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Stop Smoking Program/Support Evaluation Survey

1. How did you hear about the program?
(check all that apply) 



Flyer, poster, other promotional material



Email



Word of mouth (e.g., co-workers)


Management



Staff meeting



Occupational health and safety nurse/health professional



Other: __________________________

2. What was your goal when you joined the group?


Stop smoking



Reduce smoking



Get information



Other: __________________________
3. Did your goal change as you went through the program?



No



Yes. If yes, how? _____________________ ___________________________________

4. Are you smoke free today?



Yes     Skip to question 7


No

5. Why do you think you started smoking again/continue to smoke? _______________ ______________________________________ 
6. Will you continue to work at stopping smoking?



Yes, today



Yes, within 1 month



Yes, within 6 months



Yes, within 1 year



No

7. Was the program offered through our workplace?  (please check all that apply)


Informative



Motivational



Helpful



Supportive



Conveniently located



Held at a good time

8. 
Which tools, techniques, resources or supports did you find useful?
(Adapt to Your Program)


Group leader



Breathing/relaxation techniques



Positive self-talks



Handouts/self help material



Smokers’ Helpline



Group support/discussion



Contests/incentives



Buddy system/co-worker support



Nicotine replacement therapy



Prescription medications



Other: ______________________

9. What was/is your favourite part of the program? ____________________________ _____________________________________ 

10. Is there anything you would suggest adding or changing about the program? _________ _____________________________________ 

11. Was there anything else that you found helpful that was not part of the program? _____________________________________ 
_____________________________________

12. How many sessions/supports did you attend or make use of? _______________________ _____________________________________ 

13. Would you recommend the program to your co-workers? __________________________ _____________________________________ 

14. Overall how would you rate our program?


Poor



Okay



Good



Very Good



Excellent

Thank you for taking the time to complete this survey.

Your feedback will help improve our stop smoking program/supports!

