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Abstract: The effectiveness of outdoor smoking bans on smoking behavior among adolescents
remains inconclusive. This study evaluates the long-term impact of outdoor school ground smoking
bans among adolescents at secondary schools on the use of conventional cigarettes, e-cigarettes
(with/without nicotine) and water pipes. Outdoor smoking bans at 19 Dutch secondary schools were
evaluated using a quasi-experimental design. Data on 7733 adolescents were obtained at baseline,
and at 6 and 18-month follow-up. The impact of outdoor smoking bans on ‘ever use of conventional
cigarettes’, ‘smoking onset’, ‘ever use of e-cigarette with nicotine’, ‘e-cigarette without nicotine’,
and ‘water pipe’ was measured. Multilevel logistic regression analysis was used. At schools with
a ban, implementation fidelity was checked. At schools where a ban was implemented, at 18-month
follow-up more adolescents had started smoking compared to the control condition. No effect of
implementation of the ban was found for smoking prevalence, e-cigarettes with/without nicotine,
and water pipe use. Implementation fidelity was sufficient. No long-term effects were found of
an outdoor smoking ban, except for smoking onset. The ban might cause a reversal effect when
schools encounter difficulties with its enforcement or when adolescents still see others smoking.
Additional research is required with a longer follow-up than 18 months.
Keywords: school-based intervention; prevention; tobacco control; adolescents; school smoking
policies; smoking prevalence; smoke-free; quasi-experimental design; outdoor school ground;
secondary schools

1. Introduction
Smoking continues to be a major cause of illness and death worldwide. In Europe it is one of the
main public health problems, since Europe has some of the highest prevalence of tobacco use among
adolescents compared to other World Health Organization regions [1]. For example, the average
percentage of 15–16 years old European adolescents who have smoked in the last 30 days is 21%,
and 10% smokes every day [2]. Because tobacco use mainly starts during adolescence, and because
adolescents are extremely sensitive to the addictive substance nicotine [3], protecting youth against the
dangers of tobacco use has high priority.
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Alternative tobacco products, i.e., electronic cigarettes with nicotine, electronic cigarettes without
nicotine (also known as ‘shisha-pens’) and water pipes (also known as ‘shisha’ or ‘hookah’),
have become increasingly popular among adolescents. In fact there is an upward trend in adolescent
use of e-cigarettes: rates of ever use have doubled or tripled in recent years [4]. For example, ever use
of e-cigarettes use by Dutch adolescents aged 12–16 years is 34% (e-cigarettes with/without nicotine
have not been measured separately), which is even higher than the ever use of conventional smoking,
i.e., 23%. Use of a water pipe use is also popular, i.e., 23% of the adolescents have used water pipes [5].
There are several concerns related to the use of alternative tobacco products. First, these products
could undermine years of efforts to ‘denormalize’ smoking [6]. Denormalization of smoking behavior
is considered an important population strategy to make non-smoking the generally accepted norm
and to prevent deviant behavior, i.e., smoking [7]. Second, there is strong evidence that smoking
e-cigarettes/e-cigarettes without nicotine and water pipe act as a ‘stepping stone’ to smoking conventional
cigarettes [8–12]. Third, although the level of toxicants is higher in conventional cigarettes, e-cigarette vapors
contain toxic substances [13,14] and smoking just one puff of an e-cigarette without nicotine can cause
irritation of the airways [15]. Also, water pipe smoking is associated with several negative health outcomes,
e.g., increase of heart rate, blood pressure, or even lung cancer and carbon monoxide poisoning [16,17].
In view of these concerns, tobacco control policies aiming to prevent smoking onset should focus not only
on conventional cigarettes, but also on alternative tobacco products.
A possible strategy to prevent or reduce smoking behavior of adolescents is to prohibit smoking
at schools, due to the mandatory attendance of adolescents. Whereas, internationally, indoor bans are
more or less the norm [18], the importance of implementation of outdoor smoking bans at schools is
becoming increasingly apparent [19]. In The Netherlands, until now, 53% of all secondary schools has
implemented an outdoor smoking ban [20]. Guidelines established by the Dutch Lung Foundation
for an outdoor smoking ban are: (1) the ban should apply to the entire location/site; (2) the ban
should apply to everyone (i.e., students, staff and visitors); and (3) the ban should be clearly displayed
i.e., by signs and/or in the school regulations [21].
Studies on whether or not outdoor smoking bans at secondary schools are effective in reducing
smoking behavior remain inconclusive. For example, one study showed the effectiveness on smoking
prevalence when schools banned smoking outdoors on the school grounds [22], whereas other studies
found no effects of (outdoor) school ground smoking bans [23–27]. Additionally, those studies have
methodological shortcomings. For example, most of the studies used a cross-sectional design [23–26],
were performed outside Europe [23–25,27], and only one study included a second data point after
one year [22]. There is a need for quasi-experimental studies to investigate the impact of an outdoor
smoking ban on smoking behavior [28,29].
Given the concerns regarding the use of alternative tobacco products and the conflicting results
of studies, the impact of an outdoor smoking ban on both conventional cigarettes and alternative
tobacco products needs to be investigated using a quasi-experimental design. Therefore, this study
aims to evaluate the long-term impact of an outdoor school ground smoking ban at secondary schools
(i.e., 18-month follow-up) in a large representative cohort of Dutch adolescents.
2. Methods
2.1. Procedure and Participants
To evaluate the effect of an outdoor school ground smoking ban on conventional and alternative
smoking behavior of adolescents, a quasi-experimental design was used including: (i) schools which
decided to implement an outdoor school ground smoking ban (i.e., classified to the experimental
condition, n = 9) and (ii) schools which did not want to implement an outdoor school ground smoking
ban (classified to the control condition, n = 10).
For 919 Dutch secondary schools, the smoking policy, and whether or not the schools had the
intention to implement an outdoor smoking ban, was known from a national monitor questionnaire [30].
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In total, 77 schools were randomly contacted by telephone and asked whether they would participate,
taking their current smoking policy into account. Participating schools (n = 19) did not differ substantially
from the non-participating schools (n = 58) in school size (p = 0.87), education type (p = 0.30) and urbanity
(p = 0.21). The most common reason for non-participation was lack of time.
Questionnaire data of the adolescents of the participating schools were collected at baseline,
and at 6 and 18-month follow-up (T0, T1 and T2, respectively); Figure 1 shows the flow of participants.

Figure 1. Flow chart showing the inclusion of participants.

At all waves, adolescent questionnaires were administered at school online, or on paper (online:
84% at baseline; 66% at 6 months; 57% at 18 months, and on paper respectively 16%; 34%; 43%).
The questionnaires were completed under supervision of a teacher. At 8 schools in the experimental
condition, implementation took place between T0 and T1 during the new school year, in August 2014
and in August 2015. One school implemented the ban in February 2015 (after the school vacation).
The schools in the control condition only filled out the questionnaires and did not implement a school
ground smoking ban during the study period. During the study, 3 schools in the control condition
dropped out. At baseline 1 control school dropped out, as this school wanted to implement an outdoor
smoking ban (n = 669). At 18-month follow-up, 2 additional schools in the control condition dropped
out due to lack of time (n = 472). Moreover, in The Netherlands, because the lowest level of education
ends at the 10th grade, students in the 9th grade at T0 had already left school at the 18-month follow-up,
i.e., in the experimental condition n = 913 students and in the control condition n = 450 students
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dropped out. Furthermore, other absences might be due to dependence on the participation of the
teachers, as they had to ask their students to fill out the questionnaire in the classroom.
The study was approved by the Psychological Ethics Committee of Tilburg University
(EC-2014.19). Active informed consent was obtained from all participants included in the study.
Beforehand, passive informed consent was asked by the parents of the students and they were
informed about the research because students were of minority age (<18 years). In total, a small
group of parents (n = 30) refused study participation of their child at T0. The questionnaire was not
administered to these students.
2.2. Implementation Fidelity of the Ban
In the experimental condition, it was checked whether the school had actually implemented
an outdoor ban. That is, at T1, school directors were asked what their current smoking policy was for
conventional smoking and e-cigarettes. At all waves, implementation fidelity was also measured at
the individual level, by asking adolescents about the current smoking policy of their school.
To double check implementation fidelity, unnoticed observations were performed at all waves in
the experimental condition, by counting the number of smokers (i.e., students and staff) on and off the
school grounds during a coffee or lunch break. Additionally, at all waves, it was observed whether
or not the school had placed non-smoking signs on the school grounds. Furthermore, in the control
condition, it was checked that the school had not implemented an outdoor ban, by asking the school
directors at T1, and adolescents at all waves, what the current smoking policy of the school was.
2.3. Measures
2.3.1. Conventional Cigarettes
The smoking status of conventional cigarettes of adolescents was assessed at each wave.
Adolescents were asked to report (using a 5-point scale) which stage of smoking applied to them.
Response categories ranged from 1 ‘Never smoked’, 2 ‘Smoked only once or twice’, 3 ‘Smokes occasionally,
but not every day’, 4 ‘Smoked in the past/Ex-smokers’, and 5 ‘Smokes every day’. Adolescents who
‘never smoked a cigarette’ were coded as ‘Never user’; and ‘who at least smoked once or twice a cigarette’,
‘who smokes occasionally, but not every day’, ‘who smoked in the past’, and ‘daily smokers’ were coded
as ‘Ever user’. If adolescents reported smoking at T0 or T1 they were also defined as ‘ever user’ in the
following measurement waves, even though they indicated that they had never smoked (T1:75 and T2:79 of
all adolescents). Based on smoking status, we differentiated between smoking prevalence and smoking onset.
For smoking prevalence ‘never users’ were compared with ‘ever users’. For smoking onset, only adolescents
who were never user at their first measurement (due to absences this could also be T1) were included in the
analyses (n = 5734) and the development of smoking over time was examined.
2.3.2. Alternative Tobacco Products (E-Cigarettes with/without Nicotine and Water Pipe)
Adolescents were asked the following question ‘How old were you when you used this
substance/device for the first time?’, with answer categories ‘I never used this substance/device’,
‘11 years or younger’, ‘12 years’, ‘13 years’, ‘14 years’, ‘15 years’, ‘16 years’, ‘17 years’, ‘18 years’,
‘19 years’ and ‘20 years or older’ for (i) e-cigarettes with nicotine; (ii) e-cigarettes without nicotine
(i.e., shisha-pen) and (iii) water pipe. Adolescents saying ‘I never used this substance/device’ were
classified as ‘Never user’ and students filled out an age at which they used the substance for the first
time were classified as ‘Ever user’.
2.3.3. Sociodemographics
The following sociodemographic variables were included: sex (boys vs. girls), age (in years at
T0), migration background (native vs. migrant descent), grade (7th, 8th, 9th and 10th), and education
level at T0 (low, average, middle or high). Participants with one or both parents born in a country

Int. J. Environ. Res. Public Health 2018, 15, 205

5 of 14

other than the country of residence were defined as ‘migrant descent’. Furthermore, ‘low education’
refers to schools specialized in students with learning difficulties and pre-vocational secondary
education. ‘Average education’ refers to lower general secondary education, ‘middle education’ refers
to higher general secondary education, and ‘high education’ refers to pre-university education. In The
Netherlands, at primary schools all children are tested and based on this test score, education level of
secondary school is determined.
2.3.4. Smoking Policy Variables to Assess Implementation
Current smoking policy of students and staff for conventional cigarettes and for e-cigarettes was
measured among the school directors at T1. The questions were ‘It is allowed for students to smoke . . . ’,
‘It is allowed for staff to smoke . . . ’, and ‘It is allowed to smoke e-cigarettes . . . ’, with the answering
categories 1 ‘Everywhere on and off the school grounds’, 2 ‘Everywhere on the school grounds’, 3 ‘Only on
a specific place on the school grounds’, 4 ‘Just outside the fence off the school grounds’, 5 ‘Only on a specific
place off the school grounds’, 6 ‘Everywhere off the school grounds’, 7 ‘Nowhere on and off the school
grounds’. An extra answer category was added to the questions regarding the smoking policy of staff and
of e-cigarettes, respectively: 8 ‘Only on a specific place in the school building’ and 9 ‘The school does not
have a specific policy regarding electronic cigarettes’.
Current smoking policy was also measured by asking all students at all three waves ‘What is
the current smoking policy of your school?’ with the answering categories 1 ‘It is allowed to smoke
everywhere on the school grounds’, 2 ‘It is only allowed to smoke at a specific place on the school grounds’,
3 ‘It is not allowed to smoke on the school grounds’, 4 ‘The school does not have a school ground’.
2.4. Statistical Analysis
Using the SPSS package (SPSS Inc., Chicago, IL, USA), independent sample t tests (for continuous
outcome variables) and chi-square tests (for categorical outcome variables) were used to compare
participants’ characteristics between the experimental and control condition. Attrition analysis to
check for differences between participants that dropped out and completers only (i.e., filled out all
3 waves) were conducted using logistic analysis.
Due to the hierarchical structure of the data with 7733 adolescents being nested within 19 schools,
and 3 observations per adolescent, a multilevel analysis in Mplus 7.3 (Mplus, Los Angeles, CA, USA) was
conducted [31] with three levels (i.e., time, individual, school), to investigate the effect of an outdoor school
ground smoking ban on smoking prevalence (‘never use’ vs. ‘ever use’), smoking onset (‘never use’ at first
time measurement vs. ‘ever use’ at either T1 or T2), smoking e-cigarette with nicotine, e-cigarette without
nicotine and water pipe (‘never use’ vs. ‘ever use’). For the multilevel analyses, the dataset was rearranged
from a one-person, one-record dataset (n = 7733 person-level dataset) to a one-person, multiple-period
dataset (nobs = 12,571 person-period dataset).
Per outcome variable, a multivariate model was used. Sociodemographic differences (i.e., sex,
grade, migration background and education level) between the experimental and control condition
were corrected for. Since grade and age are nested, only grade was entered in the model. Also corrected
for was the influence of sociodemographics on the development of smoking or alternative tobacco
product use over time (i.e., correction for the possible different influence of time on smoking/alternative
tobacco products for sex, grade, migration background and education level). To test the school policy
effect, the condition variable (experimental/control condition), time (T0, T1, T2), and an interaction
between time and condition (time*condition), were entered. Time was added to correct for previous
substance use. Random intercepts were added to account for clustered data of individuals within
schools, and for repeated measurements within respondent. Variables were centered by subtracting the
grand mean or group mean from each variable. Within-subject variables were group mean centered
(i.e., time) and between-subject and between-school variables were grand mean centered (i.e., sex,
migration background, grade, educational level, and condition).
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Table 1. Characteristics of adolescents in the experimental and control condition #.
Experimental Condition (E)
(n = 4687)

Control Condition (C)
(n = 3046)

2355 (50.7)
2293 (49.3)

1647 (54.5)
1373 (45.5)

3815 (83.5)
755 (16.5)
13.9 (1.06)

2317 (77.6)
668 (22.4)
13.5 (1.10)

1557 (49.2)
979 (31.0)
297 (9.4)
329 (10.4)

283 (11.3)
891 (35.7)
763 (30.6)
559 (22.4)

1003 (21.5)
1351 (29.0)
1707 (36.6)
566 (12.1)
12 (0.3)
21 (0.5)

839 (27.7)
933 (30.8)
1116 (36.8)
118 (3.9)
8 (0.3)
18 (0.6)

Sex
Boy
Girl
Migration background
Native
Migrant descent !
Age in years (mean (SD)
Education level *
Low
Average
Middle
High
Grade
7th
8th
9th
10th
11th
12th

Significant Difference
between E and C +
χ2 = 10.985 (1), p = 0.001

χ2 = 40.53 (1), p < 0.001

t(5623) = −15.763, p < 0.001
χ2 = 1087.36 (3), p < 0.001

χ2 = 172.47 (5), p < 0.001

+ χ2 categorical; t-test continuous.
+ χ2 categorical;
# Values
are numbers
(percentages)
unless
stated otherwise.
# Values
are numbers
(percentages)
unless stated
otherwise.
t-test continuous. * Education: low
education
refers
to
schools
specialized
in
students
with
learning
difficulties
and pre-vocational
secondary
* Education: low education refers to schools specialized in students with
learning difficulties
and education,
preaverage education refers to lower general secondary education, middle education refers to higher general secondary
!
education, and high education refers to pre-university education. Migrant descent = one or both parents born in a
country other than The Netherlands.

11th
12th

12 (0.3)
21 (0.5)

8 (0.3)
18 (0.6)

# Values are numbers (percentages) unless stated otherwise. + χ2 categorical; t-test continuous.
* Education: low education refers to schools specialized in students with learning difficulties and prevocational secondary education, average education refers to lower general secondary education,
middle
education
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Table 2. Smoking behavior (% of ever users) at baseline (T0), and at 6-month (T1) and 18-month
Table 2. Smoking behavior (% of ever users) at baseline (T0), and at 6-month (T1) and 18-month
follow-up
(T2) measurements.
follow-up (T2) measurements.

Total Sample
Smoking prevalence
n
T0
5695
T1
4690
T2
4020
Smoking onset
T0
4465
T1
2347
T2
1473
E-cigarette with nicotine
T0
5517
T1
4069
T2
2568
E-cigarette without nicotine
T0
5514
T1
4061
T2
2559
Water pipe
T0
5517
T1
4066
T2
2561

Experimental Condition ‘Ever Users’
n (%)
745 (23.4)
1120 (37.6)
1547 (59.6)

Control Condition ‘Ever Users’
n (%)
485 (19.3)
655 (38.2)
771 (54.2)

Total ‘Ever Users’
n (%)
1230 (21.6)
1775 (37.8)
2318 (57.7)

132 (6.7)
279 (21.0)

84 (7.4)
122 (15.8)

216 (7.0)
401 (19.1)

481 (15.6)
402 (15.3)
346 (20.5)

260 (10.7)
208 (14.5)
142 (16.1)

741 (13.4)
610 (15.0)
488 (16.3)

921 (29.8)
846 (32.2)
580 (34.5)

654 (26.9)
414 (28.9)
251 (28.6)

1575 (28.6)
1260 (31.0)
831 (32.5)

725 (23.4)
673 (25.6)
560 (33.3)

455 (18.8)
266 (18.5)
191 (21.7)

1180 (21.4)
939 (23.1)
751 (29.3)

3.1. Multilevel Analysis
3.1. Multilevel
Analysis
Tables 3 and 4 present the results of the implementation of outdoor school ground smoking bans

Tables 3 and 4 present the results of the implementation of outdoor school ground smoking bans
on smoking prevalence, smoking onset, and use of alternative tobacco products. Significant results
on smoking
prevalence, on
smoking
onset,
and use
of alternative
tobacco products.
Significant
results
of sociodemographic
smoking
prevalence,
e-cigarette
use with/without
nicotine and
water pipe
of sociodemographic
on expectations:
smoking prevalence,
useother
with/without
nicotine
use were in line with
girls used e-cigarette
less than boys,
ethnicity than
Dutchand
usedwater
more pipe
use were
in lineadolescents,
with expectations:
girlsused
usedmore
lessthan
thanlower
boys,grades
otherand
ethnicity
Dutch
used
than Dutch
higher grades
higher than
education
used
lessmore
lower
education higher
levels. For
smoking
onset and
with nicotine
than than
Dutch
adolescents,
grades
usedprevalence,
more thansmoking
lower grades
ande-cigarettes
higher education
used less
increase
over time
wasFor
found.
For implementation
of school onset
smoking
only significant
than an
lower
education
levels.
smoking
prevalence, smoking
andpolicies
e-cigarettes
with nicotine
an increase over time was found. For implementation of school smoking policies only significant
results were found for smoking onset (time*condition). This means that students at schools which
implemented outdoor school ground smoking bans, had a higher probability to start smoking over
time compared to the control condition (β = 1.42, 95% BCI * = 0.21–2.96; * Bayesian Credibility Interval).
For smoking prevalence and e-cigarettes with/without nicotine, and water pipe use, no interaction
effects (time*condition) were found.
Variance components showed that the variation between individuals and schools was significant
in all models. Variance for the intercept and slope of individual level indicated a variation between
individuals in initial use and use over time. For school level, variation between the schools in initial
use and use over time developed differently. The Intra-class correlations (ICCs) to determine the
effects of school clustering were between 0.06 and 0.16, indicating that 6–16% of the variance could be
explained by a school effect (Tables 3 and 4).
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Table 3. Multivariate Bayes analyses of the implementation of the outdoor school ground smoking ban on ‘ever use’ of smoking prevalence (n = 5546) and smoking onset
(n = 4365) controlling for sex, migration background, grade and education level.
Smoking Prevalence
Median Estimate
(Posterior SD) +

One-Tailed
p-Value

Smoking Onset
Bayesian 95%
Credibility Interval *

Median Estimate
(Posterior SD) +

One-Tailed
p-Value

Bayesian 95%
Credibility Interval *

Regression
coefficients

Sex
Migration background
Grade
Educational level
Time
Condition
Condition*time

−2.56 (0.70)
2.24 (0.91)
5.89 (0.72)
−4.20 (0.71)
3.64 (1.15)
−2.80 (1.75)
0.52 (0.57)

0.000
0.005
0.000
0.000
0.000
0.06
0.17

−4.05–−1.27 *
0.54–4.11 *
4.69–7.48 *
−5.77–−3.00 *
1.85–6.24 *
−6.22–0.68
−0.58–1.66

−0.06 (0.41)
−0.66 (0.63)
0.048 (0.26)
−0.20 (0.33)
2.90 (1.26)
−1.24 (1.31)
1.42 (0.70)

0.44
0.14
0.43
0.26
0.000
0.15
0.01

−0.092–0.74
−1.95–0.53
−0.49–0.054
−0.90–0.42
1.00–5.82 *
−4.18–0.99
0.21–2.96 *

Variance
components

Intercept variance individual level
Slope variance individual level
Intercept variance school level
Slope variance school level
Covariance between school level
intercept and slope

331.74 (86.68)
0.14 (0.20)
41.39 (34.91)
1.26 (1.03)

0.000
0.000
0.000
0.000

213.79–547.02 *
0.004–0.75 *
15.50–143.52 *
0.44–4.19 *

39.15 (13.09)
0.15 (0.23)
7.31 (8.11)
0.47 (0.94)

0.000
0.000
0.000
0.000

17.40–69.44 *
0.01–0.83 *
2.09–30.38 *
0.11–3.28 *

5.15 (5.12)

0.005

1.03–19.92 *

−1.08 (2.48)

0.17

−7.94–1.21

School ICC
Iterations ~

0.11
419,300

Fit index

0.16
757,600

Note. Sex: 1 = boy, 2 = girl, Migration background: 0 = Dutch, 1 = other, Condition: 0 = control, 1 = experimental, Time: 1, 2, 3; * = significant 2-tailed p-value (significant = bold),
ICC = Intra-class correlations, + Probit coefficient, ~ Model converged if Potential Scale Reduction (PSR) value was below 1.1.
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Table 4. Multivariate Bayes analyses of the implementation of the outdoor school ground smoking ban on ‘ever use’ of e-cigarettes with nicotine (n = 5407), e-cigarettes
without nicotine (n = 5404), and water pipe use (n = 5405) controlling for sex, migration background, grade and education level.
E-Cigarettes with Nicotine
Median
Estimate
(Posterior SD) +

One-Tailed
p-Value

Sex
Migration Background
Grade
Educational level
Time
Condition
Condition*time

−0.93 (0.12)
0.33 (0.14)
0.66 (0.08)
−0.036 (0.08)
1.09 (0.26)
−0.19 (0.41)
−0.42 (0.23)

Variance
components

Intercept variance individual level
Slope variance individual level
Intercept variance school level
Slope variance school level
Covariance between school level
intercept and slope

Fit index

School ICC
Iterations ~

Regression
coefficients

E-Cigarettes without Nicotine

Water Pipe

Bayesian 95%
Credibility Interval *

Median
Estimate
(Posterior SD) +

One-Tailed
p-Value

Bayesian 95%
Credibility Interval *

Median
Estimate
(Posterior SD) +

One-Tailed
p-Value

Bayesian 95%
Credibility Interval *

0.000
0.007
0.000
0.000
0.000
0.31
0.03

−1.17–−0.700 *
0.07–0.600 *
0.51–0.820 *
−0.51–−0.210 *
0.59–1.610 *
−1.01–0.59
−0.88–0.02

−0.94 (0.09)
0.27 (0.13)
0.48 (0.06)
−0.45 (0.06)
0.40 (0.24)
−0.03 (0.32)
−0.15 (0.20)

0.000
0.02
0.000
0.000
0.05
0.46
0.24

−1.11–−0.7700 *
0.02–0.5100 *
0.37–0.6100 *
−0.57–−0.3300 *
−0.06–0.89
−0.67–0.59
−0.55–0.26

−0.93 (0.03)
0.75 (0.17)
1.15 (0.11)
−0.57 (0.10)
0.20 (0.25)
0.32 (0.39)
0.20 (0.25)

0.000
0.000
0.000
0.000
0.21
0.20
0.21

−1.19–−0.69 *
0.43–1.11 *
0.94–1.36 *
−0.077–−0.40 *
−0.31–0.70
−0.43–1.10
−0.30–0.69

5.42 (0.83)
0.49 (0.17)
0.64 (0.31)
0.13 (0.07)

0.000
0.000
0.000
0.000

3.77–6.810 *
0.24–0.890 *
0.31–1.480 *
0.06–0.320 *

5.34 (0.54)
0.44 (0.12)
0.37 (0.19)
0.12 (0.06)

0.000
0.000
0.000
0.000

4.43–6.6100 *
0.20–0.6700 *
0.17–0.8800 *
0.06–0.2700 *

9.08 (1.41)
0.58 (0.22)
0.55 (0.29)
0.15 (0.08)

0.000
0.000
0.000
0.000

6.52–11.98 *
0.19–1.04 *
0.25–1.36 *
0.07–0.38 *

0.002 (0.12)

0.49

−0.23–0.25

0.004 (0.07)

0.47

−0.13–0.15

−0.04 (0.11)

0.33

−0.29–0.15

0.11
13,000

0.06
5700

0.06
4800

Note. Sex: 1 = boy, 2 = girl, Migration background: 0 = Dutch, 1 = other, Condition: 0 = control, 1 = experimental, Time: 1, 2, 3; * = significant 2 tailed p-value (significant = bold),
ICC = Intra-class correlations, + Probit coefficient, ~ Model converged if Potential Scale Reduction (PSR) value was below 1.1.
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3.2. Implementation Fidelity of the Ban
On school level, all school directors in the experimental condition reported that they had
implemented the ban (n = 9), and in the control condition they confirmed that they had not
implemented the ban (n = 9). In the experimental condition, schools differed in their implementation
form, i.e., 5 schools implemented the ban on the school grounds only for students, and 4 schools
implemented the ban on the school grounds for both students and staff. One school in the experimental
condition reported that they did not have a specific policy regarding e-cigarettes, the remaining
8 schools reported that the outdoor smoking ban also applied to e-cigarettes.
Implementation fidelity was also measured at individual level, by asking the adolescents about
the current smoking policy of their school at all waves. At baseline, in both the experimental (4.3%)
and control condition (5.8%), only a small percentage of the students reported that it was prohibited to
smoke on the school grounds. After implementation (6-month follow-up) this had increased to 81.6%
in the experimental condition vs. 7.4% in the control condition. At 18-month follow-up, the results
were similar to those found at T1: 72.7% of the students reported that it was prohibited to smoke on
the school grounds in the experimental condition vs. 10.2% in the control condition.
The observations in the experimental condition demonstrated that, at baseline, at 8 of the
9 schools the adolescents smoked on the school grounds (89%). After implementation (T1), no smoking
adolescents were observed at all 9 school grounds (0%). At 18-month follow-up, at 2 schools (22%)
smoking behavior was observed on the school grounds (i.e., at one school smoking students were
observed, and at the other school both smoking students and staff were observed). In contrast,
students smoking cigarettes were more often seen off the school grounds after implementation: at T0
at 4 schools smoking students were seen off the school grounds (44%) vs. 8 at T1 (89%) and 7 at T2
(78%). Furthermore, 4 schools (44%) placed signs at their school grounds at T1 and this had increased
to 5 schools (56%) at T2.
4. Discussion
This is the first study to evaluate the long-term impact of an outdoor school ground smoking ban
at secondary schools on the use of conventional cigarettes and of alternative tobacco products among
adolescents. Results show that schools with and without an outdoor ban at 18-month follow-up did not
significantly differ on smoking prevalence, use of e-cigarettes (with/without nicotine) and water pipe
among adolescents. However, except for smoking onset, a significant effect was found. At the schools
that had implemented outdoor school ground smoking bans, more adolescents started smoking.
The international evidence regarding the effectiveness of outdoor smoking bans remains equivocal
and, in line with another study, an outdoor smoking ban might not always protect adolescents from
taking up smoking [27]. Nevertheless, whether or not school smoking policies are effective, depends on
whether: (i) the policy is strictly enforced and sanctioned; (ii) adolescents do not feel the pressure
to smoke; and (iii) anti-smoking beliefs are internalized so that non-smoking becomes the generally
accepted norm [36]. All these points are important when interpreting the results of the present study.
First, although all schools in the experimental condition implemented the ban, the schools
might have encountered difficulties with enforcement or differentiated in the level of enforcement
(e.g., strict vs. non-strict), which might explain the absence of positive results (i.e., a reduction
in smoking behavior). Also, enforcement is challenging after implementation of a smoking ban
and adherence is often far from optimal [37–39]. During adolescence, a ban (which is a forced
choice) might threaten self-autonomy and can backfire, and might even exacerbate deviant behavior,
e.g., smoking [40]. Jancey et al. [40] also reported other reasons for noncompliance of smoking bans:
e.g., reluctance to leave the school grounds, smoking necessity, unintentional noncompliance through
confusion of school boundaries, or avoiding detection (e.g., going to places where one is unlikely to
be observed). In general, future research using a quasi-experimental design should also focus on the
enforcement and sanctions related to bans at schools.
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Second, adolescents still saw others smoking during school hours, since most schools in the
experimental condition tolerated smoking off the school grounds. As a result, adolescents might
have felt pressure to conform to other smoking behavior [36]. Actual smoking might have shifted to,
for example, off the school grounds. Observational data of the present study and our previous
study support this: i.e., more smoking students were observed near the school grounds after
implementation [41]. Additionally, at baseline in both conditions, 40% of the adolescents reported that
they smoked outside the school grounds; however, this percentage increased to 47% in the control
condition, and to 57% in the experimental condition at 18-month follow-up. In fact, the only study
which showed the effectiveness of outdoor smoking bans concerned schools that prohibited smoking
on the school grounds and in the immediate surroundings of the school [22]. School tobacco policies
might cause a reversal effect when adolescents find easily accessible alternative locations to smoke off
the school grounds [36], and when the anti-normative behavior of adolescents is salient at the entrance
of the school.
Finally, although implementation of smoke-free environments (such as outdoor school ground
smoking bans) contributes to non-smoking as the generally accepted norm [19] and to reduced
exposure to second-hand smoke [42], 18 months might be too short a period to find positive results in
behavior change. Adolescents might not yet have internalized anti-smoking beliefs. Changing a norm
is a gradual process that takes time [43]. For example, in The Netherlands, after implementation of
the smoking ban in hospitality venues, there was much resistance and compliance/acceptance was
only about 50% in 2010 and increased to 90% only after 5 years [44]. Therefore, a follow-up period
longer than 18 months is needed, as the impact of outdoor smoking bans might have a delayed effect.
Future studies could compare the control schools with schools that have had an outdoor smoking
ban for a considerable number of years, e.g., ≥5 years. Additionally, school using a bottom-up
approach during implementation (i.e., consulting key stakeholders), should compared with schools
using a top-down approach (i.e., no consultation of key stakeholders), as this might increase support
for the ban and consequently might influence impact of the ban.
Schools might consider to prohibit smoking anywhere on the school grounds, and apply the ban to
all types of tobacco products (including alternative tobacco products), thereby strengthening non-smoking
as the norm. An integral approach, i.e., integration of outdoor smoking bans in different environments,
might be a precondition to more effectively influence the non-smoking norm. For example, to be
effective, smoking bans should be implemented not only at schools, but also at other places such as
at adolescents’ home [45], playgrounds [46], or other locations where adolescents spend regular time,
e.g., sport grounds or beaches/public swimming pools. Indeed, it is reported that smoking norms at
home seem to predict the effect of school smoking restrictions [47]. Moreover, bans should be extended
with other interventions/policies often found to be effective in reducing adolescents’ smoking, such as
school programs focusing on social influences and competence [48], or other effective tobacco control
policies aiming to reduce smoking behavior among adolescents, e.g., increasing price [49].
5. Strengths and Limitations
A strength of this study is its quasi-experimental design. Moreover, the effectiveness of outdoor
smoking bans on the use of alternative tobacco products among adolescents was investigated for the
first time; this is valuable due to the clear link between alternative tobacco products and the uptake of
conventional cigarettes [8–12]. Additionally, few studies have distinguished between e-cigarettes with
nicotine and without nicotine, which is indicated as a research priority [4].
The present study also has some limitations. First, the schools were not randomized and we
had therefore no influence on which school implemented the smoking policy and which did not.
This leaded to differences in sociodemographics (i.e., sex, grade, migration background and education
level) between conditions. However, we controlled for differences in sociodemographics between the
experimental and control condition. Second, although there was a substantial amount of missing data,
these absences were probably random, since the prevalence rates of tobacco products were similar
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to those of a representative Dutch study among adolescents [5]. Third, self-reported data were used,
increasing the risk of underreporting of smoking [50]. Nevertheless, confidentiality was assured during
the study, which is effective in increasing the reliability of self-reported data of smoking behavior [51].
Fourth, the schools differed somewhat in implementation forms; however, there was insufficient power
to divide the experimental condition into different groups. Internationally, more research including
more schools is needed to investigate different guidelines/definitions of outdoor smoking bans and
which implementation form is the best.
6. Conclusions
An outdoor smoking ban did not appear to affect smoking prevalence and use of e-cigarettes
(with/without nicotine) and water pipe use after 18 months. Except for smoking onset, a significant
effect was found. At the schools that had implemented outdoor school ground smoking bans,
more adolescents started smoking. To prevent relocation of smoking, schools might strictly enforce
the ban and apply the ban not only on school grounds but also in the immediate surrounding off
the school grounds; or schools might aim to prevent students leaving the school grounds during
school hours. Additional long-term studies are required to determine the longer-term effects on
both conventional smoking and use of alternative tobacco products, taking into account the different
implementation forms. Overall, schools might consider to prohibit smoking anywhere on the school
grounds, and apply the ban to all kind of tobacco products, thereby strengthening non-smoking as the
norm and decreasing exposure to second-hand smoke.
Acknowledgments: This study was funded by The Netherlands Organization for Health Research and
Development (ZonMw; Grant number 200100003) and the National Institute for Public Health and the
Environment (RIVM). The authors thank Anne Frederix for her invaluable assistance in data collection.
Author Contributions: A.D.R. collected the data and wrote the draft of the paper. M.H. analyzed the data. J.J.P.M.,
M.W.J.J. and H.J.A.M.v.O. participated in the interpretation of the findings and critically revised the manuscript
for important intellectual content. All authors read and approved the final manuscript.
Conflicts of Interest: The authors declare no conflict of interest.

References
1.
2.
3.
4.
5.

6.
7.
8.
9.

10.

WHO. Current Tobacco Smoking in Europe. 2017. Available online: http://www.euro.who.int/en/healthtopics/disease-prevention/tobacco/data-and-statistics (accessed on 7 September 2017).
Kraus, L.; Leifman, H.; Vicente, J. The 2015 ESPAD Report: Results from the European School Survey Project
on Alcohol and Other Drugs. 2015. Available online: http://www.espad.org/ (accessed on 17 June 2017).
Welte, J.W.; Barnes, G.M.; Tidwell, M.O.; Hoffman, J.H. Tobacco Use, Heavy use, and dependence among
adolescents and young adults in the United States. Subst. Use Misuse 2011, 46, 1090–1098. [CrossRef] [PubMed]
Greenhill, R.; Dawkins, L.; Notley, C.; Finn, M.D.; Turner, J.J.D. Adolescent awareness and use of electronic
cigarettes: A review of emerging trends and findings. J. Adolesc. Health 2016, 59, 612–619. [CrossRef] [PubMed]
Van Dorsselaer, S.; Tuithof, M.; Verdurmen, J.; Spit, M.; van Laar, M.; Monshouwer, K. Jeugd en Riskant
Gedrag. 2015. Available online: https://assets.trimbos.nl/docs/8e6ef71f-d74e-4696-a67b-98ef82fb2235.pdf
(accessed on 17 June 2017).
Voigt, K. Smoking Norms and the Regulation of E-Cigarettes. Am. J. Pub. Health 2015, 105, 1967–1972.
[CrossRef] [PubMed]
Rose, G. Sick individuals and sick populations. Int. J. Epidemiol. 1985, 14, 32–38. [CrossRef] [PubMed]
Chatterjee, K.; Alzghoul, B.; Innabi, A.; Meena, N. Is vaping a gateway to smoking: A review of the
longitudinal studies. Int. J. Adolesc. Med. Health 2016. [CrossRef] [PubMed]
Leventhal, A.M.; Strong, D.R.; Kirkpatrick, M.G.; Unger, J.B.; Sussman, S.; Riggs, N.R.; Stone, M.D.;
Khoddam, R.; Samet, J.M.; Audrain-McGovern, J. Association of electronic cigarette use with initiation of
combustible tobacco product smoking in early adolescence. JAMA 2015, 314, 700–707. [CrossRef] [PubMed]
Wills, T.A.; Knight, R.; Sargent, J.; Gibbons, F.; Pagano, I.; Williams, R. Longitudinal study of e-cigarette
use and onset of cigarette smoking among high school students in Hawaii. Tob. Control 2017, 26, 34–39.
[CrossRef] [PubMed]

Int. J. Environ. Res. Public Health 2018, 15, 205

11.
12.

13.

14.
15.

16.

17.

18.

19.
20.
21.
22.

23.
24.

25.
26.

27.
28.
29.

30.

31.

13 of 14

Veeranki, S.P.; Alzyoud, S.; Kheirallah, K.A.; Pbert, L. Waterpipe Use and Susceptibility to Cigarette Smoking
among Never-Smoking Youth. Am. J. Prev. Med. 2015, 49, 502–511. [CrossRef] [PubMed]
Soneji, S.; Barrington-Trimis, J.L.; Wills, T.A.; Leventhal, A.M.; Unger, J.B.; Gibson, L.A.; Yang, J.;
Primack, B.A.; Andrews, J.A.; Miech, R.A.; et al. Association between initial use of e-cigarettes and
subsequent cigarette smoking among adolescents and young adults: A systematic review and meta-analysis.
JAMA Pediatr. 2017, 171, 788–797. [CrossRef] [PubMed]
Goniewicz, M.L.; Knysak, J.; Gawron, M.; Kosmider, L.; Sobczak, A.; Kurek, J.; Prokopowicz, A.;
Jablonska-Czapla, M.; Rosik-Dulewska, C.; Havel, C.; et al. Levels of selected carcinogens and toxicants in
vapour from electronic cigarettes. Tob. Control 2014, 23, 133–139. [CrossRef] [PubMed]
Hajek, P.; Etter, J.-F.; Benowitz, N.; Eissenberg, T.; McRobbie, H. Electronic cigarettes: Review of use, content,
safety, effects on smokers and potential for harm and benefit. Addiction 2014, 109, 1801–1810. [CrossRef] [PubMed]
Kienhuis, A.S.; Soeteman-Hernandez, L.G.; Bos, P.M.J.; Cremers, H.W.; Klerx, W.N.; Talhout, R. Potential
harmful health effects of inhaling nicotine-free shisha-pen vapor: A chemical risk assessment of the main
components propylene glycol and glycerol. Tob. Induc. Dis. 2015, 13, 15. [CrossRef] [PubMed]
Haddad, L.; Kelly, D.L.; Weglicki, L.S.; Barnett, T.E.; Ferrell, A.V.; Ghadban, R. A Systematic Review of Effects
of Waterpipe Smoking on Cardiovascular and Respiratory Health Outcomes. Tob. Use Insights 2016, 9, 13–28.
[CrossRef] [PubMed]
Rijksinstituut voor Volksgezondheid en Milieu. Waterpijp: Risico op Koolmonoxide-Vergiftiging bij Gebruik.
2016. Available online: https://waterpijp-risico-op-koolmonoxidevergiftiging-bij-gebruik.pdf (accessed on
7 September 2017).
Joossens, L.; Raw, M. The Tobacco Control Scale 2016. 2017. Available online: http://www.
tobaccocontrolscale.org/wp-content/uploads/2017/03/TCS-2016-in-Europe-COMPLETE-LoRes.pdf
(accessed on 27 March 2017).
Lowrie, C.; Pearson, A.L.; Thomson, G. Inequities in coverage of smokefree space policies within the United
States. BMC Public Health 2017, 17, 456. [CrossRef] [PubMed]
Breedveld, K.; Lammertink, N. Rookvrije Schoolterreinen. 2016. Available online: http://www.
kennisbanksportenbewegen.nl/?file=7409&m=1479732680&action=file.download (accessed on 22 March 2017).
Longfonds: Stappenplan voor een Rookvrij Schoolterrein. 2017. Available online: https://www.longfonds.
nl/schoolterrein (accessed on 22 March 2017).
Piontek, D.; Buehler, A.; Donath, C.; Floeter, S.; Rudolph, U.; Metz, K.; Gradl, S.; Kroeger, C. School context
variables and students’ smoking. Testing a mediation model through multilevel analysis. Eur. Addict. Res.
2008, 14, 53–60. [CrossRef] [PubMed]
Barnett, T.A.; Gauvin, L.; Lambert, M.; O’Loughlin, J.; Paradis, G.; McGrath, J.J. The influence of school smoking
policies on student tobacco use. Arch. Pediatr. Adolesc. Med. 2007, 161, 842–848. [CrossRef] [PubMed]
Huang, H.L.; Chen, F.L.; Hsu, C.C.; Yen, Y.Y.; Chen, T.; Huang, C.M.; Shi, H.Y.; Hu, C.Y.; Lee, C.H.
A multilevel-based study of school policy for tobacco control in relation to cigarette smoking among
children in elementary schools: Gender differences. Health Educ. Res. 2010, 25, 451–463. [CrossRef] [PubMed]
Pentz, M.A.; Brannon, B.R.; Charlin, V.L.; Barrett, E.J.; Mackinnon, D.P.; Flay, B.R. The power of policy—The
relationship of smoking policy to adolescent smoking. Am. J. Public Health 1989, 79, 857–862. [CrossRef] [PubMed]
Kuipers, M.A.G.; de Korte, R.; Soto, V.E.; Richter, M.; Moor, I.; Rimpelä, A.H.; Perelman, J.; Federico, B.;
Kunst, A.E.; Lorant, V. School smoking policies and educational inequalities in smoking behaviour of adolescents
aged 14–17 years in Europe. J. Epidemiol. Community Health 2015, 70, 132–139. [CrossRef] [PubMed]
Poulin, C.C. School smoking bans: Do they help/do they harm? Drug Alcohol Rev. 2007, 26, 615–624.
[CrossRef] [PubMed]
Coppo, A.; Galanti, M.R.; Giordano, L.; Buscemi, D.; Bremberg, S.; Faggiano, F. School policies for preventing
smoking among young people. Cochrane Database Syst. Rev. 2014, 10, CD009990. [CrossRef] [PubMed]
Galanti, M.R.; Coppo, A.; Jonsson, E.; Bremberg, S.; Faggiano, F. Anti-tobacco policy in schools: Upcoming
preventive strategy or prevention myth? A review of 31 studies. Tob. Control 2014, 23, 295–301. [CrossRef]
[PubMed]
Lung Foundation. Monitoring Outdoor School Ground Smoking Bans. 2014. Available online:
http://www.alliantienederlandrookvrij.nl/wp-content/uploads/2014/01/Rapportage-OnderzoekLongfonds-Monitor-2014.pdf (accessed on 7 December 2017).
Muthén, L.K.; Muthén, B.O. Mplus User’s Guide, 7th ed.; Muthén & Muthén: Los Angeles, CA, USA, 2015.

Int. J. Environ. Res. Public Health 2018, 15, 205

32.
33.
34.
35.
36.

37.

38.
39.
40.

41.

42.
43.
44.

45.

46.
47.
48.
49.
50.

51.

14 of 14

Muthén, L.K.; Muthén, B.O. Mplus Statistical Modeling Software: Release 7.0; Muthén & Muthén: Los Angeles,
CA, USA, 2012.
Muthén, B.O. Bayesian analysis in Mplus: A brief introduction. Unpublished work, 2010.
Asparouhov, T.; Muthén, B.O. Bayesian Analysis Using Mplus: Technical Implementation. Available online:
http://citeseerx.ist.psu.edu/viewdoc/summary?doi=10.1.1.310.3903 (accessed on 23 January 2018).
Peugh, J.L.; Heck, R.H. Conducting three-level longitudinal analyses. J. Early Adolesc. 2017, 37, 7–58. [CrossRef]
Schreuders, M.; Nuyts, P.A.W.; van den Putte, B.; Kunst, A.E. Understanding the impact of school tobacco
policies on adolescent smoking behaviour: A realist review. Soc. Sci. Med. 2017, 183, 19–27. [CrossRef]
[PubMed]
Watts, A.W.; Lovato, C.Y.; Card, A.; Manske, S.R. Do students’ perceptions of school smoking policies
influence where students smoke? Canada’s Youth Smoking Survey. Cancer Causes Control 2010, 21, 2085–2092.
[CrossRef] [PubMed]
Radwan, G.N.; Loffredo, C.A.; Aziz, R.; Abdel-Aziz, N.; Labib, N. Implementation, barriers and challenges
of smoke-free policies in hospitals in Egypt. BMC Res. Notes 2012, 5, 568. [CrossRef] [PubMed]
Ashley, M.J.; Northrup, D.A.; Ferrence, R. The Ontario ban on smoking on school property: Issues and
challenges in enforcement. Can. J. Public Health 1998, 89, 229–232. [PubMed]
Jancey, J.; Bowser, N.; Burns, S.; Crawford, G.; Portsmouth, L.; Smith, J. No Smoking Here: Examining
Reasons for Noncompliance with a Smoke-Free Policy in a Large University. Nicotine Tob. Res. 2014, 16,
976–983. [CrossRef] [PubMed]
Rozema, A.D.; Mathijssen, J.J.P.; Jansen, M.W.J.; van Oers, J.A.M. Sustainability of outdoor school ground
smoking bans at secondary schools: A mixed-method study. Eur. J. Public Health 2018, 28, 43–49. [CrossRef]
[PubMed]
Burns, S.; Hart, E.; Jancey, J.; Hallett, J.; Crawford, G.; Portsmouth, L. A cross sectional evaluation of a total
smoking ban at a large Australian university. BMC Res. Notes 2016, 9, 288. [CrossRef] [PubMed]
Gërxhani, K.; Bruggeman, J. Time lag and communication in changing unpopular norms. PLoS ONE 2015,
10, e0124715. [CrossRef] [PubMed]
Nederlandse Voedsel en Warenautoriteit.
Naleving Rookverbod.
2015.
Available online:
Https://www.nvwa.nl/over-de-nvwa/organisatie/jaarverslagen-en-jaarplannen-nvwa/jaarverslag2015/naleving-rookverbod (accessed on 22 August 2017).
Hiemstra, J.M.; de Leeuw, R.N.H.; Engels, R.C.M.E.; Otten, R. What parents can do to keep their children from
smoking: A systematic review on smoking-specific parenting strategies and smoking onset. Addict. Behav.
2017, 70, 107–128. [CrossRef] [PubMed]
McIntosh, A.H.; Collins, D.; Parsons, M. ‘A place for healthy activity’: Parent and caregiver perspectives on
smokefree playgrounds. Health Place 2015, 31, 146–153. [CrossRef] [PubMed]
Wiium, N.; Wold, B. Family and school influences on adolescent smoking behaviour. Health Educ. 2006, 106,
465–479. [CrossRef]
Thomas, R.E.; McLellan, J.; Perera, R. School-based programmes for preventing smoking. Cochrane Database
Syst. Rev. 2013, 4, CD001293.
Brown, T.; Platt, S.; Amos, A. Equity impact of interventions and policies to reduce smoking in youth:
Systematic review. Tob. Control 2014, 23, e98–e105. [CrossRef] [PubMed]
Gorber, S.C.; Schofield-Hurwitz, S.; Hardt, J.; Levasseur, G.; Tremblay, M. The accuracy of self-reported
smoking: A systematic review of the relationship between self-reported and cotinine-assessed smoking
status. Nicotine Tob. Res. 2009, 11, 12–24. [CrossRef] [PubMed]
Dolcini, M.M.; Adler, N.E.; Ginsberg, D. Factors Influencing Agreement between Self-Reports and Biological
Measures of Smoking among Adolescents. J. Res. Adolesc. 1996, 6, 515–542.
© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

