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A B S T R A C T

Background: Advocacy, resources and intersubjective reasonable arguments are known as factors that contribute
to smoke-free (SF) adoption and implementation in Chinese and Anglo-Saxon places. Less is known about how
the implementation of smoking bans differs across European places. The aim of this qualitative comparative
study is to identify and classify the SF policy implementation processes and types undertaken at the local level in
seven European cities according to the views of local bureaucrats and sub-national stakeholders.
Method: Semi-structured expert interviews (n= 56) with local decision makers and stakeholders were con-
ducted as qualitative part of the comparative SILNE-R project in Belgium (Namur), Finland (Tampere), Germany
(Hanover), the Republic of Ireland (Dublin), the Netherlands (Amersfoort), Italy (Latina), and Portugal
(Coimbra). Qualitative interviews were analyzed using the framework analysis.
Results: Implementation of SF environments predominantly focuses on indoor bans or youth-related settings.
Progressive-hungry (Dublin), moderate-rational (Tampere), upper-saturated (Hanover, Amersfoort), and lower
saturated (Namur, Coimbra, Latina) implementation types can be distinguished. These four types differ with
regards to their engagement in enhancing SF places as well as along their level of perceived tobacco de-nor-
malization and public smoking visibility. In all municipalities SF environments are adopted at national levels,
but are differently implemented at the local level due national policy environments, enforcement strategies and
the level of collaboration. Major mechanisms to expand SF regulations were found to be scientific evidence,
public support, and the child protection frame. However, counter-mechanisms of closure occur if data on de-
clining prevalence and new youth addiction trends trigger low prioritization.
Conclusions: This study found four SF implementation types two mechanisms of progressive expansion and
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defensive closure. Development and enhancement of smoking bans requires a suitable national policy en-
vironment and indirect national-level support of self-governed local initiatives. Future SF policies can be en-
hanced by laws pertaining to places frequented by minors.

1. Introduction

Six tobacco control policies (TCPs) have been recommended by the
World Health Organization (WHO) to de-normalize smoking and de-
crease second-hand smoke (SHS) exposure (WHO, 2008). One primary
prevention strategy across countries is implementing smoke-free (SF)
places, which is consistent with the WHO FCTC Article 8 guidelines to
protect people from SHS exposure (WHO, 2009).

Smoking bans have been implemented in most middle- and high-
income countries at public places, the hospitality sector, workplaces as
well as in schools (Eriksen et al., 2015; Mlinarić et al., 2018). The large
majority of European Union (EU) member states remains at the level of
indoor bans (Muilenburg et al., 2010; Martínez et al., 2014; Fu et al.,
2016). The persistence of SF indoor settings with often partial designs,
such as exceptional smoking rules and designated smoking areas, is not
compatible with urban health objectives of the WHO European Healthy
Cities Network initiative (Lawrence and Fudge, 2009; Lawrence, 2013;
Farrington et al., 2015).

To enhance existing SF places knowledge on existing implementa-
tion processes at local level is important. So far, evidence on European
implementation processes is still scant as most studies on SF indoor and

outdoor implementation at the local level come from China (Fong et al.,
2015; Luo et al., 2015) and the Anglo-Saxon countries (Blaine et al.,
1997; Montini and Bero, 2008; Fallin et al., 2014; Marsh et al., 2014;
Mark et al., 2014). In a recent realist review summarizing the existing
evidence across all countries around the globe, one could identify three
mechanisms that influence sustainable SF development and im-
plementation processes (Mlinarić et al., 2018): First, (absent) alliance-
building among tobacco control advocacy coalitions (Weishaar et al.,
2016) and evidence-based local data on the benefits and effectiveness of
TCPs triggers trust among decision makers in shared “policy core be-
liefs” (Sabatier and Weible, 2007, p. 194f). Second, sufficient state-
funded (human) resources increase priorities for SF policy enforcement
(Klein et al., 2007; Kennedy et al., 2014; Mark et al., 2014). Third,
intersubjective reasonable arguments such as the child protection frame
or public support limit opposing interests and consolidate de-normal-
ization of smoking (Thomson et al., 2009; Crosbie et al., 2011). How-
ever, whether and how authorities have clarified implementation steps,
the allocation of resources, and the distribution of responsibilities
among keypersons could mislead correct implementation of SF legis-
lation (Satterlund et al., 2011; Mark et al., 2014; Marsh et al., 2014).

Table 1
Contextual characteristics of each participating country/city in SILNE-R.

place smoke-free (SF) legislative contexta adults (15+ years
olds)
daily tobacco
prevalenceb

local prevalence of 14–16
year old weekly smokersc

level of
implementationa

(Total & SF laws)

SF non-compliancea

in %
(seeing smokers)

country city SF legislation sectors and locations male female boys girls (TCS) score: (0–100) bars work
Belgium

j (2007–2011)
Namur workplaces, bars & restaurants, public

transport, public places
21.6 16.4 16.0 16.9 49/100 (Total), 15/22

(SF)
23.0 21.0

Finland
j (2007–2009)

Tampere workplaces, bars & restaurants, public
transport, public places, private
cars + “TF Finland 2030”d

17.2 14.0 5.5 6.2 60/100 (Total), 18/22
(SF)

8.0 8.0

Germany
j (2007/2008)

Hanover workplaces, bars & restaurants,e public
transport, public places

25.1 17.1 4.3 6.4 37/100 (Total), 11/22
(SF)

29.0 20.0

Ireland
j (2004)

Dublin workplaces, bars & restaurants, public
transport, public places, private
cars + “TF Ireland 2025”f

19.9 17.3 5.3 3.0 70/100 (Total), 22/22
(SF)

5.0 13.0

Italy
j (2005)

Latina workplaces,g bars & restaurants, public
transport, public places, private cars

22.8 14.9 17.2 22.3 51/100 (Total), 14/22
(SF)

13.0 44.0

Netherlands
j (2008)

Amersfoort workplaces,h bars & restaurants, public
transport, public places

17.0 17.0 10.0 8.2 53/100 (Total), 15/22
(SF)

31.0h 16.0

Portugal
j (2008)

Coimbra workplaces, bars & restaurants,i public
transport, public places

23.5 10.9 8.8 9.0 50/100 (Total), 11/22
(SF)

43.0 23.0

a Data derived from Tobacco Control Scale (2016): Joossens and Raw (2017): The Tobacco Control Scale 2016 in Europe. Seventh European Conference on
Tobacco or Health, Porto, Portugal, 22–25 March 2017. This report includes Eurobarometer survey (2014) results on non-compliance with SF legislation in hos-
pitality sectors and at workplaces.

b Data derived from Tobacco Atlas (see: https://tobaccoatlas.org/topic/prevalence).
c Unpublished SILNE-R survey results on weekly smoking of 14–16 year old adolescents (n=12,942) in Namur, Tampere, Hanover, Dublin, Latina, Amersfoort,

and Coimbra.
d The Tobacco Free Finland 2030 initiative is since 2014 an endgame policy of the Ministry of Social Affairs and Health. It is an action plan – “Roadmap towards a

Smoke-Free Finland” – to eliminate the use of tobacco products in the country by the end of the year 2030. It includes an extension of SF policies to residential
properties, private cars (when minors present), playgrounds, amusement parks and beaches (www.savutonsuomi.fi/en/).

e Legislation of smoking in bars and restaurants is a competence of sub-national regions/units (“Länder”) but in line with general federal guidelines. Hanover
(Niedersachsen) has – as most German federal states –only a partial ban in bars and restaurants with designated smoking rooms. Only Bayern, Saarland, and North-
Rhine Westphalia have passed a comprehensive ban in the hospitality sector.

f The Tobacco Free Ireland 2025 initiative is an endgame policy and was launched by the Minister for Health in 2013 (www.who.int/fctc/ire_tobacco_free/en/).
g The 2014 Eurobarometer shows weak compliance (cf. Joossens and Raw, 2017, p. 18f.). 44% report being exposed to secondhand smoke at work.
h A smoking ban for small bars came into in 2015 (after fieldwork of Eurobarometer survey on compliance) and is respected. The ban allows smoking rooms (cf.

Joossens and Raw, 2017, p. 18, p. 18).
i Until 2020 smoking areas still allowed in work places, restaurants, and pubs bars. 43% report that people smoke inside bars. (cf. Joossens and Raw, 2017, p. 18ff).
j Year of implementation of SF laws in hospitality sector.
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1.1. Situation in Europe

In Europe, action plans for tobacco control at regional and SF po-
licies at local levels were studied mostly in the United Kingdom
(Edwards et al., 1999; Semple et al., 2007; Arnott et al., 2007; Ritchie
et al., 2010). Edwards et al. (1999) and Arnott et al. (2007) identified,
for the UK context, the need of a) coordinated advocacy and a multi-
agency, partnership approach, b) sufficient time, staff, and resources,
and c) gaining public support by solid arguments (e.g., SHS exposure).
Research on SF implementation in continental EU cities has been
scarcely studied and has focused on healthcare or hospital domains
(llén et al., 2002; Giraldi et al., 2013). Moreover, existing European
studies researched often large-scale population effects such as the im-
pact of SF laws on home smoking bans or SHS exposure (Lotrean, 2008;
Mons et al., 2013; Ward et al., 2013; Kuntz and Lampert, 2016).

Less is known about how (sub-)national smoking bans are mon-
itored at local levels, how they differ across European places, and how
they could be possibly enhanced. This is mainly because many local
authorities in Europe do not rule public health ordinances, on the
contrary there is a long tradition in the US and Australia of ruling out SF
policies at the local level (Satterlund et al., 2011; Mark et al., 2014). SF
legislations are across all EU countries mostly implemented at the na-
tional level (e.g., Ireland, Italy), but may deviate in legal details at the
level of sub-national units (e.g., “Länder”/federal states in Germany,
Walloon vs. Flanders region in Belgium) and may differ therefore sub-
stantially in the practical implementation in cities or municipalities.
There is no cross-national study so far that compares how SF places are
implemented under different local circumstances and within specific
national “policy environments” (Willemsen, 2018, p. 8). Such knowl-
edge is pertinent to enhance existing SF places, as certain EU cities
could learn from advanced local contexts in terms of implementation
and enhancement of SF places.

1.2. Aims and research objectives

In this realist study, we compare seven cities located in Belgium
(Namur), Finland (Tampere), Germany (Hanover), Ireland (Dublin),
Italy (Latina), the Netherlands (Amersfoort), and Portugal (Coimbra).
These cities are placed within countries and national policy environ-
ments which differ considerably in contextual factors such as SF legis-
lation, locations in which SF legislation is regulated, the prevalence of
tobacco consumption in each country, and the level of implementation
of TCPs (Table 1). This is reflected in the Tobacco Control Scale (TCS),
since we know that Ireland and Finland for instance are progressive
with a large range of SF sectors (e.g., workplaces, public places, private
cars) being regulated within national-level tobacco endgame agendas
(e.g., “Tobacco Free Finland, 2030”) and high compliance rates, while
Germany has exceptions such as smoking rooms in hospitality sector
and also lower SF compliance at workplaces (Joossens and Raw, 2017,
p. 19). Table 1 depicts also large differences across and within contexts
by gender and age, such as that the prevalence being highest among
German male adults and Italian girls from the city of Latina, while being
lowest among Hanover boys and Dublin girls.

The aim of this qualitative comparative study is to identify and
classify the SF policy implementation processes and types undertaken at
the local level after passing national SF legislation in several sectors and
locations in seven European cities according to the views of local bu-
reaucrats and sub-national stakeholders. In addition, we explore the
contexts, mechanisms and outcomes that have occurred after applying
several types of SF policy implementation process. Based on a “bottom-
up approach” (Sabatier, 1986) to implementation research which also
considers the top-down effects from the national policy environments
(Willemsen, 2018), we will derive recommendations on how to possibly
enhance SF places in the future. We are interested in policy learning by
exploring the views and experiences of “local bureaucrats” in EU cities,
which will help to unveil their norms, knowledge, abilities, resources,

and motivations in enforcing smoking bans at local levels. This element
of how policy implementation can fail or succeed may provide new
insights to the tobacco control community to better advise policy-
makers and possibly enhance design, implementation, and monitoring
of SF policies (May, 1992).

This qualitative comparison aims to address the following research
questions:

1. How are SF legislations in several sectors and locations implemented
in seven EU cities according to the view of local bureaucrats and
sub-national stakeholders?

2. What kind of SF policy implementation types occur when studying
the enforcement and compliance of (sub-)national SF legislation in
municipalities?

3. What are the contexts, mechanisms and outcomes that derive from
each policy implementation type?

2. Methods

This qualitative study is part of the SILNE-R project (silne-r.ensp.
org) that studies the implementation of TCPs in seven European
countries at national, local and school levels by using a realist approach
(Pawson et al., 2005; O'Campo et al., 2011). In this paper, we are
studying the implementation of (sub-)national SF legislations at local
levels. A realist approach studies the contexts, mechanisms and out-
comes that have occurred after applying specific programs or policies in
a given place or location (Pawson et al., 2005; O'Campo et al., 2011).
Ethical approval was granted through the ethical committee of the
Medical Faculty of the Martin Luther University Halle-Wittenberg
(2016-90 hm-bü), Germany, and obtained in all participating countries
separately to comply with respective national standards.

2.1. The realist approach: a place- and context-sensitive perspective

This realist comparative study has an explanatory character and
seeks to unravel context-mechanism-outcome configurations (CMOs).
Qualitative research methods are compatible with the realist metho-
dology (Pawson et al., 2005; O'Campo et al., 2011), since they aim to
unpack hidden processes at micro and meso levels (Flick, 2013). A
realist approach investigates how and why policies work differently in
real world contexts (C), trigger beneficial or adverse mechanisms (M)
and produce multiple outcomes (O). Such a place- and context-sensitive
perspective is indicated, since SF policies might alter (human and fi-
nancial) resources and (legislative) constraints (C), which then triggers
mechanisms (M) which produce (un-)intended outcomes (O) across
different places (Mlinarić et al., 2018). Studies have applied a realist
methodology in health research (Greenhalgh et al., 2009; Jagosh et al.,
2012). However, just a few realist studies so far have paid attention to
tobacco control interventions (Douglas et al., 2010; Oladele et al., 2013;
Schreuders et al., 2017).

2.2. Sampling

We conducted problem-centered (Witzel, 2000) expert interviews
(n= 56) in seven cities of the EU. Qualitative expert interviews are a
standard instrument in tobacco control research (Martin, 2004; Montini
and Bero, 2008; Hall et al., 2015). Namur, Tampere, Hanover, Dublin,
Latina, Amersfoort, and Coimbra were selected as comparable medium-
sized municipalities, because they reflect the respective national
average in terms of demography, unemployment rates, average income,
and proportion of migrants (Lorant et al., 2015).

The aim of the semi-structured interviews was to map whether and
how existing SF places were implemented at the level of the seven EU
municipalities and what is needed to enhance future initiatives at the
local level. Based on a realist review (Mlinarić et al., 2018) and in
correspondence with all participating project partners a topic guide
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with ten thematic blocks and a short-questionnaire were defined
(Supplementary file 1). The final topic guides and short-questionnaires
were translated in the respective national language.

We obtained a purposive sample strategy. Each national re-
presentative identified informative decision makers and stakeholders
relevant to the local implementation of TCPs via digital stakeholders
mapping (Mehrizi et al., 2009; Varvasovszky, 2000). The intended
profile of the respondents was defined and proposed by MM, LH and
MR in an advisory stakeholders mapping inclusion and exclusion cri-
teria document (Supplementary file 2).

2.3. Data collection

Data collection was carried out in collaboration with SILNE-R pro-
ject partners. A three-day training workshop was held in order to train
all national field workers on qualitative expert interviews. The general
aim of the workshop was to familiarize all field workers with the topic
guide and train them for the multicenter data collection, which was
carried out – including with interview pre-tests - across all seven cities
between January and July 2017.

Interviews took place in a quiet and undisturbed ambience. Mostly
participant's offices or conference rooms were arranged as interview
places. Participants gave verbal and active (written) informed consent.
All interviews were audio-recorded and conducted in the native lan-
guage, transcribed verbatim in the respective language, and finally
translated by professional English-translating offices (Enzenhofer and
Resch, 2013; Roth, 2013; Klein-Ellinghaus et al., 2016). A back-trans-
lation check of transcript data was done by each project partner, who
delivered data to the organizing researchers (MM & LH). A short-
questionnaire (see Supplementary file 1) was carried out at the end of
the interview in order to collect basic sociodemographic data such as
age, gender, occupation, current institutional position, working ex-
perience, and smoking status.

In total, n= 56 expert interviews were carried out and lasted, on
average, 45min (Table 2). The characteristics of the participants are
displayed in Table 2. 89 persons were contacted and informed by a
study information letter, recruited via e-mail, by phone, and snowball
sampling. The total response rate was 63%. The significantly lower
response (22%) in the German city was due to an institutional-admin-
istrative division between the region (city of Hanover plus urban hin-
terland) and the city of Hanover. This division led to a refusal to par-
ticipate among identified keypersons from the region of Hanover, as
they felt not being knowledgeable for procedures in the city of Hanover.
Such a context factor was absent in the other six cities which resulted in
a higher response in these municipalities.

The average age of the participants was 51-years and respondents
were predominantly female (66%). With 20 years, Irish interview

partners had the longest working experience. About 27% of the inter-
view partners were ever smokers. Table 3 displays that more than two
third of participants could be assigned to institutional spheres of health
and welfare promotion (48%) or addiction (20%). The other re-
spondents worked in the fields of youth protection (9%), public order
(9%), unions or health advocacy (9%), and education (5%).

2.4. Data analysis

We applied a step-by-step design with the aim of constructing em-
pirically grounded typologies (Kluge, 2000), which enables compar-
isons across places. Typology construction is a well-established meth-
odology in the social sciences (Bloombaum, 1964; Capecchi, 1968;
McKinney, 1969; Weis and Willems, 2016). Such kind of qualitative
data analysis is consistent with the framework method (Gale et al.,
2013; Ritchie, 2014), which ensures also a step-by-step process and
generates themes by making comparisons within, across and between
cases (Gale et al., 2013).

Our typology construction can be divided into four stages (Fig. 1).
We performed the analysis with MAXQDA (11) by (1) categorizing, (2)
summarizing, (3) synthesizing, and (4) characterizing steps. In a first
inductive step categories were developed by open coding. City cases
and the emerging themes were coded openly in seven city-specific
MAXQDA files in order to categorize and summarize the specific SF
context at an inductive level of analysis. Collective meaning-making
processes and regular discussions between MM & LH were performed
throughout the open and axial coding process by monthly team meet-
ings and daily communication in order to resolve interpretative dis-
agreements. The first two interviews in each EU city (n=14) were
coded separately by MM and LH. The first emerging coding trees of MM
were compared afterwards for consistency with LHs codes and cate-
gories. The same procedure was repeated after the fourth (n= 28) and
sixth interview (n=42) in the respective city. The seven city-specific
axial coding trees were developed and refined by generating major

Table 2
Characteristics of the expert interview participants.

country N 1st contact snow-ball Response in % age (x)̅ Female in % policy-
maker

stake-
holder

working experience in
years (x)̅

ever smokers in
%

duration min.
(x)̅

Belgium
(Namur)

10 10 2 83.3 51.1 70.0 5 5 13.9 20.0 52.1

Finland
(Tampere)

9 13 0 69.2 48.0 77.8 3 6 9.7 11.0 43.3

Germany
(Hanover)

8 28 8 22.2 52.8 75.0 3 5 16.5 87.5 42.6

Ireland
(Dublin)

10 10 4 71.4 48.2 40.0 5 5 20.3 10.0 54.0

Italy
(Latina)

6 5 3 75.0 49.8 66.7 3 3 11.3 50.0 38.3

Netherlands
(Amersfoort)

6 7 0 85.7 49.8 83.3 2 4 15.0 0.0 37.2

Portugal
(Coimbra)

7 9 0 77.8 55.6 57.1 3 4 16.0 14.3 37.9

7 EU cities 56 72 17 62.9 50.6 66.1 24 32 14.8 26.8 44.8

Table 3
Institutional spheres of respondents.

Field N proportion in %

health and welfare promotion 27 48.2
addiction 11 19.6
youth protection 5 8.9
advocacy (e.g., unions, health NGOs) 5 8.9
public order (e.g., police, food safety and consumers

protection)
5 8.9

education 3 5.4
Total 56 100.00
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categories and subthemes in relation to the interview data. Finally,
individual cases (interviews) were grouped around empirical regula-
rities. Inductive (data-driven) and deductive (theory-driven) categories
and coding trees with ten main categories were defined in a qualitative
codebook (Supplementary file 3). Finally, theory-driven CMOs were
applied in order to synthesize meaningful relationships and char-
acterize implementation types (Fig. 1).

3. Results

Across all cities, the implementation of SF environments pre-
dominantly focuses on indoor bans (e.g., hospitality sector, workplaces)
or youth-related settings, such as school tobacco policies (STPs) and
child-related SF contexts (e.g., SF playgrounds). Adoption of SF en-
vironments at workplaces, public places, schools, in public transport
(including private vehicles), and in the hospitality sector is across the
seven EU countries analyzed passed either at national (e.g., Ireland,
Italy) or sub-national levels (e.g., “Länder”/federal states in Germany).
A point of saturation is reported in most cities with regards to expand
SF laws in the future, since smoking prevalence is regressive in most of
the seven countries and existing smoking bans are perceived as suffi-
cient.

Improve them. I don't really have any idea. Because when you forbid
smoking in every public space, public transports … there aren't
many other places, except for private places.

[BEL#4, burgomaster of sports, health and human resources]

3.1. Context factors: policy environments, enforcement strategies, and
collaboration

SF places are mostly adopted at national levels, but are im-
plemented differently at local levels due to varying context factors, such
as the level of collaboration, enforcement strategies, and existing SF
legislation. The reported policy-making process works primarily as a
top-down-process, since (sub-)national legislations and authorities
(mostly health, education, and youth-related decision makers) are re-
quested to introduce SF laws. SF places are implemented by local au-
thorities (e.g., police, public order, food safety and consumers’ pro-
tection authorities, etc.) and administrative departments of health

promotion, addiction or educational departments “on the ground.”

He [MM: minister] brought in the Public Health Tobacco Act 2004.
[IRL#10, health department official]

There is a smoking ban, but it is the Federal legislation that is ap-
plied everywhere (…). I think that there are no other further rules
that apply on a communal level, in that regard. Bans are already vast
enough.

[BEL#2, educational department]

They derive from national legislation “the Sirchia law,” which
mainly deals with passive smoking, approved in parliament in 2003
and extended in 2013. In 2016 the second part of the decree that
had been discussed and rejected three years before in 2013 was
enacted.

[ITA#4, prevention department]

While the policy making processes represent relatively common
context factors across all cities, existing national policy environments in
the shape of SF legislature are varying circumstances. Dublin and
Tampere are placed within comprehensive national-level regulations
concerning smoking bans in public places. Both national policy en-
vironments have relatively strong policy ambitions (see Table 1: To-
bacco-free (TF) Ireland 2025, TF Finland 2030) and a long tradition of
SF interventions going back to the 1970s (FIN) and 1980s (IRL). Both
cities intend on improving SF policies with respect to family-related
outdoor and private contexts, such as SF parks, balconies, playgrounds,
and sport facilities. Therefore, being in an advanced stage of FCTC
implementation both places report a strong tendency to expand SF
environments to outdoor or even private areas.

I mean we had restrictions on smoking in certain places under leg-
islation going back to 1988 and we had restrictions on smoking in
schools for example, and prohibitions of smoking on school grounds
and that kind of thing, but I think what you are talking about is the
2004 ban and that came about partly as a result of, the Towards a TF
Society policy.

[IRL#10, health department official]

(…) at the moment, the most important and the most current issue
brought about by the new tobacco law is the possibility to ban
smoking on balconies.

[FIN#6, environmental health inspector]

We did a snapshot report on SF spaces across the island, (…) but
obviously there is you know, the basic SF legislation within the
workplaces but there is also the SF playgrounds across a number of
local authorities, there are SF touchlines within the GAA [MM:
Gaelic Athletic Association] and some of the sports clubs have done
quite a bit of work on that as well, as part of the GAA Healthy Clubs
initiative.

[IRL#4, policy advisor in public health quango]

On the other hand, cities from more defensive policy environments,
such as Hanover and Namur, have introduced partial smoking bans
mostly in the year 2007, with designated smoking areas in the hospi-
tality sectors. These cities miss – except of the recent Dutch “SF gen-
eration” initiative – ambitious national-level initiatives, comprehensive
TCPs or tobacco-free endgame proposals with extensions of SF policies
to residential properties, playgrounds, amusement parks and beaches
(see Table 1). Lower compliance and weak implementation are reported
from cities that are located in such saturated SF policy contexts.

They didn't want to get into a fight with the hospitality sector, that's
why we have the 75 m2 sq rule (…). [You can still smoke] in pubs
below 75 m2 sq where no food is served. Otherwise not.

[GER#5, coordinator of regional addiction prevention]

(…) it is most complicated in the HORECA [MM: hospitality] sector,
where there are a few exceptions to the legislation.

Fig. 1. Empirically grounded type construction. Based on the methodology
of: Kluge S. Empirically Grounded Construction of Types and Typologies in
Qualitative Social Research. Forum: Qualitative Social Research 2000; 1(1).
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[BEL#3, Ministry of Health Walloon Region]

The law is very permissive: restaurants and such, which are half
smokers, half non-smokers, meaning, everybody smokes at the same
time, everybody smokes at the same time.

[POR#1, Lung Foundation]

I: Do you think this law is well implemented?

R: According to my experience, absolutely not.
[ITA#4, prevention department]

Enforcement of SF policies by environmental health departments
(Tampere, Dublin), police or enforcement officers (Latina, Namur),
consumers’ and food safety authorities (Hanover, Coimbra, and
Amersfoort) works differently across the seven municipalities. In
Tampere and Dublin one can observe a relatively well-intended doc-
umentation and a kind of implementation plan with data-based reports
and long-term monitoring.

And in the past few years we have even created a nation-wide data
system, although it is a poorly functioning one. There have been a
lot of problems and now we have started over and in a few years we
should have a nation-wide data system for monitoring that is used
by all environmental health officials (…). But we are gathering data
and monitoring data and there should be some sort of connection
[MM: between municipality and national levels] so that the state
could give directions based on the monitoring data.

[FIN#6, environmental health inspector]

So the ban came in, we developed a number of procedures and re-
porting mechanisms to allow us to monitor the levels of compliance
across the country. The Environmental Health Officers (EHOs) visit
quite a lot of premises, certainly all the pubs and all the restaurants
but also the retail premises as part of enforcement of other legisla-
tion, food safety particularly but also other bits of legislation as well
so we were using them as well and they were very supportive of the
whole initiative.

[IRL#10, health department official]

In most cities, inspections take place in a rather action-based way at
specific days in a year, and are often combined or feature a stronger
focus on the observation of the bans on sales of tobacco or alcohol to
minors. Local authorities act mostly only upon indications of active
citizens.

R: Generally, we do it action-based, so that means that we plan an
action on one day, for example a Saturday, and then a whole center,
area or an entire street gets inspected. And then it can be that all
businesses are first inspected anonymously without the owner
knowing (…).

I: Okay, people can report that to you?

R: Yes, we have a public phone number at the NVWA [MM: Dutch
food safety authority], on the website you can submit a complaint or
report that they are still smoking there, and that it is bothering me,
and then we can inspect that place.

[NED#3, inspector of consumer's protection]

Exactly. Imagine that we have a, we have a complaint of a of a
restaurant that doesn't comply with the hygiene requirements … or
other!.. we decide that this week we're going to inspect restaurants,
as many restaurants as possible in Coimbra.

[POR#5, economic and food safety authority]

If you have ‘no prosecutor making a complaint, you will have no
judge to decide on’ [MM: German saying]. The public order office
acts only upon indications. Do such things happen often? I don't
think so. I don't think that they put many resources into that or that
they need any additional supply.

[GER#5, coordinator of regional addiction prevention]

Collaboration between the third sector of local or regional NGOs
with administrative health, youth, and education sectors is to be found
in all seven cities and are mostly considered as beneficial advocacy,
although often focused on the area of STPs, child-related SF areas (e.g.,
playgrounds) or SF health facilities.

(…) I think that it's the essential, the thing is, there must be a
combination of several organizations to have then those environ-
ments improved, okay.

[POR#5, economic and food safety authority]

Yeah, very important [MM: working with other organizations]. I
suppose advocacy, the primary part of our work is information
provision and advocacy isn't a huge part of that, so for other orga-
nizations who do fit into that piece, it is good for us to support them
and vice versa, because there is different skill sets that we all have,
so we can contribute to each other. In terms of smoking, the Irish
Cancer Society and then we work very closely with the ## [MM:
National Health Service] Quit Team so they would be the main
collaborators in terms of smoking. Then obviously, we work with
## [MM: youth organization] and places like that, and sometimes
college SU's [MM: student unions]. But it depends as well, like if
there was ever a smoking campaign that we did that might be tar-
geted at a specific demographic or if there is a specific demographic
where there's higher rates of smoking in and if there are organiza-
tions which are already working with them, we would seek to col-
laborate with them as well so, it is definitely really important to our
work yeah (…).

[IRL#5, youth NGO]

Successful SF bottom-up initiatives that resulted from trustful col-
laboration and effective long-term strategies can be mostly found in
Dublin (e.g., SF campus, playgrounds), which are often located in
health facilities, child-related contexts and sometimes piloted first by
by-laws. These initiatives are performed on a long-term basis, from
planning until implementation.

Yes. We adopted a TF campus policy in-house. We have an office
here and an office in Belfast so we have a TF campus statement and a
two-year plan for what we want to do within the two years, so we
haven't achieved all of those things but we are moving in the right
direction.

[IRL#4, policy advisor in public health quango]

My focus has been on the by-law in relation to playgrounds and
those things take a long time to get lined up, but when that's in
place, I suppose it becomes easier and less unacceptable or intrusive
for people to buy-in to more initiatives around that. So, if we are
doing a family day in a park now that is associated with play fa-
cilities with bouncing castles and all that, I would be saying at the
planning (stage), ‘how can we do that to promote SF activities for
children?’

[IRL#2, county council official, parks department]

The analysis of Dublin indicates that experts report multiple actors
as part of effective SF advocacy and alliance-building. Such coalitions
require political leadership, SF advocacy by health-oriented NGOs,
youth organizations, trade unions, and policy makers. Irish munici-
palities and the big four Dutch cities indicate that local bottom-up in-
itiatives contributed to adoption of SF playgrounds for children (e.g.,
IRL: by piloting first a by-law). However, in federal states – such as
Germany and Belgium – with multi-level governance an ambitious
national-level support may be more appropriate to support indirectly
self-governed local initiatives than in grassroots-oriented countries.

3.2. Mechanisms: progressive expansion vs. defensive closure

Certain intersubjective and reasonable arguments need to be made
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in public discourse to achieve knowledge diffusion for SF goals and
convergence of policy core beliefs. We found supportive arguments
(e.g., scientific evidence, public support, child frame) to expand SF
policies, but also obstructive counter-mechanisms (e.g., data on de-
clining prevalence, ‘nanny-state/freedom of choice’ frames) that limit
and close windows of SF opportunities. Processes of expansion are
triggered if evidence-based knowledge on tobacco harms (e.g., SHS),
effectiveness of SF policy measures, and public support for TCPs are
evident.

To me, that whole movement of SF environment and a SF country,
and a SF Ireland has come from sound evidence and research (…)
about the consistent details of the damages of cigarette smoke.

[IRL#1, advocacy organization]

(…) you've got to arm them with the evidence, arm them with the
arguments, and co-ordinate that attack then.

[IRL#3, trade union official]

(…) if we gather enough public support for a SF generation to
convey the concept to the municipality then they will be more eager
to take this on.

[NED#6, clean air prevention organization]

Low socioeconomic status (SES) is considered in all places as a
barrier for support and implementation, primarily in vocational schools
and low SES neighborhoods. However, children-related contexts are
across all seven places considered as reasonable and promising future
intervention area for smoking bans. This holds for national (e.g., SF cars
carrying children) and local policies (e.g., SF kindergarten, play-
grounds, parks, etc.).

(…) the ban on smoking in cars when there are minors. Indeed, this
is one of the debates, since we are in the private sphere, and
therefore we don't have the right to ban it. But it's also related to the
rights of the child, who has the right to live in a healthy environ-
ment.

[BEL#3, Ministry of Health Walloon Region]

(…) relevant are in any case places frequented by children and
youth (…). I've seen it in New Zealand ‘we are a smoke-free kin-
dergarten’ (…).

[GER#6, coordinator of regional health promotion]

Counter-mechanisms of closure are to be found if (sub-)national de-
cision makers do not share same policy core beliefs due to other prio-
rities or interests, even if public support for SF places is evident. This is
evident in the Belgian, Italian and German contexts, as the national
policy environments are perceived as institutional barriers and defen-
sive with regards to expand SF areas.

Public sensibility goes much faster than the legislative system. This
is surprising. We wonder why decision-makers don't follow … I told
you about the protection of children in cars, 90% of people and
smokers agree.

[BEL#7, life habits section]

I'd like to be a little controversial about this because the bill was
blocked by ## [MM: leader of the radical party and the defender of
civil rights] who held it to be limiting individual rights.

[ITA#4, prevention department]

(…) there are European countries where smoking in cars is for-
bidden if you're carrying minors. You could try this in Germany. No
chance. This will not happen. (…) it's crucial what the tobacco and
alcohol industry does with our parliamentarians in the Bundestag.
That plays a central role.

[GER#1, head of federal addiction prevention]

Moreover, if SF priorities are perceived to be low, due to declining
tobacco consumption among young people, one can observe a

mechanism of displacement. This results in minor prioritization of ex-
isting implementation and future enhancement, which could be ob-
served especially in the Finnish, Dutch and German contexts. Youth
smoking rates in these three cities are reported as regressive at national
and local levels and other “hot topics” are reported as becoming much
more relevant, which triggers a counter-mechanism of closure for fu-
ture SF expansion. Priorities are shifting from tobacco to allegedly
“more important” substances (e.g., cannabis), youth trends (e.g., digital
harassment, online bullying), and specific industry innovations, like
Snus (Tampere) or Shisha (Hanover), and e-cigarettes.

And I also just looked at some recent data that come from the
monitor of the GGD, and that is taken from the somewhat older
youth and from that is obvious that in 2011 the percentage that
admitted to ever smoking was 34% and in 2015 this has decreased
significantly to 19%, and the youth that smokes daily is only 4% has
decreased as well. Therefore, my advice for new policies would also
be to not invest in that.

[NED#1, policy director healthcare]

When we looked at the key figures for the Welfare report, we saw a
declining trend in smoking among school-children but cigarettes
have been replaced by snus. Our welfare coordinators inform us of
an increase in snus-use particularly in Tampere and the munici-
palities surrounding it. So it's a big problem and one we must
somehow address and be quite active about it.

[FIN#2, health promotion officer]

3.3. Outcomes: differences in saturation and tobacco de-normalization

Except for Irish respondents from Dublin, we found outcomes of
relatively low prioritization of SF policies and explicit saturation of
future expansion efforts. Even in a progressive Finnish tobacco control
context such as Tampere, enhancement of existing implementation of
smoking bans is perceived as a rather minor policy issue. Mental health,
minor refugees, general public order issues, alcohol and Snus, for in-
stance, are domains that are reported as more urgent at the local level.

We tend to think that we have so many other duties, what with the
environment, sustainable development, mental health, narcotics –
that tobacco is just sort of (…). Not that big of a deal.

[FIN#9, coordinator in substance use prevention]

About my profession I must say that smoking is not one of our
priorities. I hope you're not disappointed.

[ITA#5, commander of police unit]

Like I said, tobacco is a minor issue to me (…).
[GER#4, coordinator of local addiction prevention]

What I have noticed that it never seems to be a hot topic because
people, and municipalities, have a lot of things to consider. And
smoking doesn't affect them immediately, alcohol does and then
they have to find something for it, but smoking doesn't bother them
that much.

[NED#6, clean air prevention organization]

The context of Dublin is unique, since SF outdoor expansion, espe-
cially in outdoor places and at public events frequented by children, is
set up as a clear objective. However, increased tobacco de-normal-
ization is perceived across all cities as dominant trend, which follows
the storyline that smoking has lost its dominant status compared to
former times and has become less visible, less normal, less legitimate,
and more stigmatized ever since.

I would strongly recommend or focusing on is the whole events area,
so as a council, and as a body, sponsoring events that are SF so
starting with children's events and then working that up so that
you're constantly expanding the range and level of acceptance that
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SF is something that is part and parcel of everyday life (…). There is
no question; it is just accepted, in the same way it is in this res-
taurant now- nobody would dare to [MM: light up a cigarette]. You
go to an event, a sports event or they're kids playing in this area so
nobody even thinks about saying that they need a cigarette (…).

[IRL#2, county council official, parks department]

We can do it and it's the trend, it's the dominant wind (…) I ate a
pizza at noon, and no one could imagine a smoker at the other table.
It's won. The de-normalization has started.

[BEL#7, life habits section]

But the Marlboro man, he got a bit long in the tooth.
[GER#2, drug commissioner and youth protection]

If you think of a situation where someone might go marching for
smoking cigarettes, they would be shouting into the wind.

[FIN#3, director of welfare services]

In the past if we had parties you would put ashtrays everywhere and
even made sure you had cigarettes for people who smoked. Now you
don't even think about it anymore. If you smoke, you are the ex-
ception. So no … A lot has changed in the past 10 years, and it has
been paid a lot of attention in society, and now just the last actions.

[NED#5, manager of medical centre]

Still, reported smoking prevalence, perceived visibility of smoking
at SF places as well as a noticeable lower tobacco de-normalization is
found in the Mediterranean (Latina, Coimbra) and Belgian (Namur)
cities especially. Smoking in these contexts is still a relatively normal
and omnipresent behavior in public streets, at workplaces, and in cafes.

You don't have to go too far to see what's happening. Just take a look
along a busy road and you don't see other than people with cigar-
ettes and a cell phone. Just go in some public place where they have
opened smoking room and you'll see clouds of smoke and the people
indifferently passing by.

[ITA#1, head of addiction prevention]

I see many, many consumers, many consumers, and especially here
in the offices' area, people smoke a lot in the building, at the back, at
the back of this block, people smoke a lot.

[POR#7, association for consumer's protection]

Now there are a lot of people who smoke on the street, everybody
sees it. I'll tell you something, you are at a bus stop, sometimes it's
stifling, I have to get away from it because I don't like it that much. It
doesn't bother me that people smoke if they want to smoke, but it
doesn't amuse me that much to be smoked out, that's for sure.

[BEL#8, local substance use prevention]

3.4. Smoke-free policy implementation types

The typology analysis identified four SF policy implementation
types across seven EU cities, which are displayed and defined in Fig. 2.
Progressive-hungry (Dublin), moderate-rational (Tampere), upper-sa-
turated (Amersfoort, Hanover), and lower-saturated (Coimbra, Namur,
Latina) implementation types can be distinguished. These four cross-
city typologies differ mainly with regards to their engagement in im-
plementing existing and enhancing future SF environments, as well as
along their level of perceived tobacco de-normalization.

4. Discussion

This is the first comparative study that investigates the im-
plementation of smoking bans at the level of European municipalities.
Context-dependent processes contribute to either progressive expansion
or defensive closure of SF policy enhancement. Progressive and defensive
tobacco control policy environments at national levels were found to
virtually “trickle-down” to local levels, which points out to the re-
levance of the national context.

4.1. Interpretation and comparison with existing research

Our findings are in line with Willemsen (2018), who argued that
specific national policy environments, the role of scientific evidence,
and collaborative coalition building determine policy making processes
in tobacco control (Willemsen, 2018). This may explain the leading role
of progressive-hungry Dublin and moderate-rational Tampere with
having ambitious national-level tobacco endgame policies, which is

Fig. 2. Four SF implementation types.
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also in line with Californian findings which revealed that broader
provincial or national level legislation is a key for local conditions
(Montini and Bero, 2008). Quantitative and qualitative studies from
Anglo-Saxon regions showed that long-term monitoring of SF environ-
ments and degree of SF priorities at local levels depends strongly on
staff and time (Klein et al., 2007; Marsh et al., 2014; Montini and Bero,
2008; Mark et al., 2014; Satterlund et al., 2009). Research from these
same contexts identified limited time resources as a reason for low
prioritization of sustainable implementation (Douglas et al., 2015;
Satterlund et al. 2009, 2011; Kennedy et al., 2014; Marsh et al., 2014;
Mark et al., 2014). These findings were synthesized in a previously
published realist review (Mlinarić et al., 2018) as a “increasing prio-
rities” mechanism and were found as perception in our qualitative data
as well. But the qualitative results point out that, even if more resources
were to be supplied, SF development and enhancement requires espe-
cially in the lower- and upper-saturated types, firstly, a suitable na-
tional context and, secondly, reasonable arguments in order to expand
policy-making ambitions and to avoid mechanisms of SF closure.

This is in line with a “limiting opposing interests” counter-me-
chanism, which underlines the relevance of intersubjective reasonable
arguments, such as SHS exposure (Bayer and Bachynski, 2013; Mlinarić
et al., 2018). Scientific evidence on SHS (Bayer and Bachynski, 2013),
public support (Thomson et al., 2016; McIntosh et al., 2015), and the
child frame (Klein et al., 2007; Mlinarić et al., 2018) contribute to
policy core belief convergence and expansion of SF outdoor places
across all identified implementation types. Still, the German and Dutch
cities point to the complexities of such processes, since we found that
high de-normalization can result in lower prioritization and close op-
portunities for SF enhancement. Our qualitative study highlights and
unpacks counter-mechanisms of closure, since evident data on declining
smoking prevalence or new emerging youth trends may result in lower
priorities for SF policy enhancement. Research on hard-to-reach po-
pulations in the US context however shows that community-based
participatory approaches and incentive programs may be one option to
foster tobacco control even in marginalized communities with low
priorities for SF policies (Robertson et al. 2017).

The success or failure of SF policy implementation may also depend
on culture, public awareness and support (Muilenburg et al., 2010),
smoking prevalence and political tradition (Feliu et al., 2019), which
may explain the defensive lower-saturated types in Italy, Belgium and
Portugal. These three countries and cities observe also relatively high
smoking prevalence among both genders in adulthood and adolescence
(Table 1). The wording of SF legislation may be across countries almost
identical, but cultural and contextual social elements – such as tobacco
prevalence and norms – could affect its implementation such as re-
sistance to the policy during implementation (Mlinarić et al., 2018).

Countries of the EU may do not have the cultural tradition of ruling
out SF policies at the local level such as other Anglo-Saxon countries
have (Satterlund et al., 2011; Mark et al., 2014). A possible institutional
explanation one could borrow from political sciences may be that these
units affiliate to different “family of nations.” (Obinger and Wagschal,
2001) Corporatist EU policy systems have distinctive policy-making
processes and integrate also industry interests which may hinder ef-
fective tobacco control lobbying at several levels of complex multi-level
governance (Willemsen, 2018).

However, one can determine a clear tendency for expansion to
child-related SF areas (e.g., SF playgrounds, SF parks, SF cars, etc.) in
progressive types. The child frame is a useful discursive tool to enhance
tobacco control policy support (Kuijpers et al., 2018). Our results show,
such as other studies, that SF environments are perceived as supportive
and easier to communicate if children and minors are framed as part of
the intervention strategy (Thomson et al., 2009; Crosbie et al., 2011;
Klein et al., 2007). Quantitative US-based surveys (Klein et al., 2007)
and a review of SF outdoor areas in Anglo-Saxon municipalities
(Thomson et al., 2009) found also that the vast majority of people

support children-related SF outdoor areas at playgrounds and parks.
Another argument for SF places as primary prevention strategy, which
was present but not dominant in our data, but may have future po-
tential, is to tackle smoking inequalities and SES differences in tobacco-
attributable mortality (Lorant et al., 2016; Bosdriesz et al., 2015, 2016).

4.2. Limitations

This qualitative study is, due to its European focus, limited in being
transferred to low- and middle-income contexts that are penetrated by
tobacco industry interference (Gilmore et al., 2015). The constructed
typology cannot be generalized for all medium-sized cities in the EU
countries analyzed, although we found that national policy environ-
ments are major factors which might imply that we would have altered
similar results in other municipalities. Most interviews (n=48) were
analyzed based on English transcripts and coded by German-speaking
scholars, which might have resulted in partial misreading and lost
meaning during analysis and interpretation (Enzenhofer and Resch,
2013; Roth, 2013; Klein-Ellinghaus et al., 2016). Dublin was found to
be the most progressive place in our analysis, but Irish interview
partners also had the longest working experience (20 years) in our field
of interest and Irish interviews had the longest duration (54min). This
might be also influenced by Dublin's status as the national capital,
whereas the remaining cities are medium-sized places with less con-
nection to national-level institutions and national policy making.

4.3. Recommendations

Our findings suggest that the local level in the EU must be sub-
sidized and indirectly supported by national levels in order to be able to
take a step towards enhancement of existing SF areas. Local initiatives
must be framed with adequate and ambitious national policy environ-
ments such as the TF Finland 2030 or TF Ireland 2025 endgame in-
itiatives, including effective tobacco taxation, comprehensive SF laws,
banned vending machines, plain packs, point-of-sale, and advertising
bans. In defensive and saturated types, smoking bans need to be
adapted and modernized specifically for outdoor places (e.g., play-
grounds, parks) and private contexts (e.g., cars) that are frequented by
minors, and demand child protection.

5. Conclusions

This study found four SF implementation types and binary CMOs of
progressive expansion and defensive closure. Progressive-hungry
(Dublin), moderate-rational (Tampere), upper-saturated (Hanover,
Amersfoort), and lower-saturated (Namur, Coimbra, Latina) im-
plementation types can be distinguished. One can observe increasing
smoking de-normalization, but with clear distinctions which are re-
flected across the four SF implementation types. There is a general
challenge of displacement and priority shifting from tobacco to “more
important” substances, such as cannabis, Snus, Shisha, and e-cigarettes.

Contributorship statement

MM managed the whole process of the qualitative study, conducted
the German interviews, coded all interviews from the seven EU cities
openly and axially, and drafted the whole manuscript. LH was involved
in managing the whole process of the qualitative study, in coding all
interviews from the seven EU cities openly and axially, and synthesis of
evidence. PL conducted the Finnish interviews. PL and MR were in-
volved in the design of the paper, and refinement of the synthesis of
evidence. All authors contributed to the writing of the final version
manuscript and approved the final manuscript.

M. Mlinarić, et al. Social Science & Medicine 247 (2020) 112805

9



Funding

This study is part of the SILNE-R project (Enhancing the
Effectiveness of Programs and Strategies to Prevent Smoking by
Adolescents: A Realist Evaluation Comparing Seven European
Countries), which is supported by the European Union's Horizon 2020
research and innovation programme, under grant agreement 635056.
Official website: http://silne-r.ensp.org/. The international coordinator
of the study is Prof. Anton Kunst, Academisch Medisch Centrum (AMC),
University of Amsterdam (Netherlands).

Declaration of competing interests

The authors declare that they have no competing interests. None of
the authors have received funding from the (tobacco) industry.

Acknowledgements

The authors thank all SILNE-R study group data collectors from
Portugal (Teresa Leão, Sara Silvestre), Italy (Bruno Federico, Anna Di
Marco), Belgium (Nora Mélard), the Netherlands (Paulien Nuyts),
Finland (Pirjo Lindfors, Anu Linnansaari), and Ireland (Elisabeth
Breslin). This qualitative study would not have been possible without
the help and tremendous support of the SILNE-R Consortium, which
includes more than twenty researchers from Portugal (Escola Nacional
de Saúde Pública, Universidade NOVA de Lisboa: Julien Perelman,
Teresa Leão, Joana Alves), Italy (Department of Human Sciences,
Society and Health, University of Cassino and Southern Lazio: Bruno
Federico, Diego Marandola, Anna di Marco), Belgium (Institute of
Health and Society, Université Catholique de Louvain, Brussels: Vincent
Lorant, Adeline Grard, Nora Mélard, Pierre-Olivier Robert),
Netherlands (Department of Public Health, Amsterdam Public Health
research institute, Amsterdam UMC, University of Amsterdam: Anton
Kunst, Michael Schreuders, Paulien Nuyts, Mirte Kuipers), Germany
(Institute of Medical Sociology, Medical Faculty – Martin Luther
University Halle-Wittenberg: Martin Mlinarić, Laura Hoffmann,
Matthias Richter), Finland (Faculty of Social Sciences, Health Sciences;
University of Tampere: Arja Rimplea, Pirjo Lindfors, Anu Linnansaari,
Jaana Kinnunen), and Ireland (TobaccoFree Research Institute, Focas
Research Institute, Dublin: Luke Clancy, Sheila Keogan, Elisabeth
Breslin).

Appendix A. Supplementary data

Supplementary data to this article can be found online at https://
doi.org/10.1016/j.socscimed.2020.112805.

References

Arnott, Deborah, Dockrell, Martin, Sandford, Amanda, Willmore, Ian, 2007.
Comprehensive smoke-free legislation in England: how advocacy won the day. Tobac.
Contr. 16 (6), 423–428. https://doi.org/10.1136/tc.2007.020255.

Bayer, R., Bachynski, K.E., 2013. Banning smoking in parks and on beaches: science,
policy, and the politics of denormalization. Health Aff. 32 (7), 1291–1298. https://
doi.org/10.1377/hlthaff.2012.1022.

Blaine, T.M., Forster, J.L., Hennrikus, D., O'Neil, S., Wolfson, M., Pham, H., 1997.
Creating tobacco control policy at the local level: implementation of a direct action
organizing approach. Health Educ. Behav. 24 (5), 640–651.

Bloombaum, Milton, 1964. A contribution to the theory of typology construction. Socio.
Q. 5 (2), 157–162. https://doi.org/10.1111/j.1533-8525.1964.tb01615.x.

Bosdriesz, Jizzo R., Willemsen, Marc C., Stronks, Karien, Kunst, Anton E., 2015.
Socioeconomic inequalities in smoking cessation in 11 European countries from 1987
to 2012. J. Epidemiol. Community Health 69 (9), 886–892. https://doi.org/10.1136/
jech-2014-205171.

Bosdriesz, Jizzo R., Willemsen, Marc C., Stronks, Karien, Kunst, Anton E., 2016. Tobacco
control policy and socio-economic inequalities in smoking in 27 European countries.
Drug Alcohol Depend. 165, 79–86. https://doi.org/10.1016/j.drugalcdep.2016.05.
020.

Capecchi, Vittorio, 1968. On the definition of typology and classification in sociology.
Qual. Quantity 2, 1–2. https://doi.org/10.1007/BF00234205.

Crosbie, Eric, Sebrié, Ernesto M., Glantz, Stanton A., 2011. Strong advocacy led to

successful implementation of smokefree Mexico City. Tobac. Contr. 20 (1), 64–72.
https://doi.org/10.1136/tc.2010.037010.

Douglas, Flora C.G., Gray, Denise A., van Teijlingen, Edwin, R., 2010. Using a realist
approach to evaluate smoking cessation interventions targeting pregnant women and
young people. BMC Health Serv. Res. 10, 49. https://doi.org/10.1186/1472-6963-
10-49.

Douglas, Malinda R., Carter Sara Sally, R., Wilson, Andrew P., Chan, Andie, 2015. A neo-
strategic planning approach to enhance local tobacco control programs. Am. J. Prev.
Med. 48 (1 Suppl. 1), S13–S20. https://doi.org/10.1016/j.amepre.2014.08.027.

Edwards, R., Brown, J.S., Hodgson, P., Kyle, D., Reed, D., Wallace, B., 1999. An action
plan for tobacco control at regional level. Publ. Health 113 (4), 165–170. https://doi.
org/10.1038/sj.ph.1900571.

Enzenhofer, Edith, Resch, Katharina, 2013. Unsichtbare Übersetzung ? Die Bedeutung der
Übersetzungsqualität für das Fremdverstehen in der qualitativen Sozialforschung. In:
Bettmann, Richard, Roslon, Michael (Eds.), Going the Distance. Impulse für die in-
terkulturelle Qualitative Sozialforschung. Springer VS, Wiesbaden, pp. 203–229.

Eriksen, Michael P., Mackay, Judith, Schluger, Neil, Gomeshtapeh, Islami, Farhad, Drope,
Jeffrey, 2015. In: The Tobacco Atlas, fifth ed. American Cancer Society, Atlanta, GA
completely rev. and updated.

Fallin, Amanda, Goodin, Amie, Rayens, Mary Kay, Morris, Sarah, Hahn, Ellen J., 2014.
Smoke-free policy implementation: theoretical and practical considerations. Pol.
Polit. Nurs. Pract. 15 (3–4), 81–92. https://doi.org/10.1177/1527154414562301.

Farrington, Jill L., Faskunger, Johan, Mackiewicz, Karolina, 2015. Evaluation of risk
factor reduction in a European City Network. Health Promot. Int. 30 (Suppl. 1),
i86–i98. https://doi.org/10.1093/heapro/dav038.

Feliu, Ariadna, Filippidis, Filippos T., Joossens, Luk, Fong, Geoffrey T., Vardavas,
Constantine I., Baena, Antoni, et al., 2019. Impact of tobacco control policies on
smoking prevalence and quit ratios in 27 European Union countries from 2006 to
2014. Tobac. Contr. 28 (1), 101–109. https://doi.org/10.1136/tobaccocontrol-2017-
054119.

Flick, Uwe (Ed.), 2013. Qualitative Forschung. Ein Handbuch. 10. Aufl. Reinbek bei
Hamburg: Rowohlt.

Fong, Geoffrey T., Sansone, Genevieve, Yan, Mi, Craig, Lorraine, Quah, Anne C.K., Jiang,
Yuan, 2015. Evaluation of smoke-free policies in seven cities in China, 2007-2012.
Tobac. Contr. 24 (Suppl. 4), iv14–iv20. https://doi.org/10.1136/tobaccocontrol-
2015-052508.

Fu, Marcela, Fernández, Esteve, Martínez-Sánchez, Jose, M., San Emeterio, Noemi,
Quirós, Nuria, Sureda, Xisca, et al., 2016. Second-hand smoke exposure in indoor and
outdoor areas of cafés and restaurants: need for extending smoking regulation out-
doors? Environ. Res. 148, 421–428. https://doi.org/10.1016/j.envres.2016.04.024.

Gale, Nicola K., Heath, Gemma, Cameron, Elaine, Rashid, Sabina, Redwood, Sabi, 2013.
Using the framework method for the analysis of qualitative data in multi-disciplinary
health research. BMC Med. Res. Methodol. 13, 117. https://doi.org/10.1186/1471-
2288-13-117.

Gilmore, Anna B., Fooks, Gary, Drope, Jeffrey, Bialous, Stella Aguinaga, Jackson, Rachel
Rose, 2015. Exposing and addressing tobacco industry conduct in low-income and
middle-income countries. Tobacco-free world 3. Lancet (N. Am. Ed.) 385 (9972),
1029–1043.

Giraldi, G., Fovi De Ruggiero, G., Cattaruzza, M.S., Camilli, F., Dionette, P., Osborn, J.F.,
Luca d'Alessandro, E. de, 2013. Perception of smoke-free policies among workers in
an Italian Local Health Agency: survey of opinions, knowledge and behaviours. Ann
Ig 25 (5), 397–409.

Greenhalgh, Trisha, Humphrey, Charlotte, Hughes, Jane, Macfarlane, Fraser, Butler, Ceri,
Pawson, Ray, 2009. How do you modernize a health service? A realist evaluation of
whole-scale transformation in london. Milbank Q. 87 (2), 391–416. https://doi.org/
10.1111/j.1468-0009.2009.00562.x.

Hall, Amanda K., Mercado, Rebeccah, Anderson-Lewis, Charkarra, Darville, Gabrielle,
Bernhardt, Jay M., 2015. How to design tobacco prevention and control games for
youth and adolescents: a qualitative analysis of expert interviews. Game. Health J. 4
(6), 488–493. https://doi.org/10.1089/g4h.2015.0013.

Jagosh, Justin, Macaulay, Ann C., Pluye, Pierre, Salsberg, Jon, Bush, Paula L., Henderson,
Jim, et al., 2012. Uncovering the benefits of participatory research: implications of a
realist review for health research and practice. Milbank Q. 90 (2), 311–346. https://
doi.org/10.1111/j.1468-0009.2012.00665.x.

Joossens, Luk, Raw, Martin, 2017. The Tobacco Control Scale 2016 in Europe. Seventh
European Conference on Tobacco or Health, Porto, Portugal, pp. 22–25 March 2017.

Kennedy, Ryan David, Zummach, Dana, Filsinger, Stephanie, Leatherdale, Scott T., 2014.
Reported municipal costs from outdoor smoke-free by-laws-experience from Ontario,
Canada. Tob. Induc. Dis. 12 (1), 4. https://doi.org/10.1186/1617-9625-12-4.

Klein, Elizabeth, Forster, Jean, McFadden, Brittany, Outley, Corliss, 2007. Minnesota
tobacco-free park policies. Attitudes of the general public and park officials. Nicotine
Tob. Res. 9 (1), 49–55. https://doi.org/10.1080/14622200601083467.

Klein-Ellinghaus, F., Ernst, S.A., Makarova, N., 2016. How foreign language interviews
should be translated? A comparison of three translation methods. oung Research 9
(1), 5–16.

Kluge, Susann, 2000. Empirically grounded construction of types and typologies. Qual.
Soc. Res., vol. 1 (1).

Kuijpers, Thomas G., Willemsen, Marc C., Kunst, Anton E., 2018. Public support for to-
bacco control policies: the role of the protection of children against tobacco. Health
Pol. 122 (8), 929–935. https://doi.org/10.1016/j.healthpol.2018.05.004.

Kuntz, Benjamin, Lampert, Thomas, 2016. Social disparities in parental smoking and
young children's exposure to secondhand smoke at home: a time-trend analysis of
repeated cross-sectional data from the German KiGGS study between 2003-2006 and
2009-2012. BMC Publ. Health 16. https://doi.org/10.1186/s12889-016-3175-x.

Lawrence, Roderick J., 2013. Urban health challenges in Europe. J. Urban Health : Bull.
N. Y. Acad. Med. 90 (Suppl. 1), 23–36. https://doi.org/10.1007/s11524-012-9761-z.

M. Mlinarić, et al. Social Science & Medicine 247 (2020) 112805

10

http://silne-r.ensp.org/
https://doi.org/10.1016/j.socscimed.2020.112805
https://doi.org/10.1016/j.socscimed.2020.112805
https://doi.org/10.1136/tc.2007.020255
https://doi.org/10.1377/hlthaff.2012.1022
https://doi.org/10.1377/hlthaff.2012.1022
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref3
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref3
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref3
https://doi.org/10.1111/j.1533-8525.1964.tb01615.x
https://doi.org/10.1136/jech-2014-205171
https://doi.org/10.1136/jech-2014-205171
https://doi.org/10.1016/j.drugalcdep.2016.05.020
https://doi.org/10.1016/j.drugalcdep.2016.05.020
https://doi.org/10.1007/BF00234205
https://doi.org/10.1136/tc.2010.037010
https://doi.org/10.1186/1472-6963-10-49
https://doi.org/10.1186/1472-6963-10-49
https://doi.org/10.1016/j.amepre.2014.08.027
https://doi.org/10.1038/sj.ph.1900571
https://doi.org/10.1038/sj.ph.1900571
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref12
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref12
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref12
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref12
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref13
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref13
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref13
https://doi.org/10.1177/1527154414562301
https://doi.org/10.1093/heapro/dav038
https://doi.org/10.1136/tobaccocontrol-2017-054119
https://doi.org/10.1136/tobaccocontrol-2017-054119
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref17
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref17
https://doi.org/10.1136/tobaccocontrol-2015-052508
https://doi.org/10.1136/tobaccocontrol-2015-052508
https://doi.org/10.1016/j.envres.2016.04.024
https://doi.org/10.1186/1471-2288-13-117
https://doi.org/10.1186/1471-2288-13-117
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref21
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref21
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref21
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref21
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref22
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref22
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref22
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref22
https://doi.org/10.1111/j.1468-0009.2009.00562.x
https://doi.org/10.1111/j.1468-0009.2009.00562.x
https://doi.org/10.1089/g4h.2015.0013
https://doi.org/10.1111/j.1468-0009.2012.00665.x
https://doi.org/10.1111/j.1468-0009.2012.00665.x
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref26
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref26
https://doi.org/10.1186/1617-9625-12-4
https://doi.org/10.1080/14622200601083467
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref29
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref29
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref29
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref30
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref30
https://doi.org/10.1016/j.healthpol.2018.05.004
https://doi.org/10.1186/s12889-016-3175-x
https://doi.org/10.1007/s11524-012-9761-z


Lawrence, Roderick J., Fudge, Colin, 2009. Healthy Cities in a global and regional con-
text. Health Promot. Int. 24 (Suppl. 1), i11–i18. https://doi.org/10.1093/heapro/
dap051.

llén, H., Höijer, Y., Ainetdin, T., Tillgren, P., 2002. Focusing management in im-
plementing a smoking ban in a university hospital in Sweden. Eur. J. Canc. Prev.: Off.
J. Eur. Canc. Prev. Org. 11 (2).

Lorant, Vincent, Rojas, Victoria Soto, Robert, Pierre-Olivier, Kinnunen, Jaana M., Kuipers,
Mirte A.G., Moor, Irene, et al., 2016. Social network and inequalities in smoking
amongst school-aged adolescents in six European countries. Int. J. Publ. Health 1
(2016), 1. https://doi.org/10.1007/s00038-016-0830-z.

Lorant, Vincent, Soto, Victoria Eugenia, Alves, Joana, Federico, Bruno, Kinnunen, Jaana,
Kuipers, Mirte, et al., 2015. Smoking in school-aged adolescents: design of a social
network survey in six European countries. BMC Res. Notes 8, 91. https://doi.org/10.
1186/s13104-015-1041-z.

Lotrean, Lucia Maria, 2008. Effects of comprehensive smoke-free legislation in Europe.
Salud Publica Mex. 50, 292–298. https://doi.org/10.1590/S0036-
36342008000900005.

Luo, Biao, Wan, Liang, Liang, Liang, Li, Tieshan, 2015. The effects of educational cam-
paigns and smoking bans in public places on smokers' intention to quit smoking:
findings from 17 cities in China. BioMed Res. Int. 2015, 853418. https://doi.org/10.
1155/2015/853418.

Mark, Andy J., Sanders, Stafford C., Mitchell, Julie Anne, Seale, Holly, Richmond, Robyn
L., 2014. Smoke-free outdoor areas: supporting local government to introduce to-
bacco control policies. Aust. N. Z. J. Publ. Health 38 (6), 518–523. https://doi.org/
10.1111/1753-6405.12265.

Marsh, L., Robertson, L.A., Kimber, H., Witt, M., 2014. Smokefree outdoor areas in New
Zealand: how far have we come? N. Z.Med. J. 127 (1389), 51–66.

Martin, E.G., 2004. Tobacco harm reduction. What do the experts think? Tobac. Contr. 13
(2), 123–128. https://doi.org/10.1136/tc.2003.006346.

Martínez, Cristina, Guydish, Joseph, Robinson, Gillian, Martínez-Sánchez, María, Jose,
Fernández, Esteve, 2014. Assessment of the smoke-free outdoor regulation in the
WHO European Region. Prev. Med. 64, 37–40. https://doi.org/10.1016/j.ypmed.
2014.03.020.

May, P.J., 1992. Policy learning and failure. J. Publ. Pol. 12, 331–354.
McIntosh, Alison H., Collins, Damian, Parsons, Marc, 2015. A place for healthy activity':

parent and caregiver perspectives on smokefree playgrounds. Health Place 31,
146–153. https://doi.org/10.1016/j.healthplace.2014.11.011.

McKinney, J.C., 1969. Typification, typologies, and sociological theory. Soc. Forces 48
(1), 1–12. https://doi.org/10.1093/sf/48.1.1.

Mehrizi, Mohammad Hosein Rezazade, Ghasemzadeh, Fereidoun, Molas-Gallart, Jordi,
2009. Stakeholder mapping as an assessment framework for policy implementation.
Evaluation 15 (4), 427–444. https://doi.org/10.1177/1356389009341731.

Mlinarić, Martin, Hoffmann, Laura, Kunst, Anton E., Schreuders, Michael, Willemsen,
Marc C., Moor, Irene, Richter, Matthias, 2018. Explaining mechanisms that influence
smoke-free implementation at the local level: a realist review of smoking bans.
Nicotine Tob. Res. : Off. J. Soc. Res. Nicotine Tob. https://doi.org/10.1093/ntr/
nty206.

Mons, Ute, Nagelhout, Gera E., Allwright, Shane, Guignard, Romain, van den Putte, Bas,
Willemsen, Marc C., et al., 2013. Impact of national smoke-free legislation on home
smoking bans: findings from the international tobacco control policy evaluation
project Europe surveys. Tobac. Contr. 22 (e1), e2–9. https://doi.org/10.1136/
tobaccocontrol-2011-050131.

Montini, Theresa, Bero, Lisa A., 2008. Implementation of a workplace smoking ban in
bars: the limits of local discretion. BMC Publ. Health 8, 402. https://doi.org/10.
1186/1471-2458-8-402.

Muilenburg, J.L., Legge, J.S.J.R., Burdell, A., 2010. Indoor smoking bans in Bulgaria,
Croatia, Northern Cyprus, Romania and Turkey. Tobac. Contr. 19 (5), 417–420.
https://doi.org/10.1136/tc.2009.029769.

Obinger, H., Wagschal, U., 2001. Families of nations and public policy. W. Eur. Polit. 24
(1), 99–114. https://doi.org/10.1080/01402380108425419.

O'Campo, Patricia, Kirst, Maritt, Tsamis, Charoula, Chambers, Catharine, Ahmad, Farah,
2011. Implementing successful intimate partner violence screening programs in
health care settings: evidence generated from a realist-informed systematic review.
Soc. Sci. Med. 72 (6), 855–866. https://doi.org/10.1016/j.socscimed.2010.12.019.
1982.

Oladele, Dunsi, Clark, Alexander M., Richter, Solina, Laing, Lory, 2013. Critical realism: a
practical ontology to explain the complexities of smoking and tobacco control in
different resource settings. Glob. Health Action 6, 19303. https://doi.org/10.3402/
gha.v6i0.19303.

Pawson, Ray, Greenhalgh, Trisha, Harvey, Gill, Walshe, Kieran, 2005. Realist review–a
new method of systematic review designed for complex policy interventions. J.
Health Serv. Res. Pol. 10 (Suppl. 1), 21–34.

Ritchie, D., Amos, A., Martin, C., 2010. Public places after smoke-free–a qualitative ex-
ploration of the changes in smoking behaviour. Health Place, vol. 16 (3), 461–469.
https://doi.org/10.1016/j.healthplace.2009.12.003.

Ritchie, Jane (Ed.), 2014. Qualitative Research Practice. A Guide for Social Science
Students and Researchers. SAGE Publ, London u.a., pp. 2.

Robertson, C., Mamudu, H.M., Littleton, M.A, Boghozian, R., Owusu, D., Collins, C.,
Sreenivas, V.P., 2017. Using a collaborative approach to tobacco control efforts in
marginalized communities. Online J. Publ. Health Inf. 9 (1). https://doi.org/10.
5210/ojphi.v9i1.7653.

Roth, Wolff-Michael, 2013. Translation in qualitative social research: the possible im-
possible. Forum Qual. Soc. Res. 14 (2), 13.

Sabatier, P.A., 1986. Top-down and bottom-up approaches to implementation research. J.
Publ. Pol. 6, 21–48.

Sabatier, Paul A., Weible, Christopher M., 2007. The advocacy coalition framework: in-
novations and clarifications. In: Sabatier, Paul A. (Ed.), Theories of the Policy
Process, second ed. Westview Press, Boulder, Colo, pp. 189–220.

Satterlund, Travis D., Cassady, Diana, Treiber, Jeanette, Lemp, Cathy, 2011. Barriers to
adopting and implementing local-level tobacco control policies. J. Community Health
36 (4), 616–623. https://doi.org/10.1007/s10900-010-9350-6.

Satterlund, Travis D., Lee, Juliet P., Moore, Roland S., Antin, Tamar M.J., 2009.
Challenges to implementing and enforcing California's Smoke-Free Workplace Act in
bars. Drugs (Abingdon, England) 16 (5), 422–435. https://doi.org/10.1080/
09687630802302872.

Schreuders, Michael, Nuyts, Paulien A.W., van den Putte, Bas, Kunst, Anton E., 2017.
Understanding the impact of school tobacco policies on adolescent smoking beha-
viour: a realist review. Soc. Sci. Medi. 183, 19–27. https://doi.org/10.1016/j.
socscimed.2017.04.031. 1982.

Semple, S., Creely, K.S., Naji, A., Miller, B.G., Ayres, J.G., 2007. Secondhand smoke levels
in Scottish pubs. The effect of smoke-free legislation. Tob. Control 16 (2), 127–132.
https://doi.org/10.1136/tc.2006.018119.

Thomson, G., Wilson, N., Edwards, R., 2009. At the frontier of tobacco control: a brief
review of public attitudes toward smoke-free outdoor places. Nicotine Tob. Res.: Off.
J. Soc. Res. Nicotine Tob., vol. 11 (6), 584–590. https://doi.org/10.1093/ntr/ntp046.

Thomson, George, Wilson, Nick, Collins, Damian, Edwards, Richard, 2016. Attitudes to
smoke-free outdoor regulations in the USA and Canada: a review of 89 surveys.
Tobac. Contr. 25 (5), 506–516. https://doi.org/10.1136/tobaccocontrol-2015-
052426.

Varvasovszky, Z., 2000. A stakeholder analysis. Health Pol. Plann. 15 (3), 338–345.
https://doi.org/10.1093/heapol/15.3.338.

Ward, Mark, Currie, Laura M., Kabir, Zubair, Clancy, Luke, 2013. The efficacy of different
models of smoke-free laws in reducing exposure to second-hand smoke: a multi-
country comparison. Health Pol. 110 (2–3), 207–213. https://doi.org/10.1016/j.
healthpol.2013.02.007.

Weis, Daniel, Willems, Helmut, 2016. Aggregation, validation, and generalization of
qualitative data - methodological and practical research strategies illustrated by the
research process of an empirically based typology. Integr. Psychol. Behav. Sci.
https://doi.org/10.1007/s12124-016-9372-4.

Weishaar, Heide, Collin, Jeff, Amos, Amanda, 2016. Tobacco control and health advocacy
in the European union. Understanding effective coalition-building. NICTOB 18 (2),
122–129. https://doi.org/10.1093/ntr/ntv016.

WHO, 2008. Report on the Global Health Epidemic. Geneva.
WHO, 2009. Report on the Global Health Epidemic. Implementing smoke-free environ-

ments, Geneva.
Willemsen, Marc C., 2018. Tobacco Control Policy in the Netherlands. Between Economy,

Public Health, and Ideology. Palgrave Macmillan, Cham (Switzerland).
Witzel, Andreas, 2000. The problem-centered interview. Forum Qual. Soc. Res. 1 (1)

checked on 2/2/2016.

M. Mlinarić, et al. Social Science & Medicine 247 (2020) 112805

11

https://doi.org/10.1093/heapro/dap051
https://doi.org/10.1093/heapro/dap051
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref35
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref35
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref35
https://doi.org/10.1007/s00038-016-0830-z
https://doi.org/10.1186/s13104-015-1041-z
https://doi.org/10.1186/s13104-015-1041-z
https://doi.org/10.1590/S0036-36342008000900005
https://doi.org/10.1590/S0036-36342008000900005
https://doi.org/10.1155/2015/853418
https://doi.org/10.1155/2015/853418
https://doi.org/10.1111/1753-6405.12265
https://doi.org/10.1111/1753-6405.12265
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref41
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref41
https://doi.org/10.1136/tc.2003.006346
https://doi.org/10.1016/j.ypmed.2014.03.020
https://doi.org/10.1016/j.ypmed.2014.03.020
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref44
https://doi.org/10.1016/j.healthplace.2014.11.011
https://doi.org/10.1093/sf/48.1.1
https://doi.org/10.1177/1356389009341731
https://doi.org/10.1093/ntr/nty206
https://doi.org/10.1093/ntr/nty206
https://doi.org/10.1136/tobaccocontrol-2011-050131
https://doi.org/10.1136/tobaccocontrol-2011-050131
https://doi.org/10.1186/1471-2458-8-402
https://doi.org/10.1186/1471-2458-8-402
https://doi.org/10.1136/tc.2009.029769
https://doi.org/10.1080/01402380108425419
https://doi.org/10.1016/j.socscimed.2010.12.019
https://doi.org/10.1016/j.socscimed.2010.12.019
https://doi.org/10.3402/gha.v6i0.19303
https://doi.org/10.3402/gha.v6i0.19303
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref55
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref55
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref55
https://doi.org/10.1016/j.healthplace.2009.12.003
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref57
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref57
https://doi.org/10.5210/ojphi.v9i1.7653
https://doi.org/10.5210/ojphi.v9i1.7653
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref58
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref58
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref59
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref59
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref60
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref60
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref60
https://doi.org/10.1007/s10900-010-9350-6
https://doi.org/10.1080/09687630802302872
https://doi.org/10.1080/09687630802302872
https://doi.org/10.1016/j.socscimed.2017.04.031
https://doi.org/10.1016/j.socscimed.2017.04.031
https://doi.org/10.1136/tc.2006.018119
https://doi.org/10.1093/ntr/ntp046
https://doi.org/10.1136/tobaccocontrol-2015-052426
https://doi.org/10.1136/tobaccocontrol-2015-052426
https://doi.org/10.1093/heapol/15.3.338
https://doi.org/10.1016/j.healthpol.2013.02.007
https://doi.org/10.1016/j.healthpol.2013.02.007
https://doi.org/10.1007/s12124-016-9372-4
https://doi.org/10.1093/ntr/ntv016
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref71
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref72
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref72
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref73
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref73
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref74
http://refhub.elsevier.com/S0277-9536(20)30024-1/sref74

	Enhancing implementation of smoke-free places: A comparative qualitative study across seven European cities
	Introduction
	Situation in Europe
	Aims and research objectives

	Methods
	The realist approach: a place- and context-sensitive perspective
	Sampling
	Data collection
	Data analysis

	Results
	Context factors: policy environments, enforcement strategies, and collaboration
	Mechanisms: progressive expansion vs. defensive closure
	Outcomes: differences in saturation and tobacco de-normalization
	Smoke-free policy implementation types

	Discussion
	Interpretation and comparison with existing research
	Limitations
	Recommendations

	Conclusions
	Contributorship statement
	Funding
	mk:H1_21
	Acknowledgements
	Supplementary data
	References




