.0) 12

ducation
LPN 65 (2.5) 1
AA/diploma 1183 (45.7) 34
BS 1241 (47.9) 38
MS/PhD 100 (3.9) 2
nit
Intensive care 451 (17.9) 10
Medical–surgical/cardiovascular 1158 (46.0) 38
Obstetrics/gynecology 314 (12.5) 9
Psychiatric 72 (2.9) 2
Emergency room 247 (9.8) 5
Outpatient/home health 278 (11.0) 8

hift
Day 1610 (66.4) 48
Evening 187 (7.7) 6
Night 629 (25.9) 17
ork status
Part-time 339 (13.1) 9
Full-time 2248 (86.9) 67

tate smoking prevalenceb

Highc 1244 (52.0) 38
Lowd 1345 (48.1) 37

tatewide smoke-free workplace policy
Yese 695 (73.2) 19
No 1894 (26.8) 56

p-value is calculated using �2 statistic for frequencies and t-test for c
Totals differ due to missing data
Based on the national median of 20.2% for the year 2006
Arkansas, Florida, Georgia, Indiana, Pennsylvania, Ohio, North Car
Colorado, Connecticut, Illinois, Maine, Maryland, New Jersey, New
Colorado, Connecticut, Florida, Maine, New Jersey, New York, Utah
ng. Level of nicotine addiction was assessed by asking the e

ugust 2009
ime of first cigarette after waking up.32 Information about
revious quit attempts and interest in quitting were collected,
long with information about demographics (age, gender,
nd race/ethnicity), professional characteristics (level of
ursing education, years of nursing practice, and primary
osition as staff nurse), and work setting (full- or part-time
osition, shift, and usual work unit).
Smoking prevalence within the state where each hospital

as located was identified23 and the presence of comprehen-
ive statewide smoke-free workplace policies (i.e., smoking
ot allowed in any designated smoking area in the workplace,
o exemptions on workplace size, and including both public
nd private workplaces), based on data from Americans for
onsmokers Rights.30 Post hoc, an attempt was made to

of missing a break (N�2589)

s work breaks
arely n�763 29.7%

Missed work breaks
always/often n�1808 70.3%

p-value*D) Mean (SD)

.0) 42.2 (11.1) 0.0004

.8) 15.3 (11.2) 0.17
n (%)

<0.0001
.1) 146 (58.9)
.4) 1651 (71.6)

0.91
.3) 123 (70.7)
.7) 1685 (70.3)

<0.0001
.0) 1620 (72.0)
.6) 177 (58.4)

0.03
.1) 51 (81.0)
.8) 842 (71.2)
.7) 839 (68.3)
.5) 76 (77.6)

0.0005
.5) 345 (76.5)
.4) 768 (66.6)
.0) 223 (71.0)
.1) 46 (63.9)
.2) 189 (76.8)
.5) 196 (70.5)

0.52
.4) 1118 (69.6)
.4) 125 (67.6)
.5) 449 (71.5)

0.30
.3) 245 (72.7)
.1) 1561 (69.9)

0.07
.4) 850 (68.6)
.1) 958 (71.9)

0.36
.3) 494 (71.7)
.2) 1314 (69.8)

uous variables, all p-values in boldface are statistically significant

South Carolina
Texas, Utah, Virginia, Wisconsin, District of Columbia
ency

Mis
ver/r

an (S

.5 (11

.6 (10
%)

2 (41
6 (28

1 (29
2 (29

0 (28
6 (41

2 (19
0 (28
9 (31
2 (22

6 (23
5 (33
1 (29
6 (36
7 (23
2 (29

9 (30
0 (32
9 (28

2 (27
1 (30

9 (31
4 (28

5 (28
8 (30

ontin

olina,
York,
valuate the extent of each hospital’s smoke-free policy (e.g.,

Am J Prev Med 2009;37(2S) S167
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moking allowed in designated smoking areas, 100% smoke-
ree campus) through a search of publicly available sources,
ncluding the hospital’s website. Descriptions and interpreta-
ions of a smoke-free policy varied widely. For example,
ospitals would state they had a 100% smoke-free policy and

hen identify designated smoking areas, mostly outdoors or in
ourtyards. Because of these inconsistencies and the lack of
onfirmation of the smoke-free status of each hospital, the
xtent of the smoke-free policies at each hospital could not be
erified and were not used in this analysis.

rocedures

-mail invitations, with three follow-up e-mails over a 4-week
eriod, were sent to CNOs of all facilities, inviting the nursing
taff to participate in the study. A link to the web survey,
dministered using SurveyMonkey.com, was sent to the CNO
or distribution to the staff nurses. The survey included a
tatement that completion of the survey constituted informed
onsent to participate, and clarified that participation was
ptional and that all answers were anonymous. Nurses had 4
eeks to complete the survey; participants were eligible to
nter in a lottery to win $100 in cash. The study was approved
or exemption by the IRB, University of California, Los
ngeles.

tatistical Analysis

escriptive statistics were used to describe the frequency of
issed breaks; the smoking status of the sample; and per-

onal, professional, and workplace factors. Differences in the
requency of missed work breaks (often/always and never/
arely) were examined by smoking status (smokers and non-
mokers) using chi-squares for categoric variables and t-tests
or continuous variables. Additionally, differences in the
requency of missed work breaks by demographic and by
rofessional and workplace factors were identified. Differ-
nces in these factors by smoking status also were assessed.
Several variables were collapsed for comparisons, including

he unit in which respondent worked (e.g., medical–surgical
ith cardiovascular units), race (dichotomizing into white/
onwhite), education (associate degree with diploma, Mas-

ers with doctorate). State smoking prevalence was used to
lassify hospitals: high (above the 2006 national median for
dult smoking prevalence of 20.2%23) or low (below the
ational median). The presence or absence of a statewide
moke-free policy was determined.

Multiple logistic regressions of factors influencing the
ikelihood of always/often missing work breaks was per-
ormed using all possible predictors from the bivariate anal-
sis. Because an analysis using only significant factors yielded
imilar results, only the full model is presented. The following
eferents were used: smoking status (smoker), race (white),
ducation (baccalaureate degree), unit (medical–surgical
nit), work status (full-time), shift (day), and state smoking
revalence (low). Age was included as a continuous variable.
Because the primary focus was on exploration, no statistical

djustment for multiple tests was done; thus, conservative
nterpretation is suggested. Statistical analysis was carried out
sing SAS version 9.1.3. Level of significance was set at

�0.05. f

168 American Journal of Preventive Medicine, Volume 37, Num
esults

he majority of never smokers (70%) and current
mokers (59%) reported frequently missing breaks
Table 1). Approximately 9.5% of nurses were current
mokers. There were differences in the demographic,
rofessional, and workplace characteristics by missed
ork breaks. Nurses who were older, nonsmokers,
hite, or LPNs were significantly more likely to miss
reaks. Nurses who worked in emergency rooms and

ntensive care units missed breaks more frequently than
urses in other units.
There also were significant personal, professional,

nd workplace variables by smoking status (Table 2).
urses who smoked were younger; male; had fewer

ears of nursing experience; and were more likely to
ork in emergency rooms and psychiatric units, to work

he evening or night shifts, and to work full-time. LPNs
nd RNs with less than a baccalaureate were signifi-
antly more likely to smoke. Smokers were more likely
o work in states where smoking prevalence was higher
han the national median.

About one third (33.2%) of smokers had their first
igarette within 30 minutes of waking, 24.2% smoked
1–60 minutes after waking, and 42.1% smoked after
0 minutes. Approximately one third (36%) of smokers
eported trying to quit at the time of the survey. The
verage number of previous quit attempts was 5.4
SD�8.4).

Table 3 shows multiple logistic regression of factors
ssociated with increased likelihood of missed breaks.
actors significantly related with missed breaks in-
luded being a nonsmoker, older age, white, and
orking in intensive care or emergency rooms. Non-

mokers were almost twice as likely to miss breaks
OR�1.81, CI�1.36, 2.42) as compared to smokers.
PNs were more than twice as likely to miss breaks
ompared to RNs (OR�2.37, CI�1.16, 4.84), regard-
ess of their smoking status. Missed work breaks were
ot related to states’ smoking prevalence or the pres-
nce of state smoke-free policies.

iscussion

o the investigators’ knowledge, this is the first study to
escribe the relationship of smoking and missed breaks
mong nurses. Missing work breaks appears to be the
orm, not the exception, among this sample of nurses.
hese findings also indicate disparities in work breaks.
ork break inequalities were influenced by smoking

tatus, age, and level of education. Nonsmokers were
lmost twice as likely to miss work breaks as were nurses
ho smoked. This finding confirms reports from focus
roups of current and former smokers.29 Only one
hird of the smokers responded that they were trying to
uit, and the differences in missed work breaks rein-

orce the fear of smokers of losing their breaks if they

ber 2S www.ajpm-online.net
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uit, possibly posing a barrier to efforts to support
urses in quitting.
Fagan and colleagues33 called for additional research

o better understand the social context of disparities in
obacco use, with the inclusion of occupation and
ducation. As expected, characteristics of nurses who
moked varied from nonsmokers in other ways that
ight influence work breaks. Smoking was highest

mong the least-educated nurses (i.e., LPNs and asso-
iate degree/diploma graduates), and higher among
ale as compared to female nurses and among older
urses. The prevalence of smokers was highest in
sychiatric units and emergency rooms, among those
n evening and night shifts, and among those working

able 2. Comparison of staff nurses’ characteristics by smok

emographic, professional, and
orkplace characteristics

Smokers n�248
(9.7%)

No

Mean (SD) Me

ge (years) 40.2 (9.7) 41
ears working as a nurse 12.7 (9.7) 15

n (%) n (
ender
Male 25 (14.6) 1
Female 223 (9.4) 21

ace
White 226 (10.1) 20
Nonwhite 20 (6.7) 2

ducation
LPN 9 (14.3)
AA/Diploma 155 (13.2) 10
BS 82 (6.7) 11
MS/PhD 2 (2.0)
nit
Intensive care 41 (9.2) 4
Medical–surgical/cardiovascular 110 (9.61) 10
Obstetric/gynecology 23 (7.3) 2
Psychiatric 17 (23.9)
Emergency room 39 (15.9) 2
Outpatient/home health 15 (5.4) 2

hift
Day 123 (7.7) 14
Evening 27 (14.6) 1
Night 92 (14.8) 5
ork status
Part-time 22 (6.6) 3
Full-time 225 (10.1) 19

tate smoking prevalencea

Highb 137 (11.2) 10
Lowc 111 (8.4) 12
ork in state with smoke-free

workplace policies
Yesd 62 (9.1) 6
No 186 (9.9) 16

p-value is calculated using �2 statistic for frequencies and t-test for
oldface are statistically significant
Based on the national median of 20.2% for the year 2006
Arkansas, Florida, Georgia, Indiana, Pennsylvania, Ohio, North Car
Colorado, Connecticut, Illinois, Maine, Maryland, New Jersey, N

isconsin, District of Columbia
Colorado, Connecticut, Florida, Maine, New Jersey, New York, Utah
n states with high smoking prevalence. Sorensen and f

ugust 2009
collaborators34–36 suggested
models to reduce educational
and social disparities in smok-
ing status through workplace
cessation programs. The find-
ings from this study indicate
that smoking among nurses
may mirror their workplace
environment, and programs
to support nurses’ quit ef-
forts need to address the
social context of quitting,
educational level, charac-
teristics of demanding clin-
ical settings, and should be
made available for all shifts.

Age, education, and work
setting were associated with
missed breaks, regardless of
smoking status. Older nurses
were more likely to miss
work breaks, perhaps indi-
cating differences in work-
load, patient acuity, job
expectations based on ex-
perience, or different atti-
tudes about taking breaks.
LPNs were more than twice
as likely to miss work breaks,
regardless of smoking sta-
tus, shedding light on what
might be an education- or
income-based workplace in-
equality not previously re-
ported. Because of the small
sample size of LPNs who
were current smokers, show-
ing differences in smoking
status by missed work breaks
was not possible. Missed
breaks also varied by unit,
and were more common

mong nurses working in emergency rooms and psychi-
tric units, units which also had the highest smoking
revalence.
The impact of smoking status on work breaks and

ork routine is an important area for future research.
nother important area for research is the impact on

moking of enforcement of hospitals’ smoke-free poli-
ies. Quitting among smokers has been noted to in-
rease when smoke-free policies are instituted. How-
ver, even with the strictest smoke-free policy, it is
ossible that smokers will make extraordinary efforts to
ake their smoking breaks, as, for example, driving to a
ocation off campus in order to smoke. As was evident
n the preliminary review of hospital policies, “smoke-

atus (N�2555)

kers n�2307
90.3%)

p-value*D)

1.2) 0.02
1.2) 0.0003

0.02
5.4)
0.7)

0.06
9.9)
3.3)

<0.0001
5.7)
6.8)
3.3)
8.0)

<0.0001
0.8)
0.39)
2.7)
6.1)
4.1)
4.6)

<0.0001
2.3)
5.4)
5.2)

0.04
3.4)
9.9)

0.02
8.9)
1.6)

0.54

0.9)
0.1)

uous variables, all p-values in

South Carolina
ork, Texas, Utah, Virginia,
ing st

nsmo
(

an (S

.9 (1

.3 (1
%)

46 (8
61 (9

12 (8
79 (9

54 (8
17 (8
40 (9
96 (9

05 (9
35 (9
91 (9
54 (7
06 (8
62 (9

74 (9
58 (8
30 (8

13 (9
93 (8

92 (8
15 (9

18 (9
89 (9

contin

olina,
ew Y
ree” had a variety of meanings. Wheeler and col-
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eagues9 discussed the successful implementation of a
moke-free hospital campus, but did not address the
mpact on smokers’ ability to take work breaks. As
moke-free campuses expand, efforts of smokers to take
moking breaks may exacerbate the disparities of
issed breaks identified in this study.
Several limitations to this study should be considered

n interpreting the findings. The low response rate,
imilar to the rates of web-based surveys reported by
thers,37,38 may have biased the findings, as it was

mpossible to determine if smokers or those who missed
reaks would be less likely to respond. Future research
hould include assessment of other factors that may
ave influenced missed breaks, such as acuity level of
atients, hospital census, patient–nurse ratio, and the
everity of the nursing shortage.

This study focused on nurses in the U.S. Interna-
ional reports show that smoking by healthcare profes-
ionals, specifically nurses, is a barrier in the implemen-
ation of smoke-free hospitals.39 – 42 Smoking rates

able 3. Multiple logistic regression of factors associated
ith staff nurses always/often missing a work break
N�2327)

ariables OR (95% CI) p-value

moker 1.0
onsmoker 1.81 (1.36, 2.42) <0.0001
gea 1.02 (1.01, 1.03) <0.0001
hite 1.0
onwhite 0.56 (0.43, 0.73) <0.0001
emale 1.0
ale 0.97 (0.67, 1.42) 0.89
ducation
LPN 2.37 (1.16, 4.84) 0.02
AA/diploma 1.15 (0.95, 1.39) 0.17
BS 1.0
MS/PhD 1.34 (0.79, 2.27) 0.27
nit
Medical–surgical 1.0
Emergency room 1.75 (1.25, 2.47) 0.001
Outpatient/home health 1.02 (0.76, 1.39) 0.88
Intensive care 1.60 (1.22, 2.09) 0.001
Obstetric/gynecology 1.18 (0.89, 1.58) 0.25
Psychiatric 0.85 (0.49, 1.48) 0.57
ork status
Full-time 1.0
Part-time 1.10 (0.83, 1.45) 0.51

hift
Day 1.0
Evening 0.93 (0.66, 1.32) 0.68
Night 1.18 (0.95, 1.48) 0.14

tate smoking prevalence
Low prevalenceb 1.0
High prevalencec 0.84 (0.70, 1.01) 0.06

-values in boldface are statistically significant
Age is a continuous variable, thus for each year the odds are 1.2
imes higher than those for the previous year
Colorado, Connecticut, Illinois, Maine, Maryland, New Jersey, New
ork, Texas, Utah, Virginia, Wisconsin, District of Columbia
Arkansas, Florida, Georgia, Indiana, Pennsylvania, Ohio, North
arolina, South Carolina
mong nurses and nursing students in some countries
1
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re as high, or higher, than smoking among women in
he general population.43,44 Cessation programs for
urses are an essential strategy to facilitate the imple-
entation of smoke-free hospitals worldwide.42,45,46

Qualitative research methods may be useful in un-
erstanding the social context of work breaks. Further
esearch is needed to explore how work breaks are
erceived and valued by nurses and if there are differ-
nces among nurses by smoking status. Efforts are
eeded to examine the impact of smoke-free policies
n the work routine, including breaks.47 Inequalities
elated to missed breaks can be addressed through
olicies that support the health of all workers and
nsure that, regardless of unit, shift, patient acuity, or
moking status, all nurses have the opportunity to take
heir scheduled breaks.

o financial disclosures were reported by the authors of this
aper.
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