Supplementary Table S2. Codebook Underlying the Mechanism-Oriented Analysis 

	Theme
	Code
	Definition
	Inclusion Criteria
	Example Quote

	External Attribution and Risk Reconfiguration
	External attribution of disease
	Illness attributed primarily to occupational exposure rather than smoking
	Statements minimizing or rejecting smoking as a causal factor
	“Bu hastalık sigaradan değil işten.” (This disease is from the job, not cigarettes.) (P2)

	
	Hierarchical attribution
	Smoking acknowledged but considered secondary
	Dual-causation statements where occupational exposure dominates
	“Sigara zararlı ama asıl sebep iş.” (Smoking is harmful but the main cause is the job.) (P3)

	
	Risk minimization
	Perceived limited benefit of smoking cessation
	Expressions suggesting quitting would not change outcomes
	“Şimdi bırakmanın ne faydası var?” (What difference would quitting now make?) (P1)

	
	Partial internal attribution (negative case)
	Recognition of smoking contribution without behavioral change
	Acknowledgment of smoking risk without cessation action
	“Sigara da etkili…” (Smoking also plays a role…) (P3)

	Structurally Constrained Smoking Persistence
	Normalization of occupational risk
	Hazardous exposure perceived as inevitable
	“Part of the job” narratives
	“Toz işin parçası.” (Dust is part of the job.) (P1)

	
	Social normalization of smoking
	Smoking reinforced by workplace culture
	Peer influence, social bonding through smoking
	“Herkes sigara içiyor.” (Everyone smokes.) (P2)

	
	Smoking as coping
	Smoking used for emotional regulation
	Stress, fatigue, or distress-related smoking
	“Sigara stresimi azaltıyor.” (Smoking reduces my stress.) (P3)

	
	Addiction and relapse cycle
	Repeated failed quit attempts due to dependence
	Relapse narratives, inability to sustain abstinence
	“Hep geri başlıyorum.” (I always start again.) (P3)

	
	Socioeconomic constraints
	Structural barriers limiting cessation
	Job insecurity, financial dependence
	“İşi kaybetmek her şey demek.” (Losing the job means everything.) (P3)

	
	Internalized resignation
	Reduced perceived control over health
	Fatalistic beliefs, low agency
	“Hiçbir şey değişmez.” (Nothing will change.) (P4)




Supplementary Table S3. COREQ Checklist

[bookmark: _gx7kuapno3u]Domain 1: Research Team and Reflexivity


	Item
	Guide Question
	Description
	Reported in Manuscript

	1
	Interviewer/facilitator
	Interviews conducted by the principal investigator
	Methods – Data Collection

	2
	Credentials
	Cardiologist with MSc in Medical Education and qualitative research experience
	Methods – Reflexivity

	3
	Occupation
	Physician in occupational diseases hospital
	Methods – Reflexivity

	4
	Gender
	Male
	Methods – Reflexivity

	5
	Experience and training
	Prior qualitative research experience and training
	Methods – Reflexivity

	6
	Relationship established
	No prior relationship with participants
	Methods – Reflexivity

	7
	Participant knowledge
	Participants informed interviewer was a researcher
	Methods – Ethics

	8
	Interviewer characteristics
	Reflexivity maintained via journals
	Methods – Reflexivity


[bookmark: _8so2tjeug7yb]Domain 2: Study Design

[bookmark: _5k8m4qyrmgs5]Theoretical Framework
	Item
	Guide Question
	Description
	Reported

	9
	Methodological orientation
	Case-oriented interpretive qualitative approach
	Methods – Study Design



[bookmark: _2obi1vz6covb]Participant Selection
	Item
	Guide Question
	Description
	Reported

	10
	Sampling
	Purposive sampling
	Methods – Participants

	11
	Method of approach
	Recruitment via clinics and registries
	Methods – Participants

	12
	Sample size
	n = 5
	Methods – Participant Flow

	13
	Non-participation
	6 declined, 4 excluded
	Methods – Participant Flow


[bookmark: _4z9r8rqr3wr5]Setting

	Item
	Guide Question
	Description
	Reported

	14
	Setting
	Tertiary occupational clinics in Türkiye
	Methods – Setting

	15
	Non-participants present
	None
	Methods – Data Collection

	16
	Sample description
	Demographics and smoking history provided
	Results – Table 1



[bookmark: _i581p5rd18sm]Data Collection

	Item
	Guide Question
	Description
	Reported

	17
	Interview guide
	Provided (Supplementary S3)
	Methods – Data Collection

	18
	Repeat interviews
	None
	Methods

	19
	Recording
	Audio-recorded
	Methods – Data Collection

	20
	Field notes
	Taken
	Methods – Data Collection

	21
	Duration
	45–75 minutes
	Methods – Data Collection

	22
	Saturation
	Not claimed; information power used
	Methods – Sample Size

	23
	Transcripts returned
	Partial member checking (2 participants)
	Methods – Trustworthiness



[bookmark: _pq1llwwo17cf]Domain 3: Analysis and Findings

	Item
	Guide Question
	Description
	Reported

	24
	Number of coders
	Two independent coders
	Methods – Data Analysis

	25
	Coding tree
	Codebook provided (Table 3 / Supplement S2)
	Methods

	26
	Derivation of themes
	Inductive, mechanism-oriented
	Methods – Data Analysis

	27
	Software
	NVivo 12
	Methods

	28
	Participant checking
	Partial
	Methods – Trustworthiness

	29
	Quotations presented
	Yes
	Results

	30
	Data–findings consistency
	Yes
	Results

	31
	Clarity of major themes
	Two mechanisms described
	Results

	32
	Clarity of minor themes
	Variations and negative cases included
	Results



Supplementary Table 4. Mechanism-Oriented Thematic Structure of Persistent Smoking in Occupational Lung Disease
	Main Theme
	Subtheme
	Description
	Representative Quote

	1. External Attribution and Risk Reconfiguration
	External causal attribution
	Disease primarily attributed to occupational exposure rather than smoking
	“Bu hastalık sigaradan değil işten.” (This disease is from the job, not cigarettes.) (P2)

	
	Hierarchical attribution
	Smoking acknowledged but positioned as a secondary cause
	“Sigara zararlı ama asıl sebep iş.” (Smoking is harmful but the main cause is the job.) (P3)

	
	Risk minimization / limited efficacy of cessation
	Quitting perceived as having limited benefit after prolonged exposure
	“Şimdi bırakmanın ne faydası var?” (What difference would quitting now make?) (P1)

	
	Partial internal attribution (negative case)
	Recognition that smoking contributes, but without behavioral change
	“Sigara da etkili, tamamen masum değil.” (Smoking also plays a role, it’s not completely innocent.) (P3)

	2. Structurally Constrained Smoking Persistence
	Normalization of occupational risk
	Hazardous exposure perceived as inevitable
	“Toz işin parçası.” (Dust is part of the job.) (P1)

	
	Social normalization of smoking
	Smoking embedded in workplace culture and peer environment
	“Herkes sigara içiyor.” (Everyone smokes.) (P2)

	
	Smoking as coping mechanism
	Smoking used for stress relief and fatigue management
	“Sigara stresimi azaltıyor.” (Smoking reduces my stress.) (P3)

	
	Nicotine dependence and relapse cycle
	Addiction and repeated unsuccessful quit attempts reinforce continuation
	“Hep geri başlıyorum.” (I always start again.) (P3)

	
	Socioeconomic constraints
	Financial dependency and job insecurity limit cessation capacity
	“İşi kaybetmek her şey demek.” (Losing the job means everything.) (P3)

	
	Internalized resignation / reduced agency
	Fatalistic beliefs and low perceived control over health outcomes
	“Hiçbir şey değişmez.” (Nothing will change.) (P4)






Note: Rather than representing independent themes, these categories were interpreted as interacting mechanisms shaping persistent smoking behavior within structurally constrained occupational contexts. 



