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Background

If you are a community mental health outreach worker, you 
most certainly serve clients who smoke and likely encounter 
second hand smoke on a daily basis. Chronic exposure to sec-

ond hand smoke may cause you some worry about the long-term 
eff ects on your health. However, there are no universal policies or 
procedures that defi nitively protect community outreach clinicians 
from second hand smoke. In the Province of Ontario the right to 
work in a smoke free work place was granted when the Smoke-
Free Ontario Act was enacted May 31st, 2006 (Ontario Ministry of 

Health Promotion, 2007). In spite of this, mental health outreach 
workers still accept exposure to second hand smoke as an expected 
workplace hazard in the community. Th e Ontario government as-
sumes that there are no safe levels of exposure. We have learned 
that more than 1,000 non-smokers are expected to die each year 
in Canada due to second hand smoke. Th is includes over 300 
lung cancer deaths and at least 700 deaths from coronary heart 
disease (Makomaski-Illing and Kaiserman, 1999; De Groh and 
Morrison, 2002).  As mental health professionals we are excellent 
at minimizing risk, creating safety plans and advocating for the 
rights of others. By extension, we also need to address the issue 
of exposure to second hand smoke in our community work set-
tings and clearly outline the rights and responsibilities of outreach 
workers and their employers.

Th e Smoke-Free Ontario Act addresses the right to protection 
from second hand smoke in community or home settings as fol-
lows, “Home health care workers have the right to ask a person 
not to smoke in their presence while they are providing health 
care services. If anyone refuses the request, the home health care 
worker can leave without providing further services-unless doing 
so would present an immediate, serious danger to the health of 
any person.”  Th e Act also states, “Employers of home health care 
workers are advised to familiarize themselves with the rights and 
responsibilities of a worker who chooses to leave a client’s home 
because someone refuses the worker’s request to not smoke in 
their presence.” Furthermore, “… the home health care worker 
must follow any guidelines provided by the employer that are 
reasonably aimed at ensuring the person to whom the health care 
services were being provided or were to be provided is kept safe 
and provided with a reasonable level of care.”  Th e responsibility 
of enforcing the Act is awarded to Local Public Health Units.  It 
is the law that home health care workers must be protected from 
second hand smoke while at work, and this law is enforceable 
(Ontario Ministry of Health Promotion, 2006, pp.1-2).

ARTICLE
Ethical and Clinical Deliberations on Protecting 

Community Mental Health Outreach Workers from 

Second Hand Smoke

Margaret Gehrs, RN MScN, CPMN(C)

Clinical Leader Manager - Community Mental Health Service, St. Michael’s Hospital                                                              

Lecturer, Faculty of Nursing, University of Toronto, Canada

Christina Van Sickle, BSW

Social Worker and Addictions Counselor - CONTACT Mental Health Outreach Service                                                                             

St. Michael’s Hospital, Toronto Canada

Samuel Law, MDCM FRCP(C)

Staff  Psychiatrist - CONTACT Mental Health Outreach Service, St. Michael’s Hospital                                                         

Assistant Professor, Department of Psychiatry University of Toronto, Canada

FRONTLINE PERSPECTIVE

In the Province of Ontario the right to work in a smoke-free 
work place was granted when the Smoke-Free Ontario Act 
was enacted May 31st, 2006 (Ontario Ministry of Health Pro-
motion, 2007).  Home health care workers have the right to 
ask a person not to smoke in their presence and can leave 
without providing further services, unless doing so would 
present an immediate, serious danger to the health of any 
person. While the Act may seem clear, employer guidelines 
informing home health care workers on how to provide a 
reasonable level of care to vulnerable and at risk clients in 
this new safety-focused culture are not. This paper analyzes 
a case study in which client and staff  rights and responsi-
bilities within the context of this legislation are reviewed.  
A real-life organizational solution triggered by the ethical 
dilemmas in the case scenario is presented.
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While the Act may seem clear on the surface, employer guide-
lines informing home health care workers on how to provide a 
reasonable level of care in this new safety-focused culture are not. 
Most outreach programs lack policies and procedures to guide 
decision-making regarding this issue.  Clearly this is an ethically 
charged debate; one that balances the rights of clinicians and the 
rights of clients to determine what they do in their own homes. 
Additionally, community mental health practitioners have a special 
obligation to care for clients who are oft en particularly vulnerable.  
Simply ending a visit because of second hand smoke exposure and 
abandoning a client in crisis, or at risk of harm, is not an option.

  
Case Study:   B en

Ben (a pseudonym) is a 43-year-old man who lives in a self-con-
tained apartment, subsidized by a supportive housing agency 
governed by the Ontario Landlord and Tenant Act.  He is served 
by an Assertive Community Treatment (ACT) Team, a homemaker 
who visits twice per week, housing staff  from the supportive hous-
ing agency, and family members. Ben has a severe and persistent 
mental illness, and has very little insight about his illness and 
the need for treatment.  Ben’s mother is heavily involved with 
his care and she serves as the substitute decision maker for treat-
ment decisions.  She does not feel that the ACT team is providing 
suffi  cient care.  

Ben is a very heavy smoker. His brother also smokes and visits 
Ben regularly while ACT Team members are present.  Visiting 
him in his home has become increasingly diffi  cult due to the 
high levels of second hand smoke that are a constant presence 
in his home. All the home health care workers are complaining 
of not being able to breathe in his apartment, being exposed to 
harmful toxins, and feeling ill when they visit him.  In an eff ort 
to reduce the second hand smoke in Ben’s apartment, the ACT 
team purchased an air purifi er for his home, with funds provided 
by Ben’s Public Guardian and Trustee.  Ben also agreed to open 
his solitary window and not smoke when workers are present.  
Regardless of these eff orts the team members complain that the 
apartment remains smoke fi lled.   

Ben requires daily visits from ACT staff  due to being on a Com-
munity Treatment Order (CTO). Th ese visits ensure that he takes 
his oral medication. Without such treatment in the past his mental 
health status deteriorated quickly, resulting in numerous hospi-
talizations.  Ben has voiced many times that he does not like his 
CTO, nor his daily visits and medications.  Ben’s workers oft en 
have to be quite assertive to gain entry to his home. 

Daily entry to Ben’s apartment has been very important in order 
to conduct risk assessments of his home environment.  Ben’s be-
haviours continue to pose a fi re risk despite ongoing attempts to 
coach him regarding potential fi re hazards.  Ben oft en splices cords 
and wires with a kitchen knife.  Tissues and paper towels cover 
Ben’s countertop, where he smokes and keeps his ashtray.  He does 
not remember to empty his ashtray and has to be prompted to do 
this daily.  Also on the countertop is a hot plate that he frequently 
forgets to turn off  or drapes with cords and plugs.  He disassembled 
his fi re alarm to prevent the continual annoyance of its sound. 

In addition to these risks, Ben must be assisted in proper food 
handling procedures.   He continually forgets to put food back in 
the fridge and it spoils.  On occasion Ben has eaten the spoiled 
food and became ill. Food left  out also attracts pests into Ben’s 
apartment, and he is at risk of his apartment becoming infested.  
Ben must be assisted each day to throw out garbage that is scattered 
across the countertops in his kitchen and on top of his hot plate.

Ben’s behaviours have been diffi  cult to change; he is clearly an 
individual who is at high risk and requires intensive support. 
However, outreach workers are chronically exposed to high levels 
of second hand smoke which is at odds with their right not be 
exposed to second hand smoke in the workplace.

Process  for  Case Study Analysis

Th is case study was recently presented for discussion at an Ontario 
conference for ACT team clinicians. (Ontario ACCT Conference, 
Niagara Falls, 2008).  Approximately 50 mental health clinicians 
attending the workshop were asked to analyze this case study 
and make recommendations for new organizational policies and 
procedures which could guide ACT clinicians on how to protect 
themselves from second hand smoke while providing a reasonable 
level of care. Participants were asked to analyze the case scenario 
using a number of diff erent perspectives.  Th ey were also asked 
to brainstorm regarding ideas for practical program policies and 
procedures that would integrate the following:  

Rights and responsibilities aff orded to home health care work-1. 
ers within the Smoke-Free Ontario Act legislation. 

Th e perspectives of various stakeholders, including the client, 2. 
the family, the ACT team, and manager (“employer”).  Where 
diff erences of opinion occurred, alternative dispute resolution 
or negotiation processes were recommended to attempt to 
craft  outcomes to serve mutual interests.  

Ethical principles that guide and govern health care provi-3. 
sion (Garrett, Baillie and Garrett, 1993). Principles suggested 
included:  

 a) Autonomy, focusing on the rights of individuals to self
 determination and rooted in society’s respect for individuals’ 

ability to make informed decisions about personal 
matters, 

 b) Benefi cence & Non-malefi cence, focusing on the 
 concepts ‘Do good and Do no harm’. Th is involves 

making the best decision for the client from a professional 
perspective, while not harming him. 

 c) Justice.  Th is includes ensuring that policies and 
 procedures are morally and ethically justifi able and 

conscionable.
 d) Duty to Care, focusing on the ACT team’s professional 

 obligation to provide care with watchfulness, attention, 
caution, and prudence, lest it be considered negligent. 

 e) Duty to Protect, that is, protecting the client from the 
 possible precipitation of harm despite the fact this may 

disrupt therapeutic alliance.
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Table 1 Brainstorming Responses Generated at ACT forum
Client ’s  Perspec tive

Insights  Regarding the Dilemmas Possible  S olutions/Ideas for  new Procedures

Th is is my house, my rules, my autonomy and my right to smoke!• 
Smoking is my way of dealing with stress• 
Smoking helps with the symptoms of my illness• 
You’re trying to control me by asking me not to smoke• 
All of my peers smoke, it’s my social outlet• 
I have smoked a long time!• 
I’ve quit drinking. I’ve quit street drugs. Do I have to give up smoking too?• 
Smoking is all I have left  in the world• 
Some of my community mental health workers smoke with me; some say they • 
don’t mind the second hand smoke
Some of my workers buy the cheap cigarettes for me, because I can’t get them• 
My community mental health workers bring me cigarettes when I’m in hospital• 

Wear a mask when you come to see me• 
We’ll go out on the porch• 
I won’t smoke when you are here, or I’ll only smoke for fi ve minutes• 
I’ll open up the window/turn on the fan• 
Only send staff  to visit me who don’t care if I smoke • 
Take me out for a coff ee if I don’t smoke• 

The Family  Perspec tive

You’re abandoning my son (when advised that team members may leave the • 
apartment if it is too smoke fi lled)
It’s your job/you get paid to go in his apartment• 
Are you singling my son out?• 
You must see him because he is on a CTO• 
I’m his substitute decision maker, he doesn’t fully understand that his smoking • 
is putting people at risk

Meet my son outside of his apartment to get away from the smoke• 
Only meet my son at the door (although a risk assessment of his home environment • 
can not be conducted using this alternative)
Family members can agree not to smoke during home visits, and encourage Ben not • 
to smoke during visits as well
Put my son in the hospital/long term care-he is in too great a risk at his apartment• 

The AC T Team Perspec tive

Team members have the right not to be exposed to second hand smoke but do • 
have a duty to care
Team members have a responsibility to educate clients about the dangers of • 
second hand smoke
Team members feel the dilemma of wanting to respect the client’s choice, while bal-• 
ancing health needs of team members, and protecting health status of clients
Team members may have diff erent views on second hand smoke• 
Is the client competent to make decisions about healthy life choices? Recognizing • 
that while Ben is incompetent for general treatment decisions, the competence 
required to know smoking is harmful for self and others is relatively low – are 
there other angles we should address? 
Do we have a duty to protect those who live around Ben in the same apartment • 
complex from second hand smoke as well? 
Is this the right kind of housing for the client?• 
Clients’ homes in the community are defi nitely a work setting, but are they a true • 
“workplace” as outlined in the Smoke-Free Ontario Act? 
How much should we favour client-centered autonomy over a health centered-• 
approach (benefi cence) in order to preserve the fragile alliance with a low-insight 
client? 
How do we defi ne “risks”? Is second hand smoke generally considered a chronic • 
(non-acute) risk and therefore a weak argument for withdrawing service?

A team must have a consistent approach with each client, even if particular team • 
members have diff erent views about second hand smoke, the policies and procedures 
have to apply universally
A fl exible case by case plan to reduce exposure to second hand smoke must be cre-• 
ated
Fostering strong relationships with clients is key- if there is mutual respect, clients will • 
respect our right to not be exposed to second hand smoke
Services may need to be provided in an alternative way that satisfi es, if not completely, all • 
concerned (e.g. take it outside or to other environments, reduce length of visits, etc.)
“Risks” may need to be hierarchically ordered for a more coherent and meaningful • 
discussion and to help staff  make judgment calls

The Manager  (“Employer ”)  Perspec tive

How do I know the employee has followed obligations to provide care before • 
terminating the home visit?
Are employees able to deny service when a client lives is a high risk situation?• 
Has an alternate plan for service been arranged if a staff  member ends a visit early • 
due to second hand smoke exposure?
Can some workers who don’t mind smoke do the visits with clients who • 
smoke?
Are workers able to refuse to do visits?• 
Can we change the hiring process and only hire smokers who don’t mind the • 
exposure to second hand smoke?

Manager should consult legal counsel and seek the advice of an ethicist• 
Must consider if the individual is living in an environment that provides enough support • 
as this could reduce the need for frequent outreach visits into smoky environments
Can ask Fire Marshall to attend client’s home and enforce rules• 
Must foster sense of responsibility within the client to take ownership over this prob-• 
lem
We need to ensure a fair process where clients who smoke are not unduly punished due • 
to counter-transference from clinicians 
Advocacy may need to occur at the housing policy level to ensure safe environments• 
Is there a protective mask that staff  can wear during high risk situations?• 
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Discussion Outcomes

Many responses were generated in the brainstorming session. 
Participants proposed a range of hypothetical objections, opinions 
and other comments from each stakeholder perspective. Th is 
brainstorming assisted participants in developing new insights into 
the complexities of the dilemma and stirred creativity in fi nding 
solutions to guide policy and procedure development for outreach 
teams.  Overall, empathy was expressed for the client’s need for 
autonomy and control over his life, the need to preserve a positive 
therapeutic relationship with the client, and the importance of 
negotiation and “thinking outside the box” to address the safety 
needs of staff . Responses are listed in Table 1.

A Real-Life  Organizational  S olution 

Triggered by the Case Study

Th e case study of Ben represents a very typical scenario faced regu-
larly by outreach workers in the St. Michael’s Hospital Community 
Mental Health Service in Toronto.  Th e Community Mental Health 
Service (CMHS) encompasses several outreach programs, includ-
ing ACT, intensive case management (ICM) and early intervention 
(EI) for psychosis.  Th e clients served by the CMHS experience 
serious mental illnesses, concurrent substance use issues, home-
lessness, complex medical conditions and legal issues.  Th e teams 
routinely do outreach to shelters, boarding homes, private apart-
ments and homes.  Since the enactment of the Smoke-Free Ontario 
Act the teams have struggled with many issues already outlined in 
this discussion paper. Th e majority of their clients smoke, many 
are diffi  cult to engage in service, and adherence to service plans 
can be sporadic. Many of the dilemmas and insights revealed at 
the ACT forum had already been identifi ed and debated in staff  
meetings, clinical case conferences, etc.

In order to develop better guidelines on how to protect outreach 
clinicians from second hand smoke while providing a reasonable 
level of care, it was decided that a task force, with representatives 
from the diff erent outreach teams, chaired by the Clinical Leader 
Manager of the service, should be developed to tackle the problem.  
Th e task force began its meetings in the fall of 2006.

Task Force Steps

Step One:  Completing an Internal Scan

Th e fi rst step was to identify the extent of the second hand smoke 
problem across the CMHS outreach programs.  Clinicians agreed 
that unlike the younger, “fi rst episode of psychosis” population, 
the older, longer term clients were more likely to smoke heavily. 
Th ey were also more likely to have moved into their own apart-
ments over time, due to receiving housing help from the teams. 
Th is resulted in living situations with greater autonomy for the 
clients, but also meant that these clients needed more daily sup-
port regarding routine activities of daily living, were less likely to 
have smoking rules imposed on them (as is the case in boarding 
homes or other joint living situations, for example), and there 
was greater chance for exposure to second hand smoke by staff .  

Th e clinicians also agreed that most clients were agreeable to not 
smoking in the presence of staff  or moving outdoors as necessary, 
although a small percentage (approximately 5%) of the clients 
found it very diffi  cult to make changes, resulting in increased 
risk to staff . Th e story of Ben was one such example, although the 
circumstances described have been changed somewhat to protect 
the identity of the client.

Step Two:  Completing an External Scan

During the spring of 2007 task force members called several com-
munity mental health and other community-based health services 
in the Greater Toronto Area to determine if any other agencies had 
developed practical guidelines regarding the issues being explored.  
At that time, no such policies or procedures were identifi ed.  Th e 
Clinical Leader Manager also raised the issue amongst Greater 
Toronto Area ACT teams and on an e-forum for provincial ACT 
teams and similarly found no work had been done in this area.  
Most ACT team leaders had not yet considered the implications 
of the Smoke-Free Ontario Act on their outreach workers.  

 A literature search was also completed by the team. Overall, there 
was very little literature related to protecting community workers 
from second hand smoke and how to develop guidelines to balance 
staff  and client rights and responsibilities.  Useful information 
was, however, received from British sources where nurses and city 
councils have begun work to protect community workers from 
second hand smoke (Royal College of Nursing, 2006; Dundee 
City Council, 2005; Dimond, 2003).  A common theme in these 
resources was the use of decision trees to provide direction regard-
ing the responsibilities of the staff  and employers.  Th e decision 
trees provided guidance in educating clients, informing clients 
of new smoke-free policies, assessing risk in community settings, 
and determining when it is appropriate for a community worker 
to leave a community setting due to second hand smoke.  

Step Th ree:  Consulting an Occupational Hygienist

Th e possibility of using safety equipment, safety masks in par-
ticular, had been raised on several occasions by staff . Some team 
members were familiar with the use of N95 masks during the 
SARS crisis in 2003 and were wondering if such masks could be 
worn when working in smoke-fi lled environments. A St. Michael’s 
Hospital occupational hygienist was asked to serve as a consultant 
to the task force.  Our occupational hygienist informed us that N95 
masks were not suffi  cient and that large, cumbersome, expensive 
masks with fi lters would need to be worn to safely fi lter out the 
toxic elements of second hand smoke.  Each mask would have 
to be fi t-tested to individual staff  members, fi lters would need to 
be replaced frequently, and staff  would need to be screened for 
pregnancy, heart disease or claustrophobia before being cleared 
to wear the masks.  Clearly these masks were not without their 
own risk.  Furthermore they were fl atly rejected by the task force 
due to the fact that they would interfere with the therapeutic 
relationship with clients.

Step Four: Consulting the Hospital Bioethicist

Most helpful in the task force process was the consultation pro-
vided by the hospital’s bioethicist.  Aft er carefully reviewing the 
list of dilemmas faced by the outreach teams, the advice to the 
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task force was:

To use a fair, open, inclusive and transparent process when 1. 
establishing guidelines for the teams. Th is should include 
reviewing all the stakeholder perspectives.

To establish guidelines, which are practical, clear, fair and 2. 
rationally justifi able. Th e guidelines should consider all the 
stakeholders’ rights and responsibilities, the legislative re-
quirements, human rights, professional standards of practice, 
duty to care, and duty to protect. 

To ensure that our most vulnerable clients are not simply 3. 
abandoned because we now have the right to refuse to be in 
a dwelling when clients continue to smoke, especially when 

we know or ought to have known, that a risk of serious harms 
might befall them in the absence of our interventions. 

To fi rst exhaust all lesser intrusive/invasive means of manag-4. 
ing the situation and reconciling what might appear to be 
competing rights and interests. Th is includes an emphasis on 
negotiation, especially when one has a reasonable therapeutic 
alliance with the client. 

To use creative and innovative techniques in navigating “risky” 5. 
situations with discretion and good judgment. 

To use team-driven versus individually-driven processes to 6. 
assist with decisions and judgment calls.  Th ese processes 
should be clear and coherent.  

Figure 1: Second Hand Smoke Exposure: Decision Tree for Home visit Service 
Provision Plans

(1) STAFF EDUCATION
Each staff  member receives education regarding their rights and responsibilities 

in relation to home visits and the Smoke-Free Ontario Act

(2) CLIENT EDUCATION
All clients receive education from staff  regarding the Smoke-Free Ontario Act, 
eff ects of second-hand smoke, eff ects of smoking, treatment options and an 

individualized smoke-free service plan

(6) DECISION TO CONTINUE COMMUNITY SERVICES
If client continues to not provide a smoke-free environment or move to a 

smoke-free environment, discuss case with Team leader or CLM and physician. 
Based on competency and risk assessment, make a decision if community 

service can continue under current conditions

(3) CLIENT PLAN
All clients asked to participate in 

developng a plan to provide a smoke-free 
environment for staff 

Client agrees to provide a smoke-free 
environment or mofe visits to a smoke-free 

environment

Create formal written notifi cation to client, 
from the appropriate team, advising on 

form of service to be provided (changed, 
reduced, alternative)

Begin process for client transfer or 
discharge

Continue visits

Continue visits Discontinue visits

Client does not agree to provide a smoke-
free environment for staff .

(4) CASE CONFERENCE
Initial multidisciplinary case conference to 
review duty to care versus employee risks; 

develop a risk amanagement plan

(5) LETTERS
Formal letter(s) outlining results of case 

conference brought to client detailing 
possible solutions/alternatives; discussion 

of letter(s) with client
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Step Five:  Developing New Guidelines for Staff 

Using the aforementioned suggestions, the task force then took on 
the job of developing a policy and procedure document to off er 
clear guidelines for staff .   Procedures identifi ed by the task force 
focused mainly on:  

An education campaign to ensure that all outreach workers 1. 
are clear about their rights and responsibilities in relation to 
the Smoke-Free Ontario Act.

An education campaign for clients receiving CMHS services. 2. 
Th is involved developing an information package to be re-
viewed with each client.

Developing individualized client plans to facilitate a smoke 3. 
free environment for visiting staff .  Client engagement and 
creativity were encouraged to negotiate strategies, such as use 
of alternative visit sites, asking family members not to smoke, 
ventilating the apartment prior to a visit, use of nicotine 
replacement therapies, etc.

Initiating case conferences to develop plans for clients who do 4. 
not provide a smoke-free environment for staff .  Th is includes 
a multidisciplinary team discussion to ensure that all factors, 
including general competence, level of risk, client concerns, 
etc. are considered in the plan.  All attempts should be made 
to individualize the plan and brainstorm regarding creative 
solutions.  Th e policy advises that only aft er several attempts 
have been made to negotiate with a non-adherent client, and 
only if he is low risk and competent, could a team decision 

be made to withdraw service due to the risks of second hand 
smoke.  In such a scenario, alternative services may need to be 
arranged for the client (e.g. clinic visits where staff  members 
do not enter the private home).

 Developing decision trees to clearly guide decisions in man-5. 
aging home visits for clients who do not provide a smoke-free 
environment.  Th ese decision trees were designed to help 
navigate situations in which clients are not in immediate 
risk and in immediate risk.  Samples of the decision trees are 
provided in Figures 1 and 2.

Step Six:  Developing a Smoking Cessation Program for Clients

Lastly, the task force believed it was the responsibility of the CMHS 
to provide support and treatment options to clients who want help 
with reducing or quitting their smoking.  Clients were provided 
with information on the eff ects of smoking and second hand 
smoke.  People were off ered information and free access to nicotine 
replacement therapy, and other smoking cessation aids.  

Individuals were given information on how to contact the Smoker’s 
Helpline, the Nicotine Dependence Clinic at the Centre for Ad-
diction and Mental Health in Toronto, and other local community 
smoking cessation groups.  A smoking cessation group was also 
created and facilitated by CMHS staff .  Th is group provides coun-
seling, assistance, education and support for clients who wish to 
reduce or quit smoking.  

Figure 2 Second Hand Smoke Exposure: Decision Tree for Terminating Home Visits

Client does not provide a smoke-free 
environment or move to a smoke-

free environment.

CLIENT IS IN IMMEDIATE RISK
Notify Physician if client requires 

psychiatric intervention. If client is 
suicidal, aggressive, unable to care for 

him/herself, a fi re risk, etc. call 911

CLIENT IS NOT IN IMMEDIATE RISK
If possible, give client medications before 

leaving; explain reason for leaving to 
client and advice that Team Leader or 

CLM will be contacted.

Leave premises

Return to (4) Case Conference 
(Decision Tree for Home Visit 

Service Provision Plans)

Await emergency services before 
leaving premises

Provide follow-up as per usual crisis 
management procedures (including 

completing an incident report)
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The Real-Life  Case Outcome

As per the policy of Ben’s supportive housing agency, his apartment 
was inspected bi-annually by the Fire Marshall.  Upon the Fire 
Marshall’s last visit Ben was issued a warning to keep his fi re alarm 
connected, or he could face eviction.  Six months later when the 
Fire Marshall visited again he found that Ben had in fact disabled 
his fi re alarm.  Ben was issued an eviction notice from the Fire 
Marshall, and the ACT team moved him into a boarding home.  
Ben has been successful in adapting his smoking behavior so that 
he now smokes outside, as is the policy at his new residence. 
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tobacco issues.

Editor’s Note:

Acknowledgements:  none

Competing Interests:  none

Address for Correspondence:  GEHRSM@smh.toronto.on.ca


