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Section A: Preface

This Doctorate in Health Psychology portfolio wasmpleted whilst working as a
Trainee Health Psychologist within the NHS. Thetjotio documents evidence and the
process of reaching competence in research, teaehih training, consultancy, directing
behaviour change interventions and in contributmghe evolution of legal, ethical and
professional standards in health and applied pdgglio The majority of the work has
been carried out within the field of smoking cegsatAs a Trainee Health Psychologist |
had the opportunity to work as a commissioner ableng cessation services and also as

a provider of the service.

In the UK there are an estimated 120,000 deathshnviie caused by smoking. From
these an estimated 42,800 deaths are from smoklated cancers, 30,600 from
cardiovascular disease and 29,100 from emphysermao#rer chronic lung diseases
(Action on smoking and health, 2005). Over 50%h& people who continue smoking
for the rest of their lives die of their dangerchabit; 25% die before the age of 69
(Smoking Kills, A White Paper, 1998) and this tdotlae time when the average life
expectancy is 75 for men and 81 for women in the (National Statistics- Life

Expectancy, 2004). Due to smoking being the sicglese for most preventable illnesses
and premature death in the UK, the National He&#rvice (NHS) has prioritised

reducing smoking amongst the population (Smokindgs KA White Paper on Tobacco,

1998).



The health and financial burden of smoking in canjfion with social inequalities in

smoking behaviour (e.g. people from a deprived gemknd smoke for a longer duration)
suggest that smoking can increase social classrelif€es in the standard of living and
health. Thus, facilitating and encouraging peoptenf deprived backgrounds to give up
smoking will not only be beneficial to the publiedith policy of the UK but also to the

social policy which will see a decrease in the uadiy gap.

The following sections reflect my development assearcher and as an applied Health

Psychologist

Section B: Research

The research report included one large study. Tine af the study were to (a) explore
the role barriers play in continuing smoking ang éxamine how to overcome the
barriers that smokers face in quitting cigaretfegualitative methodology was adopted
in this research. Six focus groups were conductigd 82 smokers divided by age and
gender (11 men, 12 non-pregnant women and 9 pregrmanen) from a deprived area of

Essex. The focus groups were analysed via abbeevgabunded theory.

Two core themes of barriers in quitting and overcwnbarriers were found. The barriers
were found to be positive perception of smokingoagting smoking with factors such
as weight, stress and alcohol consumption, lowathperception, low motivation levels,
lack of relationship with healthcare professioretsl lack of awareness and experience

of the national stop smoking service. Whereas tlsefoeovercoming the barriers were

10



found to be; negative perceptions of smoking, inclwismokers felt guilty and chastised
due to their smoking. The participants expressetted for new models of treatment,
stating they require a holistic treatment modet thdailored, and personalised, delivered
by non judgmental staff. Finally there was a need dffectively marketing the stop

smoking services based upon segmentation technaneebranding.

The findings of this study have implications omidal practice. A lifestyle modification

service (LMS) model as a solution for integratedidtic smoking cessation advice and
also as a means to target co-occurring risky belasiin individuals is presented. The
LMS could become a one stop shop for smokers whah wo access a single holistic
‘well-being’ service which could address issues hswas stress, nutrition, alcohol
consumption and weight gain alongside smoking. T¥osild ensure that interventions
are tailored according to the needs of the indi@idand enables practitioners to look at

the health of their client more holistically.

The conclusions from the research resulted in recenadations for overcoming barriers,
these were split between two categories; servicenaarketing.Service If we want to
increase the number of people accessing stop smadrvices then we have to offer
them a service that they want and need. Hence a hid8el of treatment should be
developed, there needs to be an increase in seshimee and providing additional and
appropriate training to GPs and Midwivésarketing: It is vital that we market services
to our target population effectively. Hence itéeommended to have one umbrella brand

for health improvement services and for the LMS elcgb that the service becomes

11



appealing, builds a connection and increases Myathongst the local population.
Secondly the marketing campaigns need to be tat@eisording to segmentation of the

local smoking population.

Section C: Professional Practice

Consultancy
The consultancy case study was also within thel fadélsmoking cessation. The aims of

the consultancy were; (a) to investigate the bierrtieat pregnant smokers face in quitting
cigarettes through primary research and (b) Toedigsate findings to senior public
health team. The consultancy was carried out bydecimg two focus groups with
pregnant smokers and analysing transcripts via esfdied grounded theory. The
findings revealed that pregnant women consideretfa such as weight gain, stress and
alcohol consumption as barriers in quitting. Thésoahad a low threat perception of
smoking as well as low motivation levels for quigiand lack of relationship with
healthcare professionals. They lacked awarenesseapdrience of the national stop
smoking service. The findings from the consultaneye presented to the PCT board and
the senior management team of the PCT. The consyltaas well received and led to a

lot of interest in the findings.

The impact of the consultancy was wide ranging. Winher of steps were taken to

increase the number of pregnant women accessirlgdéaeNHS Stop Smoking Service:

» A targeted marketing campaign was launched forrmaegwomen that took

into account the barriers that they faced.

12



» All midwives were asked to carry out a CO readihglbpregnant women on
their first visit; and if the reading showed thaetpregnant woman was a
smoker then an automatic referral would be madetim¢ local stop smoking
service.

* The head of midwifery for the local area was cotdand informed about
the findings of this study. They were specificatijormed about a number of
midwives advising women not to quit smoking whisegnant. This led to a
revised training package for midwives which incaogied more role plays and

the training was revisited by approximately 50%hef midwives.

Teaching and Training

The first case study was the delivery of a sociatkating workshop to a Cardiac and
Stroke Network. The main objective of this workshegas to teach managers from the
network about the use of social marketing and biehashange within public health.
Evaluation of this workshop indicated that the nggra had gained a much clearer
understanding of social marketing and its usesiwiliblic health. They also stated that
including the case study within the presentatiors walpful and will allow them to

replicate the method within their work.

The second case study was to deliver a full dajabatarketing workshop to Doctorate
in Health Psychology students at a University. disvielt that due to the heavy emphasis
on social marketing in the National Health Ser(i§¢lS) it would be informative to see

how Health Psychology could use this strategyrenstthen its health promotion arm.

13



The feedback obtained was positive. The studemttedstthat they now have a much
clearer understanding of social marketing and Hoay tould apply it in their work. They
also stated that including several case studidsmihe workshop was helpful and would
allow them to replicate the methodology within thevork. The students found

information on how social marketing could completrfegalth psychology very useful.

Optional Units

The first case study describes the direction ofrtiigementation of a Cardio-vascular
disease(CVD) risk assessment intervention to biéedaout by Trainee Health

Psychologists. The aims of this project were to:

Assess public awareness of CVD and prevention

» Gain understanding on ways to enhance CVD awaremesencourage people to
attend CVD risk assessment

» Identify barriers that deter community members figeaming CVD risk
assessments

» Aid in strategic and marketing guidance for furtdeveloping communications

efforts to increase levels of awareness for CVyv@ndon and treatment.

Overall this piece of work highlighted that CVDkiassessments are attractive to most of
the research sample. It was found that knowledgeeant conditions was relatively high;

however knowledge about stroke was very low. Peoptgved CVD to mean heart

14



attacks/angina but did not think that word is demtive term for both heart conditions
and stroke. Therefore it is important not to usetdrm CVD or the word cardio vascular
disease in any promotion as a stand alone bechesidal population will not fully
understand its meaning. As well as having a bigidaing campaign for CVD risk
assessments it should be ensured that G.P’s aed lo¢falthcare professionals such as
pharmacists are prepared to talk to people abold @wl provide information to patients
when asked. They should play a big part in launghims initiative as people are more
likely to take the assessment seriously if the GRB to discuss it with them. Lastly, we
should also be in a position to offer people chaiceervices if people are told that they
have a high risk of CVD. Most of the current seegicare not tailored for the older
generation, thus it would be important to develerservices which are (a) tailored to
their physical capabilities and (b) which are likéthe CVD risk assessment report
produced was used to develop a marketing campagnedl as using the findings to

design the delivery of the service.

The second case study describes the developmensmbking policy for a PCT. It was
concluded that by 2006 all government departmentsthe NHS will become smoke-
free and must provide comprehensive support forkensowho want to give up. It was
also proposed that consultation on detailed prdpagifl take place for regulation and if
necessary legislation to turn all enclosed worlgdaand public places smoke-free. The
balance was significantly shifted towards smoke-femvironments. With the smoking

ban coming into place on thé July 2007 all workplaces became ‘Smokefree’. Due t

15



this change | was asked to design, develop andceimgrhit a workplace Smokefree policy

PCT wide.

Section D: Systematic Review

A systematic review was carried out to investigat®king cessation interventions
for smokers with children suffering from asthmaeTdims of this review were: (1) to
evaluate the amount of quality trials that targebking cessation in smokers who
have a child suffering from asthma (2) to evaluage methodological quality of the
interventions, (3) to determine whether the smokiegsation interventions were

effective in promoting abstinence.

This review highlights the need for more studiest flocus on smoking cessation in
parents of asthmatic children rather than focusingreducing household second-
hand smokeThe integration of smoking cessation into well-gted interventions

like asthma education can facilitate proactive hed@ smokers who might not
spontaneously or willingly seek help to stop smgkar who do not have access to
primary care or preventive health services. Readtiterventions, by contrast, may

not reach those most at risk.

16



Section B: Research
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Abstract

Background

It is estimated that 70% of smokers would like tit gigarettes. Yet intention alone does
not always lead to actual behaviour change (ShemmdrSilverman, 2003). Factors that
are hindering behaviour change should be exami@eeé. of the main factors could be

perceived barriers to quitting smoking. Researaljgests that there a large number of
barriers that make it difficult for smokers to qu@nly when we understand the barriers
that smokers face in quitting cigarettes can wearbeg overcoming them. It is only after

understanding how to overcome barriers in smokanstioe field of smoking cessation be

taken forward.

Aims
The aims of the study are to (a) explore the raliérs play in continuing smoking and

(b) examine how to overcome the barriers that smsoleee in quitting cigarettes

Method

A qualitative methodology was adopted. Six focusugs were conducted with 32
smokers (11 men, 12 non-pregnant women and 9 pnegramen) from a deprived area
of Essex. The focus groups were divided by age gemtler. The focus groups were

analysed via abbreviated grounded theory.

18



Results

Two core themes of barriers in quitting and overcanbarriers were found. The barriers
were found to be positive perception of smokingoagting smoking with factors such
as weight, stress and alcohol consumption, lowathperception, low motivation levels,
lack of relationship with healthcare professioratsl lack of awareness and experience
of the national stop smoking service. Whereas tlsefoeovercoming the barriers were
found to be; negative perceptions of smoking, inclwismokers felt guilty and chastised
due to their smoking. The participants expressewed for new models of treatment,
stating they require a holistic treatment modet thaailored and personalised delivered
by non judgmental staff. Finally there was a need dffectively marketing the stop

smoking services based upon segmentation technamgebranding.

Practice Implications

A lifestyle modification service (LMS) model as algion for integrated holistic
smoking cessation advice and also as a meansget tew-occurring risky behaviours in
individuals is presented. The LMS could become @& stop shop for smokers who wish
to access a single holistic ‘well-being’ serviceiethcould address issues such as stress,
nutrition, alcohol consumption and weight gain gside smoking. This would ensure
that interventions are tailored according to thedseof the individual and looking at their

health holistically

19



Recommendations

The recommendations for overcoming barriers aré Bptween two categories; service
and marketingService If we want to increase the number of people aingsstop
smoking services then we have to offer them a serthat they want and need. Hence a
LMS model of treatment should be developed, thereds to be an increase in service
choice and providing additional and appropriateining to GP’s and Midwives.
Marketing: It is vital that we market services to our targepulation effectively. Hence

it is recommended to have one umbrella brand faithemprovement services and for
the LMS model so that the service becomes appediinifgls a connection and increases
loyalty amongst the local population. Secondly tharketing campaigns need to be

targetedaccording to segmentation of the local smoking pettmn.

20



Chapter One: Introduction

1. Introduction

Smoking is a risk factor for many illnesses ancedses and can ultimately cause death.
There are over 4000 different chemical compoundsdowithin inhaled smoke, from
which hundreds are known carcinogenic (Lofroth, 998 In the UK there are an
estimated 120,000 deaths which are caused by smndkiom these an estimated 42,800
deaths are from smoking-related cancers, 30,600 éardiovascular disease and 29,100
from emphysema and other chronic lung diseasesaf\cin smoking and health, 2005).
Over 50% of the people who continue smoking for st of their lives die of their
dangerous habit; 25% die before the age of 69 (8rmgdkills, A White Paper, 1998) and
this too at the time when the average life expexstas 75 for men and 81 for women in
the UK (National Statistics- Life Expectancy, 200Bue to smoking being the single
cause for most preventable illnesses and premdeath in the UK, the National Health
Service (NHS) has prioritised reducing smoking agsbrthe population (Smoking Kills,
A White Paper on Tobacco, 1998).

In light of this, this thesis will seek to explonehich barriers play a role in continued
smoking and secondly how we can overcome the lariwat they face in quitting. The
focus of this research will be on smokers from & Isocioeconomic background.
Research, legislation and treatment into smoking flexperienced a renewed effort over
the past 15 years. There has been rapid progression the field of smoking; however
more work is needed on understanding how to inerédlas number of smokers quitting
cigarettes. This can only be done by meeting thedmeof smokers and by having
effective stop smoking treatments. This thesipls m to three chapters:

21



Chapter 1

This introduction chapter will introduce the topid smoking, discussing the links
between health inequalities and smoking, the remasgnto why people smoke and the
current treatment models within the NHS. The thawill be used to set the scene and

will identify gaps within the current stop smokitrgatment model.

Chapter 2

Chapter 2 is a qualitative research study thatcegplthe role barriers play in continued
smoking and then examines how to overcome thedrarthat smokers face in quitting
cigarettes. The chapter begins with critically gsmlg the barriers which are listed
within current literature and discussing whether ¢arrent NHS stop smoking treatment
model is efficient in addressing the barriers grabkers face in quitting cigarettes. After

which the method, results and discussion sectiothgevpresented.

Chapter 3

The final chapter of the thesis will discuss theoramendations made as a result of the
qualitative research study. The first part of gestion provides the implications of these
research findings for clinical practice, where avremoking cessation treatment model
will be presented. Recommendations for service aratketing, limitations, future

directions and conclusions will then be addressed.
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1.1 Why Study Smoking in Deprived Communities?

Health inequality is a term used to describe heaMperiences and outcomes depending
on an individuals’ socio-economic status, geogregdharea, age disability, gender or
ethnic group (Link & Phelan, 2009). Health is nqually distributed in our society. The
place you live, what you earn, how much education gave, have all been shown to
have an impact on health (Graham, 2004). Therédbkaa much debate on whether the
causes of poor health in socio-economically disathged communities are related to the
characteristics of the people who live there or plece they live in but there is clear
evidence that people living in disadvantaged emvirents and communities have poorer
health than people in more advantaged communitghin the UK socioeconomic
inequalities in ill health take the form of a sda@adient where people who are from a
higher socioeconomic status (SES) have better theedt limited disabling illnesses,
whereas people from low SES display poorer hed&tatjam, 2004). Social gradients
become visible from the very start of life as bithight is seen to be affected. This could
have a domino effect as low birth weight can have umdesirable effect on an
individual’s physical and mental development in ladite. These social gradients carry
on through life and during childhood are seen iglie cognition, weight, emotional and

social adjustment (Chen, Martin & Matthews, 2006).

There are two causes of health inequality assatiatéh SES. Firstly, SES has an
indirect affect on health by influencing a set oédrating factors that have a direct
impact on health. These factors are behaviouralfaistors and environmental exposures.

Secondly these mediating factors are unequallyildiged amongst the population which
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means that some people will be more exposed tehheéamaging factors and more likely
to participate in health damaging behaviours, agbmoking (Graham, 2004; Wildman,

2003).

Behavioural risk factors such as smoking causeifgignt health inequality amongst
social classes (Adler et al., 1994). Smoking behavis highly linked with individual
socioeconomic factors, such as income, occupatidrievel of education and it has been
researched that people from a low socioeconomikdvaand are more likely to initiate
smoking and least likely to stop smoking (Reijneydl998). In the UK it is occupation
that defines one’s socioeconomic status (SES) lasdrend is evident as 33% of manual
and routine workers smoke compared to 27% of ttenmediate workers and 19% of the
managerial and professional workers (National §tiaf Socio-economic classification,

2001).

Not only do a higher percentage of people fromwa 8ES smoke but in a study by
Siahpush, Heller & Singh (2005) it was found thatokers who are from a low SES
indulge in smoking for a much longer duration. Rartmore the burden of smoking for a
longer duration can have an adverse affect on thilren who live in smoking

households from lower SES as they are more likelygtow up in impoverished

conditions and so the cycle of health inequalitgibge once again. As the children from
these households are more likely to be exposedetonsl hand smoke for longer

durations, this is likely to have an effect on ligalth of these children.
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Smoking can exert a financial burden on an indigldand their family. It has been found
that experiencing financial stress is 1.5 time$iéigand severe financial stress is twice as
higher in smoking households than non-smoking huooigs (Siahpush et al., 2005).
Therefore smokers from a lower SES who experieesere financial stress are more

likely to live in compromised conditions.

The health and financial burden of smoking in canjion with social inequalities in
smoking behaviour (e.g. people from low SES smoKorga longer duration) suggest
that smoking can increase social class differemtdbe standard of living and health.
Thus, facilitating and encouraging people from BRS to give up smoking will not only
be beneficial to the public health policy of the Ukt also to the social policy which

could see a decrease in the inequality gap.

1.2 Why People Smoke?

To be able to assist smokers to quit smoking ciggsét is important to understand why
people continue to smoke. The question of why peepioke is both challenging and an
issue of practical concern to health authoritiesydver within literature there are three

main perspectives to explain this:
1. Psychological views smoking as having a psychological purpskeuld it be for

self medicating or for other rewarding purposeshsas reducing stress.

2. Biological views smoking as an addiction and a physiologieglendence.
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3. Social- views smoking as an unhealthy choice that is dégethon personal

situations, individual factors and the social cahte

All three schools of thought will now be discusseith the aim of better understanding

why people smoke cigarettes.

1.2.1 Psychological

The psychological perspective of smoking focuseshow the physical and social
environment affects the smoking behaviour. The ni#n of addiction within the

psychological context differs slightly. It viewsdidtion as an ‘impaired control over a
reward-seeking behaviour from which harm ensue€g\W2006). Addiction is seen as a

disorder of motivation.

There are many models within the psychological dortfaat try to explain why people

smoke. Two models will be explored within this ssat

Self-Medication Model

There are strong associations between cigaretteandepsychological problems, and
addicts may be smoking to cope with or ameliordieeese life experiences.

The self medication model proposes that individuatentionally use drugs to treat
psychological symptoms from which they suffer (Ggk Levitt & Bleich, 2002). The
model derives from clinical observations and susvef addicted individuals that show

that people are predisposed to addiction if theffjesifrom negative affective states
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(Khantzian, 1997). For example a major motivatiagtér for smokers to smoke is to
relieve stress and yet it is found that smokersehagher levels of stress compared to
non smokers and ex smokers. Cigarettes can haseuda effect on stress, maybe due to
their withdrawal symptoms relieving properties thay arise when the smoker cannot
smoke (Cohen and Lichtenstein, 1990). Howeverhhbery is unable to explain addiction
when there is no underlying pathology or where dhgg is taken in situations where

there are no psychological problems to overcome.

PRIME Theory

The PRIME Theory (West, 2006) of motivation attesnft explain human behaviour in
terms of a multi-level motivational system in whitigher’ levels evolved later and can
only influence behaviour through ‘lower’ levels. &towest level involves generating
responses The next level involves generating potentiallympeting impulses and
inhibitions The third level involves generatingotives(feelings of want or need attached
to a mental image of something). The fourth levelolves generatingevaluations
(beliefs about what is right or wrong, beneficialnarmful, pleasing or displeasing); and
the fifth level involves generatinglans (self-conscious intentions relating to future

actions).

Our behaviour patterns (ways in which we repeatedbract with the world) are largely
determined by things that influence our wants ae€ds. If these change, then so does
our behaviour: changes in opportunities, cues anunders, and how our behaviour is

rewarded or punished. Our behaviour can also chbagause of changes in the way we
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react to our environment: habituation and sensitisastrengthening and weakening of
associations, and re-evaluation. These changesotloatessarily involve a deliberate
decision; however, very often, in order to change leehaviour we have to decide that

that is what we will do.

In the context of smoking, research has found thiebtine can act as a ‘pleasure
amplifier’. It can make mildly pleasurable stimoiore rewarding (Caggiula et al., 2009).
Thus the smell of the tobacco and other activiigsociated with smoking become more
pleasant with nicotine present in the brain. Tmsturn can make smoking more
rewarding and lead smokers to want to smoke.

Smokers often form beliefs about the benefits obldmg. In particular, they believe that
it helps to control stress. They also believe thet enjoyable, helps with weight control
and aids concentration (McEwan, West & McRobbi€d80These beliefs will lead the
smoker to want or need to smoke at times when mistances make them relevant (e.g.
at times of stress). Thus, a smoker who feels @derand wants to be ‘cheered up’, or
who is stressed and needs to feel better will osdloccasions experience a want or need
to smoke (Yong & Borland, 2008). This may occur mmamonths and sometimes years
after having stopped smoking. If, at the same tithat individual has low reserves of
mental energy or a weakened motivation for seltgmion, the self-imposed rule of not
smoking may not be sufficient to prevent the bebawniWhen this occurs, the individual
often does not intend to resume smoking permandnifyonly long enough to address

the particular need at that time. However, oncecigjarette is smoked, it rekindles the
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other sources of motivation, including the stimdimpulse associations and the ‘nicotine

hunger’; this leads over a period of time to febumption of smoking.

The psychological explanation of smoking descritesbehavioural rituals and sensory
aspects of smoking. Yet the explanation cannoy fakplain why smokers experience
withdrawal symptoms and cravings. It describeengircravings being evoked due to
smoking related cues, however research has shoatnntbotine replacement therapy

(NRT) reduces cravings (Tiffany, Cox & Elash, 200@nce showing a biological link.

1.2.2 Biological

Cigarette smoke is composed of volatile and pddteuphases. Some 500 gaseous
compounds including nitrogen, carbon monoxide (C€grbon dioxide, ammonia,
hydrogen cyanide and benzene have been identifidtki volatile phase, which accounts
for about 95% of the weight of cigarette smoke;dtteer 3500 compounds represent the
5% particulates (Ashton & Stepney, 1982). The mgiortant particulate is nicotine.
When cigarette smoke is inhaled, nicotine is rapalbsorbed form the lungs into the
bloodstream, once there it is quickly distributedthe rest of the body and reaches the
brain within 15 seconds (Russell & Feyerabend, 1978

It is the nicotine in tobacco that is acceptedadh® major psychotropic substance, and is
essentially responsible for the behavioural effectd addictive nature of smoking. The
diverse biological effects of nicotine are partiathediated by neuronally expressed

nicotinic receptors (Role & Berg, 1996).
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The association of nicotine receptors with doparpaaways is perhaps most relevant to
the psychomotor stimulant properties of nicotingcaline affects the brain reward
system by increasing dopamine concentrations thratsginteraction with the nicotinic
acetylcholine receptors. Nicotine increases dopanwels in the reward pathway by
mimicking acetylcholine at presynaptic nicotinic ceptor sites, and exciting
dopaminergic neurons (Lu, Marks & Collins, 1999heTdrug exerts a dose-dependent
stimulant/depressant action on these receptorha@inergic synapses. When puffs of
cigarette smoke are intermittently inhaled, theefidose relationship of nicotine reaching
the brain can be such as to produce either stimdamepressant effects (Rowell &

Duggan, 1998).

The initial combination of nicotine with the recepstimulates a response, but persistent
occupation of the receptors and prolonged effentthe neuronal membrane may block
further responses (Rowell & Duggan, 1998). The degof stimulation versus block
depends on the amount of nicotine present relatiiee number of receptors available.
In general, small doses of nicotine produce priaigypstimulant effects at synapses and
larger doses produce mainly depressant effectsa Atgh enough dose, nicotine can
block synaptic transmission completely. This isafafThus, by manipulating nicotine
dosage by factors such as the size of puff andhdefpinhalation, a smoker can obtain
predominantly inhibitory or predominantly excitataffects, or a mixture of both, from
one cigarette. Smokers themselves report thatubgdive effects of smoking can be

either stimulation or relaxation, thus the easehwithich nicotine can produce rapid,
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reversible effects over a small dose range is fmgba major factor in making it a

compulsive addiction, despite the well-publicisedlth risks (Ashton & Stepney, 1982).

Nicotine receptors are based at different locatiwsitein the brain and exert a variety of
different effects of stimulation and functions. blime has an effect on memory, learning,
psychomotor performance, attention, mood and at@¢Bsanerleau & Pornerleau, 1989).
For example it has been shown that nicotine a&s/at¢ceptors within the frontal cortex
of the brain. This part of the brain is importaat attention and the working memory;

hence activation increases the level of attenticsmokers (Pornerleau et al., 1989).

It has also been well documented that the numidengotine binding sites are increased
in the brains of smokers examined post mortem (B#nBalfour & Anderson, 1988;

Breese et al., 1997), and in the brains of rodgivsn doses of nicotine daily for a few
days (Wonnacott, 1990). The increased number aptecs have a negative effect on
individuals who attempt to quit cigarettes as ther@ correlation between the numbers of
receptors and urge to smoke. However this affecthenbrain is reversible and it has
been found that ex-smokers have the same numbenscotine receptors as a non-
smoker. Nicotine can also lead to a permanentgehdny altering gene expression. A
study by Golding, Pembry and Jones (2001) found tthe age at which a man starts
smoking affects the birth-weight and early growthhis sons, an effect not correlated to
maternal smoking. The earlier the father startskéngg the larger the body mass index of

his future sons, however, there was no signifiedieict found for daughters.
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The biological perspectives concept of addictiom dee viewed as a reductionist
explanation. The explanation of addiction is fodusen individual level and

pharmacological processes which is evidenced byshge of words such as ‘treatment’,
‘craving’ and ‘withdrawal’ to describe smoking. Thexplanations are often too
medicalised where the focus is mainly on nicotifbis exclusive focal point on the
addictive properties of substances ignores contexts motives for smoking. For
example some people say that they enjoy smokingy@kMutlu & Malhan, 2007).

Also, the medicalisation does not explain why 80f4hmse that quit smoking do so

without any formal assistance (cold turkey) (Zhueldér, Sun, Rosbrook & Pierce,

2002).

A further problem with the addiction explanatiorhighlighted by controlled smokers or
tobacco chippers as they are frequently describedacco chippers (or non-addicted
smokers) show no signs of withdrawal symptoms Withg overnight abstinence from

smoking, and report being able to easily, and wrfjubbstain from tobacco for periods
of a few days or longer (Shiffman, 1989). Even gjoit has been shown that chippers'
nicotine absorption per cigarette and nicotine ilation rates were similar to those of
heavy smokers (Shiffman, Fischer, Zettler-Segal é&®witz, 1990; Brauer, Hatsukami,

Hanson & Shiffman, 1996). Chippers are less likelysmoke in order to relieve stress
and to report an aversive response to their fivetr €igarette, and also report having
fewer smoking relatives (Shiffman, 1989; Kasselff8tan, Gnys, Paty & Zettler-Segal,

1994).
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The biological explanation of why people smoke tes important and useful answers
of the role of nicotine receptors with dopaminehpatys. However it cannot explain why
tobacco “chippers” show no signs of withdrawal syonps following abstinence, and
why they report being able to easily, and regulabigtain from tobacco for periods of a
few days or longer. The biological perspective disls to address the role of the social

environment, motivation and individual factors enaking behaviour.

1.2.3 Social

The social perspective views smoking as an unheaitivice that is dependent on
personal situations, individual factors and thdaamntext. There is an emphasis on that
people smoke and quit for reasons. This is backegksearch that stipulates that people
smoke due to its perceived relaxation propertiessstand that they quit due to family,
children and/or health reasons (Pomerleau, AdkinBegtschuk, 1978). It continues to
expand by describing smoking as an appealing lsoeatity. Identity causes us to act in
particular ways that we think will affect how otkewill regard us (West, 2006). The
Social Identity theory (Tajfel, 1972) states thabple seek to derive positive self esteem
from their group membership (in the smoking contiéxnight be their social circle).
Social identity turns ‘I’ into ‘we’; it extends theelf out beyond the skin to include other

members of the group.

The social perspective is the only perspective taat explain gender and social class
differences in smoking, however it views the bidtad explanation with a lot of

scepticism, as it is perceived as being too mededl The social perspective solely
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views the maintenance of smoking on personal stusitand social context, yet there is
widespread evidence to suggest the addictive naturecotine (Lu, Marks & Collins,

1999; Role & Berg, 1996).

1.2.4 Summary

Overall no one explanation or perspective is sigficin explaining why people smoke.
The primary reinforcing properties of nicotine oititely maintain smoking behaviour: in
experimental models, if nicotine is removed fromacette smoke, or nicotine's effects on
the central nervous system are blocked pharmaaalhgi smoking is discontinued,
therefore displaying a strong biological link. Hoxge, under normal conditions, the
coupling of behavioural rituals and sensory aspeicssnoking with nicotine uptake gives
rise to secondary conditioning. For example, fokaa day smoker, the delivery of
nicotine to the brain is associated with the safhthe packet and the smell of the smoke
approximately 70, 000 times each year. Therefdrthei smoker stopped smoking they
would not know what to do with their hands, and kmg related cues will be able to
evoke strong cravings. Social influences also dpeta modulate nicotine's effects.
Social norms, peers/family smoking habits, parsmoking can all influence smoking

behaviour.

Thus any treatment model for smoking cessation lshcansider all three perspectives
(biological, psychological and social) when beinged to assist smokers to quit
cigarettes, as all three have shown to play a noleghe maintenance of smoking

behaviour.
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1.3 Current Treatment Models of Smoking Cessation

Bearing in mind what we know regarding the linkAdmeen deprivation and smoking and
the reasons behind why people smoke, the nextdbsgiep is to explore what treatments
are currently available to assist smokers to gmiblsng. This section will begin with
describing the birth of the national Stop Smokingn/&e, followed by outlining the
treatment model of smoking cessation (pharmacadb@nod non-pharmacological) used

in the National Health Service (NHS) within the UK.

1.3.1 Stop Smoking Service

In 1998, the UK government outlined new policiesctonbat tobacco addiction in the
White PapeSmoking kill§{Department of Health, 1998). The white paper aee main

objectives to be reached by 2010:

1. To reduce smoking among children and young pedme) 13% to 9%

2. To help adults-especially the most disadvantages quit smoking and reduce
rates from 28% to 21%

3. To offer practical help to pregnant women who smakd reduce the rates from

23% to 15%

Other measures described in the white paper indlbdening of tobacco advertising,
increasing taxation, promoting smoke-free workingd gpublic areas and a key
component of the strategy included the creatiorthef first national network of

smoking cessation services as part of the NHS. eBt@blishment of NHS smoking
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cessation services was to assist smokers who warguit cigarettes and was
responsible for the delivery of three levels oémentions:

— Level 1: Involved brief opportunistic smoking cessation iadvfrom health
professionals, specifically General Practitionge$$), designed to stimulate
quit attempts and to direct motivated smokers tdwdne local stop smoking
service

— Level 2 A large number of part-time community advisosgitally nurses
working in primary care and community pharmacistgrev trained in
providing one-to-one support to smokers. Level gpsut was proposed to
mainly increase access to stop smoking servicestamals not until later that
it was stipulated that all health care professiemalist be trained to carry out
this role and that treatment must conform to mimmatandards (Department
of Health, 2001).

— Level 3: Smoking cessation guidelines that accompaniedwthitée paper
emphasised that local services should be basedisting evidence and be
organised around a core team of full-time spedciataff providing group

smoking cessation treatment (Raw, McNeill, & Wé&898).

Guidelines on the provision of smoking cessati@atinent recommended combining
pharmacotherapy with group or one-to-one supponmn&ximise smoker’s chances of
quitting cigarettes (West, McNeill, & Raw, 2000)RN and bupropion are effective and
cost-effective treatments for smoking cessatiorti(dal Institute for Clinical Excellence

(NICE), 2002; Silagy, Lancaster, Stead, Mant, & Fow2004). Research evidence is
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also consistent in showing that structured behagiosupport, whether provided to
groups of smokers or one-to-one, from specificaligined health professionals is

effective in helping people.

In England, funding was made available to healtth@ities to establish services from
1999 in some of the most disadvantaged parts ofcthentry with high smoking

prevalence rates. However from April 2000, servigege funded across the country.

There has been substantial progress since thehairibe original Smoking Kills (1998)
white paper. It had led to a fall in adult smokingengland from 28% to 21% between
1998 and 2008, decreasing the number of smokersa bijfth within a decade.
Furthermore, the ambition to reduce smoking amdind@d year olds from 13% to 9% in

2010 has also been achieved (Department of H&ii().

There are a number of treatments to help smokes®ppsmoking. They usually fall in to
two main categories; pharmacological and non-pheotogical. Within the two
categories are treatments/interventions that gpeogpd by NICE and others which are
not. Smokers have been known to access non validisgatments such as hypnosis and
acupuncture. These treatments are commonly paidyfamokers to help them to stop
smoking. However research within the area has oded that treatment efficacy is
lacking, but individuals might be helped by placeiects (Abbot, Stead, White, Bames

& Ernst, 1999 & White and Ramps, 1999). However,the purpose of this section it is
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more suitable to discuss treatments that are apdrby NICE and are currently being

used within the NHS.

1.3.2 Pharmacological Therapies

NRT, bupropion (Zyban) and varenicline (Champix@ #re only medications currently
approved by NICE to treat tobacco dependence. Ti@ge been recommended for their
cost-effectiveness and efficacy in improving smgkoessation rates. Current statistics
from the NHS Stop Smoking Services indicate thaen@line was the most successful
smoking cessation aid between the years 2008/Z0@9quit success rate for varenicline
was 61%, compared with 51% for smokers receivingrdgion only, and 48% who

received NRT (NHS Information Centre, 2009).

Nicotine Replacement Therapy

Nicotine replacement therapy (NRT) is used regylarlassist smokers to quit smoking.
It does this by replacing the nicotine from theacajtes to reduce the motivation to
smoke and by reducing the physiological and psydtomwithdrawal symptoms which
are often experienced during smoking cessatios,ithturn increases the probability of
long term abstinence. NRT is available in many fripatches, gum, lozenges, nasal
spray and microtab and is available in varying desaccording to the level of

dependency (Piasecki, 2006).
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In a Cochrane review, Silagy, Lancaster, Stead, tMafowler (2004) reviewed 127
studies investigating the effectiveness of theeddht forms of NRT, effectiveness
compared to other pharmacotherapies, and whetleeclthical setting impacts on the
efficacy. They concluded that all of the commeltgiavailable forms of NRT are
effective in assisting smokers to quit smoking loyaad ratio of 1.5- 2 for NRT vs.
placebo, regardless of setting. However therdtle kvidence of NRT being effective for
smokers smoking less than 10-15 cigarettes a ddgitidnally the effectiveness of NRT
appears to be largely independent of the interdfitgdditional support provided to the

smoker.

Bupropion (Zyban®)

Sustained released bupropion is a non-nicoting firee therapy. Bupropion was
originally developed as an antidepressant whiclckad the reuptake of norepinephrine
and dopamine in the mesolimbic dopaminergic syst@ms area of the brain is believed
to mediate reward for nicotine use and for othargdrof dependence. The primary
mechanism of bupropion’s effect on smoking cessasonot clear, but it appears to be
via reduction of withdrawal symptoms by mimickingatine effects on dopamine and
noradrenaline thus working as a nicotine antagdhiayes and Ebbert, 2003). The drug
is equally effective in assisting cessation in serekwith or without a past history of
depression, suggesting that its efficacy is not uks antidepressant effect (Hughes et

al.1999a).
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Bupropion SR has been consistently demonstratettease smoking cessation rates
(Hughes, Stead & Lancaster, 2002) and decreaserence of withdrawal symptoms
(Coleman, 2001). Its efficacy has also been redorte combination with both
behavioural interventions (Hurt et al. 1997) ancbtine patches (Jorenby et al. 1999). A
bupropion trial reported 1-year continuous abstieerates of 24% for 300 mg/d, 18% for
150 mg/d, 14%for 100 mg/d, and10% for placebo. d@hference from placebo was
significant in the 150- and 300-mg/d groups (Hdllag 2002) and a trial comparing
Bupropion and nicotine patch reported 1-year comtirs abstinence rates of 36% for
Bupropion and nicotine patch, 33% for Bupropionnalo16% for nicotine patch alone,
and 15% for placebo. Bupropion alone or with niwetpatch resulted in significantly

higher abstinence rates than did patch alone cepta(Jorenby et al, 1999).

Bupropion SR is currently prescribed to smokers wimoke more than 10-15 cigarettes
per day and who are highly motivated to stop; teatment has proven effective with this
group, nearly doubling the success of smoking ¢essa(Coleman, 2001 &
Henningfield, Fant, Gitchell & Shiffman, 2000). Addnally bupropion therapy for one

year also delays relapse and is well-toleratedsoysers (Hays et al., 2001).

The drug is considered a useful method for smo&ttesnpting to stop smoking for the

first time, and in those who cannot tolerate NRiEfg@r non-nicotine treatment or when

NRT has failed (Hughes et al. 1999b).
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Varenicline (Champix®)

Varenicline is a partial agonist of the nicotinidp2 acetylcholine receptaand is the
latest addition to the approved smoking cessatioigsl available in the UK. The drug
inhibits dopaminergic activation by binding to nio@ receptors and by mimicking the
effects of nicotine thus reducing cravings and diglwal symptoms, however, at the
same time, due to it partially blocking the receptb prevents nicotine from attaching to
the receptors, this blocks or blunts the effectnmotine in people who give in to

temptation and have a cigarette (Coe et al., 2005).

In a recent review, Kaur, Kaushal & Chopra (2008und varenicline to be more
efficacious than bupropion SR through 24 weeks @adebo through 52 weeks. It was
found that continued use of varenicline increaseslikelihood of long term abstinence
two-to three fold and it reduces the likelihood refapse (Cabhill, Stead & Lancaster,
2007). In addition to being efficacious vareniclisevell tolerated by its users. Through
this unique profile of agonist and antagorpsbperties, it has demonstrated a robust
ability to increase cessatioates (short-term and long-term) compared with Ipddéicebo
and a first-line smoking cessation medication (bpmn SR)representing an advance in

the treatment of tobacco dependence (Jorenby, &085).

1.3.3 Non-pharmacological Therapies

Brief opportunistic advice and behavioural supaoet regularly used as methods to assist

smokers to quit cigarettes. In the former the nmaim is proactively to trigger a quit
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attempt while, in the latter case, the emphas@isesponding to smokers’ requests for

help with a quit attempt.

Brief opportunistic advice
Brief advice (up to 5 minutes) from a GP given iicsmokers to encourage them to make
an attempt to quit is effective in promoting smakiessation. This takes the form of the
three A’s (Department of Health, 2009a):

» Ask- ask and record smoking status

» Advise- advise patients of health benefits of stoggmoking

» Act- act on patients response, build confidences giformation, refer, prescribe.

This advice leads to 1-3 out of 100 smokers reggiitito stop smoking for at least six
months (Silagy, 2000). It is estimated that apprately 40% of smokers make some

form of attempt to quit in response to advice frai@P (Russell & Feyerabend, 1978).

Behavioural Support
The validated formats for behavioural support areug, individual and telephone
support (West, McNeill & Raw, 2000). The main aiaisehavioural support are:
» Helping clients to cope with their cravings andhditawal symptoms
 To boost motivation levels to increase the abstieemates and to achieve
permanent cessation
» Raising self confidence and self belief

* Maximising self control
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Both individual and group behavioural support carsbccessful in helping smokers quit
cigarettes; however effectiveness is positivelated to the amount of contact between
the smoker and the therapist. For example receatwice from the GP to quit produces
only a small increase in cessation (Stead, Bergsbancaster, 2008). Programmes that
include more sessions are seen to be more effethi@e programmes with fewer
sessions. The increased cost of intensive intensentis offset by their improved

effectiveness.

One to one support

This method of support is usually delivered facdace by one trained advisor to one
smoker at a specified time and place. The selbrted quit rate in England for one to
one support is 49%, contributing 77.2% of the totamber of successful self reported

quitters in 2008/2009 (NHS Information Centre, 2009

Closed group support

This is an intervention between one or more traiagdsors, with a number of smokers
who would like to quit smoking. This again is adao face intervention which lasts on
average six to seven weeks. The self reportedrgtét in England for closed group
support is 64%, contributing 3.4% of the total nembf successful self reported quitters

in 2008/2009 (NHS Information Centre, 2009).
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Telephone support

There are a number of telephone support methodjdimg support that is proactive,
reactive (as part of a relapse prevention strategy) text based. However the evidence
for proactive telephone support is the highestaBtee telephone support is delivered by
stop smoking advisors and follows the specificabbrthe one to one support. It should
begin and end with face to face contact for COdaion purposes. A minimum of 10
sessions in a 12 week period is recommended (Zhu,e2002). The average self report
quit rate in England for telephone support is 68%#tributing 1.3% of the total number

of successful self reported quitters in 2008/2009$ Information Centre, 2009).

1.3.4 Combination of Pharmacological and Behavioural Supprt

The most effective stop smoking programmes incluoh a behavioural and
pharmacological component. Each of these elemsreffective and the combination of
the both improves outcomes (Carpenter, Hughes &rBoh, 2005). The Stop Smoking
Services within the UK offer a combination of beloaval support with
pharmacotherapy as this combination has been founttreases a smoker’s chances of
successfully stopping by up to four times (WestNditl & Raw, 2000). It is recognised
that the discomfort of withdrawal acts a barriegintting smoking; hence the aim of the
treatment is to maintain abstinence during thifatit time for the smoker. Withdrawal
relief is offered by providing behavioural supp@mnd withdrawal relief medication

(NRT, zyban).

44



1.4 Issues with the Current Treatment Model

There are many issues with the current treatmerteosed across the stop smoking
services in the UK. The first concern is that theatment model does not take into
account the social aspects of smoking. None otrstment models address the social
issues of smoking, such as looking at the smokecglsnorms nor do they allow the
inclusion of family members and peers within theatment. The interventions are very
individualistic and focused primarily on the smagkeot taking in to account the effect of
the environment on the smoking behaviour. If theféects are not challenged within the
treatment models then it would increase the lilagthof relapse.

The second issue is that treatment model is notoemmpng for smokers as they are
unable to set their own goals. The model advodatgsonce a quit date is set the smoker
must not smoke for a minimum of 4 weeks, and i tppens then their attempt would
be unsuccessful. In order for empowerment to td&eepthe smokers need to feel that
they are involved in setting their own goals andeheontrol over the process.

Lastly, the third issue with the treatment modethat its focus does not lie in long term
abstinence. In order to fulfil national targets 8tep Smoking Services have to show that
they have assisted smokers to have been quitfunenum of 4 weeks, after which the
smoking status will then be checked after 52 wdékgear). The model does not assist
smokers to prevent relapse as it is only concewittdevaluating short term abstinence.
In order to increase effectiveness the stop smokie@tment model should ensure that
the methods adopted lead to a long term behavioange. To measure which methods
and treatments are the most effective in smokirsgatéon, it is important to understand

which barriers prohibit smokers from quitting cigaies, as the same barriers will be the
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ones that are causing relapse. Only then can ¢lagments/interventions match the need

of smokers.

1.5 Summary

In the ideal world there would be an individualeintention for each and every smoker,
however treatment can still be tailored. A blankpproach for smoking cessation is not
an effective way to help smokers to quit cigaret®&®p smoking support should be
delivered in a variety of ways and it is imperatib@at smokers are offered a range of
support options so they can choose the type ofvaigion that is suitable for their
required need. The current treatment model addpgatie NHS is proving to be useful,
however it raises key concerns. The model does také into account all three
perspectives of why people continue to smoke, thus important to find out which
factors make it difficult for smokers to quit smogi and then how to overcome the
barriers, only then will we be able to effectivalghieve long term behaviour change and

help smokers to stop smoking.
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Chapter Two: Qualitative Research Study

2. Barriers in Quitting

It is estimated that 70% of smokers would like it gigarettes. Yet intention alone does
not always lead to actual behaviour change (SheamdrSilverman, 2003). Factors that
are hindering behaviour change should be exami@eeé. of the main factors could be
perceived barriers to quitting smoking. Researaljgests that there a large number of
barriers that make it difficult for smokers to qu@nly when we understand the barriers
that smokers face in quitting cigarettes can wdrbeg overcoming them and it is only
then can the field of smoking cessation be takewdaod. Below is a review of the
barriers that are already heavily mentioned witdnmoking research literature; however
each barrier will be critically analysed in the t@xt of the current national stop smoking

service provision in the UK.

2.1 Social Influences

Social environment is an important determinanthef onset of smoking (Mayhem, Flay
& Mott, 2000). Research on smoking prevention prognes showed that interventions
that concentrated on social norms or social resistaskills were relatively more
successful than other smoking prevention progravtecKinnon, Taborga & Morgan-
Lopez, 2002).

Smoking behaviour can be influenced by many differaodels that people are exposed

to in their everyday lives, such as, visual mediang, television), at home (parents,
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siblings), peer groups (friends, romantic partness)school (peers) or at work. It is well
known that we imitate behaviours of people thatike (e.g. parents and friends) and of
celebrities that function as role models, however way even imitate behaviours of
strangers (Chartrand & Bargh, 1999). Imitation playmajor role in the initiation and

maintenance of addictive behaviours such as smdBagdura, 1986). People can often
imitate behaviours of others without being awar¢hefimitation, however in other cases
individuals can intentionally imitate others, espég¢ when it can lead to immediate
positive rewards or may offer an advantage in atitg and continuing social

relationships (Harakeh, Engles, Van Baaren & Seh@®d07).

Different types of smokers react differently to isb@nvironments. Miller et al. (1979)
found that heavy smokers were not affected by dleeabcondition they were smoking in,
but light smokers were affected by the social coodi Oksuz, Mutlu & Malhan (2007)
also found that occasional smokers had a tendemcgntoke more often in social
situations where they feel conscious and unconscymessure to smoke. Occasional
smokers also reported that they smoke more ofteh friends than alone or with a
family member. According to the social cognitiveedhy (Bandura, 1986), smoking
friends may provide social cues and reinforcementlie smoking behaviour. It is also
difficult for smokers who live with their partnetisat smoke to quit as they are constantly
exposed to smoking. It has been shown that womem safoke are twice as likely to

have a partner who smokes than non smokers (Getrage 2006).
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The ban on smoking in public places will intercty# relationship between smoking and
social conditions by reducing the exposure to smpknodels (Harakeh, Engles, Van
Baaren & Scholte, 2007). Smoking as a social beawiould function as a barrier to
deciding to quit and staying abstinent, thus, smgliessation treatments must address
the role social influence variables have on smakifge current national Stop Smoking
Services do little to address issues such as iontais the majority of work is centred on
treatment rather than prevention. Factors sucthea®ffects of social environments and
smoking partners on smokers are also not adequatilyessed within the smoking
cessation service. The current smoking cessatiicses very focused on the smoking
habit however it does little to take in to accouhe affect of personal social
environments of the smoker on their smoking behavi@he treatment options are
limited to level 2 or level 3 services, both whidh not build a comprehensive picture of
the impact of social environments on the smokears tho facilitators are in place when
the smoker is faced with this barrier in their cqatiempt.

There is a need to understand how this barrierbmamvercome for smokers, so that
issues such as, partners smoking or being surrodubg@®ther smokers does not impact

on quit attempts and results in a reduction inpsdarates.

2.2 Cravings

Research suggests that cravings may be one ofdseaonsistent predictors of smoking
behaviour and smoking relapse. Craving is someticwgsidered part of the smoking

withdrawal symptoms; however theorists most oftemstder it separate.
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The definition of craving has little consensus. TWerld Health Organisation (WHO)
and The United Nations International Drug Contrabd?famme (UNDCP) jointly
presented a definition of craving as the “the ded$o experience the effect(s) of a
previously experienced psychoactive substance”.viGga are widely accepted to
significantly contribute to the development and memance of drug dependence. The
DSM-IV states that cravings are "likely to be expeced by most if not all individuals

with substance dependence”.

Theories of craving differ but most models tendegard craving to be directly linked to
appetitive motivational systems than other withdibwffects are (Shiffman, 2000).
Craving is episodic and very responsive to pharhogomal and environmental
manipulations. Under conditions of deprivation, &ams report cravings for tobacco that
generally translate into smoking, and increase@léewf deprivation typically lead to
stronger cravings (Payne et al. 1996). Even thdagels of craving fall after quitting,
guitters experience intermittestrong temptation events associated with elevaiadng
that are superimposed on the self (Shiffman, Enletrgl., 1997). Craving frequency has
been shown to decrease after a lengthy period sifredmce; however it may never fully
disappear. In one study, 52% of smokers that had béstinent for 4-5 years, reported
craving cigarettes at least occasionally (Daughgbml., 1999). It is also shown that
smokers with higher perceived risks of quittingcfswas fear of cravings) have poorer
smoking cessation outcomes as beliefs associatddtie risks of smoking cessation
affect smokers motivation to quit and time to relgWeinberger, et al., 2008). Thus

craving is an important factor to target in smokoagsation treatments, however existing
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treatments may not control for cravings adequatEly. example NRT is capable of

reducing craving levels but it does not affectitireased spikes of craving provoked by
smoking cues (Tiffany et al., 2000). Neverthelessving is at least partly associated
with associative control (Lazev, Herzog &Brando®99) thus cue exposure therapies
that focus on diminishing craving responses to pecative cues could be an important
part of a smoking cessation plan. However, thisia$ addressed within the current
smoking cessation treatments. The current modelsrékeavily on NRT or stop smoking

medication (Bupropion and Varenicline) to diminigigarette cravings. Research
suggests that even after quitting cravings nevallyrelisappear in nearly half of all ex

smokers (Daughton et al., 1999) and it is also knaWwat even the most potent
pharmacotherapy yield long term abstinence rate3086 or less (Piasecki, 2006), thus
further insights are needed to ensure that barsigch as cravings are not contributing to

the reduction in the long term abstinence rates.

In order to effectively overcome the barrier of expncing cravings it is important to be
able to measure cravings. Since craving is accepted subjective state, self-report
measures dominate assessment and measuring aigr&lihough other measurements
have been proposed, these measures often lacKisipeas they are under control of
numerous other influences. Shiffman (2000) states although objective measures of
craving might be developed in the future, subjec®elf-report appears to be the only
viable current option. This presents its own profde such as interpretation of the

guestions and/or terms used, social demand andlegdiption, but these are partially
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overcome by use of repeated measures designs thieee issues will often control for

themselves.

2.3 Stress/Negative Affect
Links between stress and health are corroboratedldmdy of health psychology research
indicating that stress may affect health via pspablogical, psychoneuroimmunological,

and behavioral pathways (Lovallo, 2005).

The definitions of stress usually focus around prdtess in which environmental
demands tax or exceed the adaptive capacity ofrgamsm, resulting in psychological
and biological changes that may place personssktfor disease” (Cohen, Kessler &
Underwood, 1995) Thus, stress is a condition irctvl@nvironmental, psychological, and

biological factors interact.

In the psychological domain, the perception ofsstrie commonly highlighted in relation
to negative health outcomes (Lazarus & Folkman4)198 complication to the foregoing
definition of stress is that stress and emotioesclosely related. The link between stress
and emotion, in particular the emotion “anxietgan be conceptually confusing because
stress and (state) anxiety often occur togetheeq#t-Glaser & Yehuda, 2005). Thus,
anxiety, as in moment of worry, may add to the seofsstress (Endler & Kocovski,
2001; Kiecolt-Glaser & Yehuda, 2005). Despite liddetween stress and anxiety, stress
may also be present without anxiety, and chroniesst may be a prognostic factor

predicting a risk for future psychological distress
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Stress has been linked to health problems sucly@ertension, cardiovascular diseases
and stroke (Lundberg, 2005). Since stress goes indmhd with iliness there is a need to
understand the theoretical constructs behind ier@rare numerous models of stress;
General Adaptation Syndrome (GAS) model (Selye,6)9biopsychosocial model and

the transactional model (Lazarus, 1984).

The GAS model is predominantly a biological modéiliah consists of three stages: (1)
alarm, (2) resistance, and (c) exhaustion. Tharaktage is equivalent to the fight and
flight response when the body releases adrenalimk exhibits other psychological
responses when confronted with a stressor. If #use of the stress is removed then the
body becomes normal again but if the stress coesifBAS goes into the resistance
stage. The resistance stage is a continued staso$al where the body secretes high
level of hormones that can increase blood sugagldevihis may upset the body’s
homeostasis and harm internal organs. Sufferergnbedrritable, prone to fatigue and
their concentration levels go down. The exhausstage takes place after prolonged
resistance. At this stage the body has run outsofdsources and breakdown occurs.
However, GAS assumes that all stressors producesdhee physiological reactions,
which is not the case and it does not take int@agtcenvironmental factors as potential

help or hindrance to stress levels (Tansey e2@04).

The transactional model was devised by Lazarus4(1@8d included psychological
variables. Lazarus claimed that stress involvedthasaction between an individual and

their environment, and that a stress response wased if one perceived an event to be
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stressful. The model suggested two forms of appla$) primary appraisal, which is the
perception of an event as being negative, neutrglogitive, (2) secondary appraisal,
which is when one evaluates their coping strateghesording to the theory one will

only becomes stressed if they have appraised amt évéde stressful and feel that they

are not equipped to cope with the demands of thatgn.

It is important to understand the relationship hestw stress and illness as it has been
proposed that stress is an aetiological factosfooking (Wills et al., 2002). Not only is
it shown that stress may trigger smoking behavibut,also that stress is associated with
smoking a greater number of cigarettes and incseasges to smoke (Metcalfe, Smith,
Wadsworth, 2003; Zinser, Baker, Sherman & Cann@®92). Crittenden et al (2006)
found that greater perceived stress is associatéd pporer smoking outcomes. The
findings suggested that smoking is used to dedi witess and that a higher baseline
level of smoking in negative emotions situationd tiae strongest association with higher
perceived stress over time.

Smokers often report they smoke to relax or redension, particularly as a response to
stress (Pomerleau, Adkins & Pertschuk, 1978), umobtiable social and economical
problems (Jarvis and Wardle, 1999) and in respdosanxiety, anger and sadness
(Gilbert & Wesler, 1989). Smoking could increaseokers perceived control over
stressors and they may think that smoking is aaceffe way to cope with anxiety and
stress (Shadel & Mermelstein, 1993). However séveaturalistic studies have shown
that when smokers have carried palmtop computeredord states and behaviours in

near-real time have revealed that, in contrastrtokers stated beliefs, there is little or no
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systematic correlation between affect and smokireghaliour (Shaprio, Jamner,
Davydov, & Porsha, 2002; Shiffman, Paty, Gwaltn&y)ang, 2004).

Stress is considered to be an especially impoktamnter to quitting in individuals from a
low-SES background. Smoking might be the by-prodd@conomical difficulties. It has
been reported by Rahkonen et al., (2004) that mmh \®@omen who experienced
economical difficulties were twice as more likety $moke than people who were not
experiencing any difficulties, even when differesidga SES were taken into account.
Compared with more advantaged individuals, peommfa low SES background seem
to experience more severe daily stressors, hawedesial power and fewer material
resources to actively control the sources of st(€gstlieb & Green, 1987; Romano,
Bloom, & Syme, 1991; Turner & Avison, 2003). Youpgople with lower social status
are at an increased risk of smoking, whether stéfuslefined objectively (parent
education) or subjectively (school social statuapKelstein, Kubzansky & Goodman,
2006). Thus, individuals with lower SES may mortepfresort to the alternative coping
mechanism of controlling the negative emotionsgeigd by the stressful events. The
real or perceived utility that smoking has in cotling negative affects is likely to act as
a barrier to quitting smoking, by decreasing mdtorg increasing temptations to smoke,

and decreasing confidence in the ability to quit.

Most studies investigate smoking as being a precucsstress, however evidence also
suggests to experiencing stress as a result of ismmoRccording to Siahpush et al.
(2005) smoking can exert a financial burden omalividual and their family. It has been

found that experiencing financial stress is 1.5einmhigher and severe financial stress is
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twice as higher in smoking households than non-sngolkouseholds. Therefore smokers
from a lower SES who experience severe financigsstare more likely to live in
compromised conditions and experience stress.

It has also been suggested social stigma assoadigtiecsmoking might act as a stressor
and thus smoking cessation might lead to a decrieasteess levels and negative effect
(Parrott, 1995). As a consequence quitting cigesetill lead to a decrease in stress

levels.

The current smoking cessation service does litlleaddress the relationship between
stress and smoking, should stress act as a cawse aprecursor to smoking. Ways of
overcoming stress are usually based on instrunserts as a “Smokefree Tangler” that
is promoted as a tool to keep “hands and mind basg’ the “stress busting mp3’s also
used for stress relief (Smokefree UK website). Bb@p smoking service needs to

enhance its stress relief interventions and needséstance itself from gimmicks such as
the Tangler and mp3’s. It is important to find dot each smoker whether or not stress
acts as a barrier in quitting and if it does hawvestiect then to have interventions that not
only assist the smoker to quit smoking but helpdividuals cope with the stress or

stressors. Much of our knowledge about the rolgoafal stressors in smoking behaviour
has come from self-report measures, thus furtheeareh is needed to examine the

behavioural and physiological reactions to stressor

Ways in which to help people to cope with stressslmsuld come from smokers

themselves as they are more equipped with knowihgtwvill be the most effective
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method for them. The literature presented paintexdansive picture of how stress and
smoking are inter-linked however no model has h@esented as to how this barrier can
be overcome for smokers, specifically for individudrom a low SES. Thus the
gualitative methodology of this research study vélsist in further understanding
whether stress acts as a precursor or is a causendhuous smoking and how to

intervene as healthcare professionals to reducaftéet of stress on smoking cessation.

2.4 Fear of Weight Gain

Men and women believe that smoking controls we({§lamerleau & Saules, 2007), and
these beliefs have been linked to the initiatiod aontinued maintenance of smoking.
Efforts to quit smoking may be diminished by comseabout weight and shape; women
in particular, most often continue smoking follogimodest weight gain (Perkins, 2001).
Although weight concerns are far more prevalent mgnwomen than men, a growing

number of male smokers endorse elevated weightecoaand smoke to control their
weight (Clark et al., 2006). There is evidence uggest that nicotine can reduce food
consumption and can increase human metabolic Pakkifs, 1992a,b) and it has been
proposed that rebound effects may account for adsimgbody-weight upon withdrawal

from nicotine (Hatsumaki, et al., 1994). Most qerigt will gain on average 4-5kg but as
many 13% of quitters may gain up to 11kg (Swan @adnelli, 1995). Animal research

has shown that weight suppression effect of nieotimay be moderated by diet, when
nicotine was administered, rats on a high fat tBdtuiced intake significantly more than
rats on a normal chow diet. However following ninetwithdrawal the groups did not

gain weight at different rates (Wellman, et al. 02D Although nicotine effectively
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suppresses weight and is associated with posttaesseeight gain, the effectiveness of

nicotine as a means of weight control is margindhite, McKee & O’Malley, 2007).

Women with strong concerns about weight have bdaws to be overrepresented
among smokers compared with women who have nevekexnin(Clark et al., 2006). It
could be that women who are concerned about theighw smoke for the perceived
benefits of nicotine on weight control rather tithe sensory effects of smoking (Jenks
and Higgs, 2007). Ogden and Fox (1994) found tbatpared with unrestrained eaters,
young women who were restricting their food constiompreported significantly greater
agreement with a statement about the weight cdimggbroperties of tobacco use. It was
also found that currently dieting young women smsla@e more motivated to smoke for
weight control than non-dieters. This was furthepmorted by evidence that dieters
smoked less of a cigarette and gave less posdivuggs of the sensory/hedonic aspects of
smoking. In addition, the presence of food resuitedn increased desire to smoke for
dieters only (Jenks and Higgs, 2006). On the contriaisinger and Jorgensen (2007)
found that smokers in their study were less corezt@bout their weight and consumed
more food than non-smokers, although daily smokiishave a lower BMI than the
never smokers. This is interesting given that sm®okerceive themselves as heavier and
report a greater discrepancy between their actdhigeal figure (King et al., 2000). This
has a negative impact as women who negatively ataline size or shape of their body
have been found to be more likely to initiative &mng to lose weight or to maintain their

smoking habit to prevent weight gain (Ben-Tovim &Mér, 1991a).
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Most women are unrealistic about the impact of gosvking cessation weight gain and
believe that its occurrence might result in relafl®@rmelau, Zucher, & Stewart, 2001).
However, in contrast to their beliefs, several madghow that long term weight gain is
positively associated with success in quitting dedreased long term relapse (Kllen et

al., 1996, Norregaard, Tonnesen, & Petersen, 1993).

Regardless of whether or not more weight consdiodisiduals are smokers or whether
nicotine reduces food consumption, further insigltessneeded on not only understanding
the relationship between weight gain and smokingateo on exploring how to reduce
the fear of post cessation weight gain in both fesmand males. The current smoking
cessation treatments address weight gain, howewvier very limited to the advice it
provides and is often focused on things such ast ta snack”. The level 3 group
treatment discuss weight gain in one of the 6-8ieas, however again the time spent on
this barrier is very short and smokers are not egllipped to deal with this issue. There
is a gap within the current smoking cessation [@iowi to assist smokers to overcome the
barrier of weight gain and further insights areuieed to help fill this gap, to ensure that

the treatment matches the needs of the smokers.

2.5 Low Self Efficacy

Much of modern psychology has emphasised the irapoet of self confidence as an
important factor of success. This has been explessest by Bandura (1977) who has
argued that confidence or self efficacy has a atupart to play to achieve one’s

objectives and can be make all the difference batweailure and success. Self efficacy is
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defined as the belief in one’s ability to perforhe tbehaviours necessary for a desired
outcome (Bandura, 1997). Individuals who believa they can succeed are more likely
to succeed than individuals who do not. There akerml reasons behind this. Firstly,
people who believe in themselves are more likelymiake the effort. Secondly, the
confident person is more likely to continue desggging problems or obstacles, which

results in the persistence helping the individoaltercome the obstacles.

Numerous studies have established that high dethey is a strong predictor of smoking
cessation (Baer, Holt, and Lichtenstein, 1986; $tuBorland, & McMurray, 1994).

Baer, Holt, and Lichtenstein (1986) found that -séffcacy was not correlated with
abstinence, but was correlated to a decrease ikisgoates. Additionally, they found

low self-efficacy to be a good predictor of relap§tartinez et al., (2010) reported that
participants in their study who described highevels of perceived control over
symptoms that arise following abstinence (i.e.hdiawal, irritability, depressed mood)

reported higher internal and external self effieaci

Promoting and improving self-efficacy in smokerailcbincrease the likelihood of a
successful quit attempt and a reduced possibifityetapse. This would be even more
beneficial in individuals who have tried to stopakimg in the past, as smokers who have
had an unsuccessful quit attempt are found to lsayficantly declined levels of self
efficacy (Boardman et al., 2005; Shiffman et aD0®). Guidelines to promote self-
efficacy to quit smoking suggest discussing pasteassful quit attempts and producing a

quit plan (Fiore et al., 2008).
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Alternatively, some researchers have pointed oat tigh self-efficacy scores are not
associated with successful smoking cessation (HaadaStewart, 1992). However the
weight of this evidence does not outweigh the neteahowing a positive correlation

between smoking cessation and self-efficacy.

A major problem with studies that assess self affycin smokers is that self efficacy is
mostly always assessed via a scale. More gendfiefBeacy scales such as the General
Self-Efficacy (GSE) scale (Schwarzer & Jerusale®5)9consists of ten questions
whereas the more specific smoking cessation setfaefy scale (Dijkstra & De Vries,
2000) consists of 5 questions. Are these scald$y reafficient to gain an in depth
understanding of self efficacy in smokers? Are wafident that if we use these scales
within treatment models that we will be closer indarstanding whether or not the
intervention has led to an increase in self efff@acSelf efficacy needs to be further
researched within an exploratory context, where fbeus is on what kind of
interventions can be used to increase smoker'sidemmde in their own ability to quit

smoking.

The current smoking cessation service places ae lagphasis on boosting self
confidence which is believed to increase the lik@bdd of quitting. It does this by

providing behavioural support which consists of iedy discussion and exercises
provided face to face (individually or in groups)wa the telephone. The service also
tries to increase motivation levels by methods sashproducing quit plans. However
more emphasis needs to be placed in increasingefmacy. Gillies (1999) found that

smokers from a low SES often locate smoking withim disease model, perceiving it as

a physical problem in need of treatment. This d@mirconstruct of cigarette smoking as
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a physiological addiction is disempowering. Henoeking cessation treatment should
make it explicit from the start that smoking israsch a psychological addiction as a
physical addiction. Smokers should be made to fieal they are in control and can
choose to quit smoking; this will lead to increasedfidence and empowerment (Sykes

and Marks, 2001).

2.6 Lack of Awareness of Smoking Cessation Treatmts

Lack of awareness of smoking cessation treatmenthdught to be a major external
barrier in trying to quit cigarettes (Kaper, WageBaverns & Van Schayck, 2005). The
lack of awareness can be about the availabilitgrbking cessation treatments and/ or

the effectiveness of the treatments.

Firstly, it has been suggested that smokers shitie &wareness of their local smoking
cessation treatments and know very little aboumtt{Roddy et al., 2006). However,
smokers often do not utilise smoking cessation stipgervices, even when they are
made convenient, attractive and free (Lichtens&iilollis, 1992; Ussher, Etter and
West, 2006). Typically 20%-40% of individuals trgirio quit have used one or more
NRTs and less than 10% have accessed a psychogeatahent which include telephone
support, individual and group counselling/suppdtiughes, Marcy & Naud, 2009).
According to Ussher, Etter and West (2006) the nitgj@f pregnant smokers perceive
many benefits of attending a stop smoking courssvéver only 5% of their participants
indicated that they had ever attended such a camdenany women reported not having

access to these courses or not believing that ttmsses would be of any use. A large
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number of women in the study also stated that tiegl/not received advice to quit from
their GP or midwife. Thus it should be explored wdmokers show little awareness of
their local smoking cessation treatments and whgrweome smokers do know about
them they do not access them. A qualitative metlogyo of investigation for this

guestion is far more superior than a quantitativethmdolody as it will provide richer

narratives. It should be ensured that frontlineltheare professionals are trained in
smoking brief intervention and that they are alsofident in giving advice to smokers to

quit.

Secondly, many smokers have false or incorrectsidd@ut the content or effectiveness
of smoking cessation treatments. For examples ssimekers believe that NRT is as
deadly as cigarettes (Cummings et al., 2004),N#I and Bupropion have adverse side
effects (Roddy et al, 2006) or that telephone cellmis will be judgemental and coercive
who will use guild-laden statements to try to detrh to quit smoking (Bayer & Stuber,
2006). Though being older, being a woman, andgoaimeavier smoker predicted past
use or plans to use treatment (Hughes, Marcy & N20@9). However within research
literature there are gaps in why smokers hold tHaks® or incorrect ideas about the
content or effectiveness of smoking cessation rireats. Only when we know the

reasons why can we begin to overcome this barrier.

NRT is often perceived as being expensive andeactffe (Roddy et al, 2006). Younger
smokers have especially been found to be extresemgitive to the cost of smoking

cessation treatments, where even a $15 cost dfrtesd reduces the probability of using
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it by 20% (Hines, 1996). Therefore it should beused that the cost of NRT is well
promoted so that misconceptions of the cost dadetd#r potential users to use NRT for
their quit attempt. The NHS have spent millionspolunds on promoting local stop
smoking services, however why is it that the smelstill hold the view that treatment
will cost money? Stop smoking services may gaimplylicising their services and other
NICE endorsed stop smoking treatments. They shputanote the benefits of their
support and the advice about safe medicationshdnstudy by Roddy et al. (2006) the
participants felt that cessation service shouldnime appropriately publicised in a

personalised manner.

It is important to understand why smokers from & IBES are not accessing stop
smoking treatments. The reasons presented in reggtiearch suggest lack of awareness,
however there is a need to explore where respdibgilior raising awareness lies.
Previous researc{Bayer & Stuber, 2006; Cummings et al., 2004; Roddgl, 2006) is
often found to blame the smoker for their lack ofageness, nevertheless interactions
between healthcare professionals and smokers neebe texplored as there is a
responsibility on the part of HCP’s to provide aata information/awareness and to give

appropriate advice to their patients, especiallglems from deprived backgrounds.

2.7 Withdrawal Symptoms

Abrupt smoking cessation results in withdrawal stongs that predominately consist of
negative affects, such as irritability, sadnesgjedy, frustration and also include changes

in appetite, heart rate and quality of sleep (Hsgh#ggins & Hatsukami, 1990). Some
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symptoms may persist for many months. However, sineerity is variable and some

smokers can give up without difficulty.

There are two main theories of withdrawal. Thet finsggests that withdrawal symptoms
are partially pharmacologically mediated and linkechicotine depletion. For example
the symptoms start within 24 hours of smoking ciéssand are reversed by the nicotine
administration (Hughes et al., 1984). Upon smokimigotine binds to acetylcholine

receptors and leads to a burst of receptor activitys stimulation can lead to:

— Increased release of acetylcholinfom the neurons, leading to heightened activity
throughout your brain. This activity calls your lycahd brain to action, and this is the
wake-up call that many smokers use to re-energiemselves throughout the day.

Nicotine improves reaction time and the abilityptoy attention.

— Stimulation of cholinergic neurons promotes the release of the neurotransmitter
dopamine in the reward pathwagfsyour brain. Stimulating neurons in these ardas o
the brain brings on pleasant, happy feelings. Wheotine activates the reward
pathways, it reinforces desire to use it again wuthe feeling of peace and happy

afterwards.

— Release of glutamate a neurotransmitter involved in learning and memer
Glutamate enhances the connections between setsuodns and this is what forms
memory. Upon using nicotine, glutamate may creataeanory loop of the good
feelings you get and further drive the desire t® nisotine.
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All of the above activity affects the way an indiual’'s brain works after smoking a
cigarette, thus upon cessation the nicotine catomger work as a stimulant to promote
an increase in activity, which leads to withdrawginptoms (West, McNeil, and Raw,
2000). This theory is heavily influenced by the sibjogical model of smoking and does
not take in to account the psychological naturevghdrawal. The second theory of

withdrawal alternatively completely views withdrdves a reaction to provocative cues.

The second theory of withdrawal proposes that wihvdl symptoms may become
entrained to interoceptive and exteroceptive chesugh associative learning (Baker,
Piper et al., 2004). The theory predicts that sm®lshould display unique withdrawal
time courses if their environment differs in thensi¢y of provocative cues. Using
associative learning, the smoker begins to atteilihé positive qualities of an event or
act with smoking and over time, the smoker assilgase qualities to the cigarette. These
associations provide rationalisations to the smoker example, some smokers might
associate drinking alcohol with having a cigaretieis upon cessation if they consume
alcohol this will act as a provocative cue andgeigan urge to have a cigarette which
will then trigger a withdrawal response if a cigids not smoked (McKee, Krishnan-
Sarin, Shi, Mase & O’Malley, 2006).

Based on the two theories it is important thatuhigadrawal is not labelled a ‘nicotine
withdrawal syndrome’ since it is difficult to shdwat it cannot occur through the loss of
other aspects of smoking. Alternatively, it has Ibeén demonstrated to occur with acute
cessation of use of nicotine replacement produetsg( nicotine gum). Instead the

withdrawal should be viewed as a definite abstieesysidrome (Hatsukami et al., 1984).
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The time course of withdrawal symptoms is variedithdfawal symptoms increase
sharply upon cessation, and then decrease grachely to baseline within 3-4 weeks.
However there are considerable intra-individual andr-individual variability. A large
number of smokers report symptoms that are chamiidpnged, or even increasing over
an 8 week period (Piasecki, Jorenby, Smith, Fi&r8aker, 2003b). When this is taken
into account, withdrawal experience is shown toébeeliable predictor of relapse.
Relapse is predicted by a number of semi-indepenganameters of withdrawal
experience, including the mean elevation of symgtoday-to-day symptom volatility
and the slope of symptoms across time (Piasechl.,e2003a). Surprisingly it has been
found that for many smokers, withdrawal symptonsease systematically even before
the quit date, perhaps in the anticipation of #aeforcement loss and the magnitude of
such increases predicts short-term smoking rel@@ds€arthy, Piasecki, Fiore & Baker,
2004). Due to withdrawal changing significantly evbefore quitting highlights the
overlap between negative affect and withdrawal aedhonstrates how withdrawal

symptoms can become a barrier in trying to quia@ties pre and post cessation.

During a quit attempt the current smoking cessati@atments use NRT and stop
smoking medication to reduce the mean level of dvdatwval, but they have no effect on
other relapse-related symptom components, sucheasldpe or variability of symptoms
over time (Piasecki, et al, 2003a). The favouredtment model to overcome withdrawal
symptoms (the use of pharmacotherapies) may onlgliarate one component of a
multifaceted affect/withdrawal response system anight reduce the elevation of

background negative affect but it does dampen théeancreases in affect provoked by

67



smoking cue exposure (Tiffany, Cox & Elash, 2000here is a need to explore
qualitatively whether or not withdrawal symptomayh major role in acting as a barrier
in quitting smoking, and if it does then how? Dookers view withdrawal in a

physiological, psychological or even both ways?yOihlen can we become closer to
enhancing smoking cessation treatments so thathtekgysmokers overcome the barrier

of withdrawal symptoms.

2.8 Purpose of the Study

There has been limited research conducted on hometsathat smokers face in quitting
could be overcome. The majority of the researaffatte has heavily focused on exploring
what barriers smokers are faced with when attergpgbnquit. The purpose of this study
is not only to understand the barriers that smofkas in quitting cigarettes but to also
explore how those barriers could be overcome, fagusn individuals from a low

socioeconomic background and building recommendstibased upon the solutions
presented by the participants themselves. Thisheilb provide insights into how access
to and uptake of stop smoking services could beaorgd, this too at a time when the

smoking ban has been introduced in the UK.

The method of investigation chosen for this stuglgualitative. As this is a new area of
research, qualitative work will have to be carrmat for exploratory and descriptive
purposes. It was anticipated that by conducting-stmctured and open ended questions
in focus groups, the underlying issues concerriregbarriers in quitting would be better

understood. The reasons for using focus groupsheiltliscussed in the method section.
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A quantitative methodology was not adopted duedtowanting to restrict the responses.
The results obtained would have been much narrcagethey most often provide
numerical descriptions rather than detailed nareaéind generally provide less elaborate
accounts of human perception and experience. Inntgave methodology the
development of standard questions by researcharseea to 'structural’ bias and false
representation, where the data actually refle@s/tbws of the researchers instead of the

participating subject.

It is believed by the researcher that smokers shbal provided with an opportunity to
discuss openly why they find it difficult to quihe to propose solutions to address their
barriers. This format of collecting rich usable adlas empowering for individuals
especially from a low socioeconomic backgrounchay bften do not get the opportunity
to be involved in the development of services, &mcls groups are found to be a
valuable tool in significant involvement of the comnities such as minority and other

vulnerable populations we serve and hope to ureeigtMerton, 2003).

2.8.1 Aim

The aims of the study are to (a) explore the raliérs play in continuing smoking and

(b) examine how to overcome the barriers that smsoleee in quitting cigarettes.
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3. Method

3.1 Design

Qualitative methodology was used for this study thués nature of determining how a
particular phenomenon operates. Qualitative rekedifters from experimental research.
While experimental psychology is concerned withiteshypothesis, qualitative research
is inductive, generates hypothesis and has a foet®w things happen rather thémat
they happen. By using this method the data gesenatrich because it describes and

makes sense of the participant’s experiences (&ilae, 2004).

Focus groups were used through the course of tiay sis they present a significant
amount of advantages as a methodology; they stitmutelf-disclosure amongst
participants. This tends to take place when théqyeants feel that they are similar to
each other in a particular way and they perceieeetvironment to be non-judgemental
(Sharts-Hapko, 2001). Thus the groups were closeliched by age and gender to find
common threads. Focus groups provide more infoonétian questionnaires and allow
the investigator to develop deeper insights to tstdad the issues in hand more
extensively. The results of the focus group arekjuiobtainable and conducting them is
inexpensive when compared to methods such as suraeg experiments (Davis &
Reeves, 2006). Another reason for choosing to cauty focus groups was that the
research was going to be carried out in July 2@6i8, was as the same time as the
smoking ban was introduced in the UK. As a consege®f the Health Act 2006, on the

1% of July it became illegal to smoke in all enclospdblic places and enclosed
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workplaces in England. The political and socialismvment leading up to the ban was
very difficult for smokers, as they felt victimisexhd felt that their human rights were
being violated. Within such a backdrop and the baimg a recent event, it had to be
ensured that the participants did not feel thresteor patronised. Hence, carrying out
focus groups rather than one to one interviews tgile the participants confidence to
speak their mind, being surrounded by other smokather than feeling isolated if

interviews were chosen as the preferred method.

By far one of the biggest advantage of carryingfoatis groups is that it is competent in
being used as a preliminary method for topics amojests where there is no prior
research, which can later on provide an input tiegeloping questionnaires and other
measurement instruments. Therefore focus groupge Weemed the most appropriate
method to use in a study where there is a lackoofigesearch on how to overcome the

barriers that smokers face in quitting cigarettes.

3.2 Participants and Setting

The sample for this study consisted of 32 (11 miEh,non-pregnant women and 9
pregnant women) participants who met the inclusigteria for each of the six focus
groups (Participant summary will be found in Appent). The inclusion criteria for the

focus groups were as follows:

Focus Group 1- Smoking pregnant women

Focus Group 2- Smoking pregnant women

Focus Group 3- Smoking females 30 and under
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Focus Group 4- Smoking males 31 and over
Focus Group 5- Smoking females 31 and over

Focus Group 6- Smoking males 30 and under

The participants were divided in to the above hoamogis segments based upon two

segmentation variables: geographic and demographic.

Geographic: the focus was on areas of low socio-economic staiithin South West
Essex, as these are the areas that tend to havegtiest smoking rates. Geography is
thus a significant factor in identifying commungigvith significant health and support

needs.

Demographic: the research phase aimed to understand gendegeradiferences, by
conducting focus groups with men under 30 yearsaued 31 years; and women under
30 years and over 31 years. A pregnant women segwes also identified as being

important.

The age and total household income breakdown fifdbus groups is presented below

in Table 1 & 2:
Focus Group | 1 2 3 4 5 6
N 5 6 6 6 7 5
Mean Age 30.6 32.6 22.2 45.3 52.7 25.4
Std.Deviation | 2.30 3.13 4.49 14.02 12.23 5.90

Table 1: Participants age, mean age and standard deviaioiogus group
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Total Under £20k- £30k- £40k+ No
Household | £20k £30k £40k Response
Income

Frequency | 20 9 4 0 2

(N)

Percentage | 61 27 12 0 6

Table 2: Participants total household income frequenciesparcentages

Participants were recruited through a market rebeeompany. A brief was provided to
the company which outlined the inclusion critena éach focus group to ensure that they
were recruiting the correct participants. Additatiy an information letter (Appendix 2)
was produced outlining the purpose of the focusigsp what participants will have to
do, the risks to them, details of remuneration emdtact details of the researcher. The
letter was then handed to potential participantsti®y research company to provide
further information. Participants were given £25rémunerate them for their time and
travel. All the focus groups took place in a coafeee room. This location was chosen
due to the ease with which the participants caretr the building because of its central
location. The public transport links to the arearaveery good as were the parking

facilities.

3.3 Data Collection & Ethical Consideration

The study was conducted in an ethically appropria@nner according to formal
guidelines from the British Psychological SocieBo@le of Conduct and Ethical

Principles and Guidelines, 2000). Focus groups waee selected method of data
collection within the study. They were conductedtbg author of the dissertation and

were carried out during July of 2007. Informed a@arisof each participant was obtained
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via a consent form (Appendix 3). The participantsrevgiven full explanation of the
purpose of the study and were informed that thedagroups will be audio. Participants
were reminded in the consent form that they coulthdvaw from the focus group
whenever they wished and that their responses woatdaffect the healthcare they

receive or would receive from their doctors andwines.

Demographic information including age, ethnicitgcopation, education, marital status
and who the participant lives with was obtainedobefthe focus group via a question
sheet. Participants within the study were iderdifiéa their participant number given to
them at the time of their focus group. No names lteseh included to ensure participant

confidentiality and privacy.

The focus groups lasted between 45 and 60 minates,open ended questions were
posed to the participants. After the focus grouyes garticipants were given debriefing
forms (Appendix 4). Verbatim transcripts of the amted focus groups were produced.

The tapes were destroyed after transcription.

3.4 Focus Group Questions

The focus groups were split according to four kegaa of prompt: (1) smoking
behaviour, (2) quitting smoking; (3) marketing af@d incentives. Smoking behaviour
was explored by asking participants about why thapke, if anyone else in their home
smokes, whether or not healthcare professionalaksfe them about their habit. The

second theme of quitting smoking was explored Bgulising whether or not they have
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tried quitting in the past, what barriers they fatejuitting, how those barriers could be
overcome and what kind of support would they likgtiit smoking. The third theme was
split into two sections. The first involved discimgsrecent local smoking campaigns to
see whether the participants had any recollectibthem and to explore what their
thoughts on the adverts were. The second sectia amadiscussing how we could
effectively market in the future- therefore askinbat kind of adverts are they attracted
to, which media channels should be used, whatahe of the adverts should be. Finally
in order to ascertain how to increase the numbegreople accessing the stop smoking
service the issue of incentives was explored. Wauddntives (and of what kind) would

make it more likely for people to attend the sesvic

3.5 Analysis and Coding

A grounded theory approach (Strauss and Corbin@)18@s used to analyse the focus
group data. Grounded theory was used for many msagérstly the underpinnings of
grounded theory are appropriate to the study. Tihe @& this method is to identify
contextualised social processes and is designassist with the discovery of theory that
is grounded within the data. The aim of the studswo understand what the perceived
barriers are for smokers and how they feel that hhaiers can be overcome and
grounded theory allows the researcher to get diogbe participants world. Secondly,
grounded theory offers thorough and systematicquoes for data collection, analysis
and theorising (Willig, 2001). Thirdly, groundedetiry has both interpretive and
positivistic components. The importance given tmgsystematic methods to study an

external world is consistent with positivism. Itsnghasis on how people construct

75



meanings, actions and intentions is linked with itlterpretive traditions. The stress on
the process enables researchers to analyse indivashd interpersonal processes and

look at how they are developed, maintained or faanged (Charmaz, 2000).

In Strauss and Corbin’s (1998) method of groundemry the analysis of data and data
collection are carried out simultaneously and tegoal sampling is applied. However
for this study an abbreviated version (Willig, 2D@f grounded theory was used for the
analysis of this study. The data was coded andtaohsomparative analysis was carried
out to develop the themes, but further data wascotkcted to reach saturation point.
Initial open coding of the data was carried ouhgdine-by-line coding (Charmaz, 2006)
to identify descriptive low-level categories andles grounded in the data (Willig, 2008).
During this process comparisons were made betwdm was being said and what had
been said elsewhere by other participants and graupemes began to emerge and codes
that were found to be similar were grouped integaties. The connection between the
categories were further explored which led to higireler categories with sub-categories
within them. Abbreviated grounded theory was chasesr the full version of grounded
theory due to several reasons. Firstly, the grodnitheory principle of constructing
theory was very important for this piece of reskalmowever time and budget constraints
made it difficult to fully encompass the processhaoretical saturation that is seen in the
full version of grounded theory. Therefore it waidled that theoretical saturation and
theoretical sensitivity will only be implementedtiin the texts that are to be analysed
and no further focus groups would be carried oay@nd the 6 groups that were already

decided upon). Secondly, it was important in tlesearch to explore the social processes
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of smoking rather than trying to gain insights intbe individual participants
psychological world, therefore grounded theory wasst suited to meet this aim. Yet
budget and time constraints did not allow for tlef version to be implemented,
nevertheless the abbreviated version still perities use of constant comparison and
allows themes to be emerged from the data. One afiggvoiding not reaching data

saturation was by dividing the focus groups by hgemmus groups.

3.6 Reflexivity

There are no pre-explored steps to follow whilgingy to determine the validity or the
reliability of a qualitative account but a set téss were taken to enhance the credibility
of the findings. Firstly internal validity was véed through checking the participant’s
verbatim extracts against the emerging themes {Saar & Johnson, 2002). Secondly
when analysing the data the researcher was awair¢htir own experiences i.e. a young
non smoking female might have an impact on how @kperiences of the smoking
participants were interpreted. This process of gk reflexivity is required in
gualitative research thus it was assured by lookiimgugh the themes a few times to
make sure that they are grounded in the data. [hivdilst the data was being gathered
the researcher was clear and about what she wamterplore through this particular
research yet at the same time was open to newnfilsdand understandings as disclosed
by the participants. Using different groups of pegprovided varied routes of trying to

understand their experiences.
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4. Findings

Barriers in
Quitting
Positive Perception
of smoking
Enjoy Smoking
Relaxing
Reward
Avoidance of
boredom

Social norms

Association/

Triggers
Stress
Weight
Alcohol
Cravings
Partner smoking
Competition
External Internal
Branding Blame
minimisation
Alternative Low threat
therapy perception
Motivation
Self efficacy/
confidence
willpower
Social support
HCP
Relationship
with HCP
GPs
Other HCP

Incorrect advice

Stop Smoking
Service

Awareness
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Availability and
price

Incorrect views
of
treatments/med

|92}

Experience of
stop smoking

programmes
Overcoming
Barriers
Negative
Perceptions of
Smoking
Addiction
Health
Financial
Chastised
Children
Models of
Treatment

Holistic model

Tailored service
and access

Location and
staff

Socialising

Marketing the
Service

Targeted
adverts

Mediums and
location of
advertisement

Table 3 Identified themes across focus groups

Two core themes were found in the data; (1) barierquitting and (2) overcoming
barriers. Barriers in quitting has a further siximthemes, (1) positive perception of

smoking, (2) association/triggers, (3) competitio) motivation, (5) healthcare
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professionals and (6) stop smoking service. Oventgrbarriers has a further three main
themes; (1) negative perceptions of smoking, (20lef®of treatment and (3) marketing
services. Each of the themes will be explored. g$¥denote: after each quote the ‘P’
signifies the participant number and the ‘FG’ sigs the focus group number, where
there is a question mark after the P signifies ithats difficult to attribute the voice to a
specific participant- For details of the particifmand focus groups, please see Appendix

1),

4.1 Barriers in Quitting

The issue of barriers in quitting was a dominamib during the focus groups. When
participants spoke about the barriers that thegdashilst trying to quit smoking they
labelled many factors as the either the main or ane causes of their failure to stop

smoking. Below those factors will be discussetheform of main themes.

Positive Perception of Smoking — 1.1

When participants spoke about their perceptionsmbking a large number of them
talked about the positive nature of smoking. Smgkias used as a relaxation tool, it
acted as a reward, it was used as a mean of agomtiredom and lastly many people

found smoking an enjoyable exercise (Figure 1).

80



1.1.1.
Enjoyment

1.1.2
Relaxing

Figure 1: Positive
1.1 perceptions of
o 1.1.3 smoking and its sub-
POSIt.Ive Reward categories
Perceptions of
Smoking

A 4

1.1.4
Avoidance of
Boredom

1.1.5
Social Norms

Enjoyment —1.1.1

It is often considered that smoking is an addictemmd that people only smoke because
they are addicted to cigarettes, however many pewihin this study mentioned that
they enjoyed smoking. They liked the routine itegithem, they liked the taste and they

liked holding the cigarette in a particular way.

“I love smoking, I've always loved it. After a meafter sex, I've always liked it”

(P1 FGA4)
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Often people are fully aware of the dangers assatiaith smoking, though because
smoking is enjoyed it very difficult to quit. It Waften discussed that it is harder quitting
something that you enjoy than quitting somethirgg §ou don’t. Therefore smoking, for

many of them, became a legitimate excuse for iaptimg work and snatching a moment

of pleasure.

“I've had a good innings so if they’re bad for nidike a cigarette so ‘so what”

(P1 FG4)

Cigarettes smoked at different times of the dayegdiferent sense of pleasure. Most
people spoke about the first cigarette being thetmpleasurable of them all, it is the one
that they enjoyed the most. It prepared them ferdy ahead and made them think more

clearly.

There were some participants that remarked that dn# not enjoy smoking and they
only smoked because it was an addiction. Althoulgh,same people talked about the

pleasure of having their first cigarette of the day

Relaxation — 1.1.2
Smoking was seen as a way to relax. It was mosttytthat if one was feeling low or
experiencing stress then smoking a cigarette wilieve a sense of equilibrium. Most of

the participants emphasised the calming nature @fjarette. It was most often used as
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crutch to deal with hard times or stress. It is firg thing that most of the participants

would use to relax, unwind and feel calmer.

“when I’'m at home then | start thinking like | doféel well or | start stressing, then |

light up a fag” (P5 FG1)

“You have a fag to chill out. You have a fag antircdown” (P2 FG4)

Relaxation was sought during or after many differggpes of situations; financial

problems, family hassles or after a hard days work.

“When the kids are doing me head in, | want a ctipaffee and a fag...I think if you had
a bad day with the kids, if you had a row with ttieer half

It does relax you” (P? FG1)

Smoking acted like a crutch for many people to lygough daily hassles. There was a
heavy reliance upon it to make everything feel caid normal. It was used as a method

to recharge their batteries after which they carnyaan with their usual lives.

“Just sit down, relax, you have a cigarette; | thilh does relax you. | think it calms you

down. If you take 5 minutes out to sit down ancetafag. Then you can come back and

start again rather than shouting and screaming” (PG1)
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Smoking gave a legitimate excuse to linger a littleger after meals, to stop work for a
few minutes, to sit at home without doing anyththgt requires effort. Hence for some

because of these reasons quitting cigarettes bexcdiffieult.

Reward — 1.1.3
Individuals from low socioeconomic backgrounds bawe a restricted range of
opportunities available for reward. Smoking wassg®a reliable source of reward,

especially amongst women participants.

“I treat myself to a cigarette when I've done a féngs” (P? FG5)

The reason why smoking was considered a treat we&uise a cigarette is a reward that
they can give themselves as often as they wishbacduse other forms of reward are

missing in their lives.

“I look forward to it, | get jobs done and then leaone” (P1 FG5)

The sample for the study were from deprived aredstds often said that people from
deprived areas have fewer opportunities of rewlaedefore it is not surprising that these
women perceived smoking as the biggest rewardewhtall. Inaddition to this,
individuals lacked confidence in their ability tmg smoking and to replace it with an

alternative rewarding activity. If smoking was meirt of their lives they would be
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substituting the cigarette with other rewards sa€lfiood consumption, and this would

not be acceptable to them, as they fear weight gain

Avoidance of boredom —1.1.4

Frequently, the participants remarked that smoldigarettes helped them to avoid

boredom or that if they stopped smoking they wdaddored due to not knowing how to

fill the time gap. A large number of the female tg@pants were housewives therefore

they had a lot of time during the day to fill, asghoking was seen as a task which could

occupy their time.

“l just do it through sheer boredom most of thedirf | had something to occupy my
time with then | wouldn’t. Because I've got too mtime on my hands it seems a good

way to fill it” (P5 FG3)

Smoking a cigarette was like being with a frietdsihaving a companion when one is
alone or bored, therefore unless the smoking wals.ged with something else to spend

time on, quitting would not be so easy.

Social Norms — 1.1.5
Smoking is perceived as a social thing to do. @nather hand if smoking is prevalent
within one’s family or social circle it becomes parf the social norm. Most people

within the focus groups either had friends, pagrarfamily members that smoked.
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“I think I'm a smoker because it's in my blood; myum and dad smoke” (P5 FG6)

“There are plenty of people who smoke where | aRZ FG4)

Smoking was seen as the normal thing to do; pefefiigpart of a group without whose

membership they would be alienated and becomeial sntcast.

“There are 90 people where | work and only 5 damtoke” (P5 FG4)

People close to them smoking became an excusédordwn smoking behaviour as it
was perceived to be harder to quit when everyooenar them would still be a smoker.
The smokers had a difficult time overcoming thisp¢ation unless they avoided friends
or family members that smoke by associating mortha won-smokers or developing a

new group of non-smoking friends.

“Until this anti-smoking started a few years batkvas a social thing. You'd bring a
pack of cigarettes out and offer them around. ds\& social thing, like my turn I'll get

the beers” (P3 FG4)

Association/Triggers — 1.4
The participants were associating smoking with dexctsuch as weight gain, stress,
alcohol, cravings and their partners smoking (Fége). There was a common view that

by quitting cigarettes weight will be gained, stredll increase and that drinking alcohol

86



would become less satisfying. The participantsneigas of age and gender all described

these associations as being one of their biggeselsin quitting cigarettes.

1.21
Weight Gain
1.2.2
Stress
Figure 2:
1'.2 : 1.2.3 Association and
Association/ > Alcohol triggers with
Triggers smoking and its sub-
categories.
1.2.¢
Cravings
1.25
Partner
Smoking

Weight Gain —1.2.1

“I'd rather smoke than be fat” (P? FG5)
Weight gain was one of the biggest barriers intopgtsmoking. It is usually assumed
that women are more concerned about weight gairebemmen in the focus groups also

saw weight gain as a problem and associated itquiitting.

“I blew up like a balloon when | stopped smokingt ddes put on weight”

(P3 FGA4)
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“I put on weight when | stopped...l was eating ingtehsmoking” (P2 FG4)

The participants generally fit into two categoridfe first were smoking to keep the
weight down and the second continued to smokerfggrbst-cessation weight gain. Most
often the participants spoke about their quit aptisnand the quick relapse due to weight

gain.

“| gave up smoking on'5January, got the patches, my husband and | dintjiether.
Put the patches on and we did fantastic, didn'nefamcy one. We did it for three and a
half months. | put on 2 stone, | looked in theramiand | was distraught. | tried to put
my skirts on | last year. I'd booked a holidayweént out and bought a packet of fags”

(P? FG5)

The reason why participants associated weight géim smoking was because (a) they
thought after quitting their appetite would retamd (b) that weight gain was as a result

of over eating when trying to substitute food farigarette.

“Then you try and quit and you worry about puttioig weight. And they tell you that
you've got to stop smoking and you've got to losggit”
“And when you stop smoking your appetite comes bhadkyou just want to eat
everything”

“And then you nibble because you want somethirdptwith your hands” (P? FG1)
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Due to a cigarette acting as a stress buffer, wihermigarette is not there the participants
described eating comfort foods, which are genetaigh fat and high sugar. Comfort
eating would be used to make them feel calmer, deessed and happier, things that a

cigarette previously did for them.

“When I tried to give up before | had my fridgel fofl healthy stuff, | had the carreticks
that they tell you to do...but I'm sorry, if you'vet@ biscuit in the cupboard or a carrot,
and you're highly stressed because you want a eitg@yrl think | know what I’'m gonna

go for....the weight gain is a definite factor for’'nfile? FG1)

Thus weight gain due to the reasons above is aa&iger in quitting cigarettes, and

increases the likelihood of relapse.

Stress —1.2.2

“Any sign of stress and I'm straight for the cigtes” (P? FG1)

Smoking is considered to relive problems; howevdratwthe participants failed to
understand was that the problem still remained. Sinart term effect of smoking on
mood is not understood because each time feelingisass are aroused another cigarette
is smoked. This constant pattern of smoking wheessed makes people believe that a

cigarette is a source of relief in hard times, withwhich they would be lost.
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“If I've had a stressful day, | have to reach fare Stress is the main thing for me, so

that would come top probably, above cravings” (R26}

Attempting a quit will not be thought about whenrgpthrough a difficult period. The
participants mostly said that when experiencingffecdlt time they need their cigarettes.
Alternatively relapse was seen to be very commaer af traumatic event, should it be a

close death or relationships break up.

“2 weeks | gave up for, and then | lost my dad.rigeee was going to me ‘oh you'let

yourself down’- thanks” (P4 FG1)

Pregnant women and women who had recently giveth bere more susceptible to
stress. Especially if they lacked family support @apent a lot of time alone. They felt
that they needed a cigarette to de-stress.

“but when the baby was born you have the stresseobaby crying all the time and my
husband was going out, | lit up a cigarette agaitell you what, that first cigarette made

me feel so dizzy and sick but it didn’t stop me3 f51)

Stress was accepted as part of a normal day tolideng. The participants had

acknowledged that they will experience stress, vewpsychologically they completely

depended on smoking to help them through theisst@ad anxieties.
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“Everyone gets stressed in life, everybody has lerob, everyone has grieving, and

that’s the time you go for a fag” (P5 FG1)

Alcohol - 1.2.3
Alcohol was seen to boost the pleasurable effecmmmking a cigarette. Some of the
participants through conditioning associated hawngigarette every time they were

consuming alcohol.

“a party come up and | thought how can | drink vaitih a fag because that’s when |
smoke. | didn't know what to do with myself, | lsadrink in one hand and nothing in

the other. It was a joke really” (P? FG5)

The smoking ban had led to a slight weakening ©f donditioning however a lot of
drinking still takes place within homes, therefdra quit attempt is to be made having a
glass of alcohol could provide visual and olfactones to light up making it easier to

relapse.

Since the smoking ban people drinking at clubs puds have to smoke outside. A
number of smokers mentioned that if they were tit gmoking and their friends
continued to smoke, they will be the only one gtindoors whilst all of their friends
will be outside smoking. Group membership was weryortant and thus hindering quit

attempts.
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‘Social smokers’ are more likely to associate atitolith smoking as it forms part of
their custom. They view smoking as a social exeraibich is mostly done on weekends

with their friends whilst drinking. It is perceivex$ having a good time.

Participants also described the potential to twrnalcohol if they could not have a

cigarette.

“I don’t drink but I could turn to it. If I couldit have a cigarette I'd probably drink{P?

FG5)

Alcohol acts as a barrier to quitting cigarettdsisla constant reminder to light up a
cigarette. It has become part of a learned routire¢ needs to be overcome for a

successful quit attempt.

Cravings - 1.2.4
One of the biggest barriers in quitting is cravingéhen the participants made a quit
attempt they described the cravings as being veong and ‘luring’ them back to

smoking. The urge to smoke was overwhelming and tid not make it better.

“...the cravings are still there, you just don’t res# it and | think that’s the hardettting

to overcome if you want to pack up smoking” (P4 FG6
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Other participants who had never attempted to gmbking spoke about constantly
craving their cigarette during day and night. THely that if the craving was so strong
before they have even made a quit attempt, howcdiffwould it be to manage the post-

cessation cravings.

“If  wake up in the middle of the night, being kégp pregnant, sometimes | go ahdve
a cigarette. | can’t wake up and not have onegdéddown the shop in npyjamas, |

would, not bother to get dressed. I've done thahfy of times.” (P4 FG2)

It is not helpful when ex smokers speak to the sr®land tell them that their cravings
have never gone away. Most participants regarded ab a life sentence. They will
forever be in the clutches of temptation and teduced their confidence to make a quit
attempt.
“You’d have to find something else to calm thatving, food or whatever, to get rid of
the cravings — patches, | think you have got tatrgl get your mind off the fact that you
want a cigarette, and do something else I think'sithie only way round it,not thinking

about it, cos the more you think about it the m@evings you're gonna get” (P4 FG6)

Partner Smoking — 1.2.5
A large number of participants had a partner thablkes. Having a partner that smokes
could be the biggest stumbling block for a new teuitlt is a constant reminder of the

sight, smell and taste of a cigarette.
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“| tried patches, they worked but my wife smoked is in your face” (P5 FG4)
“How long did you stop for?” (HA)
“ three or four months. Because the wife and eveeyaround me (smoked) | started

again” (P5 FG4)

A few participants based upon their current expegs envisaged the difficulty of
quitting alone. This participant who is a smokefobe even making a quit attempt finds
it difficult not to smoke when her husband is smmgkiThus for her quitting whilst her

husband is still a smoker would be very demanding.

“the minute he (husband) gets up and sparks umd f@anna sit down and have a fag
with him, whereas | might have gone another hotinovit having another cigarette

before he got up” (P4 FG1)

Many women spoke about their husbands not beingfuiebr considerate. Therefore
they could not trust them to be considerate if thely smoking. This again deterred them

from making a quit attempt.

“I think having a partner smoking (will be a barrjeif | try and give up and he carries

on smoking, | think that would be a big barriernmsgiimes they’re not helpful anyway are

they men...they’re not helpful” (P? FG1)
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Other participants pondered over how their behaunaight be if they quit and their

wife/partner was still smoking.

“I suppose I'd be unbearable if | quit and she @yifvas still smoking so that would be

quite a big barrier in my household” (P? FG6)

Smoking partners make it more difficult for themrmers to quit by providing constant
temptation to smoke. By smoking in front of the ttgri they provided visual and

olfactory cues to light up.

Competition — 1.3

It is important to understand what competes for plaeticipants time, attention, and
inclination to change, and to work with or learonfr the competition. Competition can
be both internal and external. In the context a gtudy internal competition are the
personal factors that are competing with making wat @ttempt; such as blame
minimisation and low threat perception. Externahpetition on the other hand are outer
factors such as the stop smoking service brandaggn@n-NHS stop smoking services
that are competing for the attention of a smokéresk factors will be further explored

below (See Figure 3).
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Figure 3: Competition and its sub-categories

Internal -1.3.1

Blame minimization — 1.3.1.a

Blame minimisation was a reoccurring theme witlia focus groups. Some participants
blamed their smoking on other things, such as fastitess or their social circle. This

could act as a barrier in quitting smoking becabsesmoker is not taking responsibility

for their smoking habit. The blame was laid upontrpa's, friends, hectic lifestyle and

stress.

The participants would often talk about the guiky experience when smoking but they
felt helpless because it was believed that if theynted the finger of blame on to another

object they could not be held responsible for teeioking behaviour.
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They felt that they also could not be held resgaadior initiating smoking either as that

was blamed on peer groups at school.

Low threat perception — 1.3.1.b

Many participants were well versed in the dangdrsmoking. They understood the
health risks but there was a common attitude ofilit not happen to me’. Many women
defended their decision to smoke during pregnanycydying it caused no harmful effect

on their child.

“Out of all of them my son, who | smoked the mwish, was my biggest baby, the
quickest birth — I mean, all my babies have beeokgand nice sizes, but he was the most
perfect one out of all of them, and | smoked mydhef& with him, and so | think that
doesn’t help you because you have all these in yand —you know, people go ‘your
baby will be too small' and things like that. Allynbabies have been perfect babies,

brilliant sleepers, brilliant feeders” (P? FG1)

“I know what you mean. My son, | don’t know whbleegets his brains from, and they
say if you smoke they do really bad at school” F¥zL)

“But they say that when you’re smoking and you’egpant you can stunt the growth of
your baby. Well, all | have to say is, good jatid smoke with him, because he was 9 Ib.

60z. If I didn’t smoke he would’ve been 25 pouh(Bl FG2)
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Other women regretted not smoking during pregnaaray gave examples where even

after not smoking their child was either smallemgight or had health issues after birth.

“I didn’t smoke at all and she’s asthmatic and exteing, and she’s wheezy all ttime
and | smoked all the way through with all the othend they’ve got nothing. And they

were big babies” (P? FG2)

This in turn seemed to have reinforced the idea sheking during pregnancy was not
harmful and the more the women discussed this it group and their social circles
the more the ideas were reinforced. No woman witthi&d spoke about the harmful

effects of smoking on their children.

The men were split into two distinctive groups. Thst group felt healthy and did not
feel disadvantaged by their smoking however thermtroup could feel the effects of
their smoking. They cited being out of breath whkealking up the stairs or not being
able to run. The first group felt that going to thgm or leading an active lifestyle
compensated for their smoking and cancelled oubh#inful effects. Therefore having a
low threat perception of smoking reduces the rem$onquitting. If participants do not
feel threatened by the effects of a cigarette athdor example they are less likely to

consider stop smoking, especially during pregnancy.
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External — 1.3.2

Branding — 1.3.2.a

The research identified that the most significamiree of competition for the NHS stop
smoking programme was the issue of brand recogniBarticipants were confusing the
local NHS stop smoking service promotions with otep smoking promotions that
were running at the same time. When participantsevwasked about stop smoking
treatment promotions, they remembered and recalesnotions from well known
brands such as Tesco’s and Boots, however not aule cecall the local primary care

trust promotions.

The participants were also failing to connect &lthee different advertisements that the
PCT had placed to promote its services. As there meaunifying brand within those

promotions, it seemed that the participant’s ait@nivas not being captured.

Alternative Therapy — 1.3.2.b
When discussing stop smoking treatments the feipatécipants were more likely to

mention non NHS stop smoking treatments such asdsyp and acupuncture.

What about being hypnotised? That worked for neynd?
Yes £25 down the drain, | came out and had a fag
Nothing happened

I've had acupuncture. (P5 FG5)
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Alternative treatments were seen as a hit and nusssome they would work but for

others they would not.

“Some woman at work smoked 50 a day and went igadtist and came out and never
smoked again. My husband went to the same wontamaased around and still

smoked” (P3 FG5)

However the participants were still keen to try treatments regardless of stories of the

lack of effectiveness.

“There’s only one thing I'd try and that's hypnostos hypnosis would, if | was the kind
of person who wanted to give up, | wouldn’t wantdoany of these other things” (P4

FG2)

Alternative treatments were favoured because tlfey a quick fix and claims to treat
instantly whereas a NHS service requires more tammitment and provides a probable
claim to quit success. Thus women were keeneryaatquick, non time committal
treatment. This could be a barrier in people qgttbecause if the attempt of quitting
using alternative treatments is unsuccessful itldvowake participants less likely to make

another quit attempt using a NHS service.
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Motivation — 1.4

Having motivation is an important tool to assisbjple in trying to quit cigarettes or not

to relapse. Motivation can be affected by manydictThe three that were discussed
within the focus groups were self efficacy/confidenwillpower and social support (See

Figure 4). If motivation is weak this can becomeaarier in quitting.

141
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/ ernnfidance
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A 4
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Figure 4: Motivation and its sub-categories

Self Efficacy/Confidence — 1.4.1

Self efficacy is the confidence in one’s abilitydarry out a task. Having the confidence
to do something increases the chances of succgssfuinpleting the intended task.

Therefore in the context of smoking if one beliettest they can quit smoking then they
have a high probability to quit compared to anwmiial who has no confidence in their

ability.
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The participants, men and women both alike regalaekl of confidence as a barrier to

quitting cigarettes.

“Do you think you have the confidence to quit... 4)
“Probably not at the moment, no. I've been goingtlyh some big changes in my life at
the moment, probably not at the moment...| may betaliet my confidence back and

quit” (P5 FG6)

The participants felt that they had to build thelws® up in order to make a quit attempt
and believing that a cigarette is addictive in natdecreased the confidence levels. It
made smokers feel that they did not have the pldiguit because a cigarette which they

perceived to be a drug ‘is such a powerful thing’.

(FG1)
“I think a cigarette is such a powerful thing, élis you that you can't give up” (P4)
“because it's a drug” (P2)

“...and that makes you lose your confidence” (P4)

However they saw smoking as increasing their cemidg in social environments. A
cigarette allowed them to socialise with people tmdthe younger participants it made

them ‘look cool’.
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Willpower — 1.4.2

Willpower was very frequently used within all focgsoups. It was given the status of a
magic wand, that if present it would cure themfadit smoking habit. Willpower was
often described as something internal, its eitt@nething one has or doesn’t have.
Though a clear description of the word was neveemi Instead references were made to

NRT adverts on television that claim willpower fisgerative.

“Yes, because it's your willpower. Somebody camrhtaround to you and say your’re

gonna stop smoking” (P? FG1)

Participants often addressed the relationship letweonfidence and willpower. They
were believed to be distinctively different. Willper was seen as a more important
facilitator in quitting than confidence.

“people can have confidence in you, but if you hawat the willpower to the have the
confidence in you...it's not going to work, you cdoddthe most confident person going,
but it’s just that one word. You need to make sorgve got the willpower to; you know

to be able to do it. So no, confidence wouldn’taee (willpower) it.”
(P2 FG1)
Other participants were sceptical about willpoweing the only factor required for a

successful quit. One pregnant woman said:

“If I could give up with just willpower, then | thk | would, obviously” (P5 FG1)
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Social Support —1.4.3

Social support had a big impact on quit attemptslang term quit success. Participants
considered a lack of social support as being adsarr quitting cigarettes. Lack of social

support came in different forms. The first couldebpartner that smokes or alternatively
a partner that smokes who is inconsiderate andrageg smoking in front of the partner

that has quit. Secondly it could be family membersgroups of friends who are not

supportive of the quit attempt and continue to tethp individual to resume smoking in

social environments.

(FG1)
“Yeh cos sometimes they’re not that helpful anyar@ythey, men, | mean they’re not are
they? They’re not helpful” (P?)
“My other half thinks, I've tried in the past, I'waid I'm not smoking today, I’'m gonna
give up, and he says ‘aren’t you ashamed’ pufftf Bm like that. Why do that to me? Do

you know what | mean” (P3)

Women frequently mentioned their partners smokitigee when they were pregnant or
in front of the children. The partner was perceitedhave an important role in the
womans decision to stop smoking during pregnanowever the lack of support and the
partners continued smoking led the pregnant wonwercarry on smoking during

pregnancy and beyond.
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Healthcare Professionals (HCP) — 1.5

Having a positive relationship with healthcare pesionals is critical for our health and
well-being. GPs were seen as the ‘experts’, théthesae professionals who they sought
advice from. Midwives were seen as support mechaduring pregnancy. However the
same healthcare professionals undermined theitiposiby showing a lack of empathy,
by providing incorrect information and by displagimegative body language. These

themes will now be explored further (See Figure 5).

15.1 ,
Relationship < a.G.P’s

with HCP b. Other HCP's
1.5 Healthcare
Professional:
1.5.2
Incorrect
Advice

Figure 5: Healthcare Professionals and its sub-categories.

Relationship with HCP — 1.5.1
GPs-15.1.a
Most participants spoke about their GP in a positiay when it came to non smoking

issues. The GP was great when treating diseadehaalth however the participants did
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not want a ‘lecture’ on the harmful effects of snmgk If the GP enquired about smoking

most often the participants lied.

“I've had, the doctor says everything is hunky dahey always ask how many cigarettes
you’re smoking now. | invariably lie and say 1542@ | don’t — | smoke more than that.

I've never ever wanted to give up” (P1 FG4)

Other participants disclosed that their GP had nepgeken to them about smoking and
had never raised the issue. They normally thougbtwas due to time pressures on the
GP. They also viewed the GPs time as being ‘prectiand thus talking about a subject
like smoking would eat into the appointment esgdiciahen they thought the GP was

not interested.

“His time is precious and | don't think he’s gotettime of the day. If you specifically see
him for that, then he’s got more time. It isn’t iymediate problem; | don’t feel | need
to talk to him about my smoking. If | did, thesuppose. .He never really mentions it”

(P5 FG6)
Some participants discussed how GPs would simpdy gtiate that they had to quit

smoking but did not take the conversation any &ntior offered any further support.

“Well not really they don’t offer you any help top, they just say you need to give up

and that’s it” (P5 FG3)
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Participants occasionally found the GPs behaviauy patronising. One described the
GP making her feel like a ‘scum’ by the way he/dlehaved. Another participant

describes feeling on her own and again patronigdteb GP.

“If I went to mine, basically she’d say what hawaiycome to me for, there’s nothing |
can do, and you’re on your own. And it makes yeuvi®rse when you come out because

she’s looked down on me, doesn’t wanna help me'HB3)

Due to the exhibition of non interested behavioyrthe GP’s a number of participants

thought that it was not part of a GPs role to discemoking with their patients.

“Well, they’re not really interested...It isn’t regltheir job to tell you about that is it, |
mean their time could be spent elsewhere, soyl tultlerstand that and | just take a

leaflet” (P2 FG6)

Men in particular found it difficult to maintain ielationship with their GP due to the
increased time lapse since they last visited thigesy. For some men they visited the

hospital more than they visited their GP.

“I broke one of my fingers a couple of years agd arent to the hospital and they asked

me to fill in a form with the doctors name, he wasdoctor but the last time | see him

was 20 years ago” (P2 FG4)
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Lastly, many participants observed the body languaigtheir GPs and found it to be
negative. GPs body language was thought to berpsiing and participants often got the
impression that they had outstayed their welconakimg it less likely for the participant

to raise the subject of smoking.

Other HCP - 1.5.1.b
Midwives spoke to women about smoking, however mwsien felt that once they

answered the topic was left alone. They did nat fhrem to be encouraging.

When asked if pharmacists spoke about smoking ynabtparticipants said no. This was
quite surprising as a large number of pharmaciesdwiver a stop smoking service. Yet
pharmacists were viewed in a very positive maniiéey were described as always
having time to discuss issues in more detail andgoable to see the pharmacist without
appointment was liked.

Overall the lack of a constructive relationshiphwitealthcare professionals means that
participants are not comfortable speaking to theouaismoking. This in turn becomes a

barrier in trying to quit because GPs are the fisht of call for healthcare advice.

Incorrect advice — 1.5.2
Healthcare professionals were seen as the peopbehate the answers to all health
related questions. Many women described the adhieg received from their midwives

whilst being pregnant. However when discussinggitidce that they had received, some
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rather worrying incorrect advice had been givenlaye number of them explained that

they were told not to stop smoking because it wangdstressful for the baby’.

“My midwife told me that it's actually more stregkfor the baby trying to give up

smoking in pregnancy — it's better if you can coivd” (P3 FG1)

“When | was pregnant with my first son | was unddot of pressure so | was smoking
more, and | was paranoid about smoking all the #egugh, but I couldn’t stop, and she

(midwife) told me it would be the worst thing towdould be to give up” (P? FG1)

“would you be interested in getting help to stomkmng?” (HA FG1)
“Well, we're not allowed. Well the midwives told' (B2 FG1)

“they said its best for the baby, because it waitdss the baby out more” (P1 FG1)

“Well when | was pregnant with my last one they twle that | couldn’t give up

smoking” (P2 FG2)

Women were actively told not to quit smoking andedw the heavy reliance on

healthcare professionals for health related adieewomen did not challenge this view

and believed it to be correct.
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Stop Smoking Service — 1.6
The lack of awareness of the local stop smokingiegrincorrect views on treatment and
medication, as well as bad negative experiencheostop smoking programmes acted as

barriers in quitting cigarettes (Figure 6).

1.6.1 a. Availability & Price
Awareness

b. Incorrect views on meds.

1.6 Stop
Smoking Service

1.6.2
Experience of
Stop Smoking

Treatments

Figure 6: Stop Smoking service and its sub-categories.

Awareness — 1.6.1

Awareness of stop smoking services such as fregpgsessions, NRT on prescription
and stop smoking support at GPs was generally goite. It was generally thought that
the availability was scarce and the price wouldhlggh. Participants also held incorrect

views on treatment and stop smoking medications&lvéll now be explored further.
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Availability and Price — 1.6.1.a

Many participants had never heard of the local Nittf smoking service and could not
pinpoint the kind of services it offered. Howevke tmajority were aware of the national
stop smoking campaign and often thought that iy tieguired help then they will call the

national helpline. This is turn made the serviad feaccessible as for the participants it

was not a local service.

The impression mostly was that one has to pafiooking cessation treatments. This
acts as a barrier to quitting in two ways. Firsilypeople are unaware of the stop
smoking support available locally they are lesgljikio access it and secondly if they
fear high prices for things such as NRT then adlagy are less likely to use NRT for

support.

“So what about the cost of smoking cessation?” fH25)

“Yes, it's very expensive” (FG5)

“What about cost of smoking cessation treatmen(si®)

“They are pricey” (P2 FG1)

Some participants spoke about actively purchasiRg@ kb stop smoking. The
participants were likely to pay large sums of mof@ya few weeks course. This made it
less likely for them to go and purchase anothersmaof treatment as it would be deemed

too expensive.
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“I bought some patches, and like we were saying there quite expensive — about

£16.99 or something” (P2 FG2)

There were other participants who held the view évan if NRT was expensive, “if you
can pay to buy cigarettes you can buy NRT instép@iFG6). However participants that
held this view were more committed in making a cattempt. Yet there were a few
female participants that were aware about the Ib&T scheme, but very few and far
between.

“I got my patches on prescription for £6.50 | got®nths” (P? FG5)

Lastly, some participants due to the lack of awessnof the NHS NRT promotion
complained about not wanting to spend the money shge by not smoking on smoking
cessation treatments.
“I don't really know that much, but another barriawvell not a barrier but another
reason I'd quit would be due to money, and | wolildiant to spend that money on any
other sort of treatments like patches and thatfssaf | don’t really think much of that”

(P5 FG6)

Incorrect Views of Treatment/Meds — 1.6.1.b

As well as not being aware of the services on offarticipants held a number of
incorrect views on treatment and medication. Them sources of incorrect information
were family and friends. The most popular view hglts that NRT was as damaging as a

cigarette and it would be like replacing one addictith another.
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“If you're trying to quit or give up nicotine, whatthe point of putting nicotine back into
your body...you're just gonna get addicted to thelpas. That's why | don'’t believe they
work. You're defeating the object” (P3 FG1)

“That’s why | don’t agree with anything like thatthink it's all a load of rubbish. If
you’re gonna give, give up.” (P4 FG1)
“If you’re taking the patches the nicotine is sgibing in, so you've got to stop taking the
patches, so it’s just like another craving. It megou have got to wean yourself off

something else” (P5 FG1)

Another common view held was that one cannot us& MRilst being pregnant. This
was reinforced by midwives telling pregnant womest to quit smoking and many
women not being aware of the changes that havdtedsin pregnant women being

allowed to use NRT under the supervision of thé? @ pharmacist.

“And you can’t give up cos you can’t use nicotirsghes when you're pregnant can

you” (P4 FG1)

“the baby’s used to you smoking so all of a sudadnch sounds really awful, you're
gonna give up so the baby’s gonna go through watvait the same as me, so | imagined

giving birth to a stressed out baby” (P? FG1)

“We can’t use any while you're pregnant anyway; yaum't use the patches, can't use

gum. You're not allowed to use it.” (P3 FG1)
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Men held incorrect ideas about stop smoking grobpsthem the only reason to attend a
group would be if one lacked moral support. It vasely a support mechanism for
‘weak’ people. Many male participants mentioned tih@y did not need moral support
and that they would not feel comfortable to attargtop smoking group, as there was no

other reason to attend.

“What would make you more likely to attend the stopking group?”
“if you felt you needed moral support, then go @dr(P5 FG6)
“...if they’re not strong enough to go and do it tkeit own. So as a moral support yes

they’re fine” (P4 FG6)

Experience of Stop Smoking Treatments — 1.6.2

A large percentage of the participants had expeeenf accessing at least one stop
smoking treatment. However you would often findttifia treatment was ineffective the

chances of relapse were much higher and it woulkentiaem less likely to try another

stop smoking treatment. Nevertheless there werer gblarticipants that had tried a

number of treatments but were still unsuccessfguéting.

“Nothing works. | started on with zyban, gave méuwnations, couldn’t sleep, from
there we went onto the tablets, chewing gum —ghéie. Then | went onto the Béur
patches and came up in scabs. When | went ongthedr day that was worse. Now I'm

going on sleeping tablets” (P? FG5)
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Occasionally the participants mentioned learnignfiother people’s experiences, so for

example if they heard on the grapevine that NRTld/¢ead to adverse side effects they

were less likely to use NRT as a potential treatrotion.

“I've heard of people hallucinating on the patchd$3 FG1)

“Yes | know. As | say, I've known people who'vednee addicted to the chewing gum for
a long time. | know its may not as serious, bststill a dependency”
“Yeh, my friend had the chewing gum. She’s beeih God knows how long but she still

chews it and she’s had a lot of diarrhoea havirgt.th(P? FG2)

For some the increased marketing of NRT product§\wnesulted in high recognition,

therefore it would be their first choice of treatrhe

“Yes, definitely the patches would be my first ceb(P4 FG5)

A number of participants quit ‘cold turkey’ whichemns by no assistance. The main
reason for doing that was because it was seelif thia was serious about quitting then

one does not need to rely on any other substamdesabments.

“I didn’t use any method, | was quite ill when épped smoking, | just stopped cos |
physically couldn’t. That was the reason | stopp#dvasn’t through any other”

(P3 FG3)

115



One participant mentioned calling the national lie¢pand her experience was not good.

She explained:

“I've rung the 0800 quit smoking line before. lasva young boy talking rubbish.
Probably smoking while he was talking to me. tifehlly embarrassed. He said try not

to smoke then” (P? FG5)

4.2 Overcoming Barriers

The second super-ordinate theme is overcomingdsarrOne of the aims of the study
was to explore how barriers in quitting could bemmome which in turn can assist in a
successful quit attempt. This section is dividedimghree main themes; (1) negative

perceptions of smoking; (2) models of treatment @)dnarketing.

Negative Perceptions of Smoking — 2.1

As well as talking about smoking in a positive wag participants also discussed the
negative aspects of smoking (Figure 7). It is intguoir to understand what is viewed
negatively by the smokers in order to get theierdgton and present stop smoking

messages in a way that will connect with them. Bivie-themes will now be discussed.
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Figure 7: Healthcare Professionals and its sub-categories.

Addiction — 2.1.1
Frequently participants spoke about smoking in eelguphysiological way. They saw

smoking as an addiction, as something that the bedgs and must be given.

“It's an addiction, it's not easy” (P3 FG5)

“It's a drug isn’t it? An addiction. Your body’s ad to the nicotine” (P? FG2)

Some even complained that they did not enjoy sngpkiowever due to the addiction

they were unable to quit.
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“It's totally the addiction, | don’t enjoy smoking(P2 FG4)

Giving the title of addiction to their smoking ames took away their responsibility to

stop smoking. It was used to justify the difficatiin quitting and made the problem to
be external. They would talk about the guilt asst®e with smoking however they were
not to be blamed because it is an ‘addiction’. Wued was also used to get sympathy

from other people for their smoking; it made theokers look like victims of the ‘drug’.

Health — 2.1.2

“Well, anyone with an amount of common sense kribatsyou won't be 100% if you do

smoke, that if you do smoke you know for a fadtytba won’t be as fit as you could be if
you don’t smoke.” (P5 FG6)

It is well known that smoking has an adverse affent health. Participants fell

predominately into two categories. The first whoubht that smoking had not impacted

on their health and the second who claimed thaksrmgdiad had an effect.

Participants who claimed that they did not feeleaithy often then compared themselves

to non smokers. Upon comparison they would thereakvhat they did feel more

unhealthy than a non smoker.

“No, | don't feel unhealthy. Just when you look and and see other people who don’t

smoke and don’t do this, then you feel unhealtidt FG1)
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Then there were the participants who discussed $mwuking had affected their health.
Smoking would impact on people’s daily lives such experiencing asthma, chesty

coughs, difficulty in walking, running and climbirsgairs.

“I’'m not quite sure. I'd like to be able to run witi | can’t. I've got asthma and

shouldn’t smoke but | do. Under stress” (P? FG5)

“You notice it in the mornings sometimes, you gebw of chesty cough sort of thing.
You definitely notice that sort of thing, throughaking, but physically | think | am

physically fit, yeh” (P2 FG6)

Bad health made participants consider the effeet digarette was having on them,
especially the effects that they cannot see. Howi\ahould not be noted that some of
the older participants had a no care attitude tdesaad health as they felt that they had a

‘good inning’ and that it was too late to quit nbacause of bad health.

Financial — 2.1.3

One of the biggest factors that will lead peopleqtot smoking is the financial gain.
Recurrently the participants would mention thatfioe would be a bigger reason to quit
compared to health. Having extra money would imprtheir lives and possibly the lives

of their family.

“So what do you think might be the benefits oftqgt (HA)
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“The money, that's the main one...l would put tharfirial one above the health one. |

know my health would improve, but my wallet woaigriove more” (P5 FG6)

“Honestly, and this sounds really really awful oétout | don’t think of the health issue. |
like smoking. | enjoy a fag. If I'm gonna give up onna think about that money in my

purse; | don’t think oo, healthier person” (P? FG1)

The price increases did not deter people from lgugigarettes. They would spend less
money elsewhere so that they could pay for a paoketigarette. However some

participants mentioned buying cheap cigarettes fetsewhere.

“I smoke the cheapest. | bought some on the f@rey to France and paid £2.79 for a
packet of Bensons which is half price. You arevedld 2 cartons, in the duty free shop
they’'re £31. The financial benefit would be instareous” (P3 FG4)
Price increases in cigarettes do hurt the pockets louseholds of smokers however
money is always found for cigarettes. Neverthelg®se is no question that saving
money is one of the biggest incentives to quitiigarettes, especially for people from

deprived communities.

Chastised — 2.1.4

The 2007 smoking ban in public places within the b&d a big effect on the lives of
smokers. The participants mentioned that the way tivere now viewed was very

negative within society at large. The language usedescribe how they felt was very
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emotional. They described that they felt ‘embamdsghey were treated like ‘lepers’ and

‘scum’.

“We go out for a meal with other people and my famgband | are the only smokers and

we go out to have a fag. We feel embarrassed.’HB8)

The majority of the anger was targeted towardsgiheernment. They were blamed for

implementing an unfair legislation which would ingban a smoker’s lifestyle.

“we’re now outcasts, the lepers. The non smokingdate got their say but the

government never left a littler home for us” (P3 4G

“They’ve made us smokers out to be the scum a¢fah&d” (P? FG1)
Pregnant smokers felt chastised at all times. Thdynot feel comfortable smoking in
front of people they do not know and felt that tHesd to lie to others about their

smoking status. The women felt victimised for witegty believed is a personal decision.

“When people know you're pregnant as well...Yeh yoget the dirty looks but people

do look at you, you feel a burning in the backainyneck” (P4 FG1)

Overall the changes in society at large are magingkers feel that the social norms are
changing. Smoking is no longer an accepted choydid public. This change in the tied

and feelings of shame would make it more likelydorokers to make a quit attempt.
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Children — 2.1.5

A large proportion of participants either had cteld or grandchildren. This usually led to
feeling of guilt. The guilt was present for diffatereasons. Firstly, the participants were
worried that that as their children get older thalf see smoking as a normal behaviour
and would start smoking themselves. This in turmilanean that the parent will not be

able to stop the child as they are a smoker themsel

“I feel guilty around little kiddies, how can yoeltthem not to smoke when you do” (P2

FG5)

At other times the participants were concerned atfmueffect their smoking was having
on the health and appearance of their child. Théyhdt want their children to smell of

cigarettes or inhale second hand smoke.

“Like last night when | got out the bath and put drgssing gown on, and it stunk of

smoke, and | thought yuggh. | was thinking ‘do g kmell like that” (P? FG1)

Lastly, due to the high cost of the cigarette mammen talked about the financial
difficulties of making ends meet. At times thereulbbe a tug between buying a packet
of cigarettes and buying something for the childrBimis usually resulted in high levels

of guilt and negative feeling.

“If the kids need something and I've bought a patfags | feel guilty” (P? FG1)
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There is no doubt that each and every parent witiengroups wanted the best for their
children and immense feelings of guilt were pres&he concern for their children could

be used to encourage smokers to quit smoking.

Models of Treatment — 2.2

In the previous section participants talked abdirt experience of stop smoking
services, however within the focus groups they wads® asked about what kind of
services they require to assist them to quit snepkifhis theme will explore the
responses given in main four sub-categories (Fig)relt would be assumed that if
participants got the service that they need and wamll lead to a higher access rate into

stop smoking services and more successful quinate

2.2.1
Holistic
Model

2.2.2
Tailored
service/acces

2.2
Models of
Treatment

2.2.3
Location and
staff

A\ 4

2.24
Socialising

Figure 8: Models of treatment and its sub-categories
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Holistic Model — 2.2.1

Throughout the focus groups participants of allsagred both genders did not speak about
their smoking in an isolated individual way. Thdways associated their smoking with
factors such as weight gain, stress and alcoholdder when getting treatment for
smoking they could not understand why only the sngpkvas being addressed and the
reasons as to why they smoke is never targetedenWte participants themselves did
not perceive their smoking to be one dimensiongy ttould not understand why then the

treatment they were receiving or was on offer igise dimensional.

“They don't tell you what to eat or anything (dugiquit attempt)” (P4 FG5)

The participants spoke about wanting support fongdh such as weight gain whilst
making a quit attempt or alternatively getting sappwith helping them to distract
themselves whilst quitting so that they do not khabout smoking. They became slightly
worried at the thought of not knowing what to reglahe cigarette with to deal with
things such as stress and often they would talkiat@placing the cigarette with another

vice such as alcohol.

“What about alternative means of handling the strehow can that be overcome?”
(HA)
“I don’t know really. Drinking (laughter) Or soething along those sort of lines. |

wouldn’t be too sure until | quit. Stress wouldypkabig part” (P? FG6)
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It was believed that by having a treatment modait tholistic and addresses their
complete problem will lead to fewer relapses andtl emable them to have a better

lifestyle.

Tailored service and access — 2.2.2
Having one service for all was not an attractivieofor the participants. They wanted
choice and services tailored according to theidseklaving tailored services and access

would encourage more participants to attend the staoking service.

“...everyone’s different. | work nights, so | wouldnt one in the morning, whereas
you’d want one in the evening, so obviously diffetene periods might help, where you
might see people in the long-term groups. If youisa from 5-6, oh | aint gonna turn

up” (P5 FG6)

The present opening and service timings for thg stmoking service were not
appreciated. Due to family responsibilities or wahift patterns many participants
complained that it made it difficult for them taextd. They wanted a service that fitted
around their need and not the other way round. yTdigo wanted a service which is

easily reached and local.

“I suppose if it's local and easily accessible areryone after work then yeah I'd fine it
easier to go, | don’t have to take days off worgdo It would have to be at a weekend or

something, to cater for everyone’s lifestyle.” (PG6)
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Having children was one of biggest barriers for veonto attend stop smoking courses. It
was almost always thought that having children rhehat they could not attend.
Though, women mentioned that if they were offeraddcare or créche facilities then

they were more likely to attend, as they could étheir children there.

“you can go to these support groups ...but if yogeeother kids and you've got no one

to look after those kids, you can’t get to thosetings anyway” (P4 FG1)

Whereas women were keener on attending stop smakiogps’ men were more in
favour of 1:1 support. They viewed 1:1 supportesslembarrassing, more intense and
less time consuming. So if they were offered matk they would be more likely to

attend.

“One-to-one in any form of tuition or meetings isn@intense, you'd get through a lot
more one-to-one in 6 or 7 weeks, and what youklaalbut as you cut down, you're
probably 2 or 3 weeks, rather than in a group dgésgian everyone putting their points
across. If you're one-to-one you just.... What yogegtto get through, and maybe you
get a better understanding of the person who’sihglgou. Rather than getting the
history of the group, you’re getting the historytleé individual. .and then you might see

your needs quicker rather than a group” (P4 FG6)
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“It's easier to focus, isn't it, as one single persrather than with 6 or 7 people around
you. If it's just yourself, you can concentratetalking to that person, and they can
concentrate on talking to you, and, as you say,geila lot more done and the less

distractions you have, the more you'll take in aayywso one-to-one it's gonna help you,

with no distractions there. If there’s big grouppeeople, if it's 15, 20 minutes since you
last spoke, your mind’s gonna think shall | justMe now, especially with a 7 week

course. If I was not getting involved, | would lpably stop going.” (P5 FG6)

Location and Staff — 2.2.3

The location of the stop smoking services and th# delivering those services were
deemed to be important. It could make the diffeeeetween attending and not
attending. Participants viewed the service as anwanity service not a clinical one hence

why they did not want a hospital or clinical settiior the stop smoking service.

“What kind of setting would you prefer — like a hmgetting, in the community, within a
hospital?” (HA)
“(hospital setting)..That would make it seem likprablem” (P3 FG6)
“More clinical. If you put it somewhere like thdike at the doctors you're gonna be on
guard, and you might not be that honest and pwivéod your points a little bit so .... A

real clinical setting” (P? FG6)

A clinical setting made participants feel uncomdbie as it insinuated a problem and

medicalised the issue, and yet many smokers doviest smoking as a problem.
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Medicalisation of smoking would deter smokers imazg forward to access support, if
they are made to feel that it is a community seniit a community non-threatening
setting then more smokers will access it.

In general there was no consensus about the kimgkigon that should deliver a stop
smoking service. Some said they preferred an exkemothers said they preferred a
non-smoker, some preferred younger staff othersuied older. However, what all the
participants did agree on was that the staff nedoktnon-judgemental, non patronising

and supportive.

Socialising — 2.2.4
“If it made it sound good, said you can come andt@nd socialise, a bit fun rather than
you can come and stop smoking if you want, borkegthat. If it's something to make it

sound good” (P4 FG3)

The participants found social environments to be-thweatening and welcoming. They
wanted stop smoking support that was centred ongbsocial. Many ideas sprung up
during the focus groups. The women mentioned mtatigroups held at each attendees

house, or having family or friends accompany thelsnto the groups.

“I don’t think I'd go to a support group becauseld get shy and | do get embarrassed

walking in somewhere, so unless | had my sistEvirwith me | wouldn’t be here now,

so, | think you need somewhere to go where you kitlogv people” (P1 FG1)
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“if they did something like, say we went round (etmouse one weekend and the next
weekend we went round mine, and did it like that;agind people’s houses that you
know, then I'd do it | think...because it feels kiken you've got a group”P3
“they can bring their kids as well because you'@nga have your kids there...you have

not got to worry about the kids as well.” (P4 FG1)

The participants did not want to take time out terad a group or session that was
boring. They instead wanted an incentive to keepicg week after week. The incentive

was not money but to enjoy themselves and makefmends.

Some women mentioned having couple only or friemyg stop smoking sessions. This
would mean that they would not have to open upantfof strangers and be comfortable

disclosing personal information.

Again choice and variation is very important, yle¢ social element must be present to

attract pregnant and non pregnant women to thesstmking service.

Marketing — 2.3

As well as speaking to the participants about theioking behaviour and stop smoking
treatments, marketing was also explored. The ppatits were asked about previous
promotional efforts and future marketing. The res@s obtained have been split into

two sub-themes (Figure 9), which will be exploresiolv.
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Figure 9: Marketing the service and its sub-categories

Targeted Adverts — 2.3.1
When participants were asked what kind of stop sngpladverts would catch their

attention all the groups responded differently.

The older women wanted adverts that were emotiandl had children in them. Their
perfect advert was a national campaign that hadrem with smoke coming out of their
mouths. The women felt that because the majoritghem either had children or
grandchildren they could relate to the children awdld feel emotionally touched by the

advert. They also wanted a helpline number to begball the adverts.

“That one on the TV with the smoke coming out efcthildren was horrible”

“Yes that was frightening”

“Because you wonder if you are doing that to cheldi (FG5)
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The younger women wanted adverts that were boldyemghical. They wanted the
adverts to feature the financial benefits of gugtand the effect it was having on their
skin, teeth and nails. The women spoke about srgd@ng a love hate relationship and

they wanted that to be explored within adverts.

“I like this part where it tells you how much moneg're wasting” (P6 FG3)
“£2 a day doesn’t seem much, but when you add biyuthe week, month and year that's

a lot of money” (P6 FG3)

The older men wanted adverts that highlighted isshat were important to them, such
as impotence. They did not want to be bombardeth @raphical or fear instilling

messages.

“...it may affect your impotence, If that isn’t a szm to give up | don’t’ know what is”

(P4 FGA4)

The younger men wanted adverts that were straigtitet point and would call people to
immediate action. They emphasised the need forregdifeat had a softly-softly approach

and were gentle in their message.

Lastly, pregnant women again like the older womeyug wanted emotive adverts. They
wanted children to be at the centre of the campaigh they preferred factual adverts

based on true stories.
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“I tell you one thing that did upset me, when | dénat little girl on telly that time with
her dad; did you see it. He had throat cancer. ®he crying. That really did get to me”

(P? FG2)

Many participants could not recall any past locarketing campaigns. That is not
surprising as in the past one advert would be dsetrget all segments of the local
population. However what this exploration showsthat different groups should be

targeted in different ways based upon what thejuirement is.

Mediums and Location of Advertisement — 2.3.2
Once more the groups differed in the type of plabey would prefer the stop smoking
message to be displayed. However nearly all ppdids claimed to read the local

newspapers.

The women over 31 wanted adverts to be placedwn tentres, on big centrally located
billboards, in and around supermarkets, post cdfized at the hairdressers. The women
under 30 wanted adverts to be placed in bus skeltethey would use buses often, in and
around supermarkets, at local shops and in thd femaspaper. Men over 31 wanted
adverts to be placed at local football clubs, ptifasn stations and local newspapers.

Men under 30 wanted adverts near pubs, in busesheht train stations, in shopping

centres and again in the local newspaper.
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Pregnant women want adverts to be placed on rawtschools on billboards, in
magazines, in local newspapers, especially the wtmrgection in the local newspaper.
The women also said they read all material thait ttfgldren bring back from school,

therefore it would be worthwhile to disseminateomfation through schools.

There are a few similarities in the kind of pladiee participants would like the
promotional material to be placed. If the locatiand place of the adverts fits the
requirements then the participants will be moreliiko see the adverts which in turn will

engage them and make them more aware of the ltmgabmoking service.

5. Discussion

The aims of the study were twofold: (1) explore tioée barriers play in continuing
smoking and (2) examine how to overcome the barribat smokers face in quitting
cigarettes. Findings from this study provide evierto support the argument that
smokers face a large number of barriers in quitsimgking, however the findings of the
current study also highlight the need to make chan®p the national stop smoking

service. This will be discussed further in chagter

The first part of this section examines the findirod the current study in relation to core

themes and nine subthemes using abbreviated grdumnideory. Methodological

limitations will then be discussed, followed by semmendations for future research.
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Implications for clinical practice, core recommetidias, future directions and

conclusions will be addressed in chapter 3.

Two core themes and nine sub themes emerged whsariey the above aims using

abbreviated grounded theory. All the themes willrie discussed.

5.1 Barriers in Quitting

Many barriers have been identified as hinderingt @itempts. Sometimes one or
sometimes many barriers are in play in the lifeacdmoker that makes it difficult for
them to quit smoking. The ones which were prevaleitiin the study were; positive
perceptions of smoking, associations/triggers, aitipn, motivation, healthcare

professionals and the stop smoking service.

Positive Perception of Smoking

The findings of the study indicate that for manytiesgpants the perception of smoking is
positive. They view smoking as a means to relaxawoid boredom and as a way of
rewarding themselves. Some also claim to enjoy smgogarticularly if it fulfils a social
element. The stimulation of nicotine receptorsifieent locations are exerted on many
brain systems including those involved with arousalvard, learning, memory and

attention (Pornerleau & Pornerleau, 1989), whicghhexplain the positive effect.

Participant’s positive perception of smoking sterdrfrem two areas. Either the cigarette

was used as a stimulant to increase arousal dbongdom or fatigue or smoking was
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used as means of reducing arousal when stressedeaRRh suggests that smokers can
manipulate their nicotine dosage to obtain therddseffect in particular circumstances
(Ashton & Watson, 1970; Ashton et al. 1974, 1986miage et al. 1968). Smokers have
reported that the subjective effects of smokinglvarither stimulation or relaxation, and
there is considerable evidence (e. g. Ashton & 18tgp1982) that smokers self-regulate
their nicotine intake when smoking cigarettes dfedent strength. This is supported by
the arousal modulation theory of smoking (ManganG&lding, 1978). The theory
proposed that smoking is an activity that has threction of controlling arousal, i.e. the
smoker smokes to increase arousal when bored iguéal, and to reduce arousal when
tense or stressed. The theory is an attempt tqratee these paradoxical biphasic
psychological effects; that smoking can lead thezitincreased cortical arousal or to

reduced stress and emotional calming (Ashton & {BgldL989).

The arousal modulation theory suggests that thegehplogical changes (increased
alertness, decreased negative affect) are intendepg with cigarettes sometimes being
used to acquire one effect or the other. Thus,uéint smokers tend to report smoking in
order to increase arousal, while sedative smokenermglly smoke to reduce feelings of
stress or anxiety. "Sedative smokers, who smokesrundnditions of high arousal in

order to decrease arousal; and stimulant smokérs,psefer to smoke under conditions
of low arousal in order to increase arousal” (Sawa& Cox, 1987).

Participants within the focus groups were not esigkely either sedative or stimulant

smokers. Depending on their situation the reasonssrinoking differed. However the

participants were not conscious of whether theyevgadative or stimulant smokers, for
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them smoking fulfilled a purpose, all they undeostovas that smoking helped when they

needed to relax and it also helped to avoid boreaodfatigue.

Smoking, especially for the female participantdhelfunction of reward. They viewed
smoking as a treat to be taken after a hard dayk.wbhe majority of the women in the
study were from a low socioeconomic background iansl not surprising that women
from that background have a restricted range ofodppities available for reward.
However smoking was seen as a reliable sourcevedrcethat they could control. A
reward is only a reward if a pleasurable effe@rnicipated. Many participants discussed
the enjoyment of smoking and cited it as a bangequitting. When asked why they
enjoyed smoking they mentioned the stimulant arthtbee effects as reasons (though

not using those exact terms).

Lastly the majority of the participants viewed snmakas a social norm because a large
number of their family and friends were smokerssakial norm is a generally accepted
way of thinking, feeling, or behaving that most pkoin a group agree on and endorse as
right and proper (Thibaut & Kalley, 1959).When pkopnteract in a group, their
thoughts, emotions and actions tend to convergsromg more and more alike. Social
interaction with other smokers could influence dedp recognise smoking as a desirable
behaviour (Doise, Ugny and Perret Clermont, 1975).

Within the participants social circle smoking wag frowned upon and was completely
accepted. This made it difficult for the participato make a quit attempt as smoking is

considered a social behaviour and they would nadonfeel part of the group.
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Disagreeing with a group you value, identify widémd feel connected to feels bad.
People report feeling uncomfortable and upset withew find out that they disagree with
other group members, especially if they expechteract with the group (Matz & Wood,
2005). Not only does disturbing the group memberdiinder the quit attempt but
according to the social cognitive theory (Bandur@36) smoking friends may provide
strong social cues and reinforcement for smokingal®ur. While nicotine is the key
chemical that elicits substance dependency (Kumak,e1977) social cues are important
in reinforcing and enhancing the smoking desirsrmokers (O’Loughlin, et al., 2003).

This might explain the continued smoking behavioumany of the participants.

As this study indicates smoking is seen as a dpdakirable behaviour which acts as a
reward mechanism and used to avoid fatigue anddbare All these factors act as a
barrier to deciding to quit and staying abstin€@moking cessation interventions must
target these factors by adding components to e cognitions. It is important to
identify other rewarding activities or sources afijoyment and to provide some
assertiveness training so that the smokers are cooffedent despite reinforcing smoking

cues.

Association/Triggers

According to the social learning theory (Rotter54p we learn to smoke by associating
smoking with attractive characteristics such a$héips me to de-stress”, "it helps me to
socialise”, "it makes me lose weight", etc, etce3éassociations make it more difficult

for smokers to quit smoking.
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The participants within the study were associasimpking with a number of factors such
as weight gain, stress, alcohol, cravings and theitmer smoking. Each of these factors
functioned as a barrier to deciding to quit angistaabstinent. These views will have to
be challenged and smoking cessation interventieesl o address these factors if there

is to be an increase in people making successfuatampts.

Stress

A large proportion of the participants reported &mg due to stress. They viewed
smoking as a miracle treatment for stress reduct#drthe onset of a stressful period
participants reported smoking to relieve the temsind to de-stress. This is unsurprising
as approximately 80% of smokers report using citggsewhen they feel stressed or
anxious (Russell et al. 1974; Warburton, 1988). Tien and women cited different
reasons for stress. Women’s cause of stress wan oftildren, family life or a close

death whereas men cited work and/or financial resfor the onset of stress.

Evidence suggests that smoking can reduce sulgefg@lings of stress. Reviewing the
effects of smoking on emotion, Gilbert & Wesler 829 concluded that "nicotine reduces
anxiety and negative effect in chronic smokers".eWhkiiewing a stressful film, smokers'
ratings of anxiety were significantly lower whereyhwere allowed to smoke than when
they were not (Heimstra, 1973). This shows thatpbeseption of stress is much lower
once a cigarette is smoked.

The majority of the participants in the study wém@m deprived areas of South West

Essex and research suggests that this sample is fikaly to experience stress.
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Compared with more advantaged individuals, peommfa low SES background seem
to experience more severe daily stressors, hawedesial power and fewer material
resources to actively control the sources of st{€sstlieb & Green, 1987; Romano,
Bloom, & Syme, 1991; Turner & Avison, 2003). Smakicould increase perceived
control over stressors and they may think that sngpls an effective way to cope with
anxiety and stress (Shadel & Mermelstein, 1993 fiindings of this study exhibit that
smokers continue smoking due to experiencing siresa their daily lives, and stress is
not the cause of smoking rather it is a precur$brs finding can assist in developing

appropriate interventions that help equip smokeiope with their stress.

The participants exhibited low perceived controleotheir stressors, whereby they
thought only smoking could help them cope. Low pared external control has been
associated with leading to anxiety and depressitence it should be ensured that
smoking cessation treatments add a component ofenrasg coping strategies so that
smokers can deal with the stressors in an effestiag that increases their perceived

control.

Partner smoking

The majority of participants had partners that alsmked. Hence quitting alone was not
an attractive option as it would mean that thentrgx would continue to smoke resulting
in constant temptation. The male participants waoge likely to quit smoking despite
their partner smoking however they relapsed faiglyickly. Whereas the female

participants talked about the difficulties in quigf if their partner continued to smoke.
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They were not confident in their ability to stayséibent hence they were more reluctant

to make a quit attempt.

Smoking status, like other health behaviours, diffeetween married and unmarried
individuals. In the UK 52% of smokers are marriedndividuals that also smoke (Jarvis,
1997). Studies have revealed that a partners smahatus is a significant predictor of
relapse. Smoking cessation is less likely amongkensowho live with other smokers or
a smoking partner (Chandola, Head, & Bartley, 20®dnore et al., 1998; Walsh et al.,
2007). Whereas, marriage to a non-smoker or taradosmoker is associated with an

increase in smoking cessation (Jarvis, 1997).

The participants discussed the difficulties ofryiwith a smoker when they have made a
quit attempt. Living with a smoking partner may as a barrier for quitting as the

intention to change smoking behaviour might be campsed when the partner does not
consider change. The temptation to smoke is higillismoking households for a variety

of reasons, such as the constant availability garettes. Also, there may be fear of
conflicts in the partnership when the smoking stathanges to non-smoking and may
therefore tend to remain in the pre-contemplatitages (Ruge et al., 2008). Partner
facilitation predicts initial success in smokingsation (Mermelstein et al., 1986; Study
1) and short-term abstinence (Coppotelli & Orlea85), even when controlling for

other correlates of smoking cessation. Longer-tabstinence is associated with the

smoking behaviour of others in the household (Mésta et al., 1986).
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Successful smoking cessation by the marital pagets rid of many of the habitual cues
to smoking behaviour in the immediate environmé&tpport functioning as a coping
assistance indicates that supporters with empattiyuaderstanding of the situation will
provide the most effective support for managing deenands of the stressor (Thoits,
1986). Similarly, research on social support rev¢ladt effective support is that that best
matches the needs arising from the situation (C&NeKay, 1984). Thus, those having
experienced the barriers to smoking cessation thles should be better suited to
facilitate smoking cessation by their partner thlaose who have not. Hence the most
effective support for smoking cessation providednigrital partners is by partners who
themselves have quit smoking (Coppotelli & Orleat385; Mermelstein et al., 1986).
Therefore both partners quitting together can scpmoe another as they will know what
the other is experiencing. Behaviour change rebkeatwmuld consider interventions
beyond the individual and include the support ohifg and others in achieving and
maintaining behaviour change such as smoking abste (Clark, Kviz, Prohaska,

Crittenden, & Warnecke, 1995; Wing, 2000).

Weight

The findings suggested that the fear of weight g&ited as a barrier for smokers to quit
and weight gain post cessation resulted in relapse.majority of the women fell into
the latter category. They spoke about previous gti@mpts and quick relapses due to
weight gain. They viewed weight gain as a byprodiiatessation and it was something
they were not happy with. They understood the msdeehind the weight gain. Some

cited additional eating as means of distractiodws to stress and others cited the return
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of appetite after quitting. This is an interestingling as it shows that smoking, weight

and stress are all inter-linked and have an effeaine another.

High levels of post-cessation weight concern hagenbassociated with being female
(Pomerleau, Zucker & Stewart, 2001), fewer previoust attempts (Klesges et al.,
1989), smoking more cigarettes per day (Klesges.e1989), more favourable views of
smoking (Charlton, 1984), lower confidence to (a&ibrrelli & Mermelstein, 1998) and
greater symptoms of depression (Frederick, Halmfieet &Munoz, 1996). This is quite
true of the study sample. The majority of particiza with post-cessation weight
concerns were female, they enjoyed smoking, thégno$poke about confidence and
willpower to quit and discussed experiencing streggen making a quit attempt.
Pomerlau and Saules (2007) found that smokersrdiega of weight category had lower
levels of body dissatisfaction than never-smokigiis.likely that this body dissatisfaction
contributes to the concerns about post cessatiaghtvgain rather than actual weight

gain.

A number of men in the study also discussed weggtih concerns. They also spoke
about post-cessation weight and how that was aetonfor them. Although weight
concerns are more prevalent among women than in pnemious research also suggests
that a substantial portion of male smokers endelseated weight concerns and smoke
to control their weight (Clark et al., 2004; Clakal., 2006; White, McKee & O’Malley,
2007). These findings suggest that male smokeosildhalso benefit from weight

targeted smoking interventions and/or campaigngftas it is assumed that men do not
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associate smoking with weight gain. However thisesgch has identified that men are

also in need of specialist interventions that tergeeight gain in smokers.

There is some argument that weight-concerned smakery hold particular cognitive

distortions surrounding smoking as a means of weiggmagement. In a study by White
et al., (2007) they found that the belief in thizefiveness of smoking for weight control

was unrelated to actual weight gain. The weighteomed participants reported that they
gained weight during previous quit attempts, howerespectively they did not actually

gain more weight than those individuals reportiegslweight preoccupation. Weight gain
at previous attempts was retrospective, self-repoaind therefore subject to recall bias.
The paper suggested targeted cognitive restrugtumitireatment for smoking cessation,
which has proved to be effective in improving afstice rates for weight concerned
smokers (Perkins et al., 2001). However theresarae studies that have not found

weight concerns to be predictive of abstinenceydr (Pisinger & Jorgensen, 2006).

Nevertheless the participants are associating wejgim and smoking. If beliefs about
weight gain are not targeted in an effective wathimismoking cessation treatments then
it is likely that the barrier of weight gain wilbatinue to make it less likely for smokers
to quit smoking. However it would be important tiéffefentiate whether the smoker is
exaggerating the utility of smoking for weight mgeaent due to cognitive distortions,
whether through the stress of quitting or due #tarn of their appetite. This finding also

confirms that the current stop smoking treatmemtasappropriate to target weight gain

143



concerns in smoking and that it needs to go muhduin order to overcome the barrier

of fear of weight gain.

Alcohol and Cravings

Alcohol was another association the participantghefstudy were making with smoking
cigarettes. This was quite a surprising findingsemking literature does not cite alcohol
consumption as a major barrier in quitting smokirgwever this was found to more

prevalent in male smokers than females. Alcohol w@sn to boost the pleasurable
effects of smoking a cigarette. Some of the paudicts through conditioning associated
having a cigarette every time they were consumiaghal. It is well established that

alcohol consumption and tobacco use are highlyetated in both clinical and non-

clinical samples.

Smoking is highly correlated with drinking in noleaholic individuals (Carmody et al.,
1985; Istvan & Matarazza, 1984), particularly amémgse who are heavy drinkers. Both
laboratory studies and naturalistic observationsyehalemonstrated that alcohol
consumption is strongly associated with increasg¢gisrof smoking (Glautier et al., 1996;
Mitchell et al., 1995; Shiffman et al., 1994). Kal@a(2004) found that smokers drank
more alcohol than ex smokers and in human labgratmdels, alcohol consumption is
associated with greater difficulty in resisting aiigttes (McKee et al., 2006). Given the
high co-occurrence of alcohol and tobacco uses, itot surprising that alcohol has been
identified as a risk factor for poor smoking cegsatoutcomes (Baer & Lichenstein,

1988; Shiffman 1986; Zimmerman et al., 1990). Salvefinical trials suggest that
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drinking alcohol during smoking cessation attenmgteases the likelihood of relapse to
cigarettes (Humfleet et al., 1999). For examplaffidan (1986) found that 20% of all
relapse episodes in smokers involved alcohol coptom In a real-time examination of
first lapse episodes, 25% of drinkers identifiecb&bl as the primary trigger for smoking

(Shiffman et al., 1997).

McKee et al. (2006) found that severity of nicotidependence was significantly
associated with delay period behaviour. Those whd greater nicotine dependence
scores were less able to resist smoking after enimgualcohol. It is known that the
severity of alcohol and tobacco dependence is ipekitcorrelated (Ellingstad et al.,
1999; Gulliver et al., 1995). It is possible thhbse with greater nicotine dependence
were more reactive to tobacco following alcoholsiamption. However, studies of light,
social drinkers have demonstrated either small (ihayfield et al., 1984) or modest
increases in smoking behaviour following alcohohsamption (Mello et al., 1987),
suggesting that the influence of drinking on smgkiehaviour may be more pronounced
in heavier drinkers. The current smoking cessati@atments do not address the
relationship between alcohol consumption and snipKiinerefore it might be beneficial
to test the alcohol dependence of would be quitad to discuss the association the
patient/client makes between smoking and drinkingokel. This will enable
practitioners to get a clearer picture of the impHdhe alcohol on smoking, and if there

is a correlation the treatment should consist ef eposure therapy.
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Alcohol consumption is associated with persisteetaions in alcohol craving and
cravings to smoke for positive reinforcement eviéeramoking was initiated (McKee et
al., 2006). One of the biggest barriers in quitticigarettes for the participants was
cravings. When the participants made a quit attehmpt described the cravings as being
very strong and ‘luring’ them back to smoking. Timge to smoke was overwhelming
and did not diminish through time. Female partinigaoften discussed the difficulty of
quitting due to pre-cessation cravings. Duringdhg when a cigarette is not smoked the
participants spoke about the intense cravings theyld experience for a cigarette,
therefore becoming abstinent in their minds woulakenthe craving worse, making it
less likely for them to make a quit attempt. Thaarfis not unfounded as Daughton et al.,
(1999) found that smokers who maintained abstindioce4-5 years, 52% reported
craving cigarettes at least occasionally, makirayiag a permanent fact of life for many.
Even some of the men associated smoking with cgavamd cited that as a reason not to
quit.

Research suggests that cravings may be one of ths sensitive and consistent
predictors of smoking behaviour and smoking rela@@asecki, 2006). Cravings are
episodic and very responsive to environmental amatrmpacologic manipulations. Even
though the level of craving dampens after quittingjtters experience intermittent,
strong temptation events associated with increasadng that are superimposed over

the lower, background craving levels (Shiffman, &g et al., 1997).

Nicotine patches have been used to reduce the fmacid) craving, however it does not

affect the magnitude of acute spikes in cravingzpked by smoking cues (Tiffany, et al.,
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2000) and the current stop smoking services doaddtess smoking cues as means of
reinforcing cravings. Cravings are partly underoagstive control (Lazev et al., 1999).
This suggests that to assist people overcome #reofecravings impacting on their quit
attempt cue exposure therapy could be useful. Cuymoseire therapy focuses on
extinguishing craving responses to provocative clibsugh implementing this could be
a little difficult as there an overwhelming numizércandidate cues. In a controlled trial
cue exposure therapy was trialled on smokers; hewiwevealed no unique benefits.
Nevertheless further research is needed to tesibect of the therapy amongst different

population groups.

Competition

The findings suggested that competition could eithe external or internal. Smoking
cessation was competing with internal factors sagcblame minimisation and low threat
perception and external factors such as brandidgatternative therapies which are not
recommended by NICE. Research literature of bariersmoking cessation has not
found the barrier of external and internal compmiit It is likely that by addressing the
effect of competing factors, smoking cessation sratould be positively affected

resulting in higher quit rates.

Internal

The concept of denial and blame minimisation wés amongst the participants. Very

little responsibility was taken when talking ab@moking initiation and maintenance.
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The blame minimisation was exhibited by particiganiaming peer groups for initiating
smoking, and then they blamed factors such asssimesontinued smoking.
Pregnant women often were found to blame the stepsegnancy on the continuation

of smoking.

There was also a low threat perception. All thetipgants knew about the harmful
effects of smoking however they felt that they weog at risk. They downplayed the risk
of smoking on an individual level by referring terponal experiences or someone else’s
experiences and using these as counter-evidernhe toedical view of the health risks of
smoking. They told stories that defied scientifterature and mocked the research. For
examples women spoke about smoking heavily duriegrmmncy but then gave birth to a
heavy child. This then reinforced the idea that lsmpis not as harmful as the media or
research claims it to be. These accounts resenthkd-know-many-old-people-who-
smoke arguments reported by DeSantis (2002). ItHees said that these so-called
survivors of risky lifestyles are a very importgart of the assessment of health-related
information, because they can outweigh any medtatistics or official campaigning

(Davison, 1989).

However there were occasions when many smokerge@dgdhat smoking is harmful in
general, but they endorsed a number of self-exempbeliefs that helped them to
dissipate the cognitive dissonance existing betwaerh general agreement and their

smoking habit (Festinger, 1957).
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According to Peretti- Watel and Moatti (2006), whmople face a contradiction between
their current lifestyle and their moral commitmeatbe ‘healthy’, they need to either
change their lifestyles or change their perceptemd beliefs and deny the risk in order
to make themselves conform to the dominant norndividuals who engage in acts that
are considered harmful to health, such as smokirgcommitted to conventional norms
but neutralise these norms temporarily, by definingm as inapplicable, irrelevant or
unimportant to their specific situation and by gsirdifferent rationalisations,
justifications and “techniques of neutralisatioft’has been said that these techniques
protect the individual from self-blame and the btaof others and enable them to engage

in risky behaviour without feelings of guilt (Syk&sMatza, 1957).

In mass media campaigns the emphasis has alwapstdweeform the public about the

negative consequences of smoking to try to motigatekers to quit. However based
upon the findings of this study future anti-smokizagmpaigns and interventions should
take into account and target lay health accourashd® than trying to persuade smokers
to quit with accounts from epidemiological and noadliresearch, the anti-smoking
advocates and health promotion specialists shauhdider answering questions arising
from smokers’ own perceptions: For example, whyraghare individuals who have

smoked for decades but who don’t get lung cancef® e some babies born to
mothers who smoke heavier than babies from non-srgoknothers? The future

campaigns and interventions regarding smoking shquiovide answers to these

guestions, since these are the ones that smolamséives ponder and answer.
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External

The findings suggested that participants were mnidely to recall stop smoking
promotions by more well known brand names, sudBaads and Tesco. This was taking
place at a time when the local NHS stop smokingisewas campaigning extensively to
promote free NRT. The participants instead weranggfor their treatment because they
had either not seen or heard about the PCT promotidternatively the female
participants either had experience of or wantedide treatments such as hypnosis or
acupuncture to help them stop smoking. The womee @&kso more likely to make their
partners attend such treatments courses. They desened attractive because they
offered a quick fix and the participants gener&iyew what was involved however with
the NHS services participants were less aware efttBatment options and it was
assumed that the treatment course was far longduration, hence not offering a quick

fix.

This finding was quite surprising as the cost oésth alternative treatments was
mentioned as ranging anywhere from £20 an houdt & hour and bearing in mind
that the sample used for this study were predominétom deprived areas for whom the
cost would be very high. Even with the high casie still would choose this option,

without first trying the free NHS services.

Many studies have tested the effectiveness of ubBymgnosis and acupuncture as a
method of smoking cessation treatment, though thsults have always been

disappointing, showing no consistent evidence theatments such as acupuncture,
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acupressure, laser therapy, electro-stimulatiorhypnosis are effective for smoking

cessation (Abbot, Stead, White & Barnes, 1998; @/ampes & Campbell, 2006).

Smokers need to be made aware that not all smal@egation treatments are effective
and that the most popular hypnosis and acupunb@awre shown no overall effectiveness
in systematic reviews. Local NHS stop smoking smwi also need to be more
prominently advertised with a view to branding #egvice as such that it would grab the

attention of smokers, as currently the local NHgI@s not effective.

A brand is a distinctive label, sign, or symboltt&ferentiates the goods and services of
one seller from another. By creating a brand, apaomg defines how it wants consumers
to think and feel when they see a brand's logo, epaon message, or when they
experience the brand. Public health can learn tommercial marketers about designing
an effective campaign. Consumers make purchassidegiabout a product on the basis
of their overall affinity to a particular brand (Rexr, 1996). Brand affinity leads to
product loyalty and repeated sales. Branding Hasg@history in commercial marketing
and has recently been used by nonprofit organizatand government agencies in the
development of public health campaigns (Ashburyn@/dPrice & Nolin, 2008; Kirby,
Taylor, Friemuth & Fishman, 2001). Unlike in thenemercial world, public health
marketing often lacks a tangible product to seltémsumers. Instead, the product being
sold by public health organizations is typicalljh@alth-related behaviour such as stop

smoking.
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If local NHS stop smoking services are to be effecin attracting smokers to the service

then thought needs to be given to public healtihdiray, as evidence suggests that it can

increase healthy behaviours (Ashbury, Wong, PriceNélin, 2008; Kirby, Taylor,

Friemuth & Fishman, 2001) and access rates.

Motivation

Motivation is commonly conceptualised as readineshange (DiClemnte & Prochaska,

1985). As operationalised within the transtheoeattinodel, varying levels of motivation

correspond to different stages of change. The mopagloses that smokers can be at any

five different levels (Table 4):

Precontemplating

Early stage of readiness to change where smokitier

have no or very little motivation to quit

&

Contemplating

Smoker is thinking about quitting

Preparation

Smoker is preparing to make a quit attempt

Action

Smoker has made a quit attempt

Maintenance

The quit attempt is sustained over a period of time

Table 4: The Transtheoritcal Model stages with definitions

152



Differences in the stages have been shown to grgdit attempts and abstinence, with
smokers in the preparation stage making signiflganbre quit attempts and more likely
to remain abstinent than those either in the copkating or precontemplating stages

(DiClemente et al., 1991).

Factors such as self efficacy and social suppopach on motivation levels and are
important facilitators of smoking cessation (Ba#o]t, and Lichtenstein, 1986; Murray et
al., 1995). The participants in the current studscualssed low confidence levels, lack of
willpower and lack of social support and how thrapacted on their smoking. Low self-
esteem and self-belief were identified as commomidya to quitting, especially if a
previous failed attempt had been made. The paattgclaimed to lack “willpower” in

order to quit smoking and feared failure.

A large number of studies have established that beaif efficacy is a strong predictor of
smoking cessation (Baer, Holt, and Lichtensteir86l%tuart, Borland, & McMurray,

1994). A study from Canada found that, among esfiganarginalised populations, self
mastery and social support were significantly lowerong smokers compared to non-

smokers (Daniel, 2004).

Confidence levels were shown to be dampened inctireent study because some
participants viewed smoking as an addiction. It enahokers feel that they did not have
the ability to quit because they thought of a cétfer as a powerful drug that had a hold

over them. They viewed smoking as being locatetiwithe disease model, perceiving it
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as a physical problem over which they have no cbntiver. This can lead to
disempowerment and needs to be addressed withikisgnoessation treatments. Other

participants had failed quit attempts which ledtite believe that they will fail again.

Promoting and improving self-efficacy in smokeralcbincrease the likelihood of a
successful quit attempt and a reduced possibifityetapse. This would be even more
beneficial in individuals who have tried to stopakimg in the past, as smokers who have
had an unsuccessful quit attempt are found to lsayficantly declined levels of self
efficacy (Boardman et al., 2005; Shiffman et aD0®). Guidelines to promote self-
efficacy to quit smoking suggest discussing pastassful quit attempts and producing a

quit plan (Fiore et al., 2008).

Another way of increasing self efficacy is by prdmg social support. According to

Symister & Friend (2003) receiving social suppertelated to an increase in self esteem
which leads to increased optimism about the futuré was followed by a decrease in
depression. Social support can also increase csed behaviours such as quitting

smoking (Garay-Sevilla et al., 1995).

The relationship between health and social supipast been widely researched within
health psychology. Social support is divided upfiue categories; emotional, social

companionship, esteem, informational and practieaiotional support is when someone
lends one a sympathetic ear, is empathetic, raagsine person that he/she is valuable to

them and expressing commitment. Informational supigovhen one might give advice
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and information to raise awareness; this can hgwasaible effect of reducing fear of the
unknown. Practical support is when one might helpricially, or help with services and
goods such as childcare for when the patient hsto@ smoking group session. Social
companionship support is when one shares your sahadiefs and attitudes and makes
you feel that you are not alone. Lastly, esteenpstips when one holds you in high
regard and recognises your talents and achiever(iesytor, 1999 as cited in van Dam et
al., 2004). Murray et al (1995) found that therasva significant relationship between
presence of a support person at the beginning efsthoking cessation treatment and
smoking status for male participants at 4 monthsdwer this was not shown for female
participants. Additionally at the 12-months follayp the initial presence of a support
person was still related to smoking status for imeihnot for women. Furthermore, it was
found that married participants were more succésgfquitting than single participants.
For women, marital status was the strongest ssajgport indicator at baseline, and the
attendance of a significant other at three or ngm@up sessions was the strongest
indicator at 1 year.

It is therefore important to incorporate social gop within the treatment package of a
smoker, something that the current stop smokingicedoes not do. However before
including family into the interventions it is imgant to assess whether family orientated
approach is well suited to the patient or wouldgudtorientated support have a greater
effect. It has been shown that social support care la negative consequence on the
patients too. It is found that a large social supgmup can be considered as harassment
and a feeling of loss of control and it may staatvihg a negative effect on the patient

(van Dam et al., 2005). Hence the type of apprdadie used should be dependent on
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contextual factors such as the personality, cultgemder, perceived family support and
the health status of the family member(s) (Mart#@05) and stop smoking treatments

need to acknowledge the positive effects of satigport on self efficacy.

Healthcare Professionals and Stop Smoking Service

The participants generally respected healthcartegsmnals and spoke about them in a
respectful way. However there were gender diffeeenn the relationships that they had
with their GP. Women saw GP’s as the expert, souhelizey go to if they had a health
concern whereas a large number of men had not teed¢neir GP for over 5 years.
Regardless of the relationship with the GP’s somigpants did not see the role of a
GP to be in the smoking cessation/advice capathg. males tended to lie when asked
about their smoking status or the number of cigesesmoked and the women felt
patronised by the lack of empathy and support shdmvboth occasions the participants
were not comfortable discussing smoking with tli&#i. One of the barriers discussed in
the introduction section was that of lack of awasmnof stop smoking services amongst
participants and it was found that most reseanatiss have blames smokers for this lack
of knowledge; however what this research has fahailHCPs are not readily providing
advice and information on stop smoking options tedtments. However research shows
that GPs promoting cessation of smoking througlegrdted evidence-based practice
increases the chances of smokers quitting sucdlgs$éinding support for an increase in
promoting services to their patients. Studies shbat even minimal intervention in
doctor’s practice, e.g. one consultation of lesstB0 minutes plus up to one follow up

visit, has a small but significant impact on cessatrates (Silagy & Stead, 2002).
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Cessation rates can be further increased by ifiyamgithe consultations, and by using

pharmacological support such as NRT (Silagy & Ste802).

Regardless of the significance of smoking cessatigport by GPs, the participants in
the study discussed negative behaviour from thesw@hR as continuously looking at their
watch, reminding them how much time is left for thppointment or not proving
additional support after asking for the patientokimg status. In a meta-analysis it was
found that when GPs were asked about the barriggeomoting smoking cessation, they
most commonly reported lack of time (weighted pmipo: 42%, perceived
ineffectiveness (38%) and lack of confidence irfigbio discuss smoking with patients
(22%) (Vogt, Hall & Marteau, 2005). It has alscehdfound that GPs that are smokers
compared to their non-smoking counterparts wers lg®ly to believe that smoking
posed a significant threat to patient health anddémtify smoking cessation as high
priority for intervention. They were also less likéo discuss smoking with their patients
during consultation and reported few activitiesdicectly assist smokers to quit (Pipe,

Sorensen & Reid, 2009).

The participants within the current study also hgiited the negative non-verbal
behaviour of their GP’s which acted as a barriegrtiem to discuss smoking related
issues or smoking cessation. They mentioned behawoch as looking at the clock,
looking at the computer when the patient was spggknaking irritated faces and giving
patronising looks. Nonverbal behaviour is definedahaviour without linguistic content

(Knapp & Hall, 2002). We can distinguish betweeneesh-unrelated nonverbal
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behaviour like gazing and nodding and speech-m@latewverbal behaviour such as tone
of voice or speaking time. Non-verbal behaviour ediect the GP as well as their
patient. Studies have found that GP’s with bettenverbals suffer less medical
malpractice litigations and surgeons with a momnid@ant tone of voice were more likely
to have been sued for medical malpractice thanesug with a less dominant tone of
voice (Ambady et al., 2002). Additionally specifégP nonverbal behaviour can improve
the quality of the diagnosis. Bensing, et al. (20@&ind that GP gazing was related to

more successfully recognising psychological distiagatients.

Predominately the relationship between GP nonvesbhhviour and patient satisfaction
has been studied. Research conducted by Hall, .e{18B5) showed that patient

satisfaction was related to GP expressiveness. eEgjweness was described by the
following nonverbal behaviours: less time readingdmal chart, more forward lean,

more nodding, more gestures, closer interpersastnte, and more gazing.

GP’s require on-going training in smoking cessatibhmeeds to be ensured that they
understand the importance of and are confidenteliveting smoking cessation advice

and intervention. Patient's view the GP as the gxpewever negative non-verbal

behaviour and an unempathetic attitude becomesri@tfr the smokers that would like

to quit.

Awareness of stop smoking service amongst partitspavas generally very low. The
availability of NHS stop smoking services was nobwn or participants held incorrect

ideas and views about treatment and medicatiowa$t a common view that treatment
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was expensive, the services were not accessibtbeneivere they effective. This is
supported by research that concludes that lackvafeness and costs are major barriers
to use of smoking cessation treatments (Kaper, Wegg8everens & Van Schayck,
2005). Other participants in the study were afi@idbecoming dependent on their stop
smoking drugs such as NRT and Zyban. This haskeea demonstrated by Bansal et al.
(2004) that found that a common reason for notgusiedication was the fear of adverse
effects including dependency. Again this is linkedheir relationship with their HCP’s,
the participants do not feel comfortable in discugsmoking or smoking cessation with
their GP’s and since they are their primary advisorhealth, this leaves a large gap in

knowledge.

Many patrticipants believed that they will be aldestop smoking without any support,
thus not requiring any support from the stop smglgarvice. There was a fear that they
will be judged and patronised by the staff at tteg smoking service and be forced to

make a quit attempt.

The main criticism regarding smoking cessation eglvcentred on the insufficient
amount of information provided. For example, pregr@articipants in the current study
were not aware of the specialised services availbslthem. Other studies also confirm
that smoking is not covered sufficiently during @aman’s antenatal care (Haslam &

Draper, 2001).
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Attributes such as lack of knowledge, skill and-e#ficacy in providing stop smoking

advice to pregnant women has been identified agenpal barrier in promoting smoking
cessation for healthcare professionals working wrdgnant women (Pullon et. al, 2003).
This could explain why some women in the currentgtdiscussed midwives providing
incorrect advice whilst they were pregnant. Midvgield pregnant women not to stop
smoking as it would put stress on the unborn cafich result of withdrawal symptoms

they would experience in the womb.

If midwives are sufficiently trained and have iresed self- efficacy then they will be
more likely to promote smoking cessation as welb@wvide accurate advice. In a study
by Lowry et al., (2004) midwives were trained exsigrly by the use of role plays to
increase their confidence in approaching and spgako pregnant women about
smoking. This led to a 10 fold increase in the nambf women recruited into the

smoking cessation service. Thus targeted role Ipdaed training can be very effective.

5.2 Overcoming Barriers

The participants spoke extensively about the hartieey faced in quitting cigarettes;
however they also discussed ways in which thoseebarcould be overcome. From these
discussions themes such as models of treatmeniramkleting the services emerged.
Additionally the theme negative perceptions of smglemerged due to the thought that

the negative perceptions can be targeted to inergais attempts.
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Within research literature there is a lot of distas surrounding the barriers that
smokers face, yet many researchers shy away frgoloraxg what can be done to
overcome the barriers. This study aims to fill theg. All three of the themes will now

be discussed.

Negative Perceptions of Smoking

Perceptions of smoking could either facilitate onder quitting cigarettes. Positive

perceptions such as enjoyment of smoking act asréebwhereas negative perceptions
such as impact on health, effects on finances cativate smokers to stop smoking and
these should be used to develop interventions. ddmemon negative perceptions of
smoking found within the study were impact on Healnhpact on finances, the effect on
children, being chastised by others and the addiotiement of cigarettes. These will

now be discussed.

Health and Finance

Health was an important factor for the smokerdiendurrent study and many gave this as
a potential reason for stopping smoking. Some haidthed participants discussed
experiencing asthma, chesty coughs, difficulty ialking, running and climbing stairs.

These symptoms can potentially lead to an incredssile to stop smoking.

Haslam and Draper (2001) found that although thé¢ority of pregnant smokers are
aware of the health risks associated with smokumind pregnancy, the knowledge is not

enough to trigger a quit attempt due to their owmd aother smokers previous
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uncomplicated pregnancies and healthy babies. pidsent study supports these findings
as pregnant smokers frequently discussed how theim experiences contradicted
smoking cessation messages. Two participants disdusmoking throughout their

pregnancy but still giving birth to healthy big led

Yet, slightly older participants were not concerndth the adverse health effects. They
felt it was too late to change a lifetimes worthhatbbit at this stage of their lives. One
participant justified this by saying that he had bagood inning’ thus stopping smoking
now will not benefit him. However the problem cdube that older smokers are not
aware of the link between smoking and conditiorchsas coronary heart disease (CHD),
stroke and diabetes (US Surgeon General’s rep@®4)2 Therefore older smokers can be
targeted in two ways. One way could be throughNKtS Healthcheck scheme which
tests all people aged between 40-74 for cardiovasdisease (CVD) risk, this includes
screening for smoking and proving advice and infaran to quit smoking to decrease
the CVD risk score. This can provide the breaktglolink between smoking and CVD
for older people. Secondly it should be ensured thhilst promoting cessation
healthcare professionals talk about these reldtipassuch as between smoking and
diabetes due to most smokers only knowing the rposinoted and campaigned risks

such as lung cancer.

Financial gain was one of the biggest factors ioilifating quit attempts. Most
participants placed financial benefits ahead oflthebenefits in quitting. This is

supported by Franz (2008) who found that that ejarprices have a significant effect
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on the smoking behaviour and the decision to quiblsng for younger and older age
groups. The UK tax on tobacco products includingacettes, cigars and hand rolled

tobacco is the highest in the European Union.

Some participants though concerned about pricee@sas in cigarettes spoke about
continuing to smoke, even if it resulted in inceshdinancial burden. According to
Siahpush et al. (2005) smoking can exert a finarmiaden on an individual and their
family. It has been found that experiencing finahstress is 1.5 times higher and severe
financial stress is twice as higher in smoking letwedds than non-smoking households.
Therefore the message of financial gain should tmnpted further to increase the
number of smokers making a quit attempt. This shdea more effective for individuals

and families from a low SES background.

However it has been shown that cheap and illidtabzo undermines the impact of
taxation and price increases. It is has been estdrthat nationally, one in six cigarettes
smoked is illicit (HM Revenue and Customs, 2006)arkét activity is purposefully

targeted to young people and those on low incomeseas of deprivation who already
experience significant health inequalities as altesf smoking (Department of Health,

2007). This both maintains smokers in their habd also encourages children and young
people to initiate smoking as a premium brand egarpack of 20 is sold for as less as

£2.50.
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To tackle smoking cessation measures beyond stogisgiservices need to be targeted.
Partnership work between local stop smoking sesyidecal trading standards and
HMRC is vital to decrease the illicit tobacco tratthat undermines the effort of stop
smoking services. If people can buy cheap tobdoeretis a reduction in the motivation

to quit as financial burden is drastically reduced.

Addiction

Another negative perception of smoking was the @dai properties of a cigarette. Due
to smoking being seen as an addiction they feltpmiad to smoke because their bodies
‘needed’ the cigarette. Some complained that thiely bt enjoy smoking but only
smoked due to the addiction. This could act as#@ititor in quitting as the smoker is not
associating anything pleasant with the smokingeas they view it as something that is
controlling them. However before it can act asa@litator the smokers need to feel that
they can have control over the addiction.

Smoking to obtain nicotine meets standard diagoastteria for addiction. Criteria for
substance dependence in ICD-10 (International szl Classification of Diseases and
Related Health Problems, Tenth Revision; World He®&rganisation, 1998) readily
characterise tobacco dependence. The ICD-10 fesat@teong desire to use the drug
(potentially "craving"), difficulty in controllinguse (difficulty cutting down or quitting),
spending time obtaining, using or recovering froffecs (although readily available,
smokers often have to spend time somewhere spabifior smoking). It is suggested by
Hughes, Gust & Pechacek (1987) that the majoritsnoabkers meet diagnostic criteria for

tobacco dependence.
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Based upon what is known about tobacco, it is ypr&ing that a majority of individuals
who smoke are dependent on nicotine and have @asi@ difficulty reducing or
curtailing use (Hughes et al. 1987). However, 5%d®% of the smoking population,
referred to as tobacco "chippers”, smoke fewer tfina cigarettes a day, and these
smokers do not exhibit characteristic features iobtime dependence (Shiffman,1989).
This challenges traditional notions of drug depewdeas an inevitable consequence of
repeated exposures to an inherently addictive d8Hgffman, 1991; Shiffman et al.
1994). There are also reported gender differentdise perception of addiction. Women
perceive the addictiveness of smoking as lesser ti@es, even though most evidence

suggests that addictiveness is greater among ferflal@dborg & Andersson, 2008).

The participants used language that made them Bkemictims. The title of addiction
to their smoking took away their responsibilitysiop smoking. The way to combat this
would be to provide smokers with information onatreents such as NRT and explain
the function it has to help them cope with the dfdtwal symptoms once the quit has
been made. Smokers fear their body’s reaction aéiesation because a large proportion
of them stop smoking unassisted. Hughes et alQ9Rtbund that only half of smokers
making a quit attempt used medication and only &fte have ever used formal
psychosocial treatment. Hence stop smoking servitesd to be promoted more
extensively to inform smokers of the services add and the effectiveness of the

treatments.
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Chastised and Children

Negative perceptions of smoking are exacerbatedhbynegative response of others
towards smokers and the feelings of guilt due tartgachildren. Participants within the
study described the negative behaviour they hadréesqced as a result of their smoking.
They explained that due to the smoking ban theynzade to feel like ‘lepers’ and are
‘embarrassed’ of smoking in public. The negativepmse from non-smokers and
healthcare professionals was supported by Roddl é€2006). They found that smokers
from deprived communities expressed feelings otimisation by non-smokers and
doctors, with a perception that these attitudesevedso prevalent in smoking cessation
services.

Nevertheless other than reducing passive smokiagtimoking ban has another benefit.
People continue smoking because they imitate thekisry behaviour of complete
strangers and therefore exposure to smoking mathelsld be as infrequent as possible.
Individuals who are trying to quit will be more &gk in these public settings (Harakeh,
Engels, van Baaren & Scholte, 2007). Hence if smpks not allowed in these public

places exposure and imitation will be minimal theducing the craving to smoke.

The participants often spoke about feelings of tgaihd embarrassment regarding
smoking in front of their children. However, sugingly these feelings were not
exhibited by the pregnant women of the group. Theggative emotions could act as an

incentive for stopping smoking and could contribiatenaking a quit attempt.
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Models of Treatment
The most important factors for getting support fratocal stop smoking service were: to
have a holistic treatment package, tailored senvameessible, local, cheap and with

supportive non-judgemental staff.

The participants felt that the causal reasons loehiny they smoke are not tackled by
healthcare professionals and the current smokirggat®n treatment model. When

discussing their smoking habit the smokers werecatng smoking with factors such as
weight gain, stress and alcohol. However when ditgnsmoking cessation support the
causal reasons of their smoking were not beingudsed. Therefore the relapse rate is
high, due to the stop smoking services not addrggbie reasons behind their smoking.
When participants do not view their smoking behavim isolation then why is the

treatment they are receiving incredibly focusedtoibacco alone. The rationale of a

holistic lifestyle treatment model will be presehta chapter three.

Research also confirms that smokers want servitasare cheap, accessible and have
supportive staff (Gariti et al., 2008; Roddy et, &006). Other variables such as
transportation, appointment times, location of Ifgciand childcare are also deemed as
important (Hammond, McDonald, Fong, & Borland, 208eyer et al., 2003; Pierce &
Gilpin, 2002; Zhu, Melcer, Sun, Rosbrook, & Pier2800). Participants did not want a
clinical setting such as a hospital for stop smgkireatments; instead they wanted the

service to be located in a community setting whictuld be less threatening.
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The female participants wanted a service that wamble where they could interact with
others. As discussed earlier some smokers citelamoe of boredom as a reason for
smoking, hence a more social environment can alowen to make new friends, to get
additional support and avoid boredom. Many difféideas were shared to increase the
social element of treatment. From rotational grangadividuals houses to having

members of family or friends attend stop smokinaugs.

It should be ensured that the stop smoking senwEsporate this feedback into their

service model to increase access rates for smokers.

Marketing

Participants were shown old marketing materialsmftbe local stop smoking service and
ideas were sought for future marketing activiti€ee findings from the focus groups
were very interesting. When participants spoke alfature marketing activities it
differed according to age and gender. So for exarnfuer women wanted adverts with
children in them and quite hard hitting whereasepolthen wanted adverts that were
subtle covering things such as impotence. In the& gee local stop smoking service
would design one advert and expect it to targetediments of the population, however in

order for adverts to be effective they have todrgdted (Hatings, 2007).

Effective communications of health messages aneasingly playing a critical role in
public health. They aid with informing, educatingdaempowering people about their

health issues. Continuing and widening the knowdedgeds among smokers requires
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audience specific delivery in multiple formats oviene. Specifically, social marketing
research principles have recently shown effectiggne raising awareness in smokers.
Social marketing is the systematic application @frketing, along with other concepts
and techniques, to achieve specific behavioralgyfmal a social good (French & Blair-
Stevens, 2006). Social marketing principles shdugddadopted to strengthen public
health campaigns such as smoking. Lowry et al (P084d social marketing to increase
the recruitment of pregnant smokers to a smokirggat@n service. After carrying out
focus groups the researchers designed intervensiocis as a targeted media campaign,
role plays to engage health professionals and coasiriendly cessation support. Once
the interventions had taken place there was a tDifcrease in the number of women
recruited into the smoking cessation service. Héocal marketing campaigns should be
based upon the requirements and views of the lpgpllation. In the ideal world one
would have a targeted advert for each individuakvéver that is not practical, hence

why population need to be segmented to allow fiqyeti'ed marketing for similar groups.
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6. Conclusion

The barriers in quitting discussed within the stwdsre not surprising and not too far
apart from other research studies in this areagehewinteresting ideas were given from

the participants in how those barriers could beawae.

This study shows that to increase the number dfegainot only do you need to make the
stop smoking services more effective but you neegromote the services just as
extensively. One size does not fit all. We haveuolve the services that we offer to the
public and evolve the way in which we market ourviees. Most public health
departments currently are working in silo with s@pa tobacco, obesity and alcohol
departments, they need to start working more hacdiby and offer more holistic services
to their clients/patients. The biggest challengeaty stop smoking service will be to
offer choice to their clients, as in today’s woplatients are consumers that want services

according to their need at a time that suits them.

The recommendations from this piece of researchfiaaticonclusion will be presented

in chapter three.
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Chapter Three: One Size Does Not Fit All

7. Discussion

The aim of the study was to explore the barriecedaby smokers in quitting cigarettes
and ways to overcome the barriers. The findingefcurrent study provide evidence to
support the argument that a “one size fits alléméntion in smoking cessation is not an
effective approach to assist smokers in quittinigoAshould health psychologists solely
focus on behaviour change interventions, or shtheg use their skills to ensure that the
interventions/services are promoted just as effelst? It is therefore important to

understand the value of tailored interventions afigctive marketing techniques to

facilitate quit attempts.
The first part of this section provides the implicas of these findings for clinical

practice, where a new treatment model will be prest Recommendations for service

and marketing, limitations, future directions amhcusions will then be addressed.
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7.1 Implications for Clinical Practice

7.1.1 The Current Service

The current stop smoking service provision natilyriabks like the following:

Referrals
Self or HCP
| |
GP Stop Smoking Service Pharmacist
Level 2
Advice + Level 2 + Level 3 (group Level 2 advice + NRT
NRT/Zyban/Champix sessions) + occasional 1:1

Figure 10: Current Stop Smoking service

Upon either self or a healthcare professional rafen to a stop smoking provision,
smokers have a choice of accessing support from @, Pharmacist or the local stop
smoking service. All the outlets provide level Ziaé (full details of treatment in chapter
1), whereas the stop smoking service also providesl 3 group sessions which last

between 6-7 weeks.

The level 3 service traditionally has a compondntliscussing barriers to quitting and
there is a short session to discuss weight gainesssHowever due to the group

environment and the very short time spent on dsnogsthe barriers many people are
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either uncomfortable or feel under skilled to deaih the barriers. This qualitative

research indicates that smokers attribute theirkgrgoto factors such as weight gain,
stress and alcohol consumption. Accordingly itrigortant to people accessing stop
smoking services then we have a wide range of ekBodf treatments targeted to their
specific needs.

Additionally, participants within the focus groupgho had attended the level three
service had explained that the main focus withendloup is solely on quitting and very
little time is spent discussing barriers in quitinThis exhibits a need for factors like
weight management, stress and alcohol consumpidoe ttargeted as part of smoking
cessation intervention. A proposition would be farservice to offer a lifestyle

modification programme integrating interventions fiealthy eating, smoking cessation,
exercise, stress management and alcohol advicen@é for this model will be proposed

in the next section).

Lastly, the majority of the participants felt titae stop smoking service was not tailored
according to the client needs, and instead smaokers being offered a blanket service.
Instead there was a need for a tailored servicepaed the smoker at the heart of all
decision making and which discussed personal reagon continued smoking and
making an a quit attempt. It is therefore impottédmat smokers accessing a service are
offered a tailored, personalised service to hegtio feel empowered to take decisions
about their smoking status and this might have #acte on their physical and

psychological wellbeing and henceforth their apitd stay abstinent on the longer term.
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The model being proposed below addresses the @fspersonalisation and of multi-

component interventions.

7.2 What Is Being Proposed?

7.2.1 Multiple Behaviour Change

Participants in the study wanted a holistic sertitz would address the cause(s) of their
smoking behaviour. It was also identified that #mokers had more than one risky
behaviour, such as high alcohol consumption, playsiactivity and poor diet. This is
supported by research that suggests that multipihealthy behaviours co-occur. In the
USA, the majority of adults meet the criteria farot or more risky behaviours (Fine,
Philogene, Gramling, Coupes & Sinha, 2004; Prordd.e2004). Multiple risk factors are
most common among men, younger adults, singlesetlud lower social class, the
unemployed, the less educated and the chroniclliiPoortinga, 2007; Pronk et al,
2004). Smokers in particular, tend to have poorbetural profile, with 92% of smokers

exhibiting at least one additional risk behavideing et al, 2004; Pronk et al., 2004).

When risky behaviours co-occur, the negative impachealth is even greater. Having a
combination of three or more risk factors doubllee tisk of myocardial infarction
(American Heart Association., 1997). Not only ie tiisk increased but the medical costs
also are increased. Edington (2001) found thatcefely treating two behaviours
reduces healthcare costs by about $2000 per yédmrefbre targeting multiple risk

factors can result in effective reductions in mdityi and mortality, additionally
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changing multiple health behaviours should resulimore positive outcomes such as
better quality of life outcomes, reduced healthocawsts and especially for smokers a
reduction in relapse rates.

Targeting multiple behaviours has been explore@ lgyowing number of researchers in
the past few years. The Mediterranean LifestylegRomme targeted eating, physical
activity, stress management, smoking cessatiorsaaidl support in menopausal women
with type 2 diabetes (Toobert et al., 2007). At thenl2 and 24 the participants in the
intervention group showed improvement in all taegetifestyle behaviours. Additionally
significant treatment effects were seen in psyctiasoneasures of use of supportive
resources, self efficacy, problem solving and quaif life.

A prominent area of multiple health behaviour cleahgs been in treatment of CVD risk.
Nationally in the UK the NHS Healthcheck programan@s to reduce the risk factors of
those vulnerable to developing CVD and to deteos¢halready suffering in order to
reduce the mortality and morbidity of the diseas€o identify the risk of vascular
disease, a standard assessment to record basimation such as height, weight, current
medication, age, family history, smoking and blgodssure, and include a simple blood
test for cholesterol and (in some cases) glucossdas used. This is followed up by an
individually tailored assessment setting out thespe's level of vascular risk and what
steps they could take to reduce it. For those atrigk, this might be no more than
general advice on how to stay healthy. Others ataraie risk may be recommended a
weight management programme, stop smoking seroica brief intervention to increase
levels of physical activity. The programme was oraily launched in 2009 and yet has

not reported back its findings. However, Ornislalet(1998) carried out a Lifestyle Heart

175



Trial for patients with moderate to severe CVD. Tilervention promoted a better diet,
smoking cessation, stress management, physicaltaeind group psychosocial support.
In a small efficacy trial (N=48) the interventiomogp showed reductions in weight and
cholesterol levels as well as a reduction in caréhents at years 1 and 5. These studies

support the idea of targeting multiple health bébans.

7.2.2 Lifestyle Modification Service

Despite the emerging research into multiple heb&haviour change interventions the
literature has failed to offer a specific model efhwould address key areas which are
important to participants in the current study; Emg, weight, stress and alcohol. A way
forward could be a lifestyle modification serviceMS) model as a solution for

integrated holistic smoking cessation advice as® als a means to target co-occurring

risky behaviours in individuals (Figure 11).

Smoking Nutrition Exercise Alcohol Stress Tailored
Cessation ) .
=i ght Miialking W Erjaf ®Positive STl
tT_lGn:-up managernent pregrammrme Intervention pswchology to rEdl._l[:B
erapy WEree 3 [ mSoreening et CAVD risk
BHRT scheme rmonths gyt rnonths gy =
®Coupie oy rermbership rmermnbership CET

zessions B Cooking ®Reverse
[ Fpe skill=s associative

I learnimg
Lifestyle goal setting tool

Figure 11: The proposed multiple health behaviour change mode
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The LMS could become a one stop shop for smokeswibh to access a single holistic
‘well-being’ service which could address issues hswas stress, nutrition, alcohol
consumption and weight gain alongside smoking. TWosild ensure that interventions
are tailored according to the needs of the ind&idand looking at their health

holistically.

Currently Public Health departments located witA@Ts have a tendency to separate the
health improvement functions. Smoking cessationgsitp and alcohol intervention
delivery functions are commissioned separatelyh witdividual service specifications.
However the proposed model encourages the integraif these functions as risky

behaviours co-occur and are inter-related.

A health needs assessment questionnaire (HNQ) wbeldat the forefront of this

proposed model. It is proposed when a referraladerin to the service a practitioner will
assist the client to complete a health needs assesgjuestionnaire through a one to
one. The questionnaire will be used to assesgltaet’'s health behaviours and will

determine how particular health behaviours relateome another, for example, is a
smoker smoking due to fear of weight gain? Is aeselindividual eating due to stress?.
The questionnaire will also be used to evaluatedtfiectiveness of the interventions
targeting multiple behaviours as methods are ne¢deguantify and report changes

across several behaviours.
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The health needs assessment questionnaire shardchpass questions on the following

behaviours at the very least:

* Smoking

* Alcohol consumption
» Eating

* Physical activity

e Stress

Not only should behaviour be measured but alsdnvesat options should be explored.

The clients should be empowered by letting thenoshdheir preferred treatment.

7.2.3 Methods of Quantifying Change

In a multi-behavioural intervention it is importatd be able to quantify and report
changes. However there is a lack of consensusifigld on how to examine change in
multiple risk behaviours. Before the design of thHQ, researchers and practitioners
should be clear as to which method of quantifyingrige they want to use as that will
impact on the questionnaire design. There are abeurof methods that have been
proposed. Due to the limitations of this study diifeerent methods of quantifying change
have not been tested for their effectiveness withenLMS model, however they are all

discussed below:
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Report change in each behaviour individually

Changes in multi-behavioural interventions could #@ealysed in each behaviour
separately. The advantage of this method is thaltatvs for comparison per individual
behaviour which will be easily understood by dewmismakers and has a long history in
the field (Prochaska, Velicer, Nigg & Prochaskap&0 The disadvantages of this
approach are that it increases type 1 error dueultiple significance testing and it may
also lead to difficulty in interpretation when coanmg the different conditions if
changes are significant for some behaviours andthars (Prochaska, Velicer, Nigg &
Prochaska, 2008).astly this method of analysing does indicate dkierall effect of the

intervention on behaviour change.

Combined change scores

A combined index of overall behaviour change canbbaeficial for quantifying the
overall effect of a multi-behavioural interventidhthe measures to be combined are on
different scales then a statistical transformatrdh have to be done. The benefit of
combined change scores is the use of a continusicere variable, which will provide
greater statistical power. The disadvantage i$ itheay be difficult to interpret the

results for the policy-makers as it may lack megnmterms of health benefits.

Create index of change
A multiple behaviour change index reflecting thanter of behaviours for which an
individual has reached criterion and is no longerisk could be used. Indices however

require consensus of the “success” criteria fohesfcthe targeted behaviours (e.g. 5
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portions of fruit and vegetables, 4 week abstineotecigarette use, 30 minutes of
exercise at least 5 time s a week). The advanthgasoapproach is that the results are
fairly easy to interpret and allows for comparisobgtween single behaviour
interventions using consensus definitions. Thetétions of this approach are that it can
be difficult to decide on the criteria for succdes some behaviours and the method
removes the scale of continuous measurement asbynhgaching the criterion is the
credit gained. The approach does not acknowledogress along the behaviour change

continuum.

Overarching measure of change

Measures such as quality of life, biometrics ort aagcomes (health care savings) may
be used to quantify overall changes in multipl&sidue to an intervention. The benefits
of this approach are that the outcomes are coecthaith the interest of policy makers

and are easy to interpret. The disadvantage ofntiethod is that it is less sensitive to

change and/or it can take a longer time to achéeveffect.

Goal setting tool

The goal setting tool can be used to measure stljaals pre and post intervention to
assess whether or not the goals have been achi&hedgoals could either be fully
achieved or partly achieved. An advantage of theshid is that it is good at identifying
individual level change and the success critersdt by the patient/client themselves
with the support of their consultant. The limitaisoof this model are that the data will be

harder to quantify for the population and as thalg@and success criteria are set by the

180



patient it will be difficult to collate the resul@across the population to conclude or

examine an overall effect.

7.2.4 Questionnaire Design

Once a method for quantifying change has beentsdlédhe HNQ should be designed

accordingly. After the initial design validity ameliability would need to be looked at.

Validity
Validity concerns the degree to which a questiorasnees what it was intended to
measure (and not something else) (Field, 2009)efadly, there are three main types of

validity related to the use of questionnaires: eahtempirical, and concurrent validity.

Content: Or sometimes known as face validity refers to Wwheta group of
experts on the topic agree that the questionngsrasi relate to what they are
supposed to measure. If agreement is reached hieequiestionnaire has content
or face validity. So in the case of the HNQ it ntigie beneficial to share the
HNQ with experts in the Society of Behavioural Made specialist interest
group of the development of multiple health behavichange (MHBC). The
group of researchers and practitioners in the garepat the forefront of MHBC

research and development.

Empirical: Or sometimes known as predictive validity is tdstesing a

correlation coefficient that measures the relatigmsetween the questionnaire
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responses and other related behavioural charaaierisr outcomes. So in this
case the researcher can test the validity of th&@H)Yy comparing scores of

lifestyle checks carried out by GP’s.

Concurrent: This form of validity measures the degree to whahvariable

correlates with another measure, already validatédhe same variable. So for
example the HNQ responses can be compared withidhgetrics obtained by the
practitioner to biologically test carbon monoxigéls for smokers and/or BMI
etc. This will show whether or not the HNQ respsnatch to the biometrics

test.

Reliability
Reliability concerns the consistency of a meastitet is, the tendency to obtain the
same results if the measure was to be repeatedibg the same subjects under the same

conditions (Field, 2009).

There are two general approaches to establishimgeimbility of a questionnaire. The
first is to ask the question again in a differeattpf the questionnaire in the same or
slightly altered way, but in such a way as to yigh@ same information. This is a
consistency check, but does not take into accoanatons in day-to-day variations. A
second and better approach, called Test-Retest,resadminister a questionnaire to the
same group of people several days later and to amntpe results that were obtained. A

correlation coefficient that describes the strerajtthe relationship between responses at
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two times of administration should be calculatedppa is always less than or equal to 1.
A value of 1 implies perfect agreement and val@ss than 1 imply less than perfect
agreement.

The analysis of trial data should also focus ondpeing frequency distributions of
responses for each variable. Frequencies can lietaseliminate or modify questions
that produce unusual response distributions. Qumasdire items in which the rate of non-
response or of ‘don’t know’ responses exceeds Temerof the sample should be
examined. High rates are usually indicative of ajalies that are still inherent in items
or inadequacies in the response categories. Iptblelematic item is central to the study,
then further developmental work might be needed.cAanges are made, it is usually

beneficial to trial test the questionnaire oncearmaga

Pretesting

Upon the design of the questionnaire it is impdrtaat pre-testing takes place. There
are many advantages of pre-testing. Pre-testingsheletermine if the levels of

measurement are appropriate for the selected Vesialh helps determine the length of
the questionnaire and provides additional trainfag interviewers and questionnaire
administrators (Campanelli, 1997). The procespreftesting has a number of goals. It
helps with the reformulation or elimination of ambous or superfluous questions. It
determines whether the questionnaire is balancéd structure, and to discover whether
instructions were correctly followed. However itoslld be ensured that the

guestionnaire has been validated and tested fabiitly.

Once the HNQ is validated, been tested for reltgbdnd pre-tested the next process

would be to assist the client with completing theestionnaire. The questionnaire should
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be completed by the patient/client however it iscoreamended that the

practitioner/consultant is nearby so that if thégud/client is unsure or has any questions
then they can be answered. After completion ofHNE the next step is to analyse the
guestionnaire and discuss the findings with thentliUpon discussion of the results a

goal setting exercise should be the next step.

7.2.5 Goal Setting

The basis of the Goal Setting Tool comes from tlmalGSetting Theory (Locke &

Latham 1990), which looks at how goals can infleeperformance. The main premise
of this theory is that people are influenced bytisgtgoals. Goal setting can help to
motivate or stimulate an individual into action.idt argued that setting a goal helps
individuals to focus their activities onto partiaultargets. This focus on the exact goal
means that individuals can adapt performance adedeto achieve their goals — for
example, by trying harder at certain points becdlisg know how far they need to travel

to satisfy their objective.

However, the relationship is not as simple as “gg®ting = performance”. There are
many different ways in which goals can be framed #ms can impact on the resultant
level of performance. Locke’s research found thaécdic, clear goals which are
realistically achievable are more effective tharbmmous and easy ones. An element of
challenge is important in motivating an individs@ltry to achieve their goal. Without it,
the activity can feel boring or tedious. While ayee of challenge is important, it is vital
to ensure that goals are actually achievable —atapens that are too high are likely to

de-motivate individuals from undertaking an activit
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Studies into goal setting theory also found thapewerment was important when setting
goals. An individual is more likely to be motivatéal work hard if they have set their

own goals or been involved in their developmentcien& Latham 1990).

Implementation Intentions

Gollwitzer (1993) identified that behaviour has tammponents; the motivational phase
(goal intention) and the volitional phase (impletaémphase). The motivational phase is
deciding the behaviour and the volitional is dewjdhow to enact the behaviour in a
situational context (Sheeran, Webb & Gollwitzer,02D Thus the goal setting tool

should not only deal with the motivational phasd bualso needs to address the
volitional stage. As Armitage and Conner (2001)atoded that the relationship between
intention and behaviour taking place is a strong standing at r=0.47 but it does not
explain the process by which an intention is turimd an action, as intention alone does
not always lead to actual behaviour change (SheandnSilverman, 2003). For health

goals, there seem to be two main categories oicdif§ blocking the success of goal

intentions: (1) failing to get started and (2) gegtderailed once one has got started.

Gollwitzer and Sheeran (2008) describe three commxamples of each of these

categories:
Failing to get started Getting derailed once starte
Forgetting to act Giving in to temptations.

Not choosing a good opportunity Slipping back ib&al habits

Having second thoughts at a criticabiving up when distressed or in|a

moment “bad mood”
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Implementation intentions work by predicting whidi these (or other) kinds of
difficulties are likely to be important in any givecase. This is th#f situation Y is
encountered ...Tirst half of setting an effective implementationiention. The second

half is constructing &... then | will initiate behaviour Z in order to aeh goal X.”

Implementation intentions forge a strong link betwea pre-identified situation and a
pre-prepared response. This encourages the respore quick, effective and largely
automatic. This “instant habit” aspect of implefation intentions both preserves
energy and increases success. It contrasts watimthanisms involved in the effortful
remembering and repeated determination requirecadts demanded by simpler goal
intentions (Gallo, Keil, McCulloch, Rockstroh & QGaitzer, 2009). Gollwitzer (1993)
proposed that in order to move onto stage two,muast form implementation intentions,
which is the planning of when and where the behawull take place. The effectiveness
of the theory lies in the control being handed fritva self to the environment, where one
comes across the situational cue (such as timepéawk) that triggers the intended
behaviour (Gollwitzer, 1993). Past studies have wshothat people who use
implementation intentions are more likely to attémelast cancer screenings (Prestwich et
al., 2005) and watch and participate in exerciskeas (Walsh, Soares da Fonseca &
Banta, 2005) compared to the control groups. Maeamplementation intention on its

own cannot influence behaviour.

Implementation intention has to be preceded by dotdntion (Gollwitzer, 1993).
Therefore stage one of the goal setting tool shtadget goal intentions which ishat

the client wants to do within a certain time periddllowed by setting implementation
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intention in order for behaviour change to takecelarhe implementation intention will
act as an action plan referring in more detailcasvhen, where and how the action or
intention would take place. To achieve complex gjotle client may need to perform
various behaviours and so be faced with numerdésegpilatory problems. Thus in such
a case it may be beneficial to form multiple impétation intentions or more than one
‘if-then’ plan (Gollwtizer, & Sheeran, 2008). Howavit needs to be ensured that the
plans are precise, viable, instrumental and nomkapping, only then the formation of
multiple implementation intentions should provegfel in promoting goal attainment

(see Murgraff, White, & Phillips, 1997, for empmicexample).

Before goals are set the consultant should disttiessesults of the HNQ with the client.
The questionnaire might have identified more thae oisky behaviour, however the
client might only want to target one behaviour awad the others or they might want to

target all the behaviours.

Co-Variation

Not targeting all the risky behaviours at the saimge might not be a negative, as
research suggests that action on one behaviowrases the odds and the motivation to
take effective action on a second behaviour (Kigrcus, Pinto, Emmons & Abrams,

1996). This phenomenon is called co-variation. @oation can take many forms. The

first is when effective action on one treated béhavincreases the odds of effective
action on a second treated behaviour. The secomd f® when treatment of target

behaviour is accompanied by significant changerinuatreated behaviour. The third
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form is when full effective treatment on a singkhhviour is accompanied by significant
changes in other behaviours that received minimegtinent (Prochaska, 2008). So for
example if the HNQ has found that client X has ahaalthy diet, is overweight and

smokes, however the client does not want to stopksrg, then goals could be set on
how to lose weight. Once client X has managed e leeight he/she might become more
confident and motivated to tackle their smoking d&&bur. Success in one area can

increase their self efficacy to tackle anotheryibkhaviour such as quitting smoking.

Sequential or simultaneous treatments

If client X wants to target their smoking, eatingdastress which behaviour(s) should the
individual try and change first or should the inemtions be delivered together? Major
guestions remain unanswered about how best to gusbmmultiple behaviour change;
including whether to intervene simultaneously ajusntially. Opinions and hypotheses
differ widely; evidence is limited and inconsisteartd more research is needed to shed
light on the method which is most effective.

Hyman, Pavlik, Taylor, Goodrick & Moye, (2007) fadithat simultaneous interventions
were more effective for physical activity and diethereas Spring et al. (2004)
demonstrated that sequentially targeting weigh¢ra$imoking cessation may provide
more benefit. There is evidence that mediatorsetfabiour change for different health
behaviours may cluster more strongly than the biebay themselves, indicating that a
simultaneous approach may be advisable (Kremer8rDign, Schaalma & Bruj, 2004).
A small number of studies have found support fer tse of simultaneous interventions

(Wilcox, Parra-Medina, Thompson-Robinson & Will,0 Calfas et al., 2002; Appel et
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al., 2003; Kypri and McAnally, 2005). Alternativetitere is the view that simultaneous
interventions may be overwhelming for the clierdo ttime demanding, may fail to
address any single behaviour in sufficient deptd amduce intervention adherence
(Prochaska and Sallis, 2004; Taylor et al., 20@tsky et al., 2005). It is also argued that
people differ in their ‘readiness to change’ foffetient behaviours and that health
behaviours are ‘domain specific’ (Persky, Springgnder Wal, Pagoto & Hadeker,
2005); therefore sequential rather than simultageaterventions appear to be more
appropriate (Taylor et al., 2004). A small numbéstudies have found support for the
use of sequential interventions (Wilcox et al., @08pring et al., 2004; Prochaska and
Sallis, 2004). However a disadvantage might be ithadividuals are associating risky
behaviours, such as smoking to lose weight thertargeting them simultaneously will
defeat the purpose. To illustrate the point imagdingdient X is asked to stop smoking
first which will be followed by a weight loss pragnme this would increase the chance
of relapse as the post-cessation weight gain weifldl to client X smoking again.
However, if they received both stop smoking and ghtimanagement treatments
simultaneously then they would have the skills &mbwledge to remain abstinent

without fear of post-cessation weight gain.

It is suggested that the use of simultaneous aresgal interventions should be based on
a case by case basis. Individuals in the LMS woubtht to target different risky
behaviours and no one person will be the same. ¢irecdecision should be based upon

the findings of the HNQ, the relationship betweles fisky behaviours and the goals set.
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7.2.6 Summary

The LMS not only targets smokers in a holistic vioay it also recruits clients with other
risky behaviours. The model can be tailored for asky behaviour, of any combination
and it also has the potential to recruit smokerthéoservice even if they do not want to
quit smoking. As co-variation suggests, a smokaking a positive change in another
area of their health will increase their motivationquit smoking. The model also tackles

another finding of the study, which was low seficzfcy and low motivation levels.

7.3 Recommendations

Let us assume that there is an intervention forkemrsowhich has shown to be effective,
however if the intervention is relatively unknowmettarget audience will not access it.
Hence regardless of the effectiveness of the iatdgion, the service will not be used and
most importantly will not help smokers who woulldito quit. However if the service

was marketed in a targeted way to raise awaretessrmore smokers would be more

likely to use the service.

If we look at the opposite scenario so that thenmtion was done effectively but the
service itself was not targeted or tailored for kere then yet again this would lead to
reduced access and take up of stop smoking senasethe marketing will grab the
smokers attention but the product would not appater Therefore both service
development and marketing are as important as edhbr (Figure 12) and as

practitioners, not just researchers, our focus lshawot solely be on developing
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interventions. Indeed we also need to attractaaildupon our target market to use the

service that leads to the desired behaviour change.

Good quality

intervention + No/Non

targeted marketing

Intervention

Low quality intervention

+ Targeted marketing

Marketing

Figure 12: The Marketing and intervention mix of effectivehb@iour change

Based upon the need for addressing both interwventand marketing the

recommendations are broken down into two categas@sice and marketing.

7.3.1 Service

If we want to increase the number of people acngssiop smoking services then we
have to offer them a service that they want anddndéne following changes are

recommended:

1. A lifestyle modification programme which integrates factors such as healthy
eating, smoking cessation, exercise, stress mareagend alcohol advice should

be developed. If people are reporting that theyhmbe a smoker than be fat”
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then they should be provided with advice and suppar healthy eating and
exercise alongside smoking cessation advice. Titesgiated programme will
work best if it is tailored to all individuals aacting to their needs (discussed

above in the clinical implications section).

2. There needs to be ancrease in service choiceSmokers should be offered
services such as; more one to ones, couple ongyosss(as people want to quit
with their partners and not in a group), trial $®ss and social groups. The choice

should also be extended to service opening timéshanlocation of the services.

3. Training G.P’s and midwives is important. As G.P’s arefil& point of advice
for many people it should be ensured that the dsaee giving out the correct
information in the correct manner. Their body laage and their tone should be
positive. It is recommended that midwives are &dim giving smoking cessation
advice and provided with core skills so that they eonfident in delivering the

advice.

Each will now be discussed in more detail.

Service Choice
Having one service for all was not an attractivieofor the participants. They wanted
choice and services tailored according to theideeklaving tailored services and access

would encourage more participants to attend the staoking service.
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“...everyone’s different. | work nights, so | wouldnt one in the morning, whereas
you’d want one in the evening, so obviously diffetene periods might help, where you
might see people in the long-term groups. If youisa from 5-6, oh | aint gonna turn

up” (P5 FG6)

The first recommendation would be to have one freephanmber for all health
improvement services. This will ensure that firsthe people most in need of the
services, especially from a low SES, are not wdrabout high telephone bills. This will
remove a barrier in contacting the service. Seggrftiving one number for all health
improvement services will ensure that the localydafpon do not have to memorise or
seek 5-6 different numbers for the different sesid_astly, if there is only one number
then this could become an opportunity to speaketpfe about other services on offer.
So for example if person X calls to enquire aboatght management services then the
call handler can speak to the client and asceitdimere are a smoker, and if they are
then they can be given information on the smokiegsation service. Furthermore, if the
LMS is up and running then the number will showt tthee services are not running in

silos but are truly integrated.

The present opening and service timings for thep stmoking service were not
appreciated. Due to family responsibilities or wahkift patterns many participants
complained that it made it difficult for them taextd. They wanted a service that fitted
around their need and not the other way round. yTdigo wanted a service which is

easily reached and local.
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“I suppose if it's local and easily accessible treryone after work then yeah I'd fine it
easier to go, | don’'t have to take days off worgdo It would have to be at a weekend or

something, to cater for everyone’s lifestyle.” (PG6)

Based upon the above the second recommendationbailhe extension of opening
hours. The service at the time of the study wasatpgy Monday to Friday, 9am to 5pm.
However, most people within the study complaineduatthe difficulty in accessing the
services at these allocated times. A large numb#reoparticipants worked during these
hours, hence if services and the telephone helplpeated outside of these hours then
more people will have the opportunity to call amdess them. It is recommended that the
services remain open between 9am to 8pm Mondayritiayand to trial opening on
Saturdays.

Participants were interested in different servisglsereas some were more in favour of

one to one sessions others were keener on sooighguitting together.

“One-to-one in any form of tuition or meetings ism® intense, you'd get through a lot
more one-to-one in 6 or 7 weeks, and what you'l &dout as you cut down, you're
probably 2 or 3 weeks, rather than in a group dssian everyone putting their points

across” (P4 FG6)

“If they did something like, say we went round (eimouse one weekend and the next
weekend we went round mine, and did it like that;ayind peoples houses that you

know, then I'd do it | think...because it feels liken you've got a group” (P3 FG1)
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“They can bring their kids as well because you’'mnga have your kids there...you have

not got to worry about the kids as well.” (P4 FG1)

Therefore, the third recommendation is to offeruanber of different treatment options
and settings in each of the health strands. Thicymants discussed their interest in 1:1
sessions with practitioners or to have a socialgreession. Others spoke about couple
only and trial sessions. Different services andnfats appeal to different people. Hence it
should be ensured that a variety of formats aragoeffered. This will lead to tailoring
the service for a large proportion of the local ammity and will increase the likelihood

of smokers accessing the service.

The fourth recommendation is that the silo heaftiprovement teams should become
one. If the LMS model it to succeed then all memhdrstaff should feel responsibility

for different areas of health and well-being asrently each team (for e.g. tobacco,
obesity etc) is based in different locations andndd communicate with one another.
Being part of the same holistic team will allow staff to refer clients to other services

within their department as they will have jointgets.

Training GPs and Midwives

Participants spoke about the lack of support teegived from their HCP’s. Participant 5
in focus group 3 statediey (GP) don’t offer you any help to stop, thest gay you need
to give up and that's’itwhereas a pregnant smoker (Participant 2- focosg1) stated

that “My midwife told me that it's actually more stre$stur the baby trying to give up
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smoking in pregnancy — it's better if you can catvd”. Therefore, midwives providing
incorrect information and GPs obvious discomfortitecuss smoking are key areas that

will benefit from further training.

Smoking cessation training for practitioners is ated every year. Hence the HCP see
their trainer at least once a year to update tpedvious learning. This is a great
opportunity for the Stop Smoking Service to provihegoing targeted support. Research
has suggested that changing the style of traineng iocrease the success rates. For
example training midwives by using extensive rolayp increases rather than textual
based learning in one study increased the refeatal by tenfold (Lowry et al., 2003).
Hence it is paramount that the current training fodwives provides them with real
practical skills in how to provide advice to preghamokers. Yet another barrier for
midwives in providing advice is the lack of time giimond, McDonald, Fong &
Borland, 2004). If this becomes a large problenm tihenight be worthwhile to consider
an automatic referral. This process will consiseweéry midwife carrying out a carbon
monoxide reading on the first appointment whenrgga pregnant woman, and if the
reading score reveals that the lady is a smoker she should automatically be referred
to the stop smoking service. This will ensure tihat midwife is not providing the brief
intervention hence saving time and it also meaia¢ #i pregnant smokers have the
opportunity to speak to specialist staff. Altemalty GPs should be provided training on
non verbal behaviour, as this an area of greatezonior many participants of the study.

The training should be tailored to different heedtte professionals and the training
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should emphasise that GP’s and midwives at the least should act as good salespeople

for the stop smoking service.

7.3.2 Marketing

It is vital that we market services to our targepplation effectively. The following

changes are recommended:

1. Brand the health improvement services so that they be@ppealing, build

a connection and increase loyalty amongst the logililation.

2. Marketingcampaignsneed to béargeted according to segmentation of the
local smoking population. It is important that tharketing strikes a chord

and that the population themselves are involvatiendesign of the campaign.

Both will now be discussed further.

Branding

At the time of the study the Stop Smoking Servizese marketing themselves as South
West Essex Primary Care Trust Stop Smoking SerRegticipants thought the name
was very long, forgettable and not very appealidgditionally, the PCT logo was being

used as a form of branding; however no two advkrtked the same or had any
consistency between them. Therefore, even thougihga amount of money was being

spent on advertisement the participants were urtalilecall any marketing activity. Yet,
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they were very quick to recall NRT promotions faes€o’s and Boots. The participants
also were not keen on NHS styled adverts. Due gathee associations between stop
smoking advice and NHS healthcare professionalspticipants disliked the NHS

brand for lifestyle services.

Due to the above reasons it is recommended thawa brand is developed for the
integrated health improvement service. This wilesgthen the LMS as all the services
will become part of the same brand. Branding is rtiest advanced emotional tool. It
combines and reinforces the functional and emotibeaefits of the offering, and so it
adds value, encourages access and loyalty. A brandact as a guarantee of quality.
Over time brands become a fast and powerful wagpofirming the synergy between the
service and customer. Evidence also suggestbtaating may be effective in reaching
people from deprived communities. Durgee (1986htbthat people from a low SES are
often poorly informed about the objective meritsddferent products and therefore they
tend to rely more heavily than other groups on ialjpimeanings such as context, price
and image to judge products. A more recent reviawied out on behalf of NICE also
suggests that brands can be an effective way othmeg information-deprived
communities (Stead, McDermott, Angus & Hatsing30&). This further confirms the
need for a more appealing healthy lifestyle braittin south west Essex.

Rather than having a single brand for smoking ¢essahe idea of an umbrella brand
should be adoptedmbrella branding, the practice of labelling mohart one product
with a single brand name, is common practice amoaoliproduct firms in a variety of

markets. The mogpopular example is Virgin. As Richard Branson, féenof Virgin,
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puts it, “consumers understand that all the valined apply to one product — good
service, style, quality, value and fair dealingpplg to others” (Time Magazine, June 24,
1996, cited by Andersson, 2002). The main reasdn agy umbrella branding works is
due to the consumer making inferences from theacheristics observed in one product
to the characteristics of others. Most importantlypsumers can draw inferences from
experiencabout the quality of a product sold under the sambrella brand. In the case
of the integrated lifestyle services, if client Xasha good experience of a stress
management service that he/she has accessed éhyeamore likely to think positively
of other services offered under the umbrella bréwethce increasing the chance of access

in to other services.

The new umbrella brand should encompass smokingaties, exercise, nutrition,
alcohol, stress management services at the vesy lkéashould be ensured that the brand
is commercial looking, positive and sends a meseégelistic health and well-being and
that the NHS branding is not prominent within thiaria or any future campaigns. Once
branding has been developed it should be markdéedewith local staff and the

population to see if it is effective, attractiveddiked.

Targeted Campaign

We are all unique; we all have different experienaed live in varied circumstances. We
also have diverse needs, because marketing is abeeting these needs as well as
possible, the ideal marketing scenario would bbaaee a bespoke service for each and

every one of us. This clearly is impractical ant tevel of customisation is difficult.
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Therefore dividing a population into reasonably legenous segments and then choosing
particular target groups to approach with a seraiceffering that better matches their
needs is a better option than designing sometianthe population as a whole. There

are a number of ways that segmentation can occur:

Personal characteristicsdemographics, psychographic and geographic
Past behaviourprevious purchasing, proximity to the desired béav

Benefits soughtwhy people do as they do at present, how the netiaey

Once the segmentation variable is chosen the mege $s to decide which segments will
be targeted. Three key principles should help #wsibn. Firstly the target should be big
enough to warrant attention. Secondly the groupf®uld be accessible. Thirdly the
target should be responsive, as there is no poihaiving a large and accessible target if
there is nothing to offer them or if they are Ijkab be impervious to any initiatives
(Hatings, 2007).

The segmentation for this study has been carried ®dargeting is based on two

segmentation variables: geographic and demographic.

Geographic: the focus was on areas of low socio-economic stafithin South West
Essex, as these are the areas that tend to havegtiest smoking rates. Geography is
thus a significant factor in identifying commungigvith significant health and support

needs.

Demographic: the research phase aimed to understand gendedredad age-related

differences, by conducting focus groups with medeur80 years and over 31 years; and
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women under 30 years and over 31 years. A pregnamen segment was also

identified.

Differences were identified in relation to the tgpef messaging that would appeal to

these different audience segments (Table 5):

Men Women Men Women Pregnant
31+ 31+ Under 30 Under 30 Women
Features wanted in adverts
Mention Emotive adverts Straight to the | Bold and Emotive
impotence point graphical adverts
Mention male | With children Softly-softly Love-hate With children
issues approach relationship

with cigarette

Softer adverts Include helpline Gentle in Mention Factual based
message financial gain | information
Not graphical e.g. smoke Call to Affect on skin, | Case studies
coming out of | immediate teeth and nails
childs mouth action

Mediums & location of adverts

Local football

Town centres

Bus shelters

Bus shelters

Billboards ¢

clubs route to school
Pubs Centrally Pubs Town centre Town centres
located large
billboards
Local Local Local Local Local
newspapers newspaper newspapers newspapers newspaper-

women section
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Train stations local shops Train stations Localsho | Material given
to their children
at school- as

they will read it

Supermarkets Local shoppindSupermarkets

centres

Table 5 Focus group breakdown of the type of adverts reguand the
mediums/locations of the adverts

Even though it is recommended that there shoulohieepositive umbrellaentity for a
range of health improvement services, several tedgeff-shoots of this brand should be
created based upon the above segments. Tailorgoaggmmaterials should be produced

that reflect the behaviour and requirements fohesgment.

7.4 Limitations of the Study and Future Research

The first limitation of the study was using abbeged grounded theory as an analysis
methodology rather than the full grounded theorye@o time and budget constraints
theoretical sampling was not practicable. Given ribh data obtained from the focus
groups it would have been beneficial to exploré¢aserthemes further to reach saturation
point. Nevertheless abbreviated grounded theonyis being used more often within
psychology research studies (Madell & Muncer, 200drdakul, Holttum, and Bowden,
2009), this will only enhance the methodology amkedt more credibility within the
research world. Secondly the number of participarssd in the study consisted of a

lower number. It would have been interesting towhether having more than one focus
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group per inclusion criteria would have exposed famiher themes or differences. The
only group to have two focus groups were the pregmeomen; this allowed analysis
from one group of pregnant women to be compardti¢cother. Lastly, it would have
been valuable to have incorporated a scale to sassiEstine dependency in the
participants as this would have enabled the rekearo see whether there were any

similarities or differences between low and heaggeahdents.

The above recommendations based upon the limitagbauld be used to conduct similar
research in the future. However to strengthen wuosk further it would be useful to
explore the views of healthcare professionals engtop smoking service. Much research
has been carried out to explore the barriers tealtincare professionals such as GP’s and
midwives face in promoting smoking cessation howen@ must research if any at all
has been carried out to explore the views of stmpking service staff. Secondly,
differences in behaviour and preferences were foamadngst the different groups of
participants within the study. It would have beateiesting to have further divided the
participants in to 3-4 age categories (e.g. 188535, 36-50 and 50+) rather than having
only two broad age categories (under 30, over Biis would have enabled observations
of differences or similarities occurring across thiferent age groups. Lastly, the LMS
model of treatment should be tested accordingdcstaps provided within this chapter to
evaluate the effectiveness of the model to assiekers in quitting cigarettes. The model
can further be tested in different groups of peopleh as from the deprived
communities, ethnic minorities, younger smokergjtire and manual smokers and

pregnant smokers.
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7.5 Conclusion

The NHS Stop Smoking Service in the last finanger alone has helped 757, 537 to set
a quit date through its services. From which 383} Bad quit for a minimum of 4 weeks
(Statistics on NHS Stop Smoking Services, 2010¢ Jinccess rate for the service comes
in at 49%, hence nearly half of all smokers thatasquit date, had quit. However the
number of smokers in the UK is over 8 million (Rudmn & Bulger, 2010) thus the
national stop smoking service needs to go furtbeattract more smokers in to the
service, especially from the deprived communitidew treatment models such as the
Lifestyle Modification Service model should be pdd across different population

groups.

The qualitative study has identified the barridrat tsmokers from a low socioeconomic
background face in trying to quit smoking and waysovercoming the barriers. The
findings expressed a need to for multiple healthag®ur change in the smoking
population and this should be explored further92% of smokers exhibit at least one
additional risky behaviour (Fine et al, 2004; Pratlal., 2004). The current study found
that smoking behaviour was most often inter-relatth other risky behaviours,
therefore targeting only the smoking element, whghvhat the current stop smoking
services do, is non-beneficial. Instead it wouldob#er to target all the elements of their
risky behaviours. This would lead to a targetediiserfor the smoker, something they
complain that they currently do not have. This dlae the potential to decrease relapse in
smokers, because you are not only targeting thmoksg but are treating them as a

whole complex being with inter-related behaviours.
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A multiple health behaviour change model is noyahiown promise for its effectiveness
but it has also proven to be cost effective (Edingt2001). Now with the growing
evidence being presented for multiple health behavinterventions the challenge for
researchers is to make them less demanding omsated the providers of the service
and to keep testing different elements such astignesire design, quantifying change
and sequential/simultaneous interventions to aehibg highest success rate. Due to the
literature within the area of multiple health beloav change being quite recent there is a
lack of proposed and tested models that have sleffentiveness, however within this
research a LMS model has been presented. The LM®myg targets smokers in a
holistic way but it also recruits clients with othesky behaviours. The model can be
tailored for any risky behaviour, of any combinatend it also has the potential to recruit
smokers to the service even if they do not wangjud smoking. As co-variation
suggests, a smoker making a positive change irhanatea of their health will increase
their motivation to quit smoking. The model alsckias another finding of the study,
which was low self efficacy, low motivation levedsid most importantly it is a tailored

approach.

The model needs to be tested and questions suathiels methods should be used for
qguantifying change and whether to use sequentisinaultaneous treatments still need to
be answered.Nevertheless the LMS provides a step forward in risearch area of

multiple health behaviour change and smoking cessat
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Health psychology also needs to embrace the ubeaafling, segmentation and targeted
marketing if it wants to succeed in delivering mentions on a large scale. This will
only further strengthen the work carried out byltiepsychologists especially within the

public health sector.
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Appendices

APPENDIX 1: Participant Information Tab

Focus | Participant | Age Marital Status | Ethnicity Lives Occupation Highest Total No. of
Group Number with Qualification | Household| cigarettes
(Age Income smoked
group)
1 33 Single White Partner &| Cashier No response  Under |10
1 British son £20k
Pregnant| 2 27 Single White Child Housewife NVQ Level 3 No 5
women British response
3 30 Lives with partner White | Partner | Housewife No response| Under |20
British and £20k
children
4 32 Married White Husband | Housewife No response| Under |10
British and 4 £20k
children
5 31 Married White Husband | Housewife No response| Under |15
British and 1 £20k
child
1 31 Lives with partner White | Partner | Homemaker| Noresponse £20k-£30k 15
British and son
2 2 38 Married/Separatedwhite Daughter| Homemaker 7 CSE’s Under | 10-15
Pregnant British £20k
women | 3 32 Married White Husband | Housewife No response| Under |15
British and 3 £20k
daughters
4 30 Married White Husband | Housewife No response| Under |20
British and £20k
children
5 Did not complete responses
6 32 Lives with partner White | Partner | Housewife | GCSE's Under 3-5
British and 2 £20k
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children
29 Single White 3 Chef No response| Under |10+
3 British children £20k
Women 26 Married White Husband | Housewife GNVQ £30k-£40k | 10-15
(under British and 2 Advanced
30) children
18 Single White Mother In No response | Under 15-20
British employment £20k
18 Single White Alone Hairdresser| NVQ level 2 Under 10-20
British hairdressing | £20k
22 Engaged White | Fiancé Sales A levels £20k-£30k| 20-30
British and assistant
daughter
20 No response White | Son Unemployed None Under 10
British £20k
38 Married White Wife and | Engineer National £30k-£40k | 5
British 2 sons certificate
4 64 Married White Wife Retired None Under 18-23
Men British £20k
(31+) 37 Married White Wife and | On sick No response | Under 20
British children | leave £20k
40 Lives with partner White | Partner Bricklayer No response  Under |40
British £20k
31 Married White Wife and | Market None £20k-£30k| 20
British children | trader
62 Single White Alone Retired No response  £20k-£30k 30
British
46 Divorced White Daughter | Housewife | C/G Under 10-12
5 British £20k
Women 51 Married White Friend Housewife| BIl personal OEZ£30k | 5
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(31+) British license holder
44 Married White Husband | Housewife GCSE’s £20k-£30k 15
British
63 Separated White | Alone Retired SEN Under 20
British £20k
65 Single White 87 year | Retired Diploma £30k-£40k 35
British old
mother
66 Married White Husband | Retired 5 GCSE’s Under |5-10
British £20k
34 Divorced White 3 Housewife Left £20k-£30k | 15-20
British children secondary
school
29 Single White Alone Unemployed None Under 20
British £20k
20 Common law White | Partner Sub- City & £20k-£30k | 5-10
6 British contractor | Guilds
Men 18 Girlfriend White Parents | Electrician GCSE'’s £30k-£40k 2
(Under British and
30) brothers
30 Separated White | Alone HGV driver | CSE Grade 2 £20k-£30k 20
British
30 Single White Girlfriend | Delivery GCSE Under 10-15
British Driver £20k
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APPENDIX 2

How to overcome the barriers that smokers facelitiing

cigarettes
Participant Information Sheet

I am a Doctorate in Health Psychology student at City University and a Community
Health Improvement Networker at South West Essex PCT. | would like to invite you
to participate in research that | am carrying out. Before you make a decision about
participating, please read the information sheet and understand why the research is
being done and what it will involve.

What is the purpose of the study?

The aim of the study is to understand the barriers that the local residents of Basildon
face in quitting cigarettes and to explore how the barriers in quitting cigarettes can be
overcome. It should be noted that we will not be asking you to quit smoking during
the discussion. The results from the discussion will help us to understand the needs
of the local people and will enable us to make the local stop smoking service more
accessible for local people that smoke.

Why have | been chosen?

The reason you have been chosen to take part in this study is because you are a
smoker living in Basildon, Essex.

What do | have to do?

If you decide to take part in this study you will be required to take part in a group
discussion. The discussion will typically take one hour and will remain strictly
anonymous. The discussion will consist of approximately six other participants and
will be semi structured in nature, which means that you will be asked open ended
guestions and the discussion will be designed to explore your view of things with
minimal amount of assumption from the moderator. You and other participants will be
expected to discuss your thoughts on the barriers you face in quitting cigarettes and
then to suggest ways of overcoming the barriers. Your discussion will be audio
recorded to help with the transcription process which will allow the researcher to
analyse the discussion.

Expenses and Payment

You will be given a £25 Marks and Spencer voucher as a thank you for taking part in
the discussion, which will be funded by South West Essex PCT but your travel
expenses will not be reimbursed.
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Will my taking part in this study be kept confidential?

If you consent in taking part in the study all the information which is collected about
you and from you will be kept strictly confidential. The information under no
circumstances will be passed on to anybody. Your name will always remain separate
from the answers that you give and you will be recognised by a participant number.
Your personal details and once transcription has taken place your audio recordings
will be destroyed, this should take place no later than October 2008.

What will happen to the findings of the interview?

The findings from the discussion will be presented in a Doctorate of Health
Psychology thesis and might be presented in reports, journal articles and
presentations. The findings will be presented via unidentifiable quotes which have
been taken from the discussion.

What are the possible benefits of taking part?

We cannot promise the study will help you but the information we get from this study
will help in understanding the barriers that people face in attending their local stop
smoking service.

Do | have to take part?

You don't have to take part in this study. Taking part is entirely voluntary. If you
decide to take part you are still free to withdraw at any time and without giving a
reason.

Contact Details

If you have any questions, queries or would like to take part then please contact
Henna Ali on 01268 705 144.

Thank you

230



APPENDIX 3
Consent Form

How to overcome the barriers that smokers face in quitting
cigarettes

I confirm that | have read and understood the information sheet for the above study
and have had an opportunity to ask questions.

| understand the responses | give will be treated as confidential, my contact details
will always remain separate from the data and | will only be recognised by my
participant number.

| understand that participation in this study is entirely voluntary and refusal to take
part involves no penalty and | may withdraw from the study at any point during the
focus group.

| understand that standardised debriefing will take place once the focus group has
taken place. The debriefing will include the purpose of the study, background
research and the design of the study so that | can recognise my contribution to the
research.

By signing this form | am stating that | am over 18 years of age, and that |
understand the above information and consent to participate in this study
being conducted by a student of City University and an employee of South
West Essex PCT.

Participant Number:

Signature: Signature:

(of partjEant) (of researcher)

Today’s Date: Today’s Date:
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APPENDIX 4
Debriefing Form

Thank you for taking your valuable time out to take part in this research. Your
contribution is very much appreciated. The purpose of this study is to investigate how
to increase the number of referrals into the local stop smoking service. The way this
is investigated is by assessing your views on the barriers you as a smoker feel in
quitting cigarettes and then asking for your views on how to overcome the barriers.

The research involved holding focus groups with people who smoke. These
discussions were held to in order to get views on what barriers the local people of
Basildon are faced with when trying to quit smoking. Based upon the overall findings
a public health campaign will be developed to combat the stated barriers and to
increase the number of referrals into the local stop smoking service.

In order to provide people who smoke with the best advice it is important to
understand the reasons behind why they do not want to quit smoking and why they
do not access the stop smoking services. Within current literature the barriers are
listed but there is a reduced attempt to carry out research to overcome the stated
barriers. Studies are needed to alleviate the barriers to quitting by means of public
health campaigns and interventions which will help smokers to quit. In addition to that
it is important to evaluate the effectiveness of the campaign/interventions to measure
the success. Overall the study will help in broadening knowledge, improving the local
Stop Smoking Service and increasing self referrals into the local Stop Smoking
Service.

If you by any way have been affected by taking part in this research then you can
consult the researcher as they have basic counselling skills or alternatively please
contact your G.P. If you would like further information on smoking or quitting then
please contact any of the services below:

Local NHS Stop Smoking Service
South West Essex Stop Smoking Service
Tel: 0800 077 8000

NHS Smoking Helpline

Tel: 0800 169 0 169

Open 7am — 11pm every day.

Senior advisors (counsellors) available 10am —11pm.
Answerphone out of hours

ASH- Action on Smoking and Health

www.ash.org.uk

Gives information on a range of tobacco related issues. ASH is a campaigning public
health charity which is working to achieve a reduction and eventual elimination of the
health problems caused by tobacco.

If you have further questions about this study or if you wish to lodge a complaint or
concern then please contact:

Henna Ali 01268 705 144
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Investigator

South West Essex PCT
Phoenix Court
Christopher Martin Rd
Basildon, Essex

SS14 3HG

Dr Catherine Sykes 020 704 08426
Research Supervisor and Lecturer

School of Social Sciences

Department of Psychology

City University

London

EC1V OHB

| declare that the information | have provided above is correct to the best of my
knowledge.
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Section C Professional Practice
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Area of Competence: Generic Professional

Working as a Trainee Health Psychologist within a Bmary Care Trust (NHS)

SETTING: PCT

IMPLEMENT AND MAINTAIN SYSTEMS FOR LEGAL, ETHICAL A ND PROFESSIONAL

STANDARDS IN APPLIED PSYCHOLOGY

Practicing as a Trainee Health Psychologist | viaays aware of and carried out my
duties in accordance to legal, professional andcathstandards. The British
Psychological Society (BPS) code of conduct (20083 used as a tool to uphold the
standard set out by the BPS for a psycholodise code is based on four ethical
principles, which constitute the main domains dfpensibility within which ethical

issues are considered. These are:

* Respect
 Competence
* Responsibility

e Integrity

Throughout my practice | have adhered to these fouaciples. | have always shown
respect to the participants of all of my reseataldiss without disregarding their right
of privacy and without discriminating on the basfsage, disability or behaviour. |

have protected sensitive information by ensuringt thoice recordings are deleted

once transcribed, personal information sheets laredded, and that forms such as
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consent forms and information sheets are storelirwihe office in a locked cabinet
or alternatively for electronic/digital materialehsured that my laptop was always
password protected to safeguard the informationaddition to this | have always
sought permission before making audio recordingsang data. | have also shown
respect to the people that | have worked with dyutive years in my role as a Trainee
Health Psychologist. | have valued the continuiegalopment and maintenance of
high standards of competence in my professionakwgrensuring that | am familiar
with and am using the Code of Ethics and Condudt that | practice within the
boundaries of my competence and where | feel thaml going outside of the
boundary | sought advice from my supervisor andmayager within my workplace.
To extend my competency | engaged in continuedegsabnal development (CPD)
by attending courses such as the level 2 smokisgatien, the alpha course in Public
Health and cognitive behavioural therapy (CBT). Tiied principle of responsibility
was adhered to by valuing my responsibilities tentk, to the general public, and to
the profession and science of Psychology, includivegavoidance of harm and the
prevention of misuse or abuse of my contributiosdoiety. Part of this principle it to
be mindful of any potential risks to clients/pagants. During the time of conducting
focus groups for my research study, one of the ggaiaking part were pregnant
women. Therefore | ensured that there was anothembar of staff present
throughout the focus group and that | made mysatiiliar with the first aid staff
within the council building where the focus groupsamaking place. Lastly, | valued
honesty, accuracy, clarity, and fairness in myradBons with all persons, and sought

to promote integrity in all facets of my scientiiad professional endeavours.
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During the time of completing the doctorate sontalvchanges had occurred within
the regulation for psychologists. With effect frahe £'July 2009, the regulator of
appliedpsychologists became the Health Professions Co(@HEIC). As a result of

this move, anyone can call themselves a ‘psychsiogis the title is not regulated by
the HPC. This is not good news for the professiorulomately for members of

public, who will not be able to differentiate betvea fully qualified psychologist and
somebody who decides to call themselves a psycisvlghout any formal training.

Members of public should be protected, as non-egud such as this can bring the
profession in to disrepute. It is therefore th@oesibility of the qualified members of
this profession to raise awareness and continwesifons with the HPC to regulate

the title of psychologist.

In my role at the PCT | was managing two TrainealthePsychologists. It was
ensured that one to one meetings were held eventhmas well as regular team
meetings. The meetings allowed both me as the neareagl the Trainees to discuss
progress, development and any issues. Every yeappmaisal was carried out where
objectives were set for the year and weaknesses aiscussed with the intention of
identifying training and CPD needs.

Upon delegating work during projects the strengthd weaknesses of both Trainees
were taken in to account. For example at the baginof the Trainees placement one
project entailed carrying out focus groups. Traihewas experienced in qualitative
research whereas Trainee 2 had very little expegiemherefore it was decided that
before Trainee 2 moderated a focus group, sheobgkrve both me and Trainee 1.
After observation Trainee 2 was given the oppotyundo moderate under my

supervision. This process enabled Trainee 2 toreqpee moderating and made her
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confident in her ability to carry out a focus grouperefore a weakness within her

practice had diminished.

CONTRIBUTE TO THE CONTINUING DEVELOPMENT OF SELF AS A PROFESSIONAL

APPLIED PSYCHOLOGIST

Every year my manager at the PCT carried out anaggg for my development. The
appraisal evaluates job performance and is an sisalyf an employee's recent
successes and failures, personal strengths andnessds, and suitability for
promotion or further training (Murphy & Margulie2D04). This process assisted me
in evaluating my current progress and further dgwelent needs. In my role as a
Trainee Health Psychologist | continuously aimedxpand my competence and to
become better skilled in different facets. | sougtpportunities for further

development and thus experienced:

» Working as a visiting lecturer for two London basgtversities
* Presenting at national and international conference

* Attending conferences

* Attending training courses

* Writing a book chapter

| have been a visiting lecturer at two universities three years. | have provided
lectures on smoking cessation, diet during pregnamd social marketing and have
experienced teaching undergraduate, MSc and DPdydents. | have also presented

my research at the UK National Smoking Cessatianfezence, UK Public Health
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conference, International Society of Critical HeaRsychology conference and the
East of England Strategic Health Authority confeenPresenting at conferences is
not only beneficial because it allows disseminabbresearch, it also provides a very
good opportunity to meet peers and network witheotbhsychologists. To develop
myself | have attended training courses as higtdigitoy my appraisals and training
needs. During my time as a Trainee | have attenldedollowing training courses:

level 2 smoking cessation, alpha course in pubdialth, alcohol brief intervention,

CBT, health and safety and manual handling. As wsllthese training courses |
attended regular workshops at City University ad pathe Doctorate course. The
workshops were designed to provide intense adwskéls and information on a

number of topic areas such as teaching and tragirdagsultancy and counseling.
Through all of the above experiences | am now caenteas a researcher, lecturer,
manager, writer, presenter and a consultant. | hsgegained a number of skills such
as project management, delegation, working asgatteam or equally as well as an

individual, problem solving and time management.

When working on either a work related project ocamsultancy project | actively
sought feedback from clients and my manager and fegular meetings to assess
progress. | also actively sought feedback from mopyesvisors at university as it was
important to evaluate my work academically. | offeand it difficult to balance the
differences between a piece of work being acaddiyisaund and appropriate for an
NHS audience. Therefore it was warranted that &dand feedback was continuously
sought from both my work and university supervis@hager.

During my practice there was a particular projéetttt was working on which was

quite specialised in nature and | required advicdhow to carry out the project. My
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workplace manager had not worked within this ared maeither had my university
supervisor, thus | identified an individual who wass expert within the field and
arranged to meet him to get advice. This assistedynrealising that | can actively
seek consultation and advice from other individwdt®o, rather than predominately

consulting with my manager and supervisor on atbsmns.

PROVIDE PSYCHOLOGICAL ADVICE AND GUIDANCE TO OTHERS

Through my work as a Trainee Psychologist | hawiged psychological advice and
guidance to different types of people (clients|eajues, health professionals) on a
frequent basis. | have provided training to indirats and groups on how health
psychology can better and make social marketingerstiingent. | provided training
to staff within the PCT where | worked, to othegamisations such as the Cardiac and
Stroke Networks and to DPsych students. | have thlsmughout my practice carried
out research within the PCT with a focus on prawdpsychological advice and
recommendations at the end of it. For example mgybR research was on exploring
the barriers that smokers faced in quitting cigasetand then to explore how the
barriers could be overcome. Upon analysis of mg tlatade recommendations based
upon my findings and literature review; that a rd@style modification service is set
up. The service idea was heavily influenced bythgadychology theories and models
such as increasing self efficacy, self monitoriar{dura, 1986), implementation
intentions (Gollwitzer, 1993) and goal setting (ke& Latham, 1990).

At the beginning of my training | was heavily invell in health promotion and was
responsible for promoting smoking cessation andtbp smoking service. This piece

of work involved designing promotional material,itimrg advice for stop cessation on
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the stop smoking service website and writing aticfor groups such as pregnant
women to stop smoking. | used my knowledge of hegadtychology to carry out these
tasks. As an example | was asked to write an artiearding stop smoking for a
local newspaper. During my research | had found tie local women were keen
readers of the women’s page in the local newsptyzris printed every Monday.
Therefore | negotiated for my article to be placedhe women’s section and the
focus of the article was to increase self effichgymentioning that they were four
times more likely to quit smoking if they attenddte stop smoking service and
discussing the effects of smoking during pregnaaoyg second-hand smoke. The
article also highlighted the effects of smoking teeth, nails and hair and on their
wallets, as finance and beauty were the two biggesivators for quitting during the
research that | had carried out.

Upon carrying out research projects at my workplaamostly disseminated the
findings and the recommendations to the senior gemant teams and key
stakeholders. Hence | had to make sure that tleennaition presented to individuals
was coherent and presented in a manner that &editunderstanding. Therefore |
often used PowerPoint presentations and beforeithgentation | would email the
slides to the individuals attending. This way itsnexpected that people would have
read the slides before attending, again faciligptimderstanding. Initially | did not
email the slides to stakeholders and mostly fourat tvhen people attended the
dissemination meeting they knew nothing much allo&tproject, thus it took much
longer to present. | also realised quite quicklgtthven though most stakeholders
were in senior positions there was still a neegrésent psychological information in

a clear and non-jargon manner.
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Psychological guidance and advice was also providedthe two Trainee
Psychologists that | managed. The guidance wasgmeboth an ongoing basis and
during one to one/team meetings. Guidance waseaffen ethical considerations,

research methodology and on practicing as a Trainee

PROVIDE FEEDBACK TO CLIENTS

Providing feedback that is appropriate and strectus very important for a Health
Psychologist. Being able to give feedback can lwlp to evaluate performance,
engage with clients and receive feedback yourb&fwork with individual patients
was very limited so instead the majority of thediegck | gave was to colleagues
within the PCT after completing consultancy pragefor different teams. Before
feedback was provided | identified the feedbackidses the clients; as some wanted
oral feedback with a PowerPoint presentation ahérstwanted just a written report
with the findings. Therefore knowing what was theferred method | could better
manage the project and the time. Clients also réidfen what they wanted feedback
on; some preferred to get feedback on the entittadelogical process followed by
results and recommendations and others showedexqmee for just getting feedback
on the findings and recommendations. To limit mganstandings | mostly asked the
client for their preferred method of feedback & dimset of the project.

Before the feedback event | would regularly conthet client and ask them which
stakeholders they wanted present at the event@anwddng | will be given to present.
This enabled me to better manage the content ofedback and prepare materials

accordingly. On the day of the feedback if | waghda presentation, | always made
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sure to print handouts for everyone attending. Mmgy if the projector was not
working or there was an issue with the laptop ttiere was a contingency plan in

place.

During the times of giving lecturers | incorporadot of feedback as it helps the
development of students and helps them to evatbhate performance. The feedback
given has been both informal and formal. Formadllyave been involved in marking
assignments for MSc students and providing feedbmtka case by case basis.
Informally, | have provided feedback to studentsteraftasks within the
lectures/workshops. The feedback | give alwaystsstaff with a positive, as if
negative feedback is given first, individuals vio# left at their least positive and most
defensive. Positive feedback given at this stagg nw be as readily listened to or
accepted and may leave the recipient feeling lesgipe than before. It is not always
appropriate to share every possible piece of feddldtis appropriate to decide how
much feedback to give so that the experience igfllednd useful to him/her. It is
also appropriate to select priority areas (the gqmpate number of the most important,
useful points) and express these genuinely, pesjtiand sensitively as it is not wise
to provide feedback on every area.

Finally, it is important not only to give feedbablat to receive it also. Thus when |

was given feedback | carried out the following step

* Listened to the feedback
* Ask for clarification at the end so that | am stirat | understand
exactly what the feedback is and what evidencednements are

based on
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* Devise an action plan to specify ways in whichn osake changes on
the task and new ideas to try for next time
» Keep a written record so that it can be used fier leeflection and

action planning

SUMMARY AND REFLECTION

| have significantly grown as a health psychologmstraining. | have experienced
working across a variety of different roles such aspractitioner, researcher,
consultant and lecturer within the field of heaftbychology. The majority of the
experiences have taken place within my workplaceewver as my confidence as a
Trainee grew | became more active in seeking eafportunities to expand my
competence and skills set. Occasionally some ofajfygortunities such as being
module leader and giving a three day lecture ombkatarketing was very daunting;
however | took it as a chance to gain further elgpee. This enhanced my
confidence levels and boosted my ability to moradilg say yes to opportunities
which are out of my comfort zone. | believe beitdeato manage and supervise two
Trainee Health Psychologists offered me the chamcdecome better at time
management, project management, delegation andmwpoirk a team. At times there
were certain difficulties to surpass, especiallyewth like the two Trainees was also a
Trainee Psychologist enrolled in to the same usitierdoing the same course.
However regular and honest meetings were the kaydmtain a professional and
productive relationship. Overall | have wholehedisteenjoyed the process and my
development as a health psychologist in trainirdy laieel that | am prepared with the

knowledge and skills to becoming a fully qualifldsalth Psychologist.
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Area of Competence: Consultancy
Investigating barriers faced by pregnant smokers irguitting
cigarettes
SETTING: PCT
TARGET GROUP: Pregnant smokers over the age of 18 living in aide@ town in

Essex

AIMS OF THE CONSULTANCY:

* To investigate the barriers that pregnant smokacge in quitting cigarettes
through primary research.

* To disseminate findings to senior public healtmtea

ASSESING REQUESTS FOR CONSULTANCY

In December, 2006 | was asked to attend a meetitiignay manager. In the meeting |
was informed that the PCT wanted to better undedsthe barriers that pregnant
women face in quitting cigarettes. This was dueptiority been given to target

pregnant women that smoke in the government WhaggeP Smoking Kills (1998).

From the first meeting | gathered that my managker{t) knew what he wanted the
end result to be but was unsure about the rouieke | suggested that | would like to
carry out focus groups to investigate (a) whatitheiers are in quitting, and (b) what
barriers pregnant smokers face in accessing thed kiop smoking service. It was
agreed that two focus groups consisting of appraseity 6-7 pregnant women each

would be carried out. Morgan (1992a) suggestedftwats groups should consist of
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between 6 to 10 participants, as it facilitatescassion and disclosure. Morgan
(1992a) also suggested that diversity in eitherpmticipant or the range of topics to
be covered will increase the number of groups rssegs Hence due to the groups
being homogenous (pregnant smokers) and the tdpicsoussion being barriers in
quitting smoking it was decided that two focus grewill be sufficient to reach data

saturation.

The client’s expectations and input required were:
* Recruitment of approximately 10-14 pregnant wortheth smoke
» Hiring out a central location to hold focus groups
» Carrying out the focus groups
* Analysing the focus groups
* Present findings in a summarised format

» Disseminate findings to senior public health team

The consultancy was accepted at the end of theimgestd it was agreed that given
that | was carrying out this consultancy duringtcacted hours, no further payments
would be made. It was also agreed that | would/ideo 30 days of input for this

project.

Reflection

The client provided me with the expected outcome&lkwivas to better understand the
barriers that pregnant smokers face in quittinqmtes, but left me to decide the
route | wanted to adopt to investigate this. | guehjoyed this process as it allowed

me to look back at my previous experiences andthisé&nowledge and skills that |
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have gained. It gave me freedom as a consultactidose the methodology | wanted
to use.

At this stage | was slightly worried as the cligranted me to only explore why the
pregnant women were not accessing the stop smaangce but | felt that it was
important to also explore their beliefs and attsidowards smoking in general and
the barriers they face in quitting cigarettes. plamed this to the client and it was

agreed that their overall smoking behaviour shbwadnvestigated.

PLANNING CONSULTANCY

It was jointly agreed with the client that it wadtenly important that any
recommendations | make to increase the number ahemoaccessing the stop

smoking service are evidence based and use a bafg@pproach.

The project was a qualitative study. The reasonndeselecting this model was that
this type of research is inductive, generates thgms$ and has a focus bowthings
happen rather thathmat they happen. By using this method the data géskiia rich
because it describes and makes sense of the pania experiences (Silverman,
2004). Analysis is predominately interpretive arehld with descriptions, meanings

and characteristics of people.

It was decided that focus groups will be held wptiegnant women that smoke to
discuss what barriers they face in quitting cigeset By far one of the biggest
advantages of using focus groups is that they arapetent in being used as a

preliminary method for topics and subjects whemrehis no prior research, which
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can later on provide an input into developing sE¥$j questionnaires, other
measurement instruments. Focus groups are a valt@ilin significant involvement
of the communities such as minority and other wahke populations we serve and

hope to understand (Merton, 2003).

After the acceptance of the consultancy | stameead up on the qualitative method |
would be using to analyse the focus groups. | seacgkral books and articles and in
the end decided to use the abbreviated versiomoafnged theory. Grounded theory
was used for many reasons. The underpinnings aingied theory are appropriate to
the study. The aim of this method is to identifyextualised social processes and is
designed to assist with the discovery of theoryt teagrounded within the data.
Grounded theory offers thorough and systematic quoes for data collection,
analysis and theorising (Willig, 2001) and the sdreon the process enables
researchers to analyse individual and interpersmmaiesses and look at how they are
developed, maintained or transformed (Charmaz, R00bBe abbreviated version
(Willig, 2001) was chosen for data analysis. Therabiated version differs to the
original grounded theory by only coding and consyacomparing themes within the
data already gathered, further data is not cokket® the study continues (Willig,

2001).

A ‘doctor-patient’ model of consultancy was usedn@&@n 1999). This model is based
on the initial process by which a consultant fosuse the problems that exist in an
organization and the factors influencing these lemols. The doctor-patient model

allows the consultant to use their existing expmgeto diagnose the issues for the

company and introduce potential methods for chaf®ghein 1999). One of the
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problems with this kind of model is that it req@ira developed relationship between
the consultant and the organization, one that allolnese professionals access to
many different types of organizational informatig@chein 1999). Fortunately being
employed by the organisation meant that | alreaaty ¢ developed relationship with

my client and allowed me to access any informatiat | required

During the planning process it was realised thatpioject would take up a lot of my
time thus | set up a meeting with the client tacdss the potential for hiring someone
who could transcribe the focus groups once theycarged out. It was agreed that |
would find a transcriber and the client would pay the transcription services. | also
spoke to the client about purchasing a digital @aiecorder for the recording of the
focus groups. | was asked to purchase a recordktoaciaim the money back. Lastly
| discussed with him the need to have another aglle present at the focus group for
health and safety reasons. It was agreed that |t douite a colleague to the focus
group and they can get their time back in lieu.cgktract was prepared and was

signed by the client (Appendix 1).

Reflection

As | only had experience of using interpretive piraenological analysis (IPA)

(Smith, 1997) to analyse focus groups in the padidinot want to automatically

assign it as the methodology | was going to useHisr consultancy. Hence | started
to read about the other methodologies and was aathgtomparing them to ascertain
which methodology was most suitable for researcthisfkind. In the end | selected
the abbreviated version of grounded theory. It usteqeasy at times to become

comfortable with one methodology and continue usirfgr all future work but the
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methodology used should depend on the researchi@quesd research objectives. |
was also very pleased with the client for beingusmlerstanding about my time
constraints and paying for a transcriber and ataligioice recorder. This made the

planning stages of the consultancy much easier.

ESTABLISHING, DEVELOPING AND MAINTAINING WORKING RE LATIONSHIPS

WITH CLIENTS

| kept in touch with the client via emails and megs$. Due to the client being my
manager | had the opportunity to discuss the ceerscy with him during my monthly

supervision meetings. The meetings allowed us &alsgo each other about our
concerns and/or the progress to date. This endiadl was working towards a
common perspective and not side tracking into sbimgtthe client was not happy
with. During the sessions the client was helpfuproviding assistance with passing
the details of some of his contacts that might foleetp to me during the project, such

as contacts in the local council for the recruittnaparticipants.

Having my manager as a client had many positivestly; we were aware of each
others working styles which ensured that we hagelationship that neither suffocated
nor isolated both of us. Secondly, working in tlaene organisation and team there
was mutual trust and respect, which is very impdrtan a client-consultant
relationship. Thirdly, due to being based in thesduilding we both had easy access

to each other, making meetings easy to arrange.
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Reflection

My working relationship with the client was alwayery good. The roles were
assigned and we both knew what was expected of @hein. | liked that the client

was not too authoritarian during the consultansythés allowed me to acquire project
management skills. Sometimes clients can be veeggpiptive which can lead to

difficulties in the client-consultant relationship.

CONDUCTING CONSULTANCY

The project officially began in June, 2007. | ca¢al the local council to book a
room to hold the focus groups as | wanted the logato be central and easily
accessible. The posters to recruit the pregnant emomere designed and were
displayed at local pharmacies, libraries and Istalps. | waited two weeks for a
response from the recruitment campaign but no pmetgwoman came forward to
participate. A meeting was set up with the cliendiscuss this. Upon discussion it
was agreed that a marketing company should be tseae@cruit the women. A

marketing company was sought and briefed. Thedethe marketing company came

from the client.

A few days before the focus groups | spoke to &agle about being present at the
focus group for health and safety purposes. Thasfagoups were arranged to take
place on the same day, one in the morning and ke afternoon in July, 2007.
Information sheets were prepared and handed tamémketing company. Consent

forms and debriefing forms were prepared for distion on the focus group day.
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The focus group schedule was prepared with predamtiynopen ended question. A
funnel approach was used where | started with gemprestions and as the focus

group went on the questions became more specific.

The focus groups went well and the audio recordingse sent to the transcribers.
The transcriptions were returned within two we€ekise data was analysed and two
core themes were found in the data; (1) barrierguiiting and (2) overcoming

barriers. Barriers in quitting has a further siximénemes, (1) positive perception of
smoking, (2) association/triggers, (3) competitigd) motivation, (5) healthcare

professionals and (6) stop smoking service. Ovemgrbarriers has a further three
main themes; (1) negative perceptions of smoki@yy,nfodels of treatment and (3)
marketing services (See Appendix 2 for themes }alfach of the themes was

explored.

1. BARRIERS IN QUITTING

The issue of barriers in quitting was a dominaetrie during the focus groups. When
participants spoke about the barriers that thegdaehilst trying to quit smoking,
they labelled many factors as the either the maione of the causes of their failure
to stop smoking. Below those factors will be verniefly discussed in the form of

main themes.

1.1 Positive Perception of Smoking
When patrticipants spoke about their perceptionsnadking a large number of them

talked about the positive nature of smoking. Smgkias used as a relaxation tool, it
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acted as a reward, it was used as a mean of agdidiredom and lastly many people

found smoking an enjoyable exercise.

“When I'm at home then | start thinking like | dbfieel well or | start stressing, then

I light up a fag” ( P5-FG1)

1.2 Association/Triggers

The participants were associating smoking withdecisuch as weight gain, stress,
alcohol, cravings and their partners smoking. Thees a common view that by
quitting cigarettes weight will be gained, stresk mcrease and that drinking alcohol
would become less satisfying. The participants ndilgas of age described these

associations as being one of their biggest banmegsiitting cigarettes.

“I'd rather smoke than be fat” (P?-FG5)

“The minute he (husband) gets up and sparks umgad ¥eanna sit down and have a
fag with him, whereas | might have gone another kidgthout having another

cigarette before he got up”(P4 FG1)

1.3 Competition

Competition was found to be both internal and ewkrin the context of this study
internal competition are the personal factors #rat competing with making a quit
attempt; such as blame minimisation and low thpsteption. Many participants
were well versed in the dangers of smoking. Thegleustood the health risks but

there was a common attitude of ‘it will not hapgenme’. Many women defended
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their decision to smoke during pregnancy by sayintpused no harmful effect on

their child.

“But they say that when you’re smoking and you’egpant you can stunt the growth
of your baby. Well, all | have to say is good jabd smoke with him, because he was

9 Ib. 60z. If | didn’t smoke he would’'ve been ampls!” (P1-FG2)

External competition on the other hand are owdetofs that acted as barriers such as
the stop smoking service branding and non-NHS stoking services that are
competing for the attention of a smoker. The pigndicts were keener to explore
hypnosis and acupuncture before accessing thdditakestop smoking service to quit

smoking.

“There’s only one thing I'd try and that’s hypnoseos hypnosis would, if | was the
kind of person who wanted to give up, | wouldn'tivM® do any of these other

things” (P? FG2)

1.4 Motivation

Having motivation is an important tool to assisople in trying to quit cigarettes or
not to relapse. Motivation can be affected by méagtors. The three that were
discussed within the focus groups were self effit@mfidence, willpower and social
support. If motivation is weak this can become mibain quitting. The participants,
regarded lack of confidence as a barrier to q@ttigarettes. Social support had a big
impact on quit attempts and long term quit succBsasticipants considered a lack of

social support as being a barrier in quitting cigjes.
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1.5Healthcare professionals (HCP)

GPs were seen as the ‘experts’, the healthcaregsioihals who they sought advice
from. Midwives were seen as support mechanismaagysregnancy. However the
same healthcare professionals undermined theittipasi by showing a lack of
empathy, by providing incorrect information and blsplaying negative body
language. Many women described the advice thegived from their midwives
whilst being pregnant. A large number of them akmd that they were told not to

stop smoking because it would be ‘stressful forithly’.

“My midwife told me that it's actually more stregkfor the baby trying to give up

smoking in pregnancy — it's better if you can coiwvd” (P3-FG1)

“When | was pregnant with my first son | was unddot of pressure so | was
smoking more, and | was paranoid about smokinghallway through, but I couldn’t
stop, and she (midwife) told me it would be thesivthing to do would be to give up”

(P?-FG1)
“would you be interested in getting help to stopkimg?” (HA-FG1)
“Well, we're not allowed. Well the midwives told' (B2-FG1)

“they said its best for the baby, because it waitdss the baby out more” (P1- FG1)

“Well when | was pregnant with my last one theyl twle that | couldn’t give up

smoking” (P2-FG2)
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Women were actively told not to quit smoking ance do the heavy reliance on
healthcare professionals for health related adtheewomen did not challenge this

view and believed it to be correct.

1.2 Stop Smoking Service

Awareness of stop smoking services such as fragogessions, NRT on prescription
and stop smoking support at GPs was generally gaite. It was generally thought
that the availability was scarce and the price @wdug high. Participants also held

incorrect views on treatment and stop smoking natin.

“What about cost of smoking cessation treatments&’

“They are pricey” (P?-FG1)

As well as not being aware of the services on gbf@rticipants held a number of
incorrect views on treatment and medication. Tha@in sources of incorrect
information were family and friends. The most p@suliew held was that NRT was

as damaging as a cigarette and it would be likiacapy one addiction with another.

2. OVERCOMING BARRIERS

The second super-ordinate theme is overcomingdrart©ne of the aims of the study
was to explore how barriers in quitting could bemome which in turn can assist in
a successful quit attempt. This section is dividpdn three main themes; (1) negative

perceptions of smoking; (2) models of treatment @)anarketing.
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2.1 Negative Perceptions of Smoking

As well as talking about smoking in a positive viag participants also discussed the
negative aspects of smoking. Frequently particppapbke about smoking in a purely
physiological way. They saw smoking as an addi¢tas something that the body
needs and must be given. Giving the title of adllicto their smoking at times took
away their responsibility to stop smoking. It wased to justify the difficulties in
quitting and made the problem to be external. Badlth also made participants
consider the effect the cigarette was having omthespecially the effects that they

cannot see

“When people know you’re pregnant as well...Yeh yoget the dirty looks but

people do look at you, you feel a burning in thekoaf your neck” ( P4- FG1)

2.2 Models of Treatment

Within the focus groups participants were askeduaiwehat kind of services they
require to assist them to quit smoking. Throughtet focus groups participants did
not speak about their smoking in an isolated imtligi way. They always associated
their smoking with factors such as weight gainestrand alcohol. However when
getting treatment for smoking they could not untéerd why only the smoking was
being addressed and the reasons as to why theyesimaiever targeted. When the
participants themselves did not perceive their sngpko be one dimensional they
could not understand why then the treatment thag wexeiving or was on offer is so

one dimensional. It was believed that by havingeattnent model that holistic and
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addresses their complete problem will lead to fengtapses and will enable them to

have a better lifestyle

2.3 Marketing

As well as speaking to the participants about tlsamoking behaviour and stop
smoking treatments, marketing was also explore@. @drticipants were asked about
previous promotional efforts and future marketifgegnant women again like the
wanted emotive adverts. They wanted children tatlibe centre of the campaign and

they preferred factual adverts based on true storie

“I tell you one thing that did upset me, when | séat little girl on telly that time
with her dad; did you see it. He had throat can&re was crying. That really did get

to me” (P?-FG2)

Many participants could not recall any past locarketing campaigns. That is not
surprising as in the past one advert would be tsadrget all segments of the local
population. Pregnant women want adverts to be glame route to schools on
billboards, in magazines, in local newspapers, @afpe the women’s section in the
local newspaper. The women also said they reachatiérial that their children bring
back from school; therefore it would be worthwhile disseminate information

through schools.

Reflection

| was very disappointed when | was unable to ré@ny participants for the focus

groups as | had spent quite a lot of time prepaaimd) working on recruitment. What |
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learnt from this was that due to there being a dabund pregnant smokers, not
many women were forthcoming as they thought thatftitus groups were going to
turn into lectures. Whereas when the marketing @mprecruited they spoke to
women directly and could answer any questions ttey had plus a cash incentive
was offered. Due to most women being from a lowicc@conomic group the cash

incentive was very attractive as opposed to giwagstore vouchers.

MONITORING THE PROCESS OF CONSULTANCY

Meetings with the client were held regularly toatdiss each phase of the consultancy.
Though it was felt that a lot of control was handedne as a consultant and | was
allowed to make decisions that | thought would liértlee consultancy. Input from

the client was quite low.

Changes occurred during the consultancy. | wasam@re that | would find it so
difficult to recruit participants, thought the rag@ment posters were put up in the
local area. Hence using the marketing company Wwasonly way to recruit. The
difference between the recruitment styles wastti@marketing company approached
people directly and offered cash incentives.

The signed consent forms were collected from ppeids at the beginning of the
focus group and held in a folder. Each participaat recognised by a participant
number ensuring further privacy. Their persond&rmation form which included
their name and contact details were kept separate the transcriptions and consent

forms. This was to maintain confidentiality for tparticipants. The information was
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kept in a locked drawer within the office and alanscripts and digital voice

recordings were kept on one computer which waswaslsprotected.

Reflection

Due to the client being my manager there was lessdlity within the consultancy
processes. At times | found that if a priority @ajcame up | would have to give that
my attention. For next time | will make sure thatet myself days and times that |
will dedicate to the consultancy and make surelteick to them.

It would have been beneficial for me and the clismthave a formal monitoring
process set up. If | was to accept another comsyteole | will ensure that | have an

agreed monitoring system in place.

EVALUATING THE IMPACT OF CONSULTANCY

The impact of the consultancy was wide ranging.ulnher of steps were taken to

increase the number of pregnant smokers accesmnigHS Stop Smoking Service:

» A targeted marketing campaign was launched for paeggwomen- that
took account of the barriers that they faced (Apipend)

» All midwives were asked to carry out a CO readihglbpregnant women
on their first visit, and if the reading showedtttiee pregnant woman was
a smoker then an automatic referral would be matie the local stop
smoking service

 The head of midwifery for the local area was cot@dcand informed

about the findings of this study. They were spealfy informed about
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some midwives advising women not to quit smokinglstipregnant. This
led to a revised training package for midwives whiccorporated more
role plays and the training was revisited by appnately 50% of all the

midwives.

| was also asked to write a brief report (Appen8lixand present this research to the
PCT board and the senior management team of the PI&T consultancy was well

received and led to a lot of interest in the fimdimnd the approaches used.

Reflection

Though there was no formal evaluation | got thecopymity to present my work to
the PCT board and at the SMT meeting. | was ihjtiary nervous about presenting
my work as it had clinical implications. | was vereased at the response | got from

the PCT and it allowed them to ask me questiornthemroject.

SUMMARY

Overall | was very pleased with this consultancgjgct. | have strengthened my
contract writing, research, data analysis, presgnaind disseminating skills. | have
built my skills as a consultant and have learntsamportant lessons along the way

such as ensuring that | have rigorous monitorirdjearaluation processes in place.
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Appendices
APPENDIX 1

Contract for Consultancy

Title of work: Investigating barriers faced by pregnant smokerpiitting cigarettes
Contracting client: Associate Director of Public Health at a PCT
Consultant: Henna Ali, Trainee Health Psychologist
Objectives:
The aim of the consultancy is:
* To investigate the barriers that pregnant smokacge in quitting cigarettes
through primary research.

* To disseminate findings to senior public healtmtea

In order to achieve the above aims the followingkwaill be carried out:

A qualitative research will be conducted, encomipgsswo focus groups with
pregnant smokers residing in deprived areas ofdiva. The qualitative data will be
transcribed and analysed via abbreviated grountiedry. The findings will be
disseminated to the public health team, PCT boatdsenior management team of

the PCT.

Outcome of the consultancy:

The contracting client will be provided with a repof the barriers faced by pregnant

smokers in quitting smoking and will have the wprksented to them and their team.
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Consultant requirements
» The PCT will pay for all costs associated with ghisject (room hire costs,

incentive costs etc.) and will be the sole sponsor

* Regular contact will be maintained with the cliemprovide feedback and

progress

* The PCT will pay for the recruitment of the pani@nts which will be carried

out by a market research company

Timeframe
The total duration of the consultancy is 10 months.
Start of consultancy: November 2006

End of consultancy: September 2007

Code of conduct
The consultant will carry out this piece of conanlty according to the British

Psychological Society Code of Conduct and the Nie8eXf Conduct.

Intellectual property

The consultant shall be named on any publicatioissg from her work.
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Cost
This piece of consultancy is will be carried outidg office hours and forms part of
the consultant’s job description, hence no fee ballcharged. However if a fee was

charged then it would be at a cost of £7,500 (3@d&Cost per day would be £250.

Signature: Signature:

(of consultant) (of client)

Today’s Date: Today’s Date:
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APPENDIX 2

Qualitative Themes Table

Barriers
Quitting

in

Positive Perception

of smoking

Enjoy Smoking

Relaxing

Reward

Avoidance of
boredom

Social norms

Association/
Triggers

Stress

Weight

Alcohol

Cravings

Partner smoking

)

Competition

External

Internal

Branding

Blame
minimisation

Alternative
therapy

Low threat
perception

Motivation

Self efficacy/
confidence

willpower

Social support

HCP

Relationship
with HCP

GPs

Other HCP

Incorrect advice

Stop Smoking

Service

Awareness

Availability of
services not
known
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Incorrect views
of
treatments/med

Experience of
stop smoking

programmes
Overcoming
Barriers
Negative
Perceptions of
Smoking
Health
Financial
Addiction
Chastised
Children
Models of
Treatment

Holistic model

Tailored service
and access

Location and
staff

Socialising

Marketing the
Service

Targeted
adverts

Mediums and
location of
advertisement
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APPENDIX 3

Barriers Pregnant Women Face in Quitting
Cigarettes
Introduction

Smoking is a risk factor for many illnesses andeds®es and can ultimately cause
death. There are over 4000 different chemical camgs found within inhaled
smoke, from which hundreds are known carcinogenin. the UK there are an
estimated 120,000 deaths which are caused by smokiom these an estimated
42,800 deaths are from smoking-related cancer§080rom cardiovascular disease
and 29,100 from emphysema and other chronic lusggdies (Action on smoking and
health). Over 50% of the people who continue snpkor the rest of their lives die
of their dangerous habit; 25% die before the agg9ofDepartment of Health (DOH),
1998) and this too at the time when the averageelipectancy is 75 for men and 81
for women in the UK (National Statistics- Life Exgtency, 2004). Due to smoking
being the single cause for most preventable illeesand premature death in the
world, health organisations worldwide are prionitgs reducing smoking amongst
their population (DOH, 1998).

In spite of this, the town of Basildon located iough West Essex has the highest
estimated prevalence of smoking in Essex standi®@% in certain wards whilst the
national average is 22%. This is unsurprising gitren high levels of deprivation in
many wards within Basildon. According to the lo&hokefree Basildon-Tobacco
control strategy, 2006 and National Statistics @mBasildon has six wards in the top
20% most deprived in England and Wales, four outeaf wards most deprived in
South Essex, six out of nine wards rank in the t&p most deprived against the
Income deprivation indices and four out of nine dgaare ranked in the top ten most

deprived against the health deprivation and digghrdices.
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It is estimated that 70% of smokers would like tot gigarettes. Yet intention alone

does not always lead to actual behaviour changeef@h and Silverman, 2003).

Other factors that are hindering behaviour charigrilsl be examined. One of the

main factors could be perceived barriers to qutsmoking. Research suggests that

there a large number of barriers that make italiffifor smokers to quit. The barriers

reported are:

8.

9.

. Enjoyment of smoking (Oksuz, Mutlu & Malhan, 2007)

Cravings (Daughton et al., 1999)

Loss of smoking as means of handling stress (Ma&adewilliams, 2006)
Fear of weight gain (Jenks and Higgs, 2007)

Low self efficacy (Bandura, 1986)

Cost of smoking cessation treatments (Hines, 19%®&dy, Antoniak,
Britton, Molyneux, & Lewis, 2006)

Lack of awareness of the smoking cessation treagraailable (Roddy et al,
2006)

Fear of failure (Ussher, Etter & West, 2006)

Fear of withdrawal symptoms (Hughes, Higgins & iatani, 1990)

10. Loss of social relations/life (Harrakeh et al, 2p07

Within current literature the barriers are listad there is a reduced attempt to carry

out research to overcome the stated barriers. &udie needed to alleviate the

barriers to quitting by means of public health caigps and interventions which will
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help smokers to quit. In addition to that it is onfant to evaluate the effectiveness of
the campaign/interventions to measure the success.
The aim of this study is to understand the barribet pregnant women face in

quitting cigarettes.

Methodology

Design

The research is a qualitative study. The reasombetelecting this model was that
this type of research is inductive, generates thgms$ and has a focus bowthings
happen rather thahat they happen. By using this method the data gé&setia rich
because it describes and makes sense of the pania experiences (Silverman,
2000). Analysis is predominately interpretive arehld with descriptions, meanings
and characteristics of people. The outcome ofgglosess enables the development of

explanatory models and concepts.

Focus groups were held with pregnant smokers twudsgswhat barriers they face in
quitting cigarettes. Focus groups are a valualdeitosignificant involvement of the

communities such as minority and other vulnerablgutations we serve and hope to
understand (Merton, 2003). Therefore focus groupsewdeemed to be the most

appropriate method to use.
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Participants
1. The sample of this study consisted of elevan ppeits who smoke to take
part in the two focus groups. Focus group 1 hadriiggpants and focus group

2 had 6 participants.

The participants were recruited via a marketing gany and the marketing company
were given £25 Marks and Spencers vouchers todbeldited to each participant as a

way of thanking them for taking part in the focusup.

Materials

A digital voice recorder was used for recording theus group discussions. Two
information sheets had to be filled out by the ipgrénts. Information sheet one
contained questions such as name, address, amthdake number and information
sheet two contained information on demographicé iscage, ethnicity, occupation,

education, marital status and who the participaes|with.

Data Collection

The study was conducted in an ethically appropriaeemner according to formal
guidelines from the British Psychological SocieBo@e of Conduct and Ethical
Principles and Guidelines, 2000). Focus groups wWeeeselected method of data
collection within the study. Informed consent otlegarticipant was obtained via a
consent form. The participants were given full exgition of the purpose of the study
and were informed that the focus groups will bei@uBarticipants were reminded in

the consent form that they could withdraw from fleeus group whenever they

272



wished and that their responses would not affect#nalthcare they receive or would

receive from their doctors and midwives.

Demographic information including age, ethnicitygcopation, education, marital
status and who the participant lives with was ot#dibefore the focus group via a
qguestion sheet. Participants within the study wieentified via their participant
number given to them at the time of their focusugrdNo names had been included to

ensure participant confidentiality and privacy.

The focus groups lasted between 45 and 60 minatesppen ended questions were
posed to the participants. After the focus groupe participants were given
debriefing forms. Verbatim transcripts of the refmd focus groups were produced.

The tapes were destroyed after transcription.

Data Analysis

The data was analysed via a combination of two aaares; social marketing and

abbreviated grounded theory. Grounded theory wassbd for many reasons. Firstly
the underpinnings of grounded theory are appraptiatthe study. The aim of this

method is to identify contextualised social proessand is designed to assist with the
discovery of theory that is grounded within theadathe aim of the study is to

understand what the perceived barriers are for emsokithin the Basildon area and

how they feel that the barriers can be overcome gnodnded theory allows the

researcher to get close to the participants w@ktondly, grounded theory offers

thorough and systematic procedures for data callectanalysis and theorising

(Willig, 2001). Thirdly, the stress on the procemsables researchers to analyse
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individual and interpersonal processes and lookhatv they are developed,

maintained or transformed (Charmaz, 2000).

In Strauss and Corbin’s (1998) method of groundebry the analysis of data and
data collection are carried out simultaneously #mebretical sampling is applied.

However for this study an abbreviated version (MilR001) of grounded theory was

used for the analysis of this study. The data waded and constant comparative
analysis was carried out to develop the themesfustiter data was not collected to
reach saturation point. Initial open coding of ttega was carried out using line-by-
line coding (Charmaz, 2006) to identify descriptiegv-level categories and codes
grounded in the data (Willig, 2008). During thisopess comparisons were made
between what was being said and what had beerelsmdhere by other participants
and groups. Themes began to emerge and codes ¢hatfeund to be similar were

grouped into categories. The connection betweerdtegories were further explored

which led to higher-order categories with sub-cates within them.

Findings

The data was analysed and two core themes werel fiouthe data; (1) barriers in
quitting and (2) overcoming barriers. Barriers initgng has a further six main
themes, (1) positive perception of smoking, (2)aggion/triggers, (3) competition,
(4) motivation, (5) healthcare professionals ands{6p smoking service. Overcoming
barriers has a further three main themes; (1) neggterceptions of smoking, (2)
models of treatment and (3) marketing services (@geendix 2 for themes table).

Each of the themes was explored.
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1. BARRIERS IN QUITTING

The issue of barriers in quitting was a dominaetrie during the focus groups. When
participants spoke about the barriers that thegdaehilst trying to quit smoking,
they labelled many factors as the either the maione of the causes of their failure
to stop smoking. Below those factors will be verniefly discussed in the form of

main themes.

1.1 Positive Perception of Smoking

When participants spoke about their perceptionsnubking a large number of them
talked about the positive nature of smoking. Smgkiras used as a relaxation tool, it
acted as a reward, it was used as a mean of agdidiredom and lastly many people

found smoking an enjoyable exercise.

“When I'm at home then | start thinking like | dofieel well or | start stressing, then

I light up a fag p5 fg1 pg9

1.2 Association/Triggers

The participants were associating smoking withdetsuch as weight gain, stress,
alcohol, cravings and their partners smoking. Thees a common view that by
quitting cigarettes weight will be gained, stress mcrease and that drinking alcohol
would become less satisfying. The participants ndilgas of age described these

associations as being one of their biggest banmegsiitting cigarettes.

“I'd rather smoke than be fat” p? fg5
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“the minute he (husband) gets up and sparks ugd f@anna sit down and have a
fag with him, whereas | might have gone another kidgthout having another

cigarette before he got up” p4 fg1 pg 29

1.6 Competition

Competition was found to be both internal and ewkrin the context of this study
internal competition are the personal factors #rat competing with making a quit
attempt; such as blame minimisation and low thpsteption. Many participants
were well versed in the dangers of smoking. Thegeustood the health risks but
there was a common attitude of ‘it will not hapgenme’. Many women defended
their decision to smoke during pregnancy by sayintpused no harmful effect on

their child.

“But they say that when you’re smoking and you’egpant you can stunt the growth
of your baby. Well, all | have to say is good jabhd smoke with him, because he was

9 Ib. 60z. If | didn’t smoke he would’'ve been Bampds!” pl fg2

External competition on the other hand are owdetofs that acted as barriers such as
the stop smoking service branding and non-NHS smking services that are
competing for the attention of a smoker. The pigndicts were keener to explore
hypnosis and acupuncture before accessing thdditakestop smoking service to quit

smoking.
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“There’s only one thing I'd try and that’s hypnoseos hypnosis would, if | was the
kind of person who wanted to give up, | wouldn’niM® do any of these other

things” p? fg2

1.7 Motivation

Having motivation is an important tool to assisople in trying to quit cigarettes or
not to relapse. Motivation can be affected by méastors. The three that were
discussed within the focus groups were self effit@mfidence, willpower and social
support. If motivation is weak this can become mibain quitting. The participants,
regarded lack of confidence as a barrier to gq@ttigarettes. Social support had a big
impact on quit attempts and long term quit succBsasticipants considered a lack of

social support as being a barrier in quitting cides.

1.8 Healthcare professionals (HCP)

GPs were seen as the ‘experts’, the healthcaregsiohals who they sought advice
from. Midwives were seen as support mechanismaagysregnancy. However the
same healthcare professionals undermined theirtipasi by showing a lack of
empathy, by providing incorrect information and bsplaying negative body
language. Many women described the advice thegived from their midwives
whilst being pregnant. A large number of them akmd that they were told not to

stop smoking because it would be ‘stressful forithly’.

“My midwife told me that it's actually more stregkfor the baby trying to give up

smoking in pregnancy — it's better if you can coivd” p3 fgl pg 11
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“When | was pregnant with my first son | was unddot of pressure so | was
smoking more, and | was paranoid about smokinghallway through, but | couldn’t
stop, and she (midwife) told me it would be thesivthing to do would be to give up”

p? fgl pgl2
“would you be interested in getting help to stopkimg?” HA
“Well, we’re not allowed. Well the midwives told’ p

“they said its best for the baby, because it waitdss the baby out more” pl fgl

“Well when | was pregnant with my last one theyltwle that | couldn’t give up

smoking” p2 fg2

Women were actively told not to quit smoking ance do the heavy reliance on
healthcare professionals for health related adtheewomen did not challenge this

view and believed it to be correct.

1.3 Stop Smoking Service

Awareness of stop smoking services such as fragpggessions, NRT on prescription
and stop smoking support at GPs was generally goite. It was generally thought
that the availability was scarce and the price @wdug high. Participants also held

incorrect views on treatment and stop smoking natin.

“What about cost of smoking cessation treatments&”

“They are pricey” fgl
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As well as not being aware of the services on gbf@ricipants held a number of
incorrect views on treatment and medication. Thaain sources of incorrect
information were family and friends. The most p@puliew held was that NRT was

as damaging as a cigarette and it would be likiacapy one addiction with another.

2. OVERCOMING BARRIERS

The second super-ordinate theme is overcomingdrart©ne of the aims of the study
was to explore how barriers in quitting could bemome which in turn can assist in
a successful quit attempt. This section is dividpdn three main themes; (1) negative

perceptions of smoking; (2) models of treatment @)anarketing.

2.4 Negative Perceptions of Smoking

As well as talking about smoking in a positive wihg participants also discussed the
negative aspects of smoking. Frequently particgpapbke about smoking in a purely
physiological way. They saw smoking as an addigtes something that the body
needs and must be given. Giving the title of adoiicto their smoking at times took
away their responsibility to stop smoking. It wased to justify the difficulties in
quitting and made the problem to be external. Badlth also made participants
consider the effect the cigarette was having omthespecially the effects that they

cannot see

“When people know you’re pregnant as well...Yeh yoget the dirty looks but

people do look at you, you feel a burning in thekbaf your neck” p4 fgl pg 18
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2.5 Models of Treatment

Within the focus groups participants were askedualvehat kind of services they
require to assist them to quit smoking. Throughbet focus groups participants did
not speak about their smoking in an isolated imtligi way. They always associated
their smoking with factors such as weight gaingsdrand alcohol. However when
getting treatment for smoking they could not untiéerd why only the smoking was
being addressed and the reasons as to why theyesimaiever targeted. When the
participants themselves did not perceive their sngpko be one dimensional they
could not understand why then the treatment thay wexeiving or was on offer is so
one dimensional. It was believed that by havingeattnent model that holistic and
addresses their complete problem will lead to fengtapses and will enable them to

have a better lifestyle.

2.6 Marketing

As well as speaking to the participants about tlsamoking behaviour and stop
smoking treatments, marketing was also explore@. @drticipants were asked about
previous promotional efforts and future marketifgegnant women again like the
wanted emotive adverts. They wanted children tatlibe centre of the campaign and

they preferred factual adverts based on true storie

“I tell you one thing that did upset me, when | séat little girl on telly that time

with her dad; did you see it. He had throat can&re was crying. That really did get

to me”’p? fg2
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Many participants could not recall any past locarketing campaigns. That is not
surprising as in the past one advert would be tsddrget all segments of the local
population. Pregnant women want adverts to be glame route to schools on
billboards, in magazines, in local newspapers, @afpe the women’s section in the
local newspaper. The women also said they reachatirial that their children bring
back from school; therefore it would be worthwhile disseminate information

through schools.
Conclusion

The barriers in quitting discussed within the stwdre not surprising and not too far
apart from other research studies in this areas $hidy shows that to increase the
number of quitters not only do you need to make dtogp smoking services more
effective but you need to promote the services qgséxtensively, because if people
are not aware of the services available regardieksw effective they are, the access
rate will be low. One size does not fit all. We badw evolve the services that we offer
to the public and evolve the way in which we maidet services. Most public health
departments currently are working in silo with sepa tobacco, obesity and alcohol
departments, they need to start working more hcdiby and offer more holistic
services to their clients/patients. The biggestlehge to any stop smoking service
will be to offer choice to their clients, as in &yds world patients are consumers that

want services according to their need at a timeghiés them.
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Area of Competence: Teaching and Training

Case Study 1: Delivering a Social Marketing Workshp to a Cardiac
and Stroke Network

SETTING: A local Cardiac and Stroke Network
TARGET GROUP: Managers of the network
DESCRIPTION OF WORK: To teach managers from the network about the use of

social marketing in public health.

PLANNING AND DESIGNING TRAINING PROGRAMMES THAT ENA BLE STUDENTS TO

LEARN ABOUT PSYCHOLOGICAL KNOWLEDGE, SKILLS, AND PR ACTICES

| am a Trainee Health Psychologist at a PCT andmayager is the Associate
Director of Public Health. My manager was contacbgdthe Director of a local
Cardiac and Stroke Network in early May, 2008 tquere about the social marketing
research carried out by myself on smoking cessalibe network was planning an
away day and social marketing was a topic they @dmbore to learn more about.
Health related Social Marketing is the systemagipliaation of marketing alongside
other concepts and techniques, to achieve speodi@avioural goals, to improve
health, and to reduce health inequalities (Natiddatial Marketing Centre, 2009).
My manager thought it would be best if | spoke & directly and passed her details
onto me. | contacted the Director and spoke toadtdength regarding what type of
information she requires, the length of the workshbe number and job titles of the

people attending and what they hope to achieve thamvorkshop.
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| was informed that they wanted to become more lfanged with social marketing
and how it can be used within public health as theye thinking about carrying out
social marketing research in the future. In the fas years social marketing has
become increasingly popular and this was even nernglent when the UK
government released a public health white paperhich it mentioned the “power of
social marketing” and how “marketing tools applied social good used to build
public awareness and change behaviour” (Departmiehtealth, 2004). Since then
many other official reports have been released iaitihtives such as the National
Social Marketing Strategy (NSMS) and the Nationalci&l Marketing Centre
(NSMC) have emerged. Social marketing is not artheat rather a framework that
draws from areas such as psychology and commumiictiteory to understand how to
influence people’s behaviour. It seeks to learmfilmmmercial marketers’ success in
changing behaviour, and is an increasingly impor&@spect of the public health
agenda in England. The NSMC have an eight categatignal benchmark criteria for
social marketing which includes the concepts oftamner orientation, behaviour,
theory, insight, exchange, competition, segmematamd methods mix. Health
psychology research involves the processes of @gstorientation, behaviour, theory
and insight. By adding the other social marketiogponents to health psychology
and public health research the research methoddiagythe potential to become far
more robust and all rounded. The focus as well @sgoon understanding the
behaviour and developing interventions for indiatidpopulations, we need to think
of effective ways of communicating these ideas battk the public.
Interventions/services without effective targetearketing or targeted marketing

without effective intervention/services cannot woilkhus social marketing is the
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marriage of these two concepts, and when appligdther shows an increase in

healthy behaviours and behaviour change.

The Cardiac and Stroke Network had a number ofrotimrkshops and lectures
planned for the day so | suggested a one-houf@idhe social marketing workshop.
| asked the director whether anybody within hemtdsad any experience of social
marketing and | was informed that this workshogaking place to introduce the
concept to the team members thus this illustrated the workshop needed to cover
basic elements of social marketing and that | gh@ohclude it with a summary of
the social marketing research | carried out asaatjgal example. The best approach
for this workshop would be to have a PowerPoins@n¢ation as this would ensure
that the attendees of the workshop would have dongethey can refer back to. |
contacted the Personal Assistant (PA) of the diret enquire whether a laptop and
projector would be available on the day of the wbdp to carry out the presentation.
It was confirmed that the equipment would be awéea

The slides that | produced were split into twoididtsections (Appendix 1). The first
section introduced social marketing by giving ai&bn, the core concepts (i.e.,
segmentation, objective setting, marketing mix, mamication and competition) and
the types of research methodologies that can be 0% second section was a case
study of the social marketing research | carriedavu“overcoming barriers faced by
cigarette smokers to quit”. | included the casealgtas a practical example of the
techniques | was informing the group about. The cisdy would allow the group to
see the way how | set my objectives, how | segnaeetite population, the research
methodologies | used and how | applied the research National Health Service

(NHS) setting. A number of diagrams and charts vpeoeluced to be included within
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the slides, this was done to simplify the messalgats| was relaying. | also printed

slides as handouts for the group to enable thaksnotes during the workshop.

DELIVERING THE TRAINING PROGRAMME

On 18" June, 2008 the workshop was delivered to 12 mesnbiethe Cardiac and

Stroke Network (CSN). | started the workshop hyaducing myself and requesting
members of the group to introduce themselves &lhke | made it known from the

onset that | expected this one hour workshop t@adbeénteractive as possible. The
interactivity would be achieved by allowing people ask questions during the

workshop rather than waiting till the end of thesen. This approach put people at
ease. The aims of the workshop were clearly aedlito the group before the

commencement of the workshop and | asked themeifetivas anything else they
wanted me to discuss during the hour slot thaveh®t included. There were no new
requests.

The workshop plan was fully adhered to and the gnoembers asked a number of
guestions during and after the PowerPoint presentalhe questions would often

lead to a small discussion which facilitated furtlearning.

PLANNING AND IMPLEMENTING ASSESSMENT PROCEDURES FOR THE TRAINING

PROGRAMME

No formal assessment procedures were planned gautpese of the workshop was

to increase the groups understanding on social etiack Their understanding was
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assessed via asking the group questions on thamafmn given and by involving
them in discussions. If it was felt that group mensbwere not participating or giving
incorrect information then | would present the sanfermation in a different way to
ensure that the information was understood. Fomgia during discussions if certain
members of the group were not participating | woasé them for their opinions/view

points. This is turn would lead to those membekstapart.

EVALUATING THE TRAINING PROGRAMME

At the end of the workshop the group members wdkegigen an evaluation
guestionnaire to complete (Appendix 2). The evatmatjuestionnaire was devised to
identify the extent to which the group understdoel Wworkshop and the material. This
was a valuable tool for receiving feedback on thality of the workshop especially
since the evaluation forms did not require the menmimame. The feedback obtained
was positive and the group stated that they nove lmamuch clearer understanding of
social marketing and its uses. They also statedrbiding the case study within the
presentation was helpful and will allow them toliegie the methodology within their

work. The group identified the following areas farther improvement:

* The group felt that they would have liked to haeeidated more time to the
workshop so that they could get involved in groagks to strengthen their
understanding of how to carry out and apply theassh.

* Increased focus on research methodologies andakie W which they can

impact the outcome.
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The reason behind not going into more detail abloatresearch methodologies and
not having group tasks was due to time constrairte.length of the programme was
jointly agreed by myself and the Director, howeNdrwere to do a similar workshop
again | would make sure that | request a longee siot.

At the end of the workshop | was informed by theebior of the network that they
were having problems with stroke awareness witliseik and after taking part in the
workshop she felt that social marketing researalidcehed some light on some of
underlying reasons as social marketing coupled vasiearch methodologies such as
in depth focus groups has the ability to identifye tltocal communities thoughts,
knowledge and beliefs. | was asked whether | winade the capacity to carry out
social marketing research for the network surroogditroke awareness. | was very
excited at the prospect of working in the areatafke as | previously had no such
experience. In addition to this the project wouldwa me to carry out research across
Essex thus building my profile. This could be viemas an informal evaluation as it

led to a consultation request.

SUMMARY AND REFLECTION

By delivering this workshop | feel that | have sigghened my own knowledge on
social marketing and have improved my ability tdivie a workshop. Whereas
before |1 might have looked at my slides often, this workshop | was much more
interactive and less reliant upon the slides. Thislue to becoming a much more
confident speaker and knowing my subject mattey wwsely. Participating in the
teaching and training workshop at the Universitgugad that | had experience of

delivering a short workshop as well being more anafrthe different learning styles
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of people. Whilst | was planning my workshop | wagng to include information in
a variety of learning styles (Fleming & Mills, 1992So for the visual learner |
included a number of diagrams, for the auditoryrieathere were the discussions, for
the kinaesthetic learner there was the exampléefcase study. If | had more time
during the workshop | would have allocated the gromith a task which the
kinaesthetic learner would learn best from as ttegember things best when they
have done them rather than just read about thefmme slides | produced for this
workshop have also shown a great improvement asltthee become more concise
and | produced a number of diagrams, charts arldsab illustrate my point. Tables
and diagrams can at times exhibit much more inftionahat plain words and they
are usually much easier to understand and remember.

The feedback | received from the group was ovemaly positive and the group left

with a much better understanding of social markgtin
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Area of Competence: Teaching and Training

Case Study 2: Delivering a Social Marketing Workshp to DPsych
Students

SETTING: University, London
TARGET GROUP: Doctorate in Health Psychology (DPsych) Students
DESCRIPTION OF WORK: To give a full day workshop on social marketing to

Doctorate in Health Psychology students

PLANNING AND DESIGNING TRAINING PROGRAMMES THAT ENA BLE STUDENTS TO

LEARN ABOUT PSYCHOLOGICAL KNOWLEDGE, SKILLS, AND PR ACTICES

In June 2008, my University supervisor discussedmortunity for me to give a full
day’s workshop on social marketing and how it cobt incorporated within the
Health Psychology curriculum at a London Universitythe next academic year. It
was felt that due to the heavy emphasis on socéaketing in the National Health
Service (NHS) it would be informative to see howalie Psychology could use this

strategy to strengthen its health promotion arm.

Health-related social marketing is the systemapiplieation of marketing concepts
and approaches to achieve behavioural goals rdleanmproving health and
reducing health inequalities (National Social Mairkg Centre, 2009). The White
Paper, Choosing Health (2004) sets out the impoetarf using a social marketing
approach to encourage positive health behavioundJis information, people can

then take action to improve their health. Sociarkefing is not a theory in itself;
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rather it is a framework that draws from areas saslpsychology, sociology and
communications theory to understand how to infleepeople’s behaviour (Kotler

and Zaltman, 1971).

Part of the defining qualities of health psycholodgr example are attempts to
integrate educational and scientific contributiobsth to the promotion and
maintenance of health and the prevention and tezdtrof illness. Psychological
theory informs strategies for health enhancement #re prevention of health
damaging behaviours (Bennett & Murphy, 1997). Thaoal frameworks such as
Social Marketing help facilitate this process. @bonarketing has a wider remit than
looking at why people do the things that they ddakes into account the concept of
segmentation, competition and exchange (Hastin@d37)2 In health psychology we
usually analyse themes within transcripts, wheieasocial marketing there is an
added phase of segmentation. People are segmertediiag to their behaviours.
This in essence makes it easier to target diffeggatips of people who display
similar behaviours. The messages can be targeanane refined for each group,
which increases the likelihood of campaign succéssaddition to this social
marketing tries to understand what factors impacth® customer and that compete
for their attention and time as well as applicatodrihe ‘exchange’ concept which is
understanding what is being expected of the custame the real cost to them when

they do what we want them to do (Hastings and Hayly®991).

Social marketing has shown to be effective in mamgas of health. Lowry et al.

(2004) carried out social marketing research tdarphe needs of pregnant smokers

in Sunderland and to devise a successful smokisgatien programme. Focus groups
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were carried which provided insights into the isstaezing smoking pregnant women.
The information was used to overcome barriers byeldping a special training
module with midwives in which role plays were usaad the development of a
monthly magazine was carried out. The interventemhto a ten-fold increase in the
number of pregnant smokers accessing the stop sgdaervice and shows how
social marketing principles can bring about behawiohange in a hard-to-change

population.

This exhibits an intervention which is targetinyesal factors simultaneously. It is
providing training to the stop smoking advisorssithanging its service to align with
what the local population need and then it is mangeeffectively to raise awareness
of the service. Therefore social marketing does amdy emphasise on achieving
behaviour changes but takes a wider approach tesfon how to promote, establish

and maintain the changes over time.

| agreed to undertake the facilitation of the wbiks and was told further details
would be sent after a few months. In October 2008¢ceived an email with the date
of the workshop. | enquired about the timing ofcteag required, number of students
expected and the available equipment. | was toéd workshop would take place
between 10 am and 5pm and the number of studentilwe confirmed closer to the

time.

Having attended the Doctorate in Health Psycholagykshops | was aware that
there was no mention of social marketing in thevjogs workshops however some of
the students who were working in the NHS might haitber come across social

marketing or have a slight understanding of it. rféf@e | came to the conclusion that
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the workshop should start with the basics and thenraim should be to make the

students confident in using social marketing inrtbe/n work.

The workshop for clarity was divided into six paff&e first part was an introduction
of social marketing. This included information orefidition, the history and
emergence of social marketing and key principlestidn two of the workshop was
on promotion; the slides included were on commuiaoaype, the use of fear within
advertisement campaigns and the use and effeciseokbranding. Section three
expanded upon the principles of success when ogrout a social marketing project.
This section was included as it was thought thabmild give students more confident
in carrying out a project solely, as this would Wwas a checklist. | added interactivity
in my materials by having section four and fivedgiew case studies (Appendix 5) in
social marketing and then to highlight which keinpiples that were discussed in the
prior sessions they have been able to identifyiwithem. Lastly section six of the
workshop would be dedicated to my own social mamkeproject. | felt that would
help in further enhancing the students understgnairsocial marketing if they could

see the theory being put into practice.

| also typed up a handout detailing the advantames disadvantages of using

different advertising mediums (Appendix 6). This ulb assist the students when

devising their own marketing campaigns.

The material took approximately one week to puetbgr and all the slides handouts

and case studies (Appendix 4) were printed outé&mh of the students.
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DELIVERING THE TRAINING PROGRAMME

On the day of the workshop | arrived early to chtek equipment which was going
to be used. | checked the PowerPoint presentatatop, projector and camera to

ensure they were all working properly and | knewho use them.

Prior to the workshop | had experience of delivgriectures to MSc and BSc
psychology students for which | had received feeb@hough the social marketing
workshop was going to be full day rather than twars, it was felt that the feedback
| received from the previous lectures that | gawwl be useful to implement as it
would ensure that | do not make the same mistagais.a

On 2 December, 2008 the workshop was delivered to BiRsych students at a
University in London. | started the workshop byraducing myself and requesting
members of the group to introduce themselves dlke.aims and objectives of the
workshop were outlined and the students were askedly other areas within social

marketing that they would like covered, howevemnew requests were made.

The workshop plan (Appendix 3) was fully adherednd the group members asked a
number of questions during and after the PowerPmiesentation. The tasks were
carried out with relatively ease and whilst theksawere taking place | moved from
group to group. This was to ensure that the taskhedng carried out properly and if

the groups had any queries or questions they @sKgrivately.

At the end of the workshop the students were gaexaluation sheets to fill out and a
list of key texts was put up on the projector fortlier reading. The workshop was

finished on time.
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PLANNING AND IMPLEMENTING ASSESSMENT PROCEDURES FOR THE TRAINING

PROGRAMME

No formal assessment procedures were planned. siligents understanding were
assessed via the case study task in which they asdel to get into three groups and
identify the key principles of social marketing Wit the case studies, after which
they presented their work to the rest of the sttglérhis task assisted the students in
two ways; (1) they read a case study which useilsmarketing thus enhancing their
knowledge and (2) due to the task of identifyiny keethodology principles within
the case study, provided an opportunity for thedestts to apply the knowledge
presented to an example. The case studies gives amesmoking cessation, diabetes

awareness and food promotion for children.

The second task consisted of handing out resuttspaofiling for the Vitality study

(Appendix 5) and asking the students to form graamps come up with ideas for the
recommendations that they would make based uporinbangs. This tested their

understanding of the material taught during theksioop and their ability to devise
recommendations not only for service but also tadj@dvertisement which is a key
component of social marketing. Due to the practicaiure of social marketing an
informal assessment like this is more appropridtant an academic formal

assessment.

At the beginning of the workshop it was also memti that if the students had any
guestions then they can ask for further clarityirdormation during the workshop.
This allowed for mini discussions during the wordglwhich again worked as a way

to assess the students knowledge on what was taight.
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EVALUATING THE TRAINING PROGRAMME

At the end of the workshop the group members wdkegigen an evaluation

guestionnaire to complete (Appendix 7). The evabmatjuestionnaire was devised to
identify the extent to which the group understdoel workshop and the material. This
was a valuable tool for receiving feedback on thmlity of the workshop. The

evaluation sheet was devised into three sectidnghé students understanding of the
subject and the confidence in applying the techesgiscale based); (2) the
presentation style and the content (scale baset{3muestions on what they found

useful, least useful and what could be improved.

The feedback obtained was positive and the graatedtthat they now have a much
clearer understanding of social marketing and Huoey tcould apply it in their work.
They also stated that including several case sudithin the workshop was helpful
and would allow them to replicate the methodologhin their work. The group also
found useful the information on how social markgtioould complement health
psychology. The group enjoyed the step by stepgaoof teaching and found the
checklist idea useful. The group identified the |daing areas for further

improvement:

* The tasks should have been divided so that onensthe morning session and
one in the afternoon session

* The workshop should have been longer

* The workshop should have been shorter

* Further ideas on how to recruit participants frowv street
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In hindsight it would have been a good idea totspk tasks, so that one could
have taken place in the morning and one in theradtn. The way it was carried
out meant that the morning session was quite thé@sed and included a
PowerPoint presentation whereas the afternoon aessias predominately
interactive. If | was to carry out this workshopaag!| would make sure that the

morning session is also interactive.

The length of the workshop was decided by the Usitie Course Director; however

| feel that a full day workshop is sufficient foedpnners to social marketing. | believe
that if | was to offer a half day workshop that Wwbaot be sufficient to cover relevant
areas of social marketing and enable student taimc@ detailed understanding of
social marketing. The contradictory feedback widgards to the length of the
workshop might be due to individual’s interest Ine tsubject matter. Some members
of the group were working in organisations whereiaamarketing was an emerging
framework, thus their interest in the topic washhigghereas some members had not
come across the social marketing and therefore thigyit have felt that it is not
applicable to their current status at work.

The summary breakdown of the evaluation can bedanappendix 7.

SUMMARY AND REFLECTION

Prior to the commencement of the workshop | waseextly nervous of delivering a
full day workshop to my peers. | had no previoupesience of delivering a
workshop/lecture for longer than two hours thereférdid not know what the

outcome of the workshop would be. | felt the onlgyw could overcome this initial
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difficulty would be by being well prepared and d#rg a realistic time plan which |
would stick to. Due to this being the first timedélivered the social marketing
workshop | felt that | was relying a little too eft on my slides and notes because

some material were also a little new to me.

| was pleased with my slides and handouts for tbekshop. They were informative
and gave the students information in a clear manfRerther to the slides, | also
provided trainees with five case studies, profdésnajor media types and examples
of participant group profiling. Therefore if theudents want to carry out their own

social marketing research the handouts and slitadd benefit them.

Overall, all the students claimed that they are moove confident in applying social

marketing to their own work and this could be iadirce that the objectives of this

workshop were met.

Reflective commentary of a video recording presené social marketing lecture can

be found in appendix 8.
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Appendices
APPENDIX 1

Slide 1

Social Marketing

Henna Ali

Trainee Health Psychologist
South West Essex PCT

Henna.Ali@swessexpct.nhs.uk
June, 2008

Slide 2
About me .

o Doctorate in Health Psychology

o Trainee Health Psychologist at
South West Essex PCT

o Areas of interest: Smoking
cessation, diet and body image
during pregnancy, social marketing,
media, holistic treatments.

Slide 3

Definition

SOCIAL MARKETING IS:
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Slide 4

Customer Triangle Model

behaviour and
behavioural goals %

intervention £ audience
marketing mix - segmentation

Slide 5

The Marketing Environment

Social

Customers BURCEES

Distributors
Competitors

Economic,

Technological

Slide 6

Segmentation

Three commonly used segmentation criteria:

o Personal characteristics
- Demographics
. Psychographics
- Geodemographics

o Past behaviour
« Previous Purchasing
« Loyalty to a brand

o Perceived Benefits
- Why people do as they do at present
« How motives vary
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Slide 7

Slide 8

Slide 9

Marketing mix

“Marketing is essentially about getting

the right

in the right

, at the right time,

, with the right
and presented in the right way

that succeeds in

satisfying buyer needs”

Product

The behavioural offer made to target

adopters

o Products attributes:

Trialability
Ease
Risks
Image

Acceptability

Duration
Cost

Price

o Cost
o Time
o Effort
o Pain

o Perceived social
stigma
o Embarassment

Tangible

Intangible

Low
cost

High
cost
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Slide 10

Slide 11

Slide 12

Place

Place is where and when the target
market will perform the behaviour

o Can we make the location:
Closer?
Extended hours?
More appealing?
Be there at the point of decision making?

o Objective is to make it as convenient and
pleasant as possible

Promotion

Message Strategy + Media Channels = Promotion

!

* Emotional

* Nonverbal

* Lifestyle

* Scientific expertise
* Personality symbol

Communication

Problem
definition

Images

Language
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Slide 13

Communication

o Audience research
Problem definition
Strengthens research

o Using fear
Not the be all and end all

o Branding
Most advanced emotional tool
Adds value/loyalty
Guarantees of quality

Slide 14

Research

s.
Evaluation

Implementation

L/ 2

&/ Message and
§ Material

&/ Development

28

L
/ Planning
/ &

5.
Pretesting

Slide 15

Competition

o Deal with voluntary behaviour which
means our clients always have a choice!
Competition: short term definite benefits
Social marketing: long term, probabilistic
benefits

o Need alternative delivery methods that
not only we meet targets but expand-
people have every opportunity to get
involved

307



Slide 16

Relationship thinking

o Focusing effort on client satisfaction

o Supporting long-term rather than
intermittent change

o Building trust and showing commitment

o Engaging and mobilizing target
populations

Slide 17

Case Study

Overcoming Barriers That Smokers
Face in Quitting Cigarettes

Slide 18

Aims

1. Understand the barriers that the local
residents face in quitting cigarettes.

2. Explore how the barriers in quitting
cigarettes can be overcome.

3. Develop individual level and population
level public health campaigns to increase
the number of people quitting cigarettes.

4. Evaluate the effectiveness of the public
health campaigns.
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Slide 19

Method

Qualitative study:
Focus groups
Open ended questions

o Five groups:
Male over 30
Male under 30
Female over 30
Female under 30
Pregnant women (x2)

o Voice recorded and transcribed

o Analysed via grounded theory & social
marketing

Slide 20

Results

o Themes emerging:
Low self efficacy
Association/triggers

Relationship with healthcare
professionals

Competition

Slide 21

Results...

o Low self efficacy:
Lack of confidence
Reduction of self worth
Low/no will power
Decreased desire of self protection
Fear of failure

o Associations/triggers
Associate smoking with:
o Weight gain
o Stress
o Alcohol
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Slide 22

Results...

o Relationship with healthcare
professionals:

Don'’t find midwives, doctors other healthcare
staff empathetic

At times given incorrect/confusing information
Fear of being judged

Feel doctors do not have time for them

Pick up negative body language

Find attitudes dictatorial

Dislike of the "NHS" brand when accessing
wellbeing services

Link to low self esteem/confidence/experience
of education

Slide 23

Results...

o Competition:

Addiction

Enjoy cigarettes

Low threat perception
Alternative therapies

Other stop smoking promotions -
strong brand vs. confusion / low
awareness of our own branding
Blame minimisation

‘Social smoker’

Slide 24

Recommendations

One size does not fit all

310



Slide 25

Slide 26

Slide 27

What We Could Offer:
Recommendations for Service

o Lifestyle programme which
integrates:
Healthy eating
Smoking cessation
Exercise
Stress management
Alcohol advice

o Tailoring intervention likely to be far
more effective than blanket
approach

What we could offer:
Recommendations for service...

o Increase service choice by offering:
1:1's
Couple session
Trial sessions
Telephone support
Allen Carr

o Increasing self control and self efficacy
Social support
Empathetic healthcare professionals
Empowerment
Changes in self concept required
Lifestyle programme

What We Could Offer:
Recommendations for Service...

o Training G.P’s
First point of advice
Body language

o Train midwives
Role plays

Make them good salespeople
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Recommendations for Advertisement

Branding
Raise awareness and familiarity
What is it saying?

What is the content?
How are you executing it?

Slide 29

Advertisement...
o Women: o Men:
Ads that have Highlight issues
children in them such as
Gruesome impotence
Factual Gentle
Graphical Straight to the
Bold writing point
Pictures Softly-softly
approach
Slide 30
Advertisement...

o Advertise in:

Supermarkets Newspapers
Fitness centres Stations
Billboards Shopping

centres
Bus shelters
Near schools

Town centre
Hair dressers
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Slide 31

Slide 32

Slide 33

Implementation

o Commissioned advertisement agency to
produce a brand for the health
improvement services we offer

o Seven brands with strap lines produced

o The brands were market tested and the
most popular was the heart logo and the
name Vitality

Branding

VITALITY

Implementation

o The Vitality brand will eventually
incorporate the following services:
smoking, obesity, alcohol and positive
mental health.

o Advertisement company asked to produce
a smoking cessation campaign based
upon the research findings

o Targeted adverts based upon research
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I would to stop

“  FREEPHONE 0800 077 o 000
vt WWW.LOVEVITALITY.0rg

Pra—1c] QD VITALITY yar Local teaith { eltbeiny Senvice

Slide 35

Stop in the name of @

Je—--1 O VITALITY yor acn o {beltesy Senice

Slide 36

Addicted to

“ FREEPHONE 0800 077 8000
orvat WWW.LOVEVITALITY.rg

Sopeety o et [T ) VITALITY Yor loca testh {lelbierny Senvce
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< >hate relationship

O QD VITALITY yar acn ot { ety e

Slide 38

MyExQ ,

Srvtedtyur bk (1753 QO VITALITY you Loci testth { Velbieiry Sensce.

Slide 39

Baby Q ,

Seppure by e v [T QD VITALITY yar Loca Hesth { Welbbeiny Service
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The Well-being Service

o On route to designing a well-being
service

o One stop shop

o Holistic service

Slide 41

Summary

Social and health sector can do its own
marketing

o

Evidence based

o

o

Not a silver bullet- could be used in
conjunction with other techniques and
methodologies

o

Progress depends on a deep and sustained
understanding of people’s real needs

Slide 42

Any Questions?
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Social Marketing Workshop Evaluation

APPENDIX 2

Date: June, 2008

Please rate the workshop on the scale indicated b&l. Your comments are most appreciated

Strongly Agree Neutral Disagree Strongly
As a result of the workshop... Agree Disagree
| understand the difference between commercial and 83% 17%
social marketing
| understand what the 4P’s stand for 17% 17%
| more aware of using different communication 67% 33%
techniques
| understand the principles of a successful social 58% 42%
marketing project
| feel confident in applying social marketing in mwprk 50% 50%
The presentation... Outstanding | Excellent Good Needs Work | Unacceptable
The Presenter
Enthusiasm 42% 42% 17%
Interaction with the audience 50% 42% 8%
The Presentation
Information was presented in an organized manner % 33 50% 17%
Used case-based methods; related information to 75% 25%
practical problems
Quiality of audiovisual aids 33% 50% 17%
The Content
Volume and complexity of the information was 42% 42% 16%
appropriate
Related content to current evidence in the liteeatu 33% 33% 33%
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What did you find most useful in the workshop?

» Discussing the difference between commercial margetnd social marketing

» Going through the 4P’s was very useful

* The Vitality case study was great to see as itarplhow social marketing can be applied
» Different methods of communications were explained; well

» Slides were easily understood and well done

What did you find least useful?

e All useful
* Nothing
e All was useful

What would you like to see improved?

* Would have liked the workshop to have been longer
» The social marketing workshop needed to be longer

Any other comments?

* A very enjoyable workshop

* Very informative and well presented

* Henna was very enthusiastic and approached theduhith a lot of maturity
e Thank you

» Cannot wait to try social marketing myself!
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APPENDIX 3

Social Marketing

Doctorate in Health Psychology

2nd December 2008

Facilitator: Henna Al

10.00 Part One - Introducing Sociarkiting
11.15 Break

11.30 Part Two - Promotion

12.15 Part Three - Principles of ®assc
13.00 Lunch

14.00 Part Four - Review case studies
14:30 Part Five- Task

15.30 Break

15.45 Feedback and Discussions
16.15 Part Six — Vitality Case Study
16.45 Questions

17.00 End
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Slide 1

Slide 2

Slide 3

APPENDIX 4

Social Marketing

Henna Ali

Health Psychology Team Leader
South West Essex PCT

Henna.Ali@swessex.nhs.uk
December, 2008

About me

o Doctorate in Health Psychology

o Health Psychology Team Leader at South
West Essex PCT

o Areas of interest: Smoking cessation, diet
and body image during pregnancy, social
marketing, health promotion, holistic
treatments.

Objectives

o

To understand the key planning features of social
marketing

o

To understand how social marketing can be used in
conjunction with health psychology principles

o

To be of aware of using different communication
techniques

o

To understand the principles of a successful social
marketing project

o

To feel confident in applying social marketing in your
work
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Slide 4

Introducing Social Marketing
Part One

o Definition
o History
o Key Principles

Slide 5

Definition

SOCIAL MARKETING I5:

eation of mark

Slide 6

History of Social Marketing

0 1970’'s
Philip Kotler & Gerald Zaltman introduced the
term social marketing (1971)
Described it as: “the use of marketing
principles and techniques to advance a social
cause, idea or behaviour.”

o 1980’s
World Bank, WHO & Centers for Disease
Control start to use & promote interest in
social marketing

No Ion%er about if S.M should be applied but
rather how

Development of theory and practise
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Slide 7

History of Social Marketing...

o 1990’'s
Academic programmes established
Publication Social Marketing Quarterly launched
A text, Fostering Sustainable Behaviour provided
introduction to community based social marketing

o 2000's

The National Social Marketing Centre formed in
London

Social Marketing increasingly being used across
NHS

Review commissioned by DoH called “It's our
health” launched

Slide 8

Commercial Marketing vs. Social Marketing
Differences

o Selling goods & o Selling desired

services behaviours
o Financial Gain o Societal Gain
o Competition is o Competition is
other current or
organisations preferred
offering similar behaviour of
goods/services target market

Slide 9

Commercial Marketing vs. Social Marketing
Similarities

o Customer orientation is critical

o Exchange theory is fundamental

o Market research is used throughout the process
o Audiences are segmented

o All 4Ps are considered

o Results are measured and used for improvement
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Slide 10

Social issues that can benefit from S.M

o Health pr i o Envir
Tobacco use protection
Heavy/binge drinking Recycling
Obesity Energy conservation
Teen pregnancy Forest destruction
Screening and Air pollution
immunisation litter

o Injury pr i o C i
Drinking and driving involvement
Seatbelts Voting
Domestic violence Literacy
Falls Blood donation
Fires Organ donation

Slide 11

Customer Triangle Model

behaviour and
behavioural goals

‘insight’

intervention and
marketing mix

Slide 12

The Marketing Environment
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Slide 13

Social Marketing Planning in 10 Steps

Step # 1 Step # 2
Background,purpose & Situation Analysis
focus
o SWOT
o Social issue to be
addressed o Lit review
© Whg’lc’s t_r;e o Past or similar
problem efforts; activities,
results & lessons
learned

Slide 14

Social Marketing Planning in 10 Steps

Step # 3 Step # 4

Target Market Profile Objectives & Goals

o Size 0 S.M objectives

o Demographics Behaviour

o Geographics Knowledge

o Related behaviours Beliefs

o giychogfraﬁhlcs o Goals

o >tage of change Measurable
Impact
Doable

Time sensitive

Slide 15

Target Market Profile: Segmentation

Three commonly used segmentation criteria:

o Personal characteristics
Demographics
Psychographics
Geodemographics

o Past behaviour
Previous Purchasing
Loyalty to a brand

o Perceived Benefits
Why people do as they do at present
How motives vary
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Slide 16

Task

You have been awarded a contract
to improve sexual health of
Brownton’s teens. You have 6
months, a modest budget and a
large supply of condoms.

What objectives might you set for
the programme?

Slide 17

Social Marketing Planning in 10 Steps

) Step # 5 Step # 6
Barriers & motivators Positioning statement

o Perceived barriers to
desired behaviour

> How you want the
target audience to see

o Perceived benefits for the desired behaviour
desired behaviour

Where you want it to

o Competing behaviours be

o Put your health
psychology hat on!

Slide 18

Positioning Statement

" We want [Target Audience] to see
[Desired Behaviour] as [Descriptive
Phase] and as more important and
beneficial than [Competition]”
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Slide 19

Social Marketing Planning in 10 Steps

Step # 7 Step # 8
4Ps Evaluation plan

o Product Purpose & audience
o Price for evaluation

o Place
o promotion

o

What will be
measured?

o

How & when
measures will be
taken

Slide 20

Marketing mix- 4Ps

“Marketing is essentially about getting
the right , at the right time,
in the right , with the right
and presented in the right way
that succeeds in
satisfying buyer needs”

Slide 21

Product

The behavioural offer made to target
adopters

o Products attributes:
Trialability
Ease
Risks
Image
Acceptability
Duration
Cost

326



Slide 22

Price
Tangible |Intangible
o Cost
o Time
o Effort Low
R cost
o Pain
o Perceived social
stigma
o Embarassment
High
cost

Slide 23

Place

Place is where and when the target
market will perform the behaviour

o Can we make the location:
Closer?
Extended hours?
More appealing?
Be there at the point of decision making?

o Objective is to make it as convenient and
pleasant as possible

Slide 24

Promotion

Message Strategy + Media Channels = Promotion

|

« Emotional

* Nonverbal

o Lifestyle

« Scientific expertise
* Personality symbol
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Slide 25

Social Marketing Planning in 10 Steps

Step # 9 Step # 10

Budget Implementation plan
o Cost for o Who will do what,
implementing when and for how

marketing plan much?

Slide 26
Promotion
Part Two

o Communication
o Fear
o Branding

Slide 27

Promotion: Communication

Problem
definition

Images

Language
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Slide 28

Slide 29

Slide 30

Communication

o Audience research
Problem definition
Strengthens research

o Using fear
Not the be all and end all

o Branding
Most advanced emotional tool
Adds value/loyalty
Guarantees of quality

Fear

o  Several attempts made to develop a theory to predict
how fear works

1. Curvilinear model:
Fear can persuade up to a threshold of tolerance
2. Leventhal’s (1970) Parallel response model:
Emotional & cognitive factors act independently to
mediate behaviour
Emotional factors- affecting internal attempts to cope
with the threat
Cognitive factors-determine the behaviour change
3. Roger’s (1975) expectancy- valence model:
Effectiveness of a fear arousing communication is
function of: magnitude of threat; probability of it's
occurrence and efficacy of advocated protective
response

Fear...

o Fear appeals can raise awareness

o Fear appeals can make people re-
evaluate and change their attitudes

o Fear may be successful in stimulating an
intention to change behaviour in future

o In some cases immediate behaviour
change takes places after exposure
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Slide 31

When using fear, think about...

o A strong fear based appeal works best when
accompanied by solutions that are effective/easy
to perform

A strong fear based appeal may be most
persuasive to those who have previously been
unconcerned

appeal might work better when directed towards
someone who is close to potential tar?et adopter
rather than the target adopter. E.g. older people

o

The more credible the source, the more
persuasive the fear based appeal

Slide 32

Branding

What is Branding? What’s in a Brand?

Name, term, 1. Longevity
sign, symbol, 2. Subtlety
desngp ora 5 Trust
combination

that identifies Cultural relevance

the maker or Co-ownership and
seller of a empowerment

product.

LIS

Slide 33

How do Brands Work?

Positive associations - brand promotes them
based on strategic marketing objectives

Images inspire aspiration - I want the promised
external ideal

The individual aspires to close the gap between
his or her own self-image, and the external
idealized image

“Social imagery” (i.e., my perception of the
external ideal) can also explain health behaviors
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What is Public Health Branding?

<

Commercial brands are associations that enhance
the value of products and services for consumers

o

Branded products or services project socially
desirable models & idealized imagery for
consumers

o

PH brands are associations that enhance value of
health behaviours for an audience (better life as a
non smoking, physically active, condom user)

o

They are not about commercial products that have
social benefit (subsidized condoms)

o

Public health brands promote the net positive
value of healthy lifestyles

Slide 35

Brands that we know

o Nutrition: 5 a day

o Road Safety: Think!

o Drugs: Frank

o Condom use: Essential Wear
o Smoking: Smokefree

o Any more?

Slide 36

Pictures of Brands

DYING.,
10 TAKE
THE CALL?
g ; ||
W 5a0aY
Just Eat More
TR (fruit & veg)
RANE

SMOKEFREE *"7#® "etmkeen
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Slide 37

Slide 38

Slide 39

Branding...

o Branding is a vital part of the behaviour change
domain

The commercial sector has shown how effectively
it can be used

o

o

We need to pick up the baton: long term, serious
investment in consumer relationships

o

Social marketing is about hearts as well as minds
and bodies

Principles of Success
Part Three

P&

15 Principles for Success

#1 Take advantage of #2 Start with target

prior & existing markets most ready
campaigns for action
o Learn from successes o The low-hanging fruit

and failure of others
o Ideal characteristics:

o Public sector: borrow Having a want or need
campaigns Having the
knowledge/info

Having self efficacy
Engaged in desired
behaviour irregularly
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Slide 40

15 Principles for Success

#3 promote single, #4 Identify and
simple, doable remove barriers to
behaviours- one at behaviour change
atime
o Action-orientated o Knowing the barriers
message is a giftT
o Clear instructions o If barriers known you
know what to:
say to them
do for them
give them

Slide 41

15 Principles for Success

#5 Bring real benefits #6 Highlight costs of
into the present competing
behaviours

i o Identify the
Ensure benefits are real "
for audience competition

o

o Competition:
behaviour your
audience prefers,
tempted to do or

Highlight benefits that currently doing

they will realise sooner organisation or group

rather than later

o

Benefits they value and
believe

o

o Choice & consequences

Slide 42

#6 Competition...

o Deal with voluntary behaviour which
means our clients always have a choice!
Competition: short term definite benefits
Social marketing: long term, probabilistic
benefits

o Need alternative delivery methods that
not only we meet targets but expand-
people have every opportunity to get
involved
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Slide 43

Slide 44

Slide 45

15 Principles for S

uccess

#7 Promote a tangible
good/service to help
target audience
perform the behaviour

Provide
encouragement,
remove barriers

o

o Enhance branding
campaign messages

#8 Consider nonmonetary
incentives in the form
of recognition &
appreciation

o Recognition &/or
appreciation

o

E.g. recognising a
family who havetgone

through a weigh

management
o Good at measuring programme
impact
15 Principles for Success

#9 Make easy access

o Premium on time &
convenience

o Should provide:
Easy way to sign up
Convenient location
Reasonable hours
and days of the week

#10 Have a little fun
with messages

o Using humour

o Not always the right
approach; e.?. for a
sexual assault
campaign

o

Look for opportunities
where it might be

appropriate
15 Principles for Success
#11 Use media #12 Try for
channels at the point popular/entertainment
of decision making media
o Ideal moment to o TV
speak to audience
o Newspapers

<

Being at point of
decision making can

be powerful ©

o

Entertainers

“rap songs”
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15 Principles for Success

#13 Get commitments #14 Use prompts for

& pledges sustainability
o Effective o Reminder
o Increases likelihood o Visual or auditory aids
that audience will
follow through o Works to address the
most human trait-
o Makes them more simply forgetting

likely to agree to a
subsequent more
demanding activity

Slide 47

15 Principles for Success

#15 Track results & My #16
make adjustments

o

Monitor progress

o

Make important
adjustments

o Allows
current/planned
strategies to support L
objectives & goals Planring

Slide 48
Case Study

Part Six

Overcoming Barriers That Smokers
Face in Quitting Cigarettes
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Slide 50

Slide 51

Aims

Understand the barriers that the local
residents face in quitting cigarettes.

Explore how the barriers in quitting
cigarettes can be overcome.

Develop individual level and population
level public health campaigns to increase
the number of people quitting cigarettes.

Evaluate the effectiveness of the public
health campaigns.

Method

o Qualitative study:

Focus groups
Open ended questions

o Five groups:

Male over 30

Male under 30
Female over 30
Female under 30
Pregnant women (x2)

o Voice recorded and transcribed

o Analysed via grounded theory & social
marketing

Results

o Themes emerging:

Low self efficacy
Association/triggers

Relationship with healthcare
professionals

Competition
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Slide 52

Results...

o Low self efficacy:
Lack of confidence
Reduction of self worth
Low/no will power
Decreased desire of self protection
Fear of failure

o Associations/triggers
Associate smoking with:

o Weight gain
o Stress
o Alcohol
Slide 53
Results...

o Relationship with healthcare
professionals:

Don't find midwives, doctors other healthcare
staff empathetic

At times given incorrect/confusing information
Fear of being judged

Feel doctors do not have time for them

Pick up negative body language

Find attitudes dictatorial

Dislike of the "NHS” brand when accessing
wellbeing services

Link to low self esteem/confidence/experience
of education

Slide 54

Results...

o Competition:

Addiction

Enjoy cigarettes

Low threat perception

Alternative therapies

Other stop smoking promotions -
strong brand vs. confusion / low
awareness of our own branding
Blame minimisation

‘Social smoker’
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Recommendations

One size does not fit all

Slide 56

What We Could Offer:
Recommendations for Service

o Lifestyle programme which
integrates:
Healthy eating
Smoking cessation
Exercise
Stress management
Alcohol advice

o Tailoring intervention likely to be far
more effective than blanket
approach

Slide 57

What we could offer:
Recommendations for service...

o Increase service choice by offering:
1:1's
Couple session
Trial sessions
Telephone support
Allen Carr

o Increasing self control and self efficacy
Social support
Empathetic healthcare professionals
Empowerment
Changes in self concept required
Lifestyle programme
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What We Could Offer:
Recommendations for Service...

o Training G.P’s
First point of advice
Body language

o Train midwives
Role plays

Make them good salespeople

Slide 59

Recommendations for Advertisement

Branding
Raise awareness and familiarity
What is it saying?

What is the content?
How are you executing it?

Slide 60

Advertisement...
o Women: o Men:
Ads that have Highlight issues
children in them such as
Gruesome impotence
Factual Gentle
Graphical Straight to the
Bold writing point
Pictures Softly-softly
approach
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Advertisement...

o Advertise in:

Supermarkets Newspapers

Fitness centres Stations

Billboards Shopping
centres

Town centre

Hair dressers Bus shelters

Near schools

Slide 62

Implementation

o Commissioned advertisement agency to
produce a brand for the health
improvement services we offer

o Seven brands with strap lines produced

o The brands were market tested and the
most popular was the heart logo and the
name Vitality

Slide 63

Branding

VITALITY
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Implementation

o The Vitality brand will eventually
incorporate the following services:
smoking, obesity, alcohol and positive
mental health.

o Advertisement company asked to produce
a smoking cessation campaign based
upon the research findings

o Targeted adverts based upon research

Slide 65

PHONE 0800 077 8000
WWW.LOVEVITALITY.0rg

S
QD VITALITY yar Local hooith { Welkseiny Sence

. -

Slide 66

Stop in the name of

79 C
< B,
_—
bt
Sapent ot U QD VITALITY yar Loca ot { etirery Sorce
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Addicted to

= FREEPHONE 0800 077 8000
arven WWW.LOVEVITALITY.0rg

&

,,,,,,,,,,,,, L] D VITALITY yar local et {Uelphiny Senvce

Slide 68

< >hate relationship

ety o L3 QD VITALITY yar local osth { leibbeiy Servee

Slide 69

FREEPHONE 0800 077 8000
<t vt WWW.LOVEVITALITY.0rg

s

Spered oy your s 0253 QD VITALITY yar Local Hoatth { lieltbeiny Senvice.
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Baby Q ,

FREEPHONE 0800 077 8000
et WWW.LOVEVITALITY.0rg

JS—=1 € VITALITY o locn ot { ety Sensce

Slide 71

The Well-being Service

o On route to designing a well-being
service

o One stop shop

o Holistic service

Slide 72

Relationship thinking

o Focusing effort on client satisfaction

o Supporting long-term rather than
intermittent change

o Building trust and showing commitment

o Engaging and mobilizing target
populations
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Summary

Social and health sector can do its own
marketing

o

Evidence based

o

Not a silver bullet- could be used in
conjunction with other techniques and
methodologies

o

o

Progress depends on a deep and sustained
understanding of people’s real needs

Slide 74

Key Texts

o Social Marketing. Why should the
devil have all the best tunes. Gerard
Hastings

o Social Marketing. Influencing
Behaviours for Good. Philip Kotler &
Nancy R. Lee

Slide 75

Any Questions?

Q?
y @\m
NG,
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APPENDIX 5

Social Marketing Workshop Task
Overcoming barriers that smokers face in quitting @yarettes

Behavioural risk factors such as smoking causeifgignt health inequality amongst
social classes. Smoking behaviour is highly linkeith individual socioeconomic factors,
such as income, occupation and level of educatohitshas been researched that people
from a low socioeconomic background are more likkelinitiate smoking and least likely

to stop smoking.

Effective communications of health messages aneasingly playing a critical role in
public health. They aid with informing, educatingdaempowering people about their
health issues. However when knowledge has increéisisdhas not always led to
improved behaviour. Continuing and widening the Wienlge needs among smokers
requires audience specific delivery in multiplenfiats over time and this can only be

achieved if we understand the needs and barrievardbcal population.

Specifically, social marketing research principlesse recently shown effectiveness in
raising awareness in smokers. Lowry et al (2004dusocial marketing to increase the
recruitment of pregnant smokers to a smoking cessaervice. After carrying out the
focus groups the researchers designed intervensiocts as a targeted media campaign,
role plays to engage health professionals and coastriendly cessation support. Once
the interventions had taken place there was a tDificrease in the number of women

recruited into the smoking cessation service. Thaarly displays a significant result and
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thus we in Tobacco Control feel that we can achigng success within South West
Essex.

The aim of this study is to:

1. Understand the barriers that the local residentBadildon face in quitting
cigarettes.

2. Explore how the barriers in quitting cigarettes barovercome.

3. Develop individual level and population level paliealth campaigns to increase
the number of people quitting cigarettes.

4. Evaluate the effectiveness of the public healthpgagns.

Method

The research was qualitative in nature in whicluogroups were carried out with the

following groups

2. Men between the ages of 18-29
3. Men over 30 years of age
4. Females between the ages of 18-29

5. Females over the age of 30

The focus groups were voice recorded and latestrdved. The data was analysed via a

combination of two approaches; social marketing abolateviated grounded theory.
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Grounded theory was be used for many reasonslyHh& underpinnings of grounded
theory are appropriate to the study. The aim «f thethod is to identify contextualised
social processes and is designed to assist witllifoevery of theory that is grounded
within the data. The aim of this research was tdeustand what the perceived barriers
are for smokers within the local area and how thay that the barriers could be
overcome and grounded theory allows the researtheet close to the participants
world. Social marketing is the systematic applmatiof marketing alongside other
concepts and techniques to achieve specific betealigoals, to improve health and to
reduce health inequalities. It does not only emjslkeasn achieving behaviour changes
but takes a wider approach to focus on how to ptemestablish and maintain the
changes over time. Both methods used complementaanéher and provider richer

analysis.

Findings
Four main themes relating to barriers to quittingacettes were identified. These were

competition, low self efficacy, relationship withedithcare professionals and

association/triggers:

Competition

It has been found that the South West Essex StagkiBm Service is competing with a

range of factors. The competing factors are:
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1. Addictive nature of cigarettes

2. Some people enjoy smoking

3. Low threat perception

4. People are willing to pay for alternative therapigsch as hypnosis and
acupuncture but will not access our free service

5. There are other stop smoking promotions going othatsame time by brands
which are easily recognised thus more likely tardrmembered, such as Tesco’s
and Boots. There is brand confusion for our Stoplsng services.

6. Blame minimisation- People do not take responsybiitir their smoking

7. Some label themselves as a ‘Social Smoker thustdoew smoking as a

problem

Low self efficacy

Smokers are facing a reduction of self worth angstthis is promoting addiction by
reducing the critical balancing influence of dedwe self protection. In addition to this
people do not have the confidence in their abildyquit smoking. The participants

claimed to lack “willpower” in order to quit smolgrand feared failure.

The majority of the population are from a low SE® drom this research it has been
found that the participants have a very restriataage of opportunities available for
reward. As smoking is seen as a reliable sourceenfard they do not have the

confidence in their ability to quit smoking and lieege it with another rewarding activity.
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Relationship with healthcare professionals

It has been found that one of the key barriersuittiqg is the lack of empathy towards
the smoker from healthcare professionals. Mosiatte participants felt as though they
could not speak to their G.P. regarding smoking tdueegative body language and a
feeling of being rushed. At other times midwivesrevéound to be providing pregnant
smokers with incorrect information such as, clagnthat it is ok to continue smoking
during pregnancy and if the pregnant woman wasuib then their unborn child will
experience withdrawal symptoms and stress. Theicjgamts find the health care

professionals to be judgemental, patronising anthttirial.

Association/Triggers

The participants are associating smoking with f&cuch as weight gain, stress and
alcohol. There is a common view that by quittingacettes weight will be gained, stress
will increase and that drinking alcohol would be@tass satisfying. These views will

have to be challenged if there is to be an increageople accessing the stop smoking

service.

Task

You have carried out this piece of research and yonow have to report back to
the PCT commissioners your recommendations in respge to these findings as a

Trainee Health Psychologist (Think about the princples of success!).
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APPENDIX 6
Profiles of Major Medi

a Type

Medium Advantages Disadvantages

Newspapers Flexibility, timeliness, good local | Short life, poor reproduction
market coverage, broad quality, small pass-along
acceptability, high believability audience

Television Good mass-market coverage, low High absolute cost, high
cost per exposure; combines sightclutter, fleeting exposure, les
sound and motion; appealing to thewudience selectivity
senses

Direct Mall High audience selectivity, Relative high cost per
flexibility, allows personalisation | exposure, “junk mail” image

Radio Good local acceptance, high Audio only, fleeting exposure
geographic and demographic low attention (“the half-hear”
selectivity, low cost medium); fragmented

audiences

Magazines High geographic and demographicLong ad purchase lead time,
selectivity, credibility, and high cost, no guarantee of
prestige, high-quality reproduction,position, less audience
long life and good pass-along selectivity (geographically)
readership

Outdoor Flexibility, high repeat exposure, | Little audience selectivity,
low cost, low message creative limitations
competition, good positional
selectivity

Internet High selectivity, low cost, Small, demographically

immediacy, interactive capabilitie

5 skewed audience; relatively

exposure

Sales promotions

Attention-getting, stronger and
quicker buyer response, incentive
adding value

Short life, potential image of
s'trinkets and trash”

Public Relations

High credibility, ability to catch
prospects off guard, reaching
prospects preferring to avoid
salespeople & advertisements

Less audience reach and
frequency

Events & Experiences

Relevance, high involvement and
active engagement, and more “sqg
sell”

Less audience reach, high cq
fper exposure

low impact; audience controls

D

Personal selling

Effective for understanding
consumer objections and for
building buyer preference,
convictions, action, and
relationships

Audience resistance, high co

Source: Kotler, P. & Lee, N. R. (2008ocial Marketing. Influencing Behaviours for

Good. Third EditionSage Publications
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APPENDIX 7

Social Marketing Workshop Evaluation

Date: 2" December, 2008

Please rate the workshop on the scale indicated b&l. Your comments are most appreciated

Strongly Agree Neutral Disagree Strongly
As a result of the workshop... Agree Disagree
| understand the key planning features of social 78% 22%
marketing
| understand what the 4P’s stand for 67% 33%
| am aware of how social marketing can be used in 67% 33%
conjunction with health psychology principles
| more aware of using different communication 56% 45%
techniques
| understand the principles of a successful social 78% 22%
marketing project
| feel confident in applying social marketing in nwark 33% 67%
The presentation... Outstanding | Excellent Good Needs Work | Un-
acceptable
The Presenter
Enthusiasm 33% 56% 11%
Interaction with the audience 33% 22% 45%
The Presentation
Information was presented in an organized manner % 33 33% 33%
Used case-based methods; related information to 45% 22% 33%
practical problems
Quality of audiovisual aids 33% 45% 11% 11%

The Content
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Volume and complexity of the information was 33% 56% 11%
appropriate

Related content to current evidence in the litemtu 45% 45% 11%

What did you find most useful in the workshop?

» Concept of social marketing and its uses

» Going through step by step process

* Practical work

* The case study exercise and the example of vitddityas inspiring to see how structured socialkating is and how is
complements health psychology in an applied manner

* Real life case studies and group work to run thinaihgse

» Case studies and slides

* A good recap having attended SM course at NCSMy \seful workshop demonstrating importance and/eglee of health
psychology within this area

* The ten steps

What did you find least useful?

e | found it all useful

e All useful
* A Dbit of a long day but useful
* 6N/AS

What would you like to see improved?

* Include more interactive methods from the staftegathan wait until the afternoon

» Probably two days instead of one day

» It was all very good, so there is little to improowever the speed of delivery was slightly fagially but when | highlighted this
the speaker was responsive and modified it.

» A video of the practical side of approaching peoplthe street
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Meeting a social marketing team
Facilitators awareness of other peoples experiesicescial marketing- as in different to her own
3 N/A’s

Any other comments?

* Very informative workshop and very well facilitated

 Itwas a good insight into social marketing apphoand how it can be linked to health psychology
* Very knowledgeable, did a good job

* Thank you
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APPENDIX 8

Reflective Commentary on Video Recording of a Sociatkhéting Lecture

to MSc Students

The video recording shows a clip from a social rating lecture being given to MSc

Health Psychology students.

The beginning of the tape shows me going throughdiides. Due to the recording
starting a quarter of a way in to the lectureha stage of the tape | am presenting a case
study to reflect what | had taught the studenthatbeginning of the lecture. Due to the
topic area being new for the majority of the studdrfelt it was important to present a
case study quite early on in the lecture as it allbw them to see how social marketing

can be used to influence health behavior change.

After the case study example | move on to the ntask of the lecture. | ensure the
students understand clearly the nature of the aaskare able to do it well. Due to the
large size of the class, | divided the student®ifour large groups. | believe this was a
good decision because if | had asked the studendsvide themselves then this could
have caused several problems. Firstly the groupkidmave either been too large or too
small and secondly some students might have béepukecausing awkwardness.

Once the task had started | moved from group tagemswering any questions that they
had and made sure that they were fully aware ot Wieatask entailed. | believe this was

very helpful as many students asked a number ddtiguns and discussed their thoughts
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on the subject area. | had provided students wighggested timeframe for each section
of the task, this allowed for students to compkste task on time. Once the task was
completed the students were asked to presentwloek to the rest of the groups. This
enabled the students to share their learning arsetable to learn from other groups.
After each presentation | asked the other studenexpress what they thought of the
presentation and if they had any questions. Thdsndt go too well as initially students
were quite shy to ask any questions, however eaéntithe number of questions
increased. As the lecturer | provided feedbackaithegroup, stating the positive aspects

and also briefly discussing changes that they cakento further improve.

| was happy with the overall style of my deliverylid not spend a lot of time reading of
the slides and added extra detail and exampleacibtdéte learning. My body language
and speaking manner was friendly. The speed of eliyety might have come across as
being a little fast, so for next time | will ensuieat the speed of my delivery is a little

slower.
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Optional area of Competence 5.2: Direct the implemsation of
intervention

To direct the implementation of a cardio-vascular dsease risk
assessment intervention to be carried out by TraireHealth
Psychologists

SETTING: PCT

TARGET GROUP: Adults over 40 years of age residing in two deptivewns within
Essex

DESCRIPTION OF WORK : To direct the implementation of a Cardio-vasculaedse risk

assessment intervention to be carried out by Teatesalth Psychologists

ESTABLISH NEEDS AND IMPLEMENT STRATEGIES FOR THE PR OCUREMENT OF

INTERVENTION RESOURCES

In September 2008, a Public Health Commissioninghdgar from the PCT where |
currently work contacted me to discuss a new itabeing set up for the local
community around Cardio-vascular disease (CVD) askessment. CVD is one of the
four priority areas highlighted for action in thewgrnment's White Paper Saving Lives:
Our Healthier Nation (1999). The following nationatget has been set to address CVD:
To reduce the death rate from coronary heart titosfi (40%) by the year 2010
(Department of Health, 1999). The ‘Joint Britishci&bies’ guidelines on prevention of

cardiovascular disease in practice’, publishedd@=, emphasized that all adults from 40
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years onwards, who have no history of CVD or diabeaind who are not already on
treatment for blood pressure or lipids, should lmmsalered for an opportunistic
comprehensive CVD risk assessment in primary d&reglence shows that it is possible
to identify the risk factors for CVD and also td & decrease the risk. Early intervention
to reduce risk can prevent, delay, and, in someugistances, reverse the onset of
vascular disease. Therefore the Department of Kga008) decided that a national
programme will be launched to assess the CVD rigkl andividuals between the ages of
40-74, followed by the offer of personalised advemed treatment and individually

tailored management to help individuals manage tigd more effectively.

Before this project was launched | was asked toycaut research on how the local
community perceive CVD, whether they would like CViBk assessments, what would
help/hinder in having risk assessments and howdkenthe local community aware of
this initiative. Based upon what has been provdecg¥e in the past it was decided a
gualitative study incorporating social marketingulebhelp in answering these questions.
Social marketing was used to be able to segmentptipulation according to their

behaviours and attitudes and to then develop aceeand marketing capabilities that
would target the different segments (Kotler andt@ah, 1971). It was agreed that a

project proposal would be produced for clarity befthe research started.

A mini literature review and needs assessment (Agipel) was carried out and it was

found that CVD is associated with several modigabtk factors including: high blood

pressure, high blood cholesterol, cigarette smqkpiysical inactivity, diabetes, and
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poor diet. Control of these risk factors is impematto preventing CVD and its
complications (Clark, Hartling, Vandermeer & McA#s, 2005). Measures of social and
economic status are extremely powerful predictdr€9D. CVD is more common in
deprived communities (Smith, HaBJane, Gillis, & Hawthorne, 199@nd therefore the
most important contributor to the inequality gagii@ expectancyThus it was proposed

that the research should focus on the two mosivpareas within the PCT area.

In order to develop strategies for improving a gapan’s health status, it is crucial to
understand how different populations view and eepee cardiovascular health and
cardiovascular diseases. It is important to undadstultural variation in diet, lifestyle,
health beliefs, health experiences, discriminatijpoverty, and lack of education, and
how these factors impact the health status of miffepopulations and their use of, and
trust of, the National Health Service (Kington & #m1997). This research project will

facilitate the exploration of these issues.

Due to amount of work and shortage of time it wasided that the research should also
be carried out by two members of the heath psygylteam with me directing the
implementation of this project. It was thus agréleat the project would start in early

October and would be completed before the Christimeek.

Reflection

At the start of this project many meetings weraltveith the Commissioning Manager to

gain a better understanding of what the commissgrexpectations were from the
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project. The sole focus from the client centredarketing activities upon launch of the
CVD risk assessments. | showed hesitance in cgryut a research project which had
emphasis on only advertising and explained that thigéiative would work best if focus
groups were held and the emphasis was on what@ésplhbout CVD and their current
knowledge on the subject followed by in what formvabuld they like these risk
assessments to be carried out in and only thenstmgs a marketing campaign. In the

end it was agreed that this was the best appraoeietke.

Initially | felt a little nervous about carrying bauch a big project on a topic that | had no
previous in depth knowledge about and it was algdirst time bidding for money from
the PCT think-tank. However my knowledge in thejsabarea grew whilst carrying out
the literature review and writing proposal. Thidpeel my understanding and knowledge

substantially.

ASSESS THE CAPABILITIES OF THE PEOPLE REQUIRED TO C ONDUCT AND MONITOR A

PLANNED INTERVENTION

It was identified that two first year trainee hbafisychologists would carry out the
research work alongside me. They had newly joirted team after being awarded a
sponsorship by the PCT for the DPsych course atraldn University. Both trainees had
a BSc in psychology and an MSc in health psychaol@ye had experience of carrying
out a qualitative piece of research thus | wasident that she would be competent in

implementing the research project. The second deaimowever had no experience of
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gualitative research but it was felt that by wotkon the project and regular supervision

she would develop her knowledge and overcome k&rdaexperience.

A meeting was set up with the trainees to discissVD project and a supervision plan
was developed (Appendix 2). | started off by distwg what CVD was and why the
CVD risk assessment initiative was being launcled.further reading they were given a
copy of the White Paper (Department of Health, 20@fich launched the risk
assessments initiative. A project plan and a sugierv plan were put together. The
project plan broke down the tasks to dates, this twaensure that the project would be
completed on time and tasks were allocated. Thersigoon plan was agreed to maintain
regular meetings to discuss the work up to tha¢ dad to plan the work ahead. (See
Appendix 3 for a reflective analysis of the potahtproblems in implementing the

intervention and supervising its implementation).

Reflection

Due to working on the project along with directingl had opportunities to observe the

trainees carrying out their work. It also gave thiés@ chance to raise any concerns and
issues rather than waiting for a supervision meefirhis in turn enabled the trainees to

move on with their work at a faster pace.

ADVISE AND GUIDE THE ACTIVITIES OF DESIGNATED OTHER S

In the first supervision meeting with the trainegglan was produced outlining tasks and

timelines. It was agreed that trainee one woulddpece the interview schedule,
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information sheet, consent form and debriefing féomthe focus groups and trainee two
would start obtaining quotes from a marketing conyp@ recruit participants and to find
a company to transcribe the audio recordings. [Quitas time | arranged venues for the
focus groups to be held at, as the venue needbd tentrally located for participants’

convenience.

After these tasks were undertaken the second mfdke research would be carrying out
the focus groups. It was agreed that both of thi@ées and | would carry out four focus
groups each. The total numbers of focus groups W2reence dividing them up across
the two trainees and | resulted in 4 focus growgsheAdditionally, dividing them up

would ease the workload and the focus groups woelldompleted in a shorter time span.
| also wanted to observe the initial focus groupst the trainees were carrying out to
make sure that the correct procedure was beingwell and the trainees were

comfortable in the moderator role.

Phase three of the research would be the analfsiedranscripts. The Trainees and |
would analyse four transcripts each and would thezet to compare themes. The
methodology chosen to analyse the transcripts aaplate analysis (Crabtree & Miller,

1999. Template provides a framework to capturerittieness of the data but also to help
organise the data collected into a structure. Tlienzmalysis enables researchers to
organise the data into codes and themes and theragsists in managing the data by
developing templates from the themes and codegy(KRif04). At the end of the analysis

we got together to discuss the themes that eacls ddund within the data. The cross
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checking of themes was very useful as it allowédhate of us to discuss the themes we
found in our own data sets and to compare them thélthemes of others. The majority
of the themes were found across all the transcwitsout any discrepancies, adding to
the validity. The last stage of phase three coedisf discussing the recommendations
that the health psychology team is going to maki¢oPublic Health and Primary Care
teams in light of the research findings. Servicgomemendations were decided together
during an extended meeting and advertisement reemdations were decided by
collating results from each focus group on a tetepldat | devised and then by

summarising the findings.

The final phase of the research was to write tlugept report that would allow us to

disseminate the findings. It was collaborativelyided in a team meeting that trainee
one would write up the quantitative results sectirch outlined the demographics of
the participants. Six themes were identified irat@nd it was decided that trainee one
and two would write up the results from two theraash and | would write up the results
from the remaining two themes. | gave the trainedemplate to write up the results
section in; this ensured that the style remainetsistent across the different authors.
Lastly, trainee 2 and | would write the recommeiuet for the service section and

trainee one would write the advertisement recommagoil section.

Reflection

| felt it was a good decision to work on the projalongside the trainees as at first | was

a little nervous about them carrying out the fogusups. It is extremely difficult to

362



recruit participants from the local community, thiere | did not want the focus groups
to be handled in an incorrect way, as that coudd l® (a) participants walking out; (b)

participants feeling patronised and (c) the localeing viewed in a negative way. Due
to trainee two not having any experience of quiaresearch, | ensured that sufficient
time was spent with her discussing the technigses.u also made sure that trainee two
sat in on a focus group run by myself and one &inée one. After these focus groups we

spoke again about the techniques and discusseguasyions that she had.

ENSURE TECHNICAL SUPPORT FOR A PLANNED INTERVENTION

Digital voice recorders were required for the audBoordings of the focus group. To
fully ensure that the recordings took place it wasided that two digital voice recorders
should be used per focus group. Thus | orderedetbt@ders before the commencement

of the research.

Upon arrival participants were given a copy of ithfermation sheet, a consent form and
at the end were given a debriefing form, thus ateriwas required for the printing. A
new printer had recently been installed in the thepsychology office to carry out the

printing. No other technical support was identif@dequired for the project.
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OVERSEE AND DIRECT THE CONDUCT OF A PLANNED INTERVE NTION

The PCT research and ethics team were informedhisfproject before it started and
systems for ensuring participant confidentialityreven place. The recordings of the focus
group were uploaded on a secure password protestbsite to be ready for transcription
by the transcribing firm. There was a confidentyatigreement between the PCT and the
transcription firm. Once the recordings were upé&ghthey were deleted from the digital
voice recorder. The personal data obtained in fafmconsent forms and private
information forms was kept in a locked cabinet lre thealth psychology office. The
systems in place were compliant with the Data Rtme Act (1998) and the British

Psychological Society Code of Conduct and EthiC9Q2

Whilst carrying out the focus groups | sat in oimeus group being carried out by trainee
two. Though trainee two had past experience ofyoagrout focus groups, | felt that at
certain times she did not allow enough time forgheicipants to respond to the question
presented, thus after the focus group ended | hédied chat with the trainee and
discussed what | thought. | also emphasised alptsitive attributes of the focus group
as mentioning just a negative point might de-maéuhe trainee, and this too at such an

early stage of her career.
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Findings

The analysis of the focus group led to six maimtég. The themes identified were;
Awareness, self autonomy, fatigue of daily lifenei, relationship with healthcare

professionals and fear.

Overall this project highlighted that CVD risk assments are attractive to most of the
research sample. They gave out the message thiHS8ecares but the participants were
sceptical about health care professionals likeGlie's to be able to deliver on such a
programme. It was felt that once risk assessmemscarried out patients would be
ignored and would not be provided with adequate tonene support to deal with the

assessment outcome.

Knowledge on heart conditions was found to be iredht high; however knowledge
about stroke was very low. People viewed CVD tomleeart attacks/angina but did not
think that word is a collective term for both heanditions and stroke. It was
recommended that we as the PCT should be in aigog offer people choice in
services if people are told that they have a higk of CVD. Most of the current PCT
services are not tailored for the older generatibas it would be important to develop
new services which are (a) tailored to their phgiscapabilities and (b) which are liked,
as the group we are aiming to carry out the ridessments on are between the ages of
40-74.

From a social marketing perspective it was fourat this important not to use the term

CVD or the words *“cardio vascular disease” in @gngmotion as a stand alone because
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the local population will not fully understand iteeaning, and that can lead to confusion

and the advert will be ignored.

As well as having a big launching campaign for CYEk assessments it should be
ensured that G.P’s and other healthcare profedsisnah as pharmacists are prepared to
talk to people about CVD and provide informationpetients when asked. They should
play a big part in launching this initiative as pkoare more likely to take the assessment
seriously if the G.P. was to discuss it with théhofiling for different genders and ages
was carried out to show how adverts can be targeftedtively to raise awareness about
CVD and to raise awareness about the CVD risk agsa#. (See Appendix 4 for the

final report on this project).

Development for Trainees

In the evaluation meeting the two trainees disaliglseir experience of carrying out this

piece of work. A number of things were discussed:

1. The trainees felt that they have strengthened #idlis in qualitative and social
marketing methodology

2. They are now much more confident in carrying ogugroups

3. They are confident in carrying out thematic analysi

4. They are now more experienced in writing reportsRCT staff as opposed to

writing in an academic way
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5. Working in a Health Psychology team was very rdéfireg as it enables close
proximity to people within your own field, which rassist in problem solving

and the discussion of ideas

It was concluded that the project was a very gamd bireaker for the newly formed
Health Psychology team. It provided the traineeth waluable experience and they felt
that having their work recognised amongst colleagnethe Public Health and Primary

Care teams was a great accolade.

Reflection

Due to the project consisting of focus groups veitiults over the age of 40, this meant
that the majority of focus groups were held in ¢ivening. It was always ensured that all
three of us were present in the evening and thigalde arrangements were made to

travel back home.

The team work during the project was very commeladdieing able to work with two

other trainee psychologists was very refreshing prayided lots of opportunities to

share learning and experiences. Any problems dutiegproject were discussed and
solved fairly quickly as | emphasised to the traméhat they did not have to wait for the
supervision meeting or one to ones to discuss amyi@s or questions. This saved the
team and the project valuable time. The team rededlot of praise from the other teams
at the PCT and as a result this led to the Headtfcidlogy team being offered more

projects to carry out.
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The team also received a lot of praise from théi@pants taking part in the focus group

who stated that they were very pleased that tbhealINHS wants to know their thoughts.

SUMMARY

The CVD project found very interesting results freme local communities of the PCT
area. The information obtained in this project \eillable the Public Health and Primary
Care department of the PCT to launch a new CVDassdessment service based upon the
local needs and wants. They will also be in a bgttsition to then market the service

effectively in a targeted manner.
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Appendices

APPENDIX 1

CVD Risk Assessment Project Proposal

Problem Definition

CVD is the single largest cause of death in the dkgounting for approximately
200,000 deaths per year. Most of these deathst fesoi either heart disease or strokes.
In 2000, BBC reported that the UK has one of tlghést death rates from coronary heart
disease in the world. CVD cost the UK economy £28llion in 2004,with CHD and
cerebrovascular disease accounting for 29% (B8ién) and 27% (£8.0 billion) of the
total, respectively (Luengo-Fernandez, Leal, GRgtersen & Rayner, 2008)he major
cost component of CVD was health care, which acwalfor 60% of the cost, followed
by productivity losses due tmortality and morbidity, accounting for 23%, withet
remaining17% due to informal care-related costs (Luengo-&®dez, Leal, Gray,

Petersen & Rayner, 2006).

CVD is one of the four priority areas highlighteat faction in the government's White
Paper Saving Lives: Our Healthier Nation (1999)e Tdllowing national target has been
set to address CVD: To reduce the death rate famonary heart two-fifths (40%) by the
year 2010. The ‘Joint British Societies’ guidelines prevention of cardiovascular
disease in practice’ , published in 2005 , empleasithat all adults from 40 years

onwards, who have no history of CVD or diabetesl @ho are not already on treatment
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for blood pressure or lipids, should be consideédan opportunistic comprehensive

CVD risk assessment in primary care.

CVD is associated with several modifiable risk ¢astincluding: high blood pressure,
high blood cholesterol, cigarette smoking, physicalctivity, diabetes, and poor diet.
Control of these risk factors is key to prevent@ygD and its complications (Clark,

Hartling, Vandermeer & McAlister, 2005). Measurdssocial and economic status are
extremely powerful predictors of CVD. CVD is morenemon in deprived communities
— and therefore the most important contributorht® inequality gap in life expectancy

(Smith, Hart,Blane, Gillis, & Hawthorne, 1997).

If a person has high risk of developing CVD, thean dbe given different types of
medicine to reduce the risk of their arteries hanug In severe cases of arteriosclerosis,
surgery may be needed to unblock the arteries.ridsidderosis can be prevented by
eating a healthy diet, not smoking, taking regwdaercise, and drinking alcohol in

moderation

In order to develop strategies for improving a gapan’s health status, it is crucial to
understand how different populations view and eepee cardiovascular health and
cardiovascular diseases. It is important to undadstultural variation in diet, lifestyle,
health beliefs, health experiences, discriminatipoverty, and lack of education, and

how these factors impact the health status of miffepopulations and their use of, and
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trust of, the National Health Service (Kington & m1997). This research project will

facilitate the exploration of these issues.

Aims and Objectives

The aims of this project are as follow:

To assess public awareness of CVD and prevention

To gain understanding on ways to enhance CVD awsgand encourage people
to attend CVD risk assessment

To identify barriers that deter community membeosif gaining CVD risk
assessments

To aid in strategic and marketing guidance fortfartdeveloping

communications efforts to increase levels of awassrior CVD prevention and

treatment.

Method
Males (40-49) Females (40-49)
Males (50-59) Females (50-59)
Males (60+) Females (60+)
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Focus groups will be conducted in two deprived camities. Specific areas with high
level of deprivation will be targeted. Six focu®gps will be conducted in each area. The

table above displays the segmentation of parti¢ifmrthe focus group:

Each focus group will last for approximately 45 otes and will consist of 6-7

participants. A marketing company will be hired &ssist in the recruitment of
participants for these focus-groups. Participaritsbe paid an incentive of £25 for their
participation in the focus —group. The focus-greuilh be voice recorded and transcribed.

The data obtained from the focus group will be geed via template analysis.

Template analysis (Taylor & Board, 1984) is a mdtfar identifying, analysing and
reporting patterns (themes/ templates) within datainimally organizes and describes a
data set in (rich) detail. Some of the advantad#lsi® analysis method are listed below

(Braun & Clarke 2006):

e Flexibility.

* Relatively easy and quick method to do

* Results are generally accessible to educated deméstic.

» Can usefully summarize key features of a large lmidiata, and/or offer a ‘thick
description’ of the data set.

* Can highlight similarities and differences acrdss data set.

» Can generate unanticipated insights.

* Allows for social as well as psychological interjatéons of data.
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APPENDIX 2

Plan of Supervision
At the beginning of the project a supervision pdaal a timetable of the work to be done
was created. This was done so that everybody iedoin the project knew what tasks
were to be done and by when. The supervision plas based on the assumption that
weekly one to one meetings and team meeting wWKe tplace between me as the

supervisor and the two supervisees. The planfsllasvs (Table 1):

Date of Objective Delegated Tasks Supervision
Supervision

(week
commencing)
1% October Meet to discuss brief Supervisor: Discusgainee 2 lacks
2008 the project with| qualitative experience,

supervisees andthus it was decided that
talk about their pastthe first week of running
work experiences. | the focus groups Trainee
2 will observe.

6" October Commence working drAll: ~ work  on
proposal proposal

13" October | Present proposal to theSupervisor: PresentThe supervisees will be
Associate Director of | Proposal and uponprovided with
Public Health and approval book information on the local
obtain approval & recruitment, area and key venues.
obtain quotes for transcription  and They will be asked to
recruitment, venue. obtain guotes for
transcription and centrally located venues
venues Supervisees: where the focus groups

Obtain quotes angdcan take place. They will
get approval onalso be asked to obtajn

venues. guotes for recruitment
and transcription.

20" October | Complete working on| Supervisor: Provide Assistance with
focus group schedule | on-going  support developing the focus
and ethics forms and template fof group schedule and with

ethics form and developing ethics forms.
focus group Templates  will b
schedule. provided to the Trainees.
It will be ensured th
Supervisees: the trainees act in an
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Develop ethically appropriate
information sheets,| manner.
27" October | Run six focus groups| Supervisor and Before the
group p

and send transcription

sTrainee 1 to run 3
focus groups each
Trainee 2  will
observe.

Bcommencement of the
1.focus groups a team
meeting will be held
with the supervisees ar
advice and guidance wi|

- Q

be provided on the
expectations from the
project, ethica

considerations angd

communication skills.
| will observe Trainee 1
for the first two focug
groups and will provide
feedback. Trainee 2 wi
observe all 6

39 November

Run six focus groups
and send transcription

Supervisor: Run
sfocus group ang
observe 5
Trainee 1: Run 1
focus group
Trainee 2: Run 4

11 will provide feedback

1to Trainee 2 after he
first focus group
| moderation and  wil
continue to observe th
l remainder of the focus

focus groups groups.
10" -26" Analyse transcripts All: Al willl I will assist the
November analyse four supervisees with
transcripts each andanalysis and go through
half way through a previous qualitative
and in the end wil| research project as
compare the themescase study. Trainee |2
found. will require more
support than Trainee |1
Supervisor: will| for analysis and a guided
supervise Trainee Panalysis approach will
with  her first| be adopted.
transcript.
1°" 10" Write report All: Al will | The supervisees will b
December contribute to| provided advice on ho

writing the report

to write a report of thi
kind for the PCT. The
will be explained th
difference betwee
academic writing an
writing within the NHS.

| as supervisor will als
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proof read all submitted
report chapters.
15" Hand in report Supervisor:  TheéFeedback to be given fo
December report to be handedboth supervisees
in to the Associateindividually on their
Director of Public| performance, their
Health at the PCT. | strengths and

weaknesses.
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APPENDIX 3

Reflective Analysis of the Problems that could bericountered in Implementing the

Intervention and Supervising its Implementation

A number of problems can occur during the implenmgnthe intervention and
supervising the implementation. The problems cdeid

* The relationship between the supervisor and supeesi

» Time management

 Difficulty in recruiting participants and participts not turning up at the focus

groups

Each one will now be discussed in further detail.

The relationship between the supervisor and supersees

This project comes at a time when the supervisaes hewly joined the NHS and have
come under the management of the supervisor. Tlagiomeship is still new and
developing. This can lead to a gap between expectand delivery as well as not yet
understanding the strengths and weaknesses oftmdrynvolved in the project. It is
anticipated that before the beginning of the pitogete to one meetings will be held in
which the supervisor will discuss the project prsgloin detail and will get the
opportunity to speak about the strengths and wesleseof the supervisees as well as
their past work experiences. This will assist iledating tasks according to their

preference and expertise. Where the superviseéshiey lack in expertise it will be
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ensured that they are given the opportunity tonlear the project and observe with the

intention of carrying out the task shortly afterdsr

Time management

The length of the entire project is three monthmrnirstart to finish. Within this time
frame a proposal will need to be developed, paditis are to be recruited, 12 focus
groups need to be run and analysed, a final reads to be written and the findings are
to be disseminated. There is a high probability thaumber of factors might impact
upon the anticipated end date. Factors such asyiexging a delay in obtaining approval
for the proposal, not finding a suitable locatiorcarry out the focus groups, not being
able to recruit participants, participants not tobgnup at the focus group and the
transcribers taking longer than anticipated. Ang ohthese factors could severely affect
the December deadline. Therefore it will be enstinadl all the preparation is done at the
beginning of the project. The venues need to bé&dmbas soon as the proposal is agreed
up. Whilst we wait for the approval a marketing @amy to recruit participants and a
transcription service will be sought and quoted el obtained. In order to avoid a lower
turnout, the recruitment company will be askedveraecruit, so that if a few people do

not turn up then others can replace them.

Difficulty in recruiting participants and participa nts not turning up at the focus
groups
There might be difficulties in (a) recruiting paipants to take part in the focus groups

and (b) participants who have been recruited noirtig up on the day of the focus group.
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The 12 focus groups to be run have participantd d@e and there are four focus groups
which will have participants aged 60+. Thereforeréhmight be difficulties in recruiting
older participants, especially because it is wiatedt due to the focus groups being run in
the evening it also gets dark much quickly, thuesdider participants might not be very
keen to attend. In light of this, it was decidedtth recruitment company will be used to
recruit the participants. This will ensure thatdims saved and more concentration can be
given to booking venues and developing the focosigischedule. However, even once
the recruitment has taken place there are no giemsthat all the participants recruited
will attend the focus group. On average focus gsospould have approximately 6
participants, therefore if participants do not adtehe numbers will fall and this might
affect the group dynamics and the quality of thecdssion (Merton, 2003). In order to
combat this, the recruitment company will be tadécruit more than 6 participants for
each of the focus groups as it is very unlikelyt tiiere will be a 100% turnout. By
taking this step even if a few participants do attend there will be others to replace

them with.

Reference
Merton, R. (2003). Focusing on focus groujisurnal of Adolescent Healtl82:329-330
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APPENDIX 4

CVD Risk Assessment Project Report

Introduction

Arteriosclerosis is a condition where the arteri¢be blood vessels that supply oxygen
and other nutrients to the body's organs - hardenb@come narrower. This can restrict

the supply of blood running through the arteries.

Arteriosclerosis is a major risk factor for manyfelient conditions that involve the flow
of blood. Collectively, these conditions are knoas cardiovascular disease (CVD).

Examples of CVD include:

» deep vein thrombosis (DVT) - blood clots in theseg

» peripheral arterial disease - a condition wherestigply of blood to your legs
is blocked, causing muscle pain

* heart disease

» strokes

* heart attacks.

Risk factors of CVD:

Irreversible factors that can lead to heart disease

« getting older

+ being male
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+ genetic/family history of CVD

Factors that are potentially reversible or couldrmalified:

+ cigarette smoking

« increased levels of cholesterol, triglycerides|owsv-density lipoprotein (LDL) in
the blood

« being overweight

« waist circumference (above 81cm/32in for women,n&3&in Asian men and
94cm/37in European men)

+ high blood pressure

« being inactive

« diabetes

« having a tendency for blood clotting

As many CVDs that are associated with arteriosslsrare serious, and can prove fatal,
much of the treatment for arteriosclerosis is feclien prevention. If a person has high
risk of developing CVD, they can be given differéypies of medicine to reduce the risk
of their arteries hardening. In severe cases efiadclerosis, surgery may be needed to
unblock the arteries. Arteriosclerosis can be pme by eating a healthy diet, not

smoking, taking regular exercise, and drinking aédon moderation.
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Problem Definition

CVD is the single largest cause of death in the @kgounting for approximately
200,000 deaths per year. Most of these deathst fesoi either heart disease or strokes.
In 2000, BBC reported that the UK has one of tlghést death rates from coronary heart
disease in the world. CVD cost the UK economy £28llion in 2004,with CHD and
cerebrovascular disease accounting for 29% (B88ién) and 27% (£8.0 billion) of the
total, respectivelyThe major cost component of CVD was health carachvhccounted
for 60% of the cost, followed by productivity lossdue tomortality and morbidity,

accounting for 23%, with the remainiig% due to informal care-related costs.

CVD is one of the four priority areas highlighteat faction in the government's White
Paper Saving lives our healthier notion? The foilmvnational target has been set to
address CVD: To reduce the death rate from coroneayt two-fifths (40%) by the year
2010. The ‘Joint British Societies’ guidelines amyention of cardiovascular disease in
practice’ , published in 2005 , emphasized thatadlilts from 40 years onwards, who
have no history of CVD or diabetes, and who are aiady on treatment for blood
pressure or lipids, should be considered for anodppistic comprehensive CVD risk

assessment in primary care.

As previously mentioned, CVD is associated with esal modifiable risk factors
including: high blood pressure, high blood cholestecigarette smoking, physical
inactivity, diabetes, and poor diet. Control ofdbeisk factors is key to preventing CVD

and its complications. Measures of social and econstatus are extremely powerful
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predictors of CVD. CVD is more common in deprivezhununities — and therefore the

most important contributor to the inequality gapif@ expectancy.

In order to develop strategies for improving a gapan’s health status, it is crucial to
understand how different populations view and eepee cardiovascular health and
cardiovascular diseases. It is important to undadstultural variation in diet, lifestyle,
health beliefs, health experiences, discriminatipoverty, and lack of education, and
how these factors impact the health status of miffepopulations and their use of, and
trust of, the National Health Service. This socr@rketing campaign will facilitate the

exploration of these issues.

Aims and Objectives

The aims of this project are as follow:
» To assess public awareness of CVD and prevention
» To gain understanding on ways to enhance CVD awsgand encourage people

to attend CVD assessment

» Develop individual level and population level palitiealth campaigns to increase
awareness on CVD and the importance of CVD assedsme

* To identify barriers that deter community membeosif gaining CVD

assessments
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* To aid in strategic and marketing guidance forlfertdeveloping
communications efforts to increase levels of awassrior CVD prevention and
treatment in Basildon and Thurrock

» To evaluate the effectiveness of the CVD awarenasgpaigns

Method

This evaluation was qualitative in nature in whiobus groups were carried out with the

following groups:

Males (40-49) Females (40-49)
Males (50-59) Females (50-59)
Males (60+) Females (60+)

Table 1 — Segmentation of Participants

Focus groups were conducted in Grays and BasilSiarfocus groups were conducted in

each area. Table 1 displays the segmentation t€ipant for the focus group:

Each focus group lasted approximately 1 hour amsisted of 7-8 people. A marketing
company was hired to assist in the recruitment atigpants for these focus-groups.

Participants were paid an incentive of 25 poundstiieir participation in the focus

group.
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Consent and information sheets were provided tbggaaints before they took part in the
focus group. At the end of the focus group paréinig were given a debriefing form that
consisted of information on the purpose of thisl@astion, sources to obtain further

knowledge on CVD and contact details of investigato

In the focus group, participants were asked questim:
* General health (e.g. how would you define health)
» CVD - Cardiovascular disease (e.g. in your viewatvg CVD)
» CVD Prevention (e.g. in your opinion, are there &festyle alterations that can
be made to reduce the risk of CVD)
* Social Marketing on CVD (e.g. could you suggest svag improve public
awareness of CVD; what kind of images, wordingjgteand colours can be used

to make stroke awareness materials more appealitig tpublic)

Participants

A total of 85 (43 males, 42 females) attended doai$ groups. Participants ranged from
40 years old to 81 years. The age distribution atigipants in the focus groups is
graphically represented below (chart 1). 67 partiots were British White while 16
participants were Black British African. One papent was British Pakistani, while

another participant was Irish White.

386



Chart 1 - Age Distribution

Age

Occupations

Majority of the participants were retired (27%) \ghinearly a fifth were unemployed.

The occupations of the participants in the focusigs are presented in the chart below:

Occupation of Participants (%)

Professional | '

Unemployed

Manual

Intermediate

P
Retired

0 5 10 15 20 25
Percentage

Household type

Majority of participants were married with no degdant children (33%). Twenty-two

percent (22%) of participants were married with etefant children. Eighteen percent
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(18%) of participants were single and a furthertélein percent (13%) were divorced/

separated. Nine percent (9%) were co-habiting wdidgercent were lone parent.

CVD experience

Seventy-seven participants had never experiend@d 2 episode. Six participants had
experienced angina, while three participants hggkeenced a heart attack. None of the

participants has experienced a stroke.

Qualification

Thirty-two percent (32%) of participants had GCSEequivalent education, while thirty-
one percent (31%) of participants had none of thied qualifications. The qualifications

of the participants in the focus groups are gragihigpresented in the graph below:

Qualification of Participants (%)

Medical/nursing qualification
Other

A levels or equivalent
Degree or equivalent

None

GCSE or equivalent

0 10 20 30
Percentage
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Self-reported overall health status

Majority of participants described themselves amdpdealthy to very healthy (68%).
Twenty seven percent (27%) of participants desdribeir health as average, while five

percent (5%) reported that they had poor health.

All focus-groups were voice recorded and transcriiédhe data obtained from the focus

groups were subjected to template analysis andlsoerketing.

Template analysis is a method for identifying, gsi@lg and reporting patterns (themes/
templates) within data. It minimally organizes atekcribes a data set in (rich) detail.
Some of the advantages of this analysis methotiséed below:
* Flexibility
* Relatively easy and quick method to do
* Results are generally accessible to educated dgnédyic
» Useful method for working within social marketingradigm, with participants as
collaborators
» Can usefully summarize key features of a large ddjata, and/or offer a ‘thick
description’ of the data set
e Can highlight similarities and differences acrdss data set
» Can generate unanticipated insights
» Allows for social as well as psychological intefatéons of data
e Can be useful for producing qualitative analysegeduto informing policy

development
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The transcripts were analysed and reoccurring teemsse abstracted. The themes were
categorised as subordinate themes and then suleshdime methodology employed had
high validity as similar themes were identified &y three trainee Health Psychologists

who analyzed the data.

Results
Overall six themes are identified within the dathe themes are:
1. Awareness
2. Self autonomy
3. Fatigue of dalily life
4. Time
5. Relationship with healthcare professionals

6. Fear

Awareness (1)

This theme consisted of four sub themes, which weeed for more informatign

mistrust, knowledge about CyBwareness about CVD and stroke

Need for more information

It became apparent that the groups all felt they thanted more information about health
and CVD. The example below illustrates how thaipi@ant is relying on the messages

communicated in the media to inform her about healt
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Example A

Well what else can | do... what else do you wantongd? It's only the fact that
you watch, even silly adverts sometimes, you krtbe cholesterol drinks... it's

only what you pick up in bits and pieces.

Additionally the participants were unaware of th&[C services available to them.
However those that had personal experience of C¥® dreater knowledge about the

services and CVD in general.

Consequently it was common amongst all of the ggahat the participants stated that
large efforts should be made to raise awarene€uin to enhance their knowledge and

almost satisfy their need for information.

Example B

Tell us more about it tell us more how it works.

The older groups stated that felt patronised duhéo age by Healthcare professionals
(HCP) and workplaces, as they were deemed to beslunMence they suggested that
efforts should be made to make the younger geoesgtHCP’s and workplaces aware

about CVD and health issues, whilst acknowledgiagipg less emphasis on age.
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Example C

| think the younger people, because they're vayrwéry active and because
obviously as you get older you slow up, it doesmdan to say that you're not fit

but they perceive you to be fit and unwell.

Mistrust

Despite participants communicating the need foremiaformation, another emerging
theme was mistrust. For example participants fedt there was a bombardment of
messages, causing a lot of confusion regardingtthedfestyles (i.e. diets, alcohol

consumption, etc). As a result the participantscudles that they lack trust in the

messages, and in some cases felt that they wenegbto ignore the messages.

Example D

And then you can eat that... and then a month latsays you mustn'’t eat that....

So really all you want to do is ignore the lot.

Knowledge about CVD.

In this sub-theme it was apparent across all grotyag the participants had knowledge
of what a healthy lifestyle is, and described theasures’ to prevent CVD (healthy

lifestyle, not smoking, healthy balanced diet, k&t intake, physical activity, etc).

Yet many of the participants thought that CVD was preventable, but it was treatable if

caught early on. They also said that genetics watrongly affect whether CVD was
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preventable or not. For example it was thought thahe is more prone to CVD due to
genetics, it would be less likely to treat CVD oeyent it. Thus there was a fatalistic

attitude to CVD.

Example E
I don't think it is preventable... if you're going die of a heart attack you're

going to die from a heart attack

Example F

...but | do believe that if you look after your haand diet, and do regular
exercises, unless there is a hereditary probleimeaft then you are highly

unlikely to get it.

Awareness about CVD and stroke

Across all of the groups the knowledge about tment€VD encompassing stoke was
extremely low. The majority of the participants deed on the heart or blood vessels
when asked to describe CVD; exemplifying that tlasuareness about stroke and CVD
being related is very minimal. Interestingly th&nowledge about CVD as greatly

increased if the participants had personal expeeievith CVD.

However the majority of the participants were awatveut stroke, as they often gave

accounts about blockages in the blood supply tdthm, paralysis and mini strokes. In

fact some participants thought that stroke was rmermus than CVD
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Self Autonomy (2)

Self-autonomywas an emerging theme across all 12 grodpe idea of personal
autonomy is to have personal rule of the self windmaining free from controlling
interference by others. The autonomous person iacéecordance with a freely self-
chosen and informed plan. A person of diminishe@amy, by contrast, is in at least
some respects controlled by others or is incapaifodieliberating or acting on the basis of
his or her own plans. The theme of self autonomgmiéh has two sub themes;

psychological factors and physical capacity.

Psychological factors

Factor 1: Motivation
Research found that self autonomy was affected $ychmwlogical factors such as
motivation, habits and self esteelotivation seemed to affect the participants’ ability to
adopt a healthier lifestyle, as there was a gapdsat the participants intention to act.
Example G

| know the right things to do but don’t really @iV them.
Some on the other hand stated that they were éliélzgt, or they felt that they had no
role model to aspire to. Motivation increasinglgkad in the over 60’s due to the lack of
good role models within their local communitieswHs felt that inspiration was needed

to get motivated thus this in turn would increasé gutonomy.
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Example H

It's fine actually buying healthy foods, but theeise idea, it really needs

inspiration of someone else or other groups of pegpu’re working with.

Factor 2 & 3: Habits and Self Esteem

Some described how they were struggling or eveistieg changes in their lifestyle due
to lifelong habits (i.e. eating certain foods). There was a claslwéet what they have
been taught from family and society in their youndays to what the current health
guidelines are. There was a dislike of what thdiyvias interference by the “changing
society”. Some participants from the over 60’s gounade a point of stating that they
did not want to live forever, therefore their maim was to enjoy the life. They resisted

being told by others how they should live their aémmg life.

Example |

Do you want to live forever? Am | going to losestli stone...Is it worth it?

Despite this there were some participants thatutetsd that they had struggled but
managed to successfully change their habits asrépyrted high levels of self-esteem.
Interestingly they tended to be people that werescimus and well informed about health

issues.
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Physical Capacity

The second sub theme was physical capacity. THesctatl the participants’ self
autonomy due to the affects that age had on tlgatilities of leading active lifestyles.
Example J

| don't really exercise enough because | don't gotisat much and because I've

got arthritis it prevents me from walking too much.

Different groups reported different levels miiysical capacitiesFor example the older
(60+ years) groups reported fears of over-exewioth not being as able-bodied; whereas
the females 50-59 years described how the menolpehemage affected their ability to be

physically active.

Fatigue of daily life (3)

The fatigue of daily lifewas a common theme across all of the focus grolipsas
commonly used by the participants as a factor whiitacted their ability to carry out
certain behaviours for CVD prevention and/or tadléealthy lifestyles. The theme was

divided into two sub themes; (&)ress& (2) lifestyle

Stress
Stresswas often used as a factor which caused or comgdbio illnesses such as CVD,
as illustrated in example K and it was felt by magups that stress caused a stroke

(example L).
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Example K

P1: Yes, stress is the worst thing.

P2: | think stress is one of the biggest factorafiaking you feel ill.

Example L

I thought a stroke came from stress...

However the types of stress varied, as some desidiitancial stressas being a barrier
to afford gym membership, healthy foods (exampleaw)l even going to the doctor as
people do not want to be paying for medication kel N). Whereas the females tended
to describefamily stressa barrier for CVD prevention (example O). Famityess can
also lead to a false sense of security as theytlieglthey are healthy due to their busy
lifestyles. This was more evident in the 40-49 ggaups and also showed signs in the

50-59 age groups.

Example M

| am trying to eat healthy and it's quite expensive

Example N

A lot of people probably can't or are probably tking that if they did got to the doctors

they couldn’t afford the prescription anyway

Example O
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| feel reasonably healthy. | feel very tired be@o$the children, homework and
rushing around. So | think they are a problem fer meally. I'm just trying to get

through the day as a single aren't.

Lifestyle

Additionally lifestyle was another sub theme identified. Participants’cdieed how
would rather have they convenience food as theyghithat good food takes more time
to prepare than fast foodAs well instances of peer/family pressure, wheriigyfemale
participants describe how they will eat what hasnbeooked for the family rather than

cooking something for themselves which is deemdszktbealthier.

Time (4)
Time was a major theme in the data set. This theswefour sub themepeople have too

much/too little time; G.P’s do not have time; a&ibgity and choice in service.

People have too much/too little time

Participants stated that they did not have the tiomiee healthy; especially in the groups
of 40-59 year olds (example P). Whereas the grafi@)+ year olds, stated that time
was not an issue, and usedlf-autonomyas a justification for barriers to be healthy
(example Q).
Example P
Sometimes, people don't have the time, like whareeyso busy; you go to work ... you

come back with loads of things; you don't have toneat very well.
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Example Q

We haven’t got a barrier of time, but | think yoengeople have got barrier with
time

G.P’s don’t have time

Howevertime was also a factor that emerged in relation togaeicipants describing
how GPs don’t enough have time to spend for thewtations, and how that can affect

whether they seek help for CVD or their health emeral.

Example R

...before you come into the GP and he is alreadyntgeliou your time is up, or

write you a prescription without having a propeagnosis

It was for such reasons the participants highlighteat they wanted a more tailored
service, to overcome this barrier. Whereby the GB more time with the patients,
enabling greater understanding and explorationhef hiealth issue/s the patient has

presented.

Example S

You have got your GP dealing with another issue nékd life coaches that would go
into a home, to a young woman who has may be gothvidren under five, who is not
eating properly. May be has gene deficiency ahdssory of bad genes that needs to be

brought forward and educated in everyth
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Accessibility
There were five factors that heavily contributedhis sub-themedrop ins/mobile vans;

workplace; pharmacists-more accessible; local ssrsiand opening hours.

Factor 1: Drop ins/mobile vans
Participants stated that they would need the C\d2ssment to be carried ou mobile

vans, or have a drop-in unit in the local town aréacilitating greater accessibility.

Example T

...the mammogram vans that go round to different aegasdifferent towns and they're
out for a couple of hours, so you could go to ajpany and the whole company could...
If you feel you need the knowledge or you've dostry of heart attacks or strokes, you

could go and see somebody there.

Factor 2: Workplace

Participants expressed that CVD assessment shaldohducted in workplaces to
improve uptake of assessments. Although workplasessment was widely discussed
during the focus groups, some participants didseat this measure favourably as their
feared that employers might want to gain insighttloa result of the assessment which

will eventually affect their job status.
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Factor 3: Pharmacists-more accessible
Additionally the participants said that they wouwldcess the assessment in their local
pharmacy as it is more accessible. Participantsd@harmacist to be more approachable
and equipped with expertise to deal with their masgras exemplified in the example
below.
Example U

Chemist. | mean I'm...these days | find that | agktlyuite a few things where |

wouldn’t have done years ago. You just didn’t did¥ But now you go and approach the

chemist

Factor 4: Local services and opening hours
More importantly the participants said that theropg hours of health services would
need to be extended to permit those that work toecm and access the assessment, as it
was awkward to get leave from work and risk assesssrhave to be locally placed.
Example V
If it's only going to be done within certain houteey may not be able to afford to have
that time off to go and have it done, and theretbes don’t’ bother. In an instance
where you feel well, even though they might be faots in your family, if it is going to
cost you a day’s pay to go and have this check there likely to turn around and say,

well I will have to take a chance on that one,n’tafford to go.
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Relationship with HCP (5)

This theme was seen as a mediating factor as tahethenedical advice was sought
regarding the participants’ general health or f8iDOrelated issues. This theme had four
sub themes:G.P is the ‘expert’; G.P’s are dictatorial; pharmiats seen as new

healthcare provider; G.P nurse liked and communarat

G.P is the ‘expert’

The outcome of the focus groups indicated thatep&i had respect for their G.P. and
perceived them to be thexpert’. Hence, advice /guidance provided by the G.P. was
perceived as very important and beneficial. Paudicts also expressed that they would
prefer a letter from their G.P inviting them foet@VD assessment. Participants felt that

this invitation letter could prompt greater uptakéCVD assessment.

Example W

They know what we don't, so you go to the peoplectin give you the answers, so |

would expect my GP to be able to answer any quebtie got

G.P’s are dictatorial

There are instances where the GP’s were seen ag datatorial. For example the
smoker felt thateverything is blamed on smokingind that GPs only focused on that
rather than other health issues the patient wighdscuss. Many participants expressed

that they would not go to the G.P to gain advice lealthy living, behaviour

402



modification or other health related situation.dther words, participants would only

seek the G.P during crisis situation.

Example X

In my opinion, you don’t go to your GP because yewsprained your foot, it’s just

wasting their time, and all they’re going to desey go down to the minor injuries unit

Pharmacists seen as new healthcare provider

It was common amongst all of the groups that tharmlacists were seen as new
healthcare providers, compared to the GPs, asvieey deemed as being more attentive
to the patients’ needs. Participants found pharsbhacibe more approachable, accessible
and have necessary skills to deal with their gser&imilarly the GP nurses were

positively regarded by the participants.

Example Y

Mine was when | got the diabetes, the chemist whieae to go to get ... he was so good

and giving me different leaflets and advice, realbll yes.

Communication

Additionally, communication was a remerging sub ntee on two levels. Firstly
participants postulated that a lack of communicatieetween providers affected the

quality of care they received, as illustrated immple Z. Secondly the participants felt
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that there was a lack of communication by the GRmnding disclosure of information

about their ilinesses, diseases, procedures anttimedexample 1).

Example Z

No communication between the two. When | see oigrddie has to ask me what'’s
happening. He can't get any information from tlspital, even though he tries. May be

tests or blood tests they take, he should gettfioernation but he never does

Example 1

Even if he took my blood pressure he says, goaot],ggood. What's the reading, it's
good, you know and even now I'm having constant&e@e and | know it's stress but

my blood pressure is good so what do | know, tleetyie professional.

Fear (6)
This theme was frequently occurring amongst althef groups, and consisted of three
sub-themesfear of finding out the CVD risk assessment resalidesire to have fear

based appeaJsaanddenial

Fear of finding out the CVD risk assessment results

It became evident that some participants were deatiout finding out their CVD risk
assessment outcome. Hence some participants sedgestt people may not want the
CVD assessment, or seek generic medical advice.eSonfact described that not

knowing would be more ideal, as it would not elit#tar {gnorance is bliss The
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example below clearly illustrates this fear thatoesing associated with the CVD risk

assessment.

Example 2

I don’t know if I want to go to this assessmemitice be assessed, and then have
them turn around and say to me, don’t fancy yoances... | think you'll

frighten the life out of me... he might say you'vespomonths to live.

...that'd frighten the life out of me. | don’t thitid want to know.

Desire to have fear based appeals

This sub-theme explores how fear was often sugddstehe participants to be used in
the CVD risk assessment campaign. The majorityhefdroups all expressed that they

would attenuate fear-based adverts, as they waud the $hock-element”.

Example 3

Interviewer:do you think the adverts should be very speciithé point or
factual?

. ...they should shock people, frighten them.

Example 4

The cigarette ones, they are hard hitting... somgthke that sort of thing
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However some opposed this suggestion, and statedf thuch fear-based adverts are to
be used positive outcomes, such as a list of solstio minimise CVD should be given,

to neutralise the fear element; consequently iniiognthe observer.

Example 5

It's the way you attract something. | think you ¢kag up the symptoms and say if

you're suffering from any of these this is the plgtou can go.

Denial
The third sub-them wadenial. It was composed of two factorstorytellingandblaming

others

As the participants highlighted that there waslament of fear being associated with the
outcome of the CVD risk assessment. Participanisplayed and identified two
mechanisms which could be/ or were in fact beinedu® avoid getting the CVD risk

assessment done.

Firstly participants usedstorytelling’ as a mechanism to assert that CVD can happen to

the healthiest of individuals. Thus there was rasoa for getting the CVD assessment

done, as it can happen to those that in fact sHoeilat a lower risk of CVD.
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Example 6

Well | went to a funeral, a friend’s son, 38 yeald, never drunk, never smoked
in his life, and he was a bodybuilder, he had mesoin his muscles... He came in
from work one night, had his evening meal, wenthepstairs, collapsed, dead,

heart attack.

Denial was also presented when the participani hisene.For example it was common
for the government, food companies and genetitg tlamed as an effort to shun

responsibility from themselves for CVD prevention.

Example 7

but don’t you think whether it's healthy eatingrart smoking at the end of the
day if the ready meals with all the additives wérawmailable and if the cigarettes

weren’t available etc... then we wouldn't all betlis state would we.

Service Recommendations

In response to the six themes discussed, thirteeanrmendations for the CVD risk

assessment service have been identified, and\ae gelow.

Where will it take place?

1. The service needs to be accessible. Thus the saneeds to be offered in local

places such as G.P. surgeries, chemists, supersiankak places, drop-ins and
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mobile units. Also the groups aged 60 years andvehdentified sheltered

accommodation for places to carry out the risk sssent.

. Drop-ins/mobile units

There was a general consensus amongst all theipartis that drop-in clinics,
and mobile vans in strategic positions (town cemtreutside work places/
supermarkets) would be very attractive to themsMsés due to several reasons
such as, the visibility factor, close proximity where they live, and they were
deemed more accessible if they could just drop-thout an appointment at a

time that suits them.

. The risk assessment needs to be available foruhkcpin a supermarket setting
as participants thought that due to the lack ofetithey could get their risk
assessment done whilst doing their shopping. Tloigldvhave less of an impact

on their time and it is a place that they frequenisit.

. Some people wanted the risk assessment to be dedducthe workplace as it
would be more accessible. However there was a gntefear, that if this was to
be done the employers could access the resulthwhbigld potentially jeopardise
their jobs. Therefore it would be important to oftbe risk assessment in the
workplace, but to have an agreement with the engplty ensure that the results

would be kept confidential and not shared.
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Who will carry it out?

1. Pharmacists are fast become a new-liked health manéder. Participants felt
that they can ask questions, or discuss healtlessaithout feeling pressed for
time, or patronised. Whereas participants felt tharder to consult or visit a GP
they need to be at crisis point. . Thus it is vienportant that we fully utilise this
relationship and offer the CVD risk assessmenbedll pharmacies. Participants
also mentioned the need for them to have a onexoredepth conversation with
the health care provider who will be carrying dug risk assessment. Therefore
the pharmacists along with nurses at GP surgergegddabe more suitable to this

role.

2. Participants expressed fears about the risk assessoutcome. Consequently
believing that the outcome would not be followed Thus it would be advisable
to have CVD CHIPS to help give more advice abowt bm make changes, on a
one-to-one basis and to make this information alsbel

3. The participants felt that only a clinically tratherofessional would be preferred
to carry out the risk assessment, as they couldried to carry out the

assessment properly.

How should it take place?
1. In all of the groups the participants stated tlnetytwould be more aware and

more likely to take the risk assessment seriodsiy iinvitation letter was sent to
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the patients by their G.P’s. due to the fact that would give the campaign more
credibility. They wanted the same format as thevical screening assessment
where every few years a reminder letter is sempaients from their G.P’s to

book an appointment. This should be the first pofrdaction.

. The patrticipants felt that they lacked informataimout CVD. Most reported that
their GPs had not spoken to them about CVD, ang thé not know who to
contact to obtain more information about it. Thegught that stroke and CVD
were un-associated, and that Stroke was deemesrtwle serious than CVD. So
it would be advised that the term CVD/ cardio-vdacus not used in the
advertising campaign. As people automatically asstimt the term is associated
with heart disease rather than heart disease solestt is also advised that G.P’s
start talking to patients over 40 about CVD andspeally inform them about the
CVD risk assessment initiative. This would streregththe invitation letter

message.

. It is proposed that an information campaign takéscep alongside the risk
assessment campaign. This would help increase rtbel&dge base, and make

people more likely to attend the risk assessment.

. It might be beneficial to the campaign if eithemanetary or a non- monetary

incentive is offered to people who are having & d@ssessment carried out. The

incentive might be one/two month free gym membegrsbitheir local gym for
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either them or a member of their family. It migigabe in the form of vouchers

for fresh fruit/vegetables.

5. It would be advisable to have a set of tailorediises in place for the different
age groups before the risk assessment campaigrofyéte ground. As it was
derived from the data sets for the over 60s theylavprefer programs that were
relevant to them based on their physical capadsliand likes. Such as walking
and gardening. Whereas for women 40-49 felt thattdufinancial pressure they
cannot afford to attend the gym. Thus if the gymswee or considerably

subsidised it would increase the likelihood of wona¢tending.

6. Across all services it would be important for thewpders to be aware that the
older the patients are, the more the resistanahaoge there is. This is due to
habits and “not wanting to live forever” attitudderefore providers need the
knowledge about the traditional/ cultural beliefsatt impact the patients’

lifestyles, to provide more support during the msxof change.

7. The services would need to have greater commuaicdietween the different

providers. As lack of communication between prokgdaffected the quality of

care the patients received, and was seen as atbarri
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Advertising Recommendations

Universal List
Almost all groups expressed that an incentive shbeloffered to encourage people to
attend a CVD risk assessment. Hence, adverts égadglamphlets should include a note

on the incentives that members of public can recbivattending the screening.
All adverts / posters /pamphlets must have consistessages. Participants in the focus
groups expressed that when they are confrontedositfounding messages, their trust in

the message decreases.

Almost all groups emphasised on the followings:

* Mobile units for CVD assessments

» Posters at Job centres and adverts in local newspap

* G.P. sending invitation letter for CVD assessment

* Incentives

» Checklist type format on leaflets and pamphlets

» Positive and negative messages- Balanced campaign

* The NHS logo should be prominent in the advertsitoease credibility

Below is the list of recommendations based upondgbponses from the different groups.
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Group: Women 40-49

» This group expressed interest in advertisemenfdicases on the age factor. In
other words, advertisements should emphasise thraiew of younger age can be
affected by CVD.

» This grouped wanted direct and straight to the jpoiessages.

» This group expressed dislike for the term CVD,istathat it sound more like a
sexually transmitted disease. They also did nettlile term cardiovascular
disease. They wanted simple terms like, heart sesaad stroke. In their view,
these terms were more understandable.

» This group expressed that they are more likelyake ihotice of the adverts if
children were used in the campaigning. So for exartie advert might say that
if you die young what would happen to your childten

* Women in this group also expressed preferenceldoecadverts that are thought
provoking.

* The main theme of advertisement targeting this gshould emphasise on the
fact the CVD can happen to people of any age. Hpreeentive measures should

be taken to prevent premature death caused by CVD.

Places to advertise CVD

» Posters in G.P surgery
* Local newspaper
* Essex FM- Martin & Sue morning programme

* Bus stops
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» Schools - letter from schools to parents
* Local supermarkets
* Local pharmacies

* Information packs in letterboxes

Group: Men 40-49

» Participants in this group expressed that they d/bké adverts that have a
combination of positive and negative messages.

» They wanted the campaign to send the message Hishsout yourself”.

* Men in this group wanted leaflet/ booklets on C\dChawve a ‘checklist’ format.
for example : a tick box asking questions relate@VD like :are
you over 40 ; are you over weight?....You aresk of CVD, get your assessment
from the local G.P.

* Itis recommended that adverts targeting this agamcould also utilize a ‘traffic
light' style. E.g. Green indicating low risk of C\V@mber indicating moderate
risk of CVD and red indicating high risk of CVD. iBhstyle of advertising would

be eye-catching and will be easily comprehendiglenken of this age.

Places to advertise CVD

* Supermarkets

Flyers through letter box
» Taxis

e Trains

414



* Buses

» Schools - letter from schools to parents
 Essex FM

» Billboards

» Letter from G.P

+ Mobile units

Group: Women (50-59)

» Participants in this group expressed that they dbké adverts that have a
combination of positive and negative messages.

* Women in this group wanted leaflet/ booklets on Cidhave a ‘checklist’
format. for example : a tick box asking questiosiated to CVD like :are
you over 40 ; are you over weight?....You aresk af CVD , get your
assessment from the local G.P.

» This group were very vocal on the issue of he&ltr.example, it was really
important for them to remain healthy. Hence thisutth be the main focus of the
advert. The adverts should focus on ways to mairgaod health.

* Women in this group also expressed that they wikedadverts that are tugging

at heart string. Hence an emotional advert is rewended for this group.

Places to advertise CVD

 Leaflets

* G.P surgery
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Schools — letter from schools to parents
Pharmacy

Supermarket

Job centres

Toilets

Group: Men 50-59

Participants in this group expressed that they d/bké adverts that have a
combination of positive and negative messages.

Men of this age group said that they would prefeadvert that would have catch
phrases that would stick in their minds.

This group emphasised on being able bodied andtanaiimg their healthy status.
Hence, adverts targeting this group can focus erpthventability factor of CVD
This group also expressed interest in advertsplaged around with colour.
Specifically red and blue (e.g. red representihgathy body / blue representing

an unhealthy body).

Places to advertise CVD

Local paper
Radio

Food shop
Football stadiums

Transports
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» Supermarkets
» Post-office

* Bus stops

Group: Women 60+

Adverts / Posters targeting this group should ersigleaon what a person will be

leaving behind if she is affected by CVD.

* Women in this group wanted simple and straight &sdwand clear adverts/posters
(e.g. It can kill you).

» Adverts should also address issue of time (e.dd time to your life).

* Women in this group wanted a balanced message. iaeted adverts /poster to
have a combination of fear and solution based imé&ation.

» This group expressed preference for the colourHedce it is recommended that

adverts targeting this group would include the goled as this colour was associated

with warning.

Places to advertise CVD

* Shelter schemes
* Local services

* Local paper

* Public Toilets

* Supermarkets
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Group: Male 60+

» This group emphasised on their physical capalaliy their inability to carry out
activities that they were able to do when younger

* Hence it is recommended that adverts targetinggitwap, should emphasise on
the fact that CVD can be prevented and is impotasecure a mobile life. As
this group was the most vocal in their inabilityctrry out tasks that they could
previously do.

» The messages for this group should also highliatiufl information as they
mistrusted health adverts the most. Consistenfaotdal messages are the key.
Thus it might be an idea to use a real life casdysto promote CVD risk
assessments.

» This group also preferred pictures rather than wortgnce it is recommended
that adverts/posters targeting this group woulcereanon verbal picture based
message. This groups also expressed their prefefenced colour hence the
utilization of this colour would make the advertsgfers more appealing for this
age group.

* This group expressed preference for case studesscdH, utilization of case
studies will be highly beneficial for advert/postéor this age group

* This group also expressed preference in campamgnsave celebrity
endorsements. Hence using celebrities or famougl@@othe adverts will be
beneficial. It is felt that a local role model cdwlso be used to have a similar

effect.
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Places to advertise CVD

» Sports pages in local paper

Pages 1 and 2 of local paper
* G.P surgery

* Hospitals

» Football grounds

» Taxis

* Buses

* Swimming pools

* Post offices

Concluding Remarks

Overall this piece of work highlights that CVD riaksessments are attractive to most of
the research sample. They give out the messageth&IHS cares but the public are
sceptical that health care professionals like tte @ill not be able to build on this
feeling. Rather it is felt that once risk assesdmare carried out people will be brushed

off and would not given one to one support to dgti the assessment outcome.

Knowledge on heart conditions is relatively higbwever knowledge about stroke is

very low. People view CVD to mean heart attacksfangut do not think that word is a

collective term for both heart conditions and s&rokherefore it is important not to use
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the term CVD or the word cardio vascular diseasaniynpromotion as a stand alone

because the local population will not fully undarst its meaning.

As well as having a big launching campaign for Cigk assessments it should be
ensured that G.P’s and other healthcare profedsisnah as pharmacists are prepared to
talk to people about CVD and provide informatiorpagients when asked. They should
play a big part in launching this initiative as ppare more likely to take the assessment

seriously if the G.P. was to discuss it with them.

And lastly, we should also be in a position to offeople choice in services if people are
told that they have a high risk of CVD. Most of @urrrent services are not tailored for
the older generation, thus it would be importardewelop new services which are (a)

tailored to their physical capabilities and (b) ethare liked.
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Optional Area of Competence 5.7: Contribute to theevolution
of legal, ethical and professional standards in héh and
applied psychology

Designing, developing and implementing a workplacEmokefree policy

SETTING: NHS

TARGET GROUP: All Primary Care Trust (PCT) employees, contractaisitors and
patients.

DESCRIPTION OF WORK : To design, develop and implement a workplace Sniekef

policy PCT wide.

MONITOR AND EVALUATE DEVELOPMENTS IN LEGAL, ETHICAL = AND PROFESSIONAL

STANDARDS IN HEALTH AND APPLIED PSYCHOLOGY

In 2004 the Government White Paper ‘Choosing Healds produced. The purpose of
the White Paper was to set out the principles dmpsrting the public to make healthier
and more informed choices in regards to their he&hoosing health sets out how we
will work to provide more of the opportunities, ot and information people want to
enable them to choose health. It aims to inform emmburage people as individuals, and
to help shape the commercial and cultural envirarimaee live in so that it is easier to
choose a healthy lifestyle. Within Choosing Headlmongst other public health issues

smoking was highlighted as one of the most importaehaviors to be challenged. A
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debate about the rights of smokers and the rightson smokers who do not want to

inhale second hand smoke was highlighted.

Second-hand smoke is a known carcinogenic andscceged with respiratory and heart
disease. It also can damage the health of infarttchildren by causing an increased risk
of cot death, meningitis, middle ear disease, aathend pneumonia (Scientific
Committee on Tobacco and Health (2004) and WorldltHeOrganization International

Agency for Research on Cancer (2004)).

It was concluded that by 2006 all government depants and the National Health
Service (NHS) will become smoke-free and must gtevcomprehensive support for
smokers who want to give up. It was also propodest tonsultation on detailed
proposals will take place for regulation and if eegary legislation to turn all enclosed
workplaces and public places smoke-free. The belavas significantly shifted towards

smoke-free environments.

With the smoking ban coming into place on tigJaly 2007 all workplaces will become
‘Smokefree’. Very early on in this project the HumResources department of the PCT
shifted the responsibility for the Smokefree polay to the Public Health department.
My manager is the Associate Director of Public Heand was at that time leading on
the tobacco control agenda, thus he was askedtbde the policy. To assist him with
this task | was asked to find out the definition'®mokefree’ as at this stage it was not

known what being “smokefree” meant and entailedvikta never heard about the
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proposed smoking ban | researched the term anddfthex the Health Development
Agency (HAD) published ‘Guidance for Smoke Free pitad Trusts’ in addition to this |

also called the National Institute of Clinical Eteace (NICE).

In 2005 HAD published ‘Guidance for Smoke Free Hiasd rusts’. This guidance was
published to inform the NHS on the steps that & toatake to ensure compliance. It gave
a definition of what the government meant by Smivke-NHS. The definition given is

as follows:

“Smokefree means that smoking is not permitted
anywhere within hospital buildings. No exceptiond e
made for staff or visitors. For long-stay mentaklte
patients in an acute psychiatric state or termynadlll
patients exceptions may be made on a case-by-e&s b
However, no blanket exceptions will be allowed for
particular categories of patients.”

(Guidance for Smokefree hospital trusts (20052)p.

| held a meeting with my manager to discuss whatuhd out about going Smokefree
and the procedures we had to follow in writing plodicy. | was told to write a summary
on what was required from the PCT by the governmétthe beginning of the

document | stated what is compulsory by law (Chagdilealth, 2004 & Guidance for

Smokefree Hospital Trusts, 2005) and also inclugbdt the documents suggested as
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being best practice. Additionally towards the endl the document | made
recommendations which outlined the options avadlablus as a PCT. Once the summary
document was completed | held another meeting mighmanager. In the meeting we
discussed the requirements and smoking policiestwhave been produced at different
PCT’s and discussed how prescriptive we want the paicy to be. | was told that since
| have read on the requirements of the policy lutdthéead on it and write the policy for

the PCT.

IMPLEMENT DEVELOPMENTS IN LEGAL, ETHICAL AND PROFES SIONAL STANDARDS

IN APPLIED PSYCHOLOGY

As | had no previous experience of writing policigdeought a good place to start was to
look the PCT’s current smoking policy. In Octob&08 the PCT that employed me
joined up with two other local PCT’s to form onedar PCT. Thus | viewed the old
policies for all three trusts. | felt that thiskasould inform me of the extent that the PCT
is already complying with the government's recomdaions. Having viewed the
policies | concluded that they were either too distig or too wordy and were not in line
with the new recommendations. For example one P@dliey was over 20 pages long.
For a document which needs to be easily read adérstood by different groups of
people it was felt that having it overly long woutdduce the number of people
reading/understanding it. In addition to this thelipes were written prior to the
Choosing Health paper which stated that all NHSsttruneed to be completely

Smokefree. Having decided that none of the thrdepolicies can be used for the reasons
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mentioned above | decided to find policies basashupe new guidance polices of other
NHS trusts. Upon research, | found a number ofcpesdi which were all differing in
style, layout and the recommendations that theyevastopting, but | used them for
information purposes from time to time. So for eptensome policies differed by how
prescriptive they were. Some allowed for managerdeicide on how to deal with staff
who disregarded the policy whilst others statedep $0 step guide on what to do if a
breach takes place. Also, some PCT’s were adogtifiigl outright ban on smoking on
grounds as well as buildings whilst other PCT’s evenposing a ban only inside the
buildings.

The regulations within the HAD guidance did nottstthat the grounds as well as the
buildings had to become Smokefree, though it stdtatif an NHS trust decided to do
that it was considered as being the gold standaite flipside of this was that if a trust
decided not to ban smoking on its ground this cogie a very poor impression
especially if people were smoking directly outsateentrance (hospital, clinic, surgery

etc.) and others were expected to walk througloadcbf smoke.

A decision needed to be made regarding whether Weextend the policy to include
grounds as well as the buildings. After my disomssiith my manager the decision
reached was that we were going to introduce a twdal of smoking to include both
buildings and grounds. This decision was based apmmmber of reasons; if a ban on the
grounds is not taking place then it becomes quiteedt to decide at what point smokers
allowed to smoke. So for example should they bewat to smoke just outside the
entrance or whether a Smokefree zone should bgradsd outside the entrance? Also if

smoking is allowed on the grounds of hospitals @theér NHS buildings this would result
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in smoking litter or building and maintaining smogishelters. The money spent on these
activities could be better spent on supporting eyges/ patients who would like to quit
smoking (Guidance for Smokefree Hospital TrustQ&0 Lastly it was felt that by
having a total ban the PCT will be making a stam@mabout its commitment to

Smokefree environments.

| wanted the policy to be clear, helpful whilst piding reasons behind the decisions that
were taken. Therefore | started the policy by dbsay why the policy was being
produced and the effects of second hand smoke. édkasg writing about the ban in
buildings and grounds it was also stated withinghkcy that staff were not allowed to
smoke in their uniform and staff who drive a compaar (lease car) were also not
allowed to smoke within the car. The reasons bekigl were several. Firstly, when a
member of staff is in uniform they are representing are the face of their organisation,
and if they are seen smoking by members of theipitbtan be viewed as hypocrisy.
Secondly, we did not want staff to smell of cigigtwhilst caring for their patients as
this again would be seen as unfair and unprofeaki@taff at the PCT are expected to
represent the PCT in a positive way in the locahicmnity (Dignity Policy at the PCT,
2004). Thirdly, leased cars are not owned by membgstaff and are the property of the
PCT. Thus due to a ban on smoking taking placd &CGI owned property, smoking in

the lease cars would not be allowed. .

As an employer we have a duty to support our engasywvho will be affected with this

ban thus it was essential that a ‘support availagetion was included within the policy.

426



This was a new idea and | had not seen any othd&r &lding it to their policy. The
section was put into the appendix and was refeéwdd the main body of the policy. It
covered the telephone numbers and email addre$s#iferent organisations that can
help smokers to quit. So, for example, the looap Emoking service, different language
national stop smoking service numbers and Actiorsoroking and Health (ASH) were
included. It was also ensured that the local stopking service was made aware of their
mention within the policy and was prepared for abable increase in demand. It was
decided that if demand for the stop smoking groag wigh, then the groups could take
place in-house at the PCT offices and staff will dlewed to take time off work to

attend.

Once the first draft was complete | arranged a imgetwvith my manager and he
suggested that | make a few changes. He felt Heapolicy was slightly prescriptive in
its approach and he wanted me to the delete th®msean what the managers should do
if a breach of the policy takes place. | had omafiyn suggested a warning system
(Appendix 1). As | had put in quite a lot of workoand the breach procedure | was a
little disappointed that the idea was not goindéotaken forward, however, the reason
behind this was that it was felt that managers imilglal with breaches in their own way.
Upon making these changes | was asked to sendyaotdpe policy to the local council
as they were in the process of developing theicswaanted to see a local example. A
copy was also sent to the director of Human Ressu(ElR) for consideration. | was
quite surprised that since a lot of points raisethe policy are HR issues that HR did not

lead on the policy. It is felt that the reason HR bt take lead on this policy is due to an
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increased workload and due to the topic of smolsitiing in the Public Health (PH)

domain they must have come to the conclusion tHasHduld lead on it.

Within a month | was sent an email by the DiredbHR to let me know that the policy
went through the Joint Negotiation and Consulta@anmittee (JNCC) of the PCT and
they have suggested a few changes to be made. 8bthe comments made are as

follows:

1. | should have two documents instead of one; thennpalicy document and a
guidelines document. Deciding to have two documargtead of one, might be due

to wanting the main policy document to be shortet @easily readable.

2. The aims and the introduction of the policy aregl@md the policy contains health
promotion information. They suggest that these melved in to the guidelines

document.

3. Few questions on the budget.

It was decided that money will come out of the Rublealth budget to account for
promotion of the policy and information for patier@nd the amended policy was emailed
to the HR director again. In April, the policy wascepted by the PCT board and a
member of staff who had previously written the fernsmoking policy for one of the
PCT’s that had merged emailed me to congratulatenrtbe acceptance of my policy by

the PCT board and asked how this new policy diffeiom the policy that he had
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written. | replied back by saying that the new pglis shorter, more concise, less

prescriptive in its approach and gives more conttrahanagers.

| was requested by the HR director to liaise withuanber staff such as communications
personnel for the publicity, corporate developminget the policy registered and to
speak to the Estates department about appropiggtage in all PCT buildings. | spoke to
the HR manager regarding my concerns of not haaimgprking party in place and we
finally came to the conclusion that it is a bit tlade for that at the present time but a
working party can be formed in time for the firgtview meeting of the policy. The
working party would review the policy at differemtervals and would ensure that it is
being implemented accurately and whether any isdu@ge arisen within their

departments.

In the next few days based upon the HAD guidarget in touch with the HR director to
request him to represent HR on the working partyg tb time constraints he suggested
we have the HR manager on the party. He was latetacted and agreed to be on the
party. It was important to have representation fittb HR department in the working
party as it would ensure that they are involvethmimplementation of the policy. | then
got in touch with PCT union rep and explained whyekeded her on the working party
and she agreed to be on it as well. The last pdreeeded on board was the Health and

Safety manager and she also agreed to be on thkengarty.
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I had a meeting with the communications officerameiijng promoting the policy to all
PCT staff members. We decided that we will getesprelease out to inform all patients
that smoking was not allowed in PCT buildings anolugds. Plus a letter and the policy
will be sent to all the clinics within the area aheé policy will be displayed on the PCT
intranet and advertised within the “teamtalk” (ntdwt staff magazine) for all staff

members.

The estates and facilities departments in all thoealities of the PCT’s were contacted
to find out whether the no smoking signage wasdpiurt up in all PCT buildings. It was
identified that in one locality signage was up, amnthe other two it was not. Due to the
deadline nearing, | called the managers of bothldhalities and spoke to them about
organising signage. | gave them the email addreSsmokefree England through where
they can obtain free signage in bulk. | was lateformed that a company was

commissioned to check signage compliance acrogAll sites.

The policy was officially registered within the PQT June 2007 and publicised within

the local PCT area.

REFLECTION

Initially when | was given this task | felt quiteiyileged working on the strategic side of
the public health department especially so sooer gftining the PCT. | found it

extremely interesting and something | would notenagnsidered that | could do. | have
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learnt that even if you have not tried an area ofkwbefore that is not a good reason to
dismiss it; instead you should be open to workimglifferent areas as it expands your
skills base. Due to a lack of experience | haddasixe that anything | suggested to my

manager for the requirements of the policy werd s@irced and researched.

| found writing the summary document fairly strafginward and easy but when it was
time to start writing the policy document | reatisthat the task was not as easy as | had
first imagined. Thus | felt the need to explore hother PCT's have written their
policies. The differences between them were vasmeSwere long, others short, some

were very prescriptive therefore deriving inspwatirom them was a good decision.

By far one of the biggest challenges of this preagas that staff and patients were not
consulted on the policy due to significant time stoaints. The policy needed to be
implemented by July 2007, thus this did not leaveimtime behind to adopt a bottom up
approach. Ideally as a trainee psychologist | felt focus groups with staff and
guestionnaires with patients should have beenerhout to assess what their needs are,
whether they would prefer a grounds ban and hovwcavebetter support them once the
ban comes in. This would have prepared us muclerbatid would have made us more
confident that we had created and implemented dtieypbased upon the views of the

people who will be affected by it.

When | was asked to forward my policy to the looalincil at the beginning | was quite
hesitant due to it not yet being approved by th& BGard. Yet | found that helping other

workplaces to write their policy is quite interegti One gets to view what steps other
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organisations are taking in tackling smoking arel phoblems that they are facing. This
can give a broader perspective on how differenaiigations tackle the same problem.
Plus this kind of activities can increase partngrstorking which is utterly important to

tackle an issue such as smoking.

When the policy was sent to HR for comments it wae a difficult time. The reason
being that having worked on it for such a long tiihés easy to become attached and
protective over ones work but | had to consciodldtach myself by understanding that |
by no means am an expert in policy writing and éfee | will need guidance and a
bigger body to see if what | have written is cotrék this point another reason behind
my frustration was that | felt that | had not reesl any help from HR on this matter
whatsoever and from what | understood they shoale been leading on this and due to
time constraints they could not. What | have le&rhat roles become blurred and some
people expect you to do everything, even work wingght not be in your remit. At this
stage of my career | don’t necessarily think thas & bad think as it gives me more
experience, but if at any point | feel that | canoape then | should raise my concerns.
Upon receipt of the comments | was a little sugatiat was that they felt the policy was
repetitive, |1 can’'t say | thought about that. | wasler the initial impression that we have
to be very clear and write everything down in aiglbut the key is to be concise. At

least | know that now.

I continue to learn how to be flexible and havedbdity to change my style of writing. |

am also improving in being able to identify what stgengths and weaknesses are. | did
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not know that policies go through a board,; it isnéarting to know that before the policy
is put into the public domain it has been thoroygkViewed.lt was also very useful to
get feedback from my manager and be able to ghediR Director with anything that
we are unsure about. This is a constant learnimgecut improves my weak areas of

practise and gives the opportunity to evaluate ragkw

| was really shocked when | found out from a membfestaff that the policy | had

written had been accepted. | was hoping | woulddbe first, but that did not happen.
Additionally | was under the impression that beftrey fully accept the policy it has to
go through a working party but that has not beemedd@his is not how | envisaged the
process of policy acceptance. | realised | neededmtact the Director of HR to ask for a

copy of the accepted version.

Overall | gained valuable experience in policy wagt | accomplished something that |
never imagined | could, especially so early in nayeer. This has provided me with
knowledge on how legislations can impact orgarosatiand cultures and the steps that
have to be taken to reach compliance. | have ldawt to write in a different style and
how to write more concisely. It is not as easyta®unds neither is it as complicated as a

novice might initially find it.
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Definition of terms

For the purpose of this policy, smoking is defined as the burning of lighted
cigarette, pipe, cigar, chewing tobacco and any other matter or substance
that contains tobacco.

Introduction

Smoking is a risk factor for many illnesses and diseases and can
ultimately cause death. In the UK there are an estimated 120,000 deaths,
which are caused by smoking. From these an estimated 42,800 deaths
are from smoking-related cancers, 30,600 from cardiovascular disease
and 29,100 from emphysema and other chronic lung diseases (Action on
smoking and health).

Principles and/or Responsibilities

Chief Executive

3.1.1 The Chief Executive is responsible for ensuring that reasonable resources
are made available for the implementation of this policy.

Managers

3.2.1 Managers are responsible for informing their staff about the
requirements of the Smokefree policy as they would with other health
and safety issues.

3.2.2 Managers will be made aware with regards to their responsibilities in
relation to the Smokefree policy and they will be expected to ensure that
staff, patients, clients and visitors are aware of the policy.

3.2.3 Managers are advised to contact Human Resources when issues of

breaching of the Smokefree policy arise, particularly in cases where
support has not been sufficient in achieving a change in behaviour.
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3.3

331

3.3.2

3.3.3

3.34

3.3.5

3.3.6

3.4

34.1

3.4.2

3.4.3

Staff

All South West Essex PCT staff members have the responsibility to
comply with the Smokefree Policy.

Staff are only permitted to smoke during their designated break times
out of sight of the general public

Staff are not permitted to smoke at any time in public when representing
the PCT and when attending meetings on behalf of the PCT, wherever
these are held. It is not appropriate for those who are recognisable as a
representative of the PCT to be seen to be smoking, as this is in conflict
with the NHS aims to improve health and reduce smoking.

Any questions regarding the policy that employees may have should be
directed to their line manager so that the correct information can be
given.

All breaches to the policy that staff should witness should be reported to
their line manager. Alternatively, if staff wish to raise any breaches
confidentially then they may use the Trusts Whistleblowing Policy.

The safety of our members of staff is paramount for the Trust. Therefore
under no circumstances should any member of staff encourage the
enforcement of the policy if they feel that the situation might turn
dangerous for them. If a situation does become dangerous for the
member of staff they should immediately leave the area and follow the
normal incident procedures.

Staff Working Outside of PCT Premises

It is important for the Trust to ensure that its employees are protected
from the health risks associated with second hand smoking in all
settings.

A verbal request may also be made at the time of the visit and the client
should be respectfully asked not to smoke whilst the member of staff is
working in that environment.

If the client and/or other occupants do not comply with the policy then
the member of staff can remove themselves from the premises of the
patient/client as soon as it is clinically safe to do so and inform their line
manager.

3.5 Human Resources
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3.6

3.7

3.5.1

3.5.2

3.5.3

3.54

3.6.1

3.6.2

3.6.3

3.6.4

3.7.1

3.7.2

3.7.3

3.74

3.75

3.7.6

All job descriptions and job advertisements will include a statement
about the Trusts Smokefree policy and commitment to our employees’
health and safety. Job advertisements and descriptions will indicate that
adherence to the policy is contractual.

All new and potential staff will be informed about the requirements of the
Smokefree policy. Information about the policy will be included in the
induction handbook and reiterated at local induction.

The policy will be included in contractual documentation for contractors
and suppliers.

Patients and visitors will be advised of the Smokefree policy via patient

leaflets and other correspondence which will come out of the Public
Health Budget.

Contractors

Contractors will not be allowed to smoke on any Trust premises

Tenders and contracts with the South West Essex Trust will stipulate
adherence to this policy as a contractual condition

Contractors that fail to comply with the policy should be reported to the
person responsible for monitoring the conduct of contractors on site.

Non-trust employees may wish for advice on stopping smoke and

should be given information about the local and national NHS Stop
Smoking Service.

Patients, Clients and Visitors

Patients, clients and visitors entering Trust sites are expected to abide
by the terms of this policy

Patients will be advised of the policy prior to admission and/or on
admission to the Trust premises

GP practices will also be informed of the Trusts Smokefree policy
Existing patients will be informed via appropriate signage

Patients will be able to access support from the local Stop Smoking
Service

Visitors and clients can access support or obtain information either via
their G.P’s or the South West Essex Stop Smoking Service
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3.8

3.9

3.7.7 Appropriate signs will be placed at all entrances to the Trusts premises
which remind patients, clients and visitors not to smoke

3.7.8 If staff members see a visitor smoking on Trust premises, they should
make the visitor aware of the smoking policy and request them to stop
smoking. If the visitor fails to comply with the policy they should be
asked to leave the premises

Vehicles
3.8.1 Smoking is not permitted in vehicles owned and leased by the PCT

3.8.2 Smoking is not permitted in private vehicles whilst being used on PCT
business.

Exceptions

3.9.1 The Trust recognises that some patients have circumstances that will
require staff to make an assessment as to whether special
arrangements need to be made so that the patients will be permitted to
smoke on a Trust site

3.92  Permission to smoke in exceptional circumstances can only be given by
the nurse in charge of the ward or unit, clinician or senior manager.

3.9.3 In all cases where an exception has been made there should be
evidence that smoking cessation has been fully considered as part of
the patient pathway, in conjunction with the patient and/or their relatives

3.9.4 Where an exception has been made every effort must be made to
minimise staff exposure to smoke. This would mean that smoking will
only be permitted outdoors where staff and other patients would not be
in close proximity to the smoker.

3.9.5 This allowance does not extend to staff or visitors who are connected
with the patient/client.

Dealing with Staff Non Compliance

4.1 Non compliance with the policy in the first instance will be regarded as a
management support matter rather than a disciplinary matter.

4.2 As afinal resort, staff who fail to comply and breach the policy are likely to
face a disciplinary procedure.
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|5. Monitoring and Review

51

52

5.3

The policy will be monitored by the working party which will have broad
representation including members from: health and safety, tobacco control,
human resources, and trade unions.

The policy will be reviewed every quarter by the working party for the first
year to examine the implementation of the policy after which the policy will
be reviewed annually to ensure that it continues to meet the aims of the
original policy.

A formal review will be carried out by the policy lead after six months of the

policy being introduced, with support from the working party, and yearly
thereafter.

440



South West Essex m

Primary Care Trust

Smokefree Policy
Guidelines

441



Policy statement

11

1.2

1.3

1.4

By the end of 2006 all hospitals within the NHS will be ‘smoke free’. That
decision, made by the Secretary of State and supported by the Chief
Medical Officer, will require careful management if it is to gain the whole
hearted support of staff, patients and visitors. The PCT recognises that
subsequent ‘smoke free’ workplace measures will depend for their credibility
on the success of the NHS in securing a ‘smoke free’ environment for the
Trust & its contractors as a workplace.

The PCT believes that this success is reliant upon staff understanding the
benefits to be gained from such a policy. Therefore, it is important to be
clear about the reasons for the introduction of this policy. For example,
medical evidence has proven that Inhaling sidestream smoke and second-
hand smoke is now a demonstrable health hazard. Estimates vary but up to
750 workplace deaths a year are caused by second-hand smoke inhalation
and in the case of a hospital where patients’ well being is already
compromised it is especially important that such evidence informs our
practice.

The PCT is also aware of the issues and the question of the ‘rights of
smokers’. In some cases advocates of the ‘smoke free’ hospital policy have
been accused of impinging on the ‘human rights’ of staff and patients. To
better explain PCT policy on this issue it may be helpful to remember an
argument put by John Stuart Mills’ (in his essay ‘On Liberty’) in which he
argues “the only purpose for which a power can be rightfully exercised over
a member of a civilised community against his will is to prevent harm to
others”.

Therefore, it is PCT policy (as part of its responsibility under Health and
Safety legislation and being a good employer) to protect those staff, patients
and public vulnerable to passive smoking and to ensure their continued
health and safety requires our intervention.

Introduction

2.1

Smoking is a risk factor for many illnesses and diseases and can ultimately
cause death. In the UK there are an estimated 120,000 deaths, which are
caused by smoking. From these an estimated 42,800 deaths are from
smoking-related cancers, 30,600 from cardiovascular disease and 29,100
from emphysema and other chronic lung diseases (Action on smoking and
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2.2

2.3

2.4

2.5

2.6

health).

Over 50% of the people who continue smoking for the rest of their lives die
of their dangerous habit; 25% die before the age of 69 (Smoking Kills, A
White Paper, 1998) and this too at a time when the average life expectancy
is 75 for men and 81 for women in the UK (National Statistics- Life
Expectancy, 2004).

Second hand smoking has immediate effects that include eye irritation,
headache, cough, sore throat, dizziness and nausea. Adults with asthma can
experience a significant decline in lung function when exposed to second
hand smoking. Short term exposure to tobacco smoke also has a measurable
effect on the heart in non-smokers. Just 30 minutes exposure is enough to
reduce coronary blood flow.

Due to increasing medical evidence of active and passive smoking being
one of the major causes for most preventable illnesses and premature death
in the UK, the Public Health white paper, Choosing Health makes a clear
commitment to a smokefree National Health Service (NHS) by the end of
2006 and requires NHS organisations to take action to eliminate second
hand smoke from all their premises and to provide extensive support for
smokers who would like to stop smoking.

Section 2(2) of the Health and Safety at Work Act 1974 places a duty on
employers to:

‘...provide and maintain a safe working environment w hich is, so far as
is reasonably practicable, safe, without risks to h ealth and adequate as
regards facilities and arrangements for their welfa  re at work.’

South West Essex Primary Care Trust acknowledges that breathing other
peoples smoke is a public health hazard. Therefore the following policy has
been adopted concerning smoking at all PCT premises.

3.

Aims and Scope of the Policy

3.1 The aim of the policy is to:

3.1.1 Ensure all staff, visitors, service users and contractors to South West

Essex primary care trust premises benefit from a smoke-free
environment.

3.1.2 Comply with the Health and Safety Legislation and Employment Law.

3.1.3 Provide opportunities and support for staff who wish to stop smoking.
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3.1.4 Set an example to other employers and workforces, particularly in
health related locations.

3.1.5 Promote culture of a Smokefree trust.

3.1.6 Meet the Smokefree NHS standard as proposed by the White Paper on
Public Health.

3.1.7 Increase knowledge on the dangers associated with exposure to
tobacco smoke.

3.2 The policy will apply to all staff members (including locum, agency,
volunteer and seconded staff, whether temporary or permanent),
patients, visitors, contractors and other persons, who enter Trust
owned or rented premises, building or grounds (including car parks,
entrances and gardens) for any purpose whatsoever.

3.3 Where Trust premises are co-owned or co-shared by other
organisations the policy will apply to enclosed buildings only.

3.4 The scope of this policy extends to vehicles (including Trust vehicles
and private vehicles used while on business, but it does not apply to
the vehicles privately owned and not being used for business purposes
or during business hours.

Advice and Support

4.1 The PCT recognises its duty towards its employees and member of
staff have the full support of the Trust in the delivery of this policy.

4.2 It is recognised that some smokers will need to adjust to this policy and
thus will welcome smoking cessation support. Research has indicated
that the most effective strategy to support smokers who would like to
quit includes the combination of behavioural support (one-to-one or in
group settings) and the use of stop smoking aids such as Nicotine
Replacement therapy (NRT) and Bupropion (Zyban) (West et al 2000).

4.3 The South West Essex Stop Smoking Service offers one-to-one
sessions by trained advisors. The Stop Smoking Service also provides
group support. The groups are run for 6 weeks and include advice on
how to quit, how to cope with withdrawal symptoms and advice on how
NRT and Zyban can help.

4.4 The Trust will provide advice and support for staff and service users,
including:

» Referrals to the South West Essex smoking cessation service,
the NHS Stop Smoking Service and free NRT/ Zyban on
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prescription.

» Allowing staff time away from duties to attend smoking
cessation services. Arrangements need to be negotiated with
individual line managers prior to attending the support services.

4.5 Staff wishing to access advice or support should contact their line

manager in the first instance. Alternatively staff and service users can
make direct contact with the organisations listed in Appendix A.
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Appendix A
Support Available

Local Stop Smoking Services

South Essex Stop Smoking Service
Tel: 01268 46 45 11

Thurrock Stop Smoking Service
Tel: 0137540 64 11

NHS Stop Smoking Service

England and Wales - 0800 169 0169

Scotland and Northern Ireland — 0800 848484
Pregnancy Smoking Helpline — 0800 169 9169

www. divingupsmoking.co.uk

NHS Asian Tobacco Helplines
Support is available through NHS in a variety of languages:

Urdu 0800 169 0 881
Punjabi 0800 169 0 882
Hindi 0800 169 0 883
Gujrati 0800 169 0 884
Bengali 0800 169 0 885
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Section D Systematic Review

A Systematic Review of Smoking Cessation
Interventions for Smokers with Children
Suffering from Asthma
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Abstract

Exposure to second hand smoke (SHS) is a crititalcal problem for many
children with asthma. Children who are exposedH&® $ave a higher than average
risk of developing asthma (Environmental Protectidagency, 1992), impaired
recovery after hospitalisation for an acute astlemacerbation, use more asthma
medication and use emergency services more frelgudran children who are not

exposed to SHS (Mannino, Homa & Redd, 2002).

Aim

The aims of this review are: (1) to evaluate theoamh of quality trials that target

smoking cessation in smokers who have a child saffdrom asthma (2) to evaluate
the methodological quality of the interventions), @ determine whether the smoking

cessation interventions were effective in promoabgtinence.

Search Strategy

Web of Science, Medline via Ovid, Sciencedirecte®wise, APA journals,
Psychinfo, PsycAtrticles, Cochrane Central Regist&ontrolled Trials (CCTR)
were searched from 1994 to August, 2010. Articlesavalso hand searched in peer

reviewed journals.

Selection Criteria
The selection criteria were; randomised controlteads, adults 16> years who smoke

and who are a parent, guardian and/or caregivantasthmatic child were included
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in the review. The studies in the review invesegathe effectiveness of smoking
cessation interventions for smokers who have aldhilffering from asthma, with
smoking cessation of at least three months eitbiéreported or validated by use of

biomarkers.

Quality Assessment
To assess the methodological quality of the jowrelseven quality assessment

criteria was used. The criteria were scored fromm D.

Results

Both the included trials showed no statistical Bigance between the intervention
and the control, thus intervention format was restogiated with trial results. In the
first trial Borelli et al., 2010 found in their Zhd 3 month follow up that the BAM
and PAM group had non-significant (p = .059) diieces in the abstinence rate.
However at the 2 month follow up participants ie #AM condition were more than
twice as likely (32%) as those in the BAM conditi¢i¥%) to report continuous
abstinence (OR = 2.80, 95% Cl= 0.95-8.18, Coher<l2) and in the 3 month
follow up, participants receiving the PAM interviemt were more likely (19%) than
those receiving BAM (12%) to be continuously abestita In the second trial Irvine et
al. (1999) found that only 12 parents/caregiversm{@rvention group and 5 in control
group) out of 501 (2.8%) had stopped smoking. Tioeee98% of the participants
continued to smoke, hence showing no significafite children showed a small

decrease in cotinine concentrations at post intgéiwe. The mean decrease in the
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intervention group (0.70 ng/ml) was slightly smalllean in the control group (0.88

ng/ml).

Discussion

This review highlights the need for more studiest fiocus on smoking cessation in
parents of asthmatic children rather than focusingreducing household second-
hand smokeThe integration of smoking cessation into well-gted interventions
like asthma education can facilitate proactive hedm smokers who might not
spontaneously or willingly seek help to stop smgkor who do not have ready
access to primary care or preventive health sesvi€eeactive interventions, by

contrast, may not reach those most at risk.
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1. Background

Smoking is a risk factor for many illnesses ancedses and can ultimately cause
death. In the UK there are an estimated 120,00thgeehich are caused by smoking.
From these an estimated 42,800 deaths are fromisgiodated cancers, 30,600
from cardiovascular disease and 29,100 from emphgsaend other chronic lung
diseases (Action on smoking and health (ASH), 200%er 50% of the people who
continue smoking for the rest of their lives dietbéir dangerous habit; 25% die
before the age of 69 (Department of Health (DOMR8) and this too at the time
when the average life expectancy is 75 for men @&hdfor women in the UK
(National Statistics- Life Expectancy, 2004). Doestnoking being the single cause
for most preventable illnesses and premature dedtre world, health organisations

worldwide are prioritising reducing smoking amonileir population (DOH, 1998).

1.1 Passive Smoking

Breathing and inhaling other people’s smoke isechflassive, involuntary, or second
hand smoking. The non-smoker breathes ‘sidestrsamke from the burning tip of

the cigarette and ‘mainstream’ smoke that has lpg®ded and then exhaled by the
smoker (ASH, 2005). Environmental tobacco smoKeES)Eor second hand smoke
(SHS) is caused by a combination of the smoke fitmenburning end of a cigarette
and the smoke exhaled by a smoker. It contains 40 chemical substances, of
which more than 50 are known to be carcinogenidr@tb, 1989). Over the last 20

years evidence has shown that SHS causes a wige mdrhealth problems and is

associated with more than 12,000 deaths a yedreityK (ASH, 2004). There is no
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longer any credible evidence to suggest that expasuSHS does not cause disease

and death.

Some of the immediate effects of passive smokinfude eye irritation, headache,
cough, sore throat, dizziness and nausea. Adults asthma can experience a
significant decline in lung function when exposedhjle new cases of asthma may be
induced in children whose parents smoke (Otsuk@1R0Short term exposure to
tobacco smoke also has a measurable effect ondaag im non-smokers. Just 30
minutes exposure is enough to reduce coronary biloed (DOH, 2004). Jamrozik

(2005), estimated that domestic exposure to seemmtismoke in the UK causes
around 2,700 deaths in people aged 20-64 and laefu® 000 deaths a year among

people aged 65 years or older.

In the long term, passive smokers suffer from ameiased risk of smoking-related
diseases. Non-smokers who are exposed to passolerg in the home, have a 25%
increased risk of heart disease and 24% incre&ésedfiung cancer (Otsuka, 2001). A
major review by the Government-appointed Scien@iemmittee on Tobacco and
Health (DoH, 2004) concluded that passive smoks@ icause of lung cancer and
ischaemic heart disease in adult non-smokers, ataise of respiratory disease, cot

death, middle ear disease and asthmatic attacksldren.
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1.2 Passive Smoking in Children

Active smoking has been recognised as being harmfsimokers for more than five
decades, however it was not until 1974 that rebeand medical literature first began
to discuss the effect of parental smoking on thetheof children (Harlap, 1974). In
2000, it was estimated that almost half of all dtgh in the UK were exposed to
tobacco smoke at home (Jarvis et al., 2000). By €807 this figure had dropped to
40% (British Medical Association, 2007). The prapmr of children living in
smokefree homes has risen from 21% in 1996 to 3v&007 (Jarvis et al., 2009).
Nevertheless, secondhand smoke in the home rentaesprincipal source of

exposure for children.

There are numerous documented effects of ETS s&petdf children's health.
American Academy of Paediatrics in 2009 publishatudy that found that exposure
of SHS on children causes significant morbidityd amortality, showing an
association of SHS exposure in children with redpny illnesses, middle-ear
infections, tonsillectomy and adenoidectomy, cougasthma and asthma
exacerbations, hospitalisations and sudden infaathdsyndrome. According to the
study, SHS has also been associated with the dedimar of many chronic illnesses
such as sickle cell disease (Best, 2009). In addiBHS exposure increases health

service use and cost (Lam, Leung & Ho, 2001).

Passive smoking increases the risk of lower refgpiatract infections such as

bronchitis, pneumonia and bronchiolitis in childreBne study found that in
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households where both parents smoke, young chiliaee a 72% increased risk of
respiratory illnesses (Strachan and Cook, 19974siPa smoking is also associated
with middle ear infection as well as possible cavdscular impairment and
behavioural problems (World Health Organization 990 Children exposed to
second-hand smoke have more days off from schoah(iho, Moorman, Kingsley,
Rose & Repace, 2000), and there is some eviderateetposure to second-hand
smoke can impair mental development (Svanes et2@D4). A US study found
deficits in reading and reasoning skills amongdreih even at low levels of smoke

exposure (Yolton, Dietrich, Auinger, Lanphear & Hong, 2002).

A new report by the British Medical Association Haand that there is evidence that
exposure to SHS causes childhood cancer in patidcrhin cancer and lymphoma
and meningitis. It can also lead to cancer in &at and the initiation and
progression of cardiovascular disease (BMA BoardSeofence, 2007). Tobacco
smoke may also impair olfactory function in childr&ageris (2001) concluded that
passive smoking reduced children’s ability to detacwide variety of odours

compared with children raised in non-smoking hookish

1.3 Passive Smoking in Children with Asthma

Asthma is the most frequent of chronic diseaseghildren in the western world and
effects up to 35% of the population (Beasley et1#898). Asthma is an inflammatory
disease of the airways involving respiratory symmpp such as wheezing and

coughing, and reversible airflow limitation. Itsveety differs widely between
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patients, but most people with asthma have a nalthfof the disease. Asthma
severity is classified according to four gradesenmittent, mild persistent, moderate

persistent and severe persistent (Asthma UK, 2010).

Management of the paediatric asthma patient cacthbkenging due to the multiple
medical, behavioural, and environmental factors toatribute to asthma symptoms
and exacerbations. Of these factors, exposure ®iSH critical clinical problem for
many children with asthma. SHS not only triggerh@s episodes, but also has an
adverse effect on airway reactivity (Carlsen & Gan, 2001) which makes the

airways more responsive to other irritants andgdes that affect asthma.

Children who are exposed to SHS have a higher #vamage risk of developing
asthma (Environmental Protection Agency, 1992), amga recovery after
hospitalisation for an acute asthma exacerbatier, more asthma medication and
use emergency services more frequently than childrieo are not exposed to SHS
(Mannino, Homa & Redd, 2002).

Cook and Strachan (1997) conducted a systematieweo investigate the effects of
parental smoking on the onset of childhood asthifeey found a significant
increased risk for the development of asthma basegarental smoking status. The
prevalence of asthma symptoms increased with tha&gau of smokers living in the
home. Although maternal smoking appeared to hagecater deleterious effect on

asthma onset than paternal smoking, the effectatdrpal smoking alone was still
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significant. This indicates that smoking by eitlparent is likely to increase the risk

for the development of asthma.

There is some evidence that parental educationel &d socioeconomic status may
moderate the effects of parental smoking and SHfosxe on incidence of
childhood asthma. Martinez and colleagues (1998nhdothat children of mothers
who smoked at least 10 cigarettes per day and vadddwer educational level (12
years or less of formal education) were approxitpates times more likely to have
asthma than children of non-smoking mothers. Téssilt was not found in the group
of children whose mothers had more than 12 year®ddfcation. The authors
concluded that differential occupational pattermsdal on educational status may
relate to varying rates of actual SHS exposureclvimay in turn affect risk for
asthma onset. Despite these risks, parents ofrehilith asthma continue to smoke
at levels comparable to the general populatiomudlers (Liem, Kozyrskyj, Benoit,

& Becker, 2007).

The findings from one large scale, epidemiologitvey study suggested that SHS
may not have a direct effect on the incidence odtasthma in children, but rather
augment the effects of exposure to other irritagitergens, or infections in triggering
wheezing episodes (Gillland, Li & Peters, 2001hisT survey assessed parental
reports of several factors including parental smgkichild wheezing, and child
asthma. Although maternal smoking during pregnanuyeased the odds of

diagnosis of asthma after birth and wheezing faldodn, current SHS exposure was
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associated with wheezing, but not with a diagnes$isasthma. Taken together, the
findings of these various studies suggest that 8kSsure, either directly or in
combination with other factors, plays a significasie in the development of asthma

in children.

1.4 Interventions to Reduce SHS Exposure in Chilédm with Asthma

Due to the well documented detrimental health ¢ffeaf parental smoking on
children various interventions have been designedraduce SHS exposure.
Intervention approaches within this population granave ranged from brief advice
to self help approaches to more intensive faceate fcounselling. For example
Mclintosh, Clark & Howett (1994) examined the effeehess of a brief intervention
delivered by General Practitioners (GP’s). Familéschildren with asthma and a
smoker in the home were randomly assigned to edhesual care group, or an
experimental group that received feedback on tteld's urinary cotinine levels and
brief advice for SHS reduction in combination witisual medical care. At a 6
months follow-up, a larger number of families iretimtervention group reported
trying to avoid smoking inside the home (86% vs%43and more parents in the
intervention group were able to accomplish this iincation of their smoking

behaviour (35% vs. 17%).

More intensive interventions have shown even momeraging effects. Winickoff
and colleagues (2003) designed a smoking cesgatagram for parents of children
hospitalised for respiratory illness, with asthmsa tae most common admitting

diagnosis. The intervention incorporated motivagioninterviewing, nicotine
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replacement therapy, telephone counselling and atidmal resources to promote
complete parental smoking cessation. At a 2 moflsew-up, 49% of parents
reported having made a quit attempt in the previ@dshours, 21% reported
abstaining from cigarettes in the previous weekl #e rate of smoking bans within
the home increased from 29% to 71%. Though theysiias limited by the lack of a
control group and the reliance on self-report onteomeasures, the feasibility of
providing smoking cessation services to parentsndua child hospitalisation was

demonstrated as being effective.

2. Purpose & Aim

The purpose of this systematic review is to explive effectiveness of smoking
cessation interventions for parents/guardians/oaeeyy who smoke that have
children that are suffering from asthma. No presigystematic reviews have been

carried out on this topic.

The aims of this review are: (1) to evaluate theoamh of quality trials that target
smoking cessation in people who have a child saffefrom asthma (2) to evaluate
the methodological quality of the interventions), @ determine whether the smoking

cessation interventions were effective in promoabgtinence.
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3. Method

3.1 Study Selection Criteria

Type of studies

Randomised controlled trials

Type of participants
Only adults 16> years who smoke and who are a pageardian and/or caregiver to

an asthmatic child were included in the review.

Type of intervention
The studies in the review investigated the effertess of smoking cessation

interventions for smokers that have a child whsuiering from asthma.

Type of outcome measure
Smoking cessation of at least three months eitbléreported or validated by use of

biomarkers.

Search Strategy and Search Terms

Web of Science, Medline via Ovid, Sciencedirect, e®mwise, APA journals,
Psychinfo, PsycArticles, Cochrane Central RegisteiControlled Trials (CCTR)
were searched from 1994 to August, 2010. Articlesewalso hand searched in peer

reviewed journals.
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The search terms used were:

AND

Smoking
Cessation
Smokers
Tobacco

Cigarette

Asthma
Respiratory
Intervention
Family
Parent
Caregiver
Carer

Child

Youth
Paediatric
Pediatric

Minor

460



AND

« RCT

* Randomised controlled trial
* Randomized controlled trial
* Randomization

* Randomisation

» Controlled

» Single/double/treble/triple blind

Inclusion and Exclusion Criteria
In the first stage all the publications that matttiee inclusion keywords were
selected. The keywords were applied to the tidsstracts and key words of the

journal in the computerised literature search.

In the second stage journals on smoking cessati@uolescents and teenagers were
excluded (only adults <18 years were included) el as publications on smoking

cessation in adults who do not have an asthmailid.ch

For the final stages additional inclusion critewas applied to select the journals
which will be further reviewed and assessed. Theliss had to be randomised
controlled trials of any interventions that aim Help parents/carers of asthmatic

children to quit smoking.
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3.2 Methods of Review

Criteria based analysis
To assess the methodological quality of the jowrtia following quality assessment

criteria was used (descriptions and scoring foheagiven below):

1. Randomisation (needs to be mentioned)

2. Description of intervention

3. Baseline comparisons (intervention and control grbaseline comparisons of
age, gender etc.)

4. Use of bio-markers (95% or more cases with CO lewehitored, saliva or
urine sample)

5. Withdrawals and dropouts explained

6. Sample size justification

7. Measurement of motivation to quit (needs to be nnesh

The following quality assessment rating system wsesl:

Were the participants randomly allocated?

2 = computer randomised

1 = other randomisation

0 = no explanation provided
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Was a complete description of the intervention gi/e
2 = full description
1 = some description

0 = inadequate/ minimal description

Were baseline comparisons made between the intesmeand control group?
2 = baseline comparisons adequately made
1 = some comparison made

0 = no comparison made

Were biomarkers used to validate abstinence?
2 = biomarkers carried out in 95% of self repogeds
1 = biomarkers carried out for less than 95% df regorted quits

0 = no biomarkers used

Were withdrawals and dropouts explained?
2 = numbers and reasons provided for all withdrawaald dropouts
1 = some information provided on withdrawals anapduts

0 = no statement on withdrawals and dropouts

Was the sample size adequate?

1 = sample size established by power analysisropkasize of 100+

0 = power analysis not carried out and sample wiker 100
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Was motivation to quit measured?
1=yes

0=no

The maximum score for studies was 12. Studies viegebetween 9-12 points were
classified as high quality, 5-8 points as mediuraligytand studies with a score of 4

or less were defined as low quality.

Data abstraction and analysis
In order to compare the publications the data Wes extracted from the journals is

as follows:

1. Study author

2. Year of publication

3. Country of research

4. Study population (gender, age, ethnicity if prodd8ES if provided)
5. Sample size

6. Type of intervention

7. Outcome measure

8. Adherence rate

9. Follow up adherence rate

10. Trial quality
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4. Results

4.1 Search for Trials

Forty-eight abstracts were read for inclusion ie #study, from which two were

shortlisted for inclusion. A total of two studiestrthe inclusion criteria and were

included within the review. The studies were condddn 1999 and 2010 and the

sample size varied from 133 to 501 participantsotal of 46 studies were excluded

from the review. The studies were excluded for miper of reasons; study was not a

RCT, smoking cessation in asthmatic adults withasthmatic children, studies

published not in English, smoking cessation in &gems with asthma, outcome not

smoking cessation but instead household smoking laamal reducing number of

cigarette smoked. Table 1 provides a summary ofwbancluded studies.

RCT 1 RCT 2
Author(s), Borelli, McQuaid, Novak, Irvine, Crombie, Clark,
Year & Hammond & Becker (2010) Slane, Feyerabend,
Trial Goodman & Cater (1999)
Location USA Scotland UK
Population Hispanic smokers with an Smokers with asthmatic

asthmatic child younger than 18

Recruited through hospitals,

children between the ages

of 2-12 years

Recruited through GP
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outpatient asthma clinics and
Latino agencies and community

centres

practices by searching the
database for asthmatic
children who had at least
one parent/

caregiver/ guardian that

smoked
Number BAM Group (n=68) - 53 (78%) Intervention Group
Recruited Females (n=213) - 171 (80%)
(%) Females
PAM Group (n=65) - 44 (67%)
Females Control Group (n=222) -
174 (78%) Females
Mean Age BAM - 37.1 Intervention Group - 32.7
(Yrs) PAM - 36.6 Control Group - 33.3
Interventi Two different groups; (a) Compared a basic
on behavioural action model (BAM) commercial leaflet with a

and the (b) precaution adoption
model (PAM).

The BAM condition consisted of
following clinical guidelines for
smoking cessation and was based
on the social cognitive theory. The

intervention focused on increasing

behavioural intervention
which included advice.
The intervention group
were given information on
passive smoking and the
risk it has on their

asthmatic child. Financial
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self efficacy of the smoker
through teaching them; problem
solving and coping skills,
overcoming barriers to quitting,
self-monitoring, goal setting and
support on reframing past quit
attempts as learning experiences

as opposed to failures.

The PAM condition was used to
increase risk perception where
motivational interviewing (Ml)
was used to deliver physiological
feedback regarding smoking
exposure to oneself and to one’s
child. The intervention consisted
of providing verbal and graphical
feedback on carbon monoxide
levels, symptoms that are
associated with the level and how
quitting can attenuate disease risk
and symptoms. The counsellor

also provided feedback on the

and health benefits were
discussed and the
participants were provided
information on how to
seek help to stop smoking.
The participants were also
advised that if they did not
wish to stop smoking then
they should smoking in a
different as their child and
ask visitors not to smoke

around their children.
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level of second hand smoke
exposure to the child. The
exposure was assessed through
two passive nicotine monitors
positioned for 1 week prior to the
feedback: one worn by the child
and one placed in the room in
which the child spends most of
their time in. Consistent with MI,
all feedback was given Elicit-
Provide-Elicit-Process, where the
counsellor elicits the smokers
current knowledge about the topic
area, requests their permission to
provide feedback on the topic area
and then elicits the smokers
reaction to the feedback (Borelli,
Riekert, Weinstein & Cardella,
2007). The counsellor also used a
number of other MI strategies to
help motivate quitting, such as,
discussing cost and benefits of

quitting, empathising and
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resolving ambivalence and
highlighting cognitive dissonance
by helping the smoker view
smoking as seriously discrepant
with their goals. If the smoker
stated that they were ready to quit
then cessation options would be
discussed and skill building and
problem solving regarding how to
cope with triggers to smoke were
discussed. Due to the population
sample being Latino, this
condition was designed to be
consistent with the values of the
Latino culture, hence making it

culturally sensitive

Follow Up End of treatment Initial visit

2 month follow up 12 months

3 month follow up
Outcome Self reported cigarette Cotinine concentrations in
Measures consumption verified by CO both parents and children

monitor

7-day point prevalence abstinence

Self reported cigarette
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Continuous abstinence consumption
Objective secondhand smoke
exposure

Asthma morbidity

TABLE 1: Two included RCT'’s

4.2 Population and Setting

One trial took place in the Unites States (BoréigcQuaid, Novak, Hammond &

Becker, 2010) and one in Scotland UK (Irvine et &099). Both trials recruited

participants who were parents/caregiver/guardiaar thve age of 18 however the age
of their asthmatic child differed. Borelli et al2Q10) recruited parents with an
asthmatic child younger than 18 whereas Irvinele(1®99) recruited parents of

children between the ages of 2-12 years. The repgnnded for the maximum age

of 12 was that the researchers wanted to ensutdh@aasthmatic child was not a
smoker themselves. In both trials the ratio of flem@ male was significantly

different. The trials predominately had female jggants. Ethnicity was targeted

specifically in one trial in which they only rected participants from the Latino

community (Borelli et al., 2010). Ethnicity was noteasured in the second trial

(Irvine et al., 1999).

4.3 Experimental and Control Interventions
The intervention methods used in the two trialsendifferent. One trial compared a
basic commercial leaflet with a behavioural inteti@n which included advice

(Irvine et al., 1999). The second trial (Borelliadt, 2010) had two different groups;
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(a) behavioural action model (BAM) and the (b) pretoon adoption model (PAM).
The BAM condition consisted of following clinicaliglelines for smoking cessation
and was based on the social cognitive theory. TA® Rondition was used to
increase risk perception where motivational intemwng (MI) was used to deliver
physiological feedback regarding smoking exposom@neself and to one’s child.
Both the trials scored high on the quality criteniavever theBorelli et al. (2010)
study used more psychological theory and conceptsh sas self efficacy
(Bandura,1977), cognitive dissonance (Festinge? 1981 (Miller & Rollnick,
1992), social cognitive theory (Bandura,1986), peobsolving and teaching coping
skills. Whereas the Irvine et al. (1999) study wdlad report whether their intervention
was derived from any behaviour change models arithg however they discussed
financial and health benefits of quitting which twact as facilitators in quitting and
could reflect the smokers attitude towards quittifilgis is a component of the theory
of planned behaviour, which reflects that behavicheinge theory has been used to

drive parts of their intervention condition, thouttis has been very limited.

4.4 Trial Quality

The quality of the papers was checked by two rebeas independently after which
the scoring was compared. The method adopted wasledblind, so neither of the
researchers knew each other's scores. No discriggamere found between the
scoring, however it was pre-agreed that if a dizaney was found then it would be

discussed and an agreement will be reached jointly.
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Neither of the two studies fulfilled all the quglicriteria; however both (Borelli et

al., 2010; Irvine et al., 1999) of the trials weiigen 11 out of 12 points. Hence they
are being defined as high quality. Borelli et &010) lost one point due to not
justifying their sample size and using less tha@l pérticipants in both the control
and intervention groups. Irvine et al. (1999) lose point due to not explaining or
describing the method of randomisation in theidgtu Table 2 provides the score

summary for each trial.

Borelli Irvine et
Quality Criteria et al., al., 1999
(Score out of) 2010
Scores

Randomisation (2) 2 1
Description of intervention (2) 2 2
Baseline comparisons (2) 2 2
Use of bio-markers (2) 2 2
Withdrawals and dropouts explained (2) 2 2
Sample size justification (1) 0 1
Measurement of motivation to quit (1) 1 1
Total Score 11 11
Quality High High

Table 2Summary of quality criteria scores

The trial quality was assessed using seven crit€éha first criterion for the review
was that the studies were randomised controlledIsST(RCT). Both the included

studies were randomised however Borelli et al. @0described their method of
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randomisation to be computer generated howevardret al. (1999) did not describe
how the randomisation took place. The descriptibthe intervention in both of the

studies was in depth and followed a step by st@taeation, proving a fuller picture

of the differences between the intervention androbgroup.

One of the trials provided extensive comparisonswéen the control and

intervention group; stating the age, gender, se@coemic status, smoking status,
number of cigarettes smoked and motivation to fuiteach group (Irvine et al.,

1999). The trial showed no baseline differencesvben the two groups. The second
trial also made an in depth baseline comparisonvd®t both the control and

intervention groups (Borelli et al., 2010). Thegafound no significant difference

on any baseline variables, even after accounting naltiple testing using a

Bonferroni correction.

Both of the studies used bio-markers to confirmtinbace. One trial measured
salivary cotinine (Borelli et al., 2010) and thehet trial used carbon monoxide
monitoring €10 ppm = abstinence) to validate smoking cessativine et al.,

1999). Irvine et al. (1999) used more than 100igp#nts in their study, with 213
participants in the intervention group and 222 ipgodnts in the control group

whereas the second trial (Borelli et al., 2010) ke than 100 participants in each

group.

The final inclusion criterion for the systematiwiev was whether or not motivation

to quit was examined. Both of the studies measaretreported the motivation to
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quit. Borelli et al. (2010) assessed motivation hwthe Contemplation Ladder
(Abrams & Biner, 1992), a one item, 11 point saalenotivation (0 = no thought of
quitting and 10 = taking action to quit). Irvine at (1999) simply asked the
participants whether they had a strong desiredp stnoking and rated it as either

yes or no.

4.5 Trial Results

Both the trials show no statistical significancetwsen the intervention and the
control, thus intervention format was not assodatéh trial results. Borelli et al.,
2010 found in their 2 and 3 month follow up thag ®AM and PAM group had non-
significant (p = .059) differences in the abstiremate. However at the 2 month
follow up participants in the PAM condition were radhan twice as likely (32%) as
those in the BAM condition (14%) to report contimgaabstinence (OR = 2.80, 95%
Cl= 0.95-8.18, Cohen’s d=.42) and in the 3 montlovo up, participants receiving
the PAM intervention were more likely (19%) thawodk receiving BAM (12%) to be
continuously abstinent. No significant changes ottere, condition, or Time Xx
Condition were observed. This study also objecyivestamined secondhand smoke
exposure to the child. Secondhand smoke concenmigtias assessed by home
monitors, significantly decreased from pre-inteti@m to the 3 month follow up in
the BAM condition, (baseline M = 1.07, SE= 0.19d @& month M = 0.28, SE =.11,
x3(1) = 8.41, p<.01), whereas the decrease obsenvdet PAM condition was non-
significant (baseline M =0.73, SE = 0.12, and 3 thdl = 0.60, SE = 0.19, x?(1) =

0.09, p < .05).
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In the second trial Irvine et al. (1999) found tloatly 12 parents/caregivers (7
intervention group and 5 in control group) out 6f152.8%) had stopped smoking.
Therefore 98% of the participants continued to smokence showing no
significance. Salivary cotinine concentrations Ire tasthmatic children were also
measured. The children showed a small decreasetimne concentrations at post
intervention. The mean decrease in the intervergimup (0.70 ng/ml) was slightly

smaller than in the control group (0.88 ng/ml).

5.Discussion

The aims of this review were: (1) to evaluate timoant of quality trials that target
smoking cessation in parents/caregivers/guardiobilren who suffer from
asthma, (2) to evaluate the methodological qualityhe smoking cessation
interventions, (3) to determine whether the smokiegsation interventions were

effective in promoting abstinence in this populatgyoup.

Regarding the first aim, the amount of qualityl&iound which targeted smoking
cessation in parents/caregivers/guardians of @nldwvho suffer from asthma was
extremely small. Whilst carrying out the searclyuickly became apparent that a
large number of studies targeting this populatiosug are not interested in smoking
cessation in the parents/caregiver/guardian instiad focus is very much on
reducing second-hand smoke by means of reductiothennumber of cigarettes

smoked and smoking in a different room from thémsttic child. Most often this
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was measured by salivary cotinine concentratiomiscanbon monoxide levels of the
child. Overall this systematic review found onlyotRCT’s from the last 16 years
that have focused on smoking cessation in pardrastbmatic children. One of the
reasons behind such a low number of studies caulthd difficulty in recruiting this

population group to a smoking cessation interventio

Firstly, the link between smoking and deprivatienwidely known and it is also
known that a there is some evidence that parentalcational level and

socioeconomic status may moderate the effects oénpgsl smoking and SHS
exposure on incidence of childhood asthma (Martieezal.,, 1992). Therefore
recruiting individuals from a low socio economicogp might be difficult as it is

most often seen that people who usually participaete smoking cessation
programmes are those who have an education of degecondary school which
suggest that the population participating is sedfected (Monos, Campbell,

Tonnesen, Gustavsson & Morera, 2006).

Secondly, ethnicity can be playing a part in theklaf trials focusing on parents
smoking cessation. A systematic review and metéysisaof epidemiological studies
within the UK has found that despite originating from logk areas internationally,
South Asians and Afro-Caribbean’s experience sSiganitly poorer asthma outcomes
than do Whites (Netuveli et al., 2005). Possiblesons for these poorer outcomes
could include differences in asthma incidence, sgyemanagement and/or health
seeking behaviour between ethnic groups (Jacksamn@h & Beevers, 1981t was

also found that in the UK South Asians and Afroitlaean’s (3x and 2x

476



respectively) were more likely to be admitted teital for asthma related problems
than WhitegNetuveli et al., 2005) and since hospitals areupaprecruitment venues
for researchers to recruit parents who have chilévith asthma, it is not surprising
that researchers are less likely to target thenpsremoking habit; as researchers
might feel that if they introduced a smoking ceissaprogramme to this group then
this might result in difficulties in understandinigie to language barriers, therefore
translation and catering for people with differespoken languages would be
required, resulting in extra cost and inconveniengs well as recruitment and
language barriers, there might be different sqeéhways by which ethnicity has an
influence on behaviours such as smoking, therdfgrdiscovering these pathways it
will become easier for researchers to design sngo&@ssation programmes that are
intended for and targeting the correct audienceimgakt a less daunting task

(Sorenson, et al., 2003).

Thirdly, it has been found that amongst low incomemen only those willing to
participate in smoking cessation interventionstaose who have a high self efficacy
and who have the intention to quit (Pohl, Martin&lAntonakos, 1998). And since
most studies looking at parental smoking have predately a female sample this
can further add to the difficulties of recruitmeNevertheless researchers in one of
the included RCT's (Borrelli et al., 2010) found yseof recruiting this hard to reach
population of smokers. The trial to recruit low amee women did so by recruiting
them from places where they took their childres, hospital accident and emergency

and outpatient asthma clinics and classes.
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Concerning the second aim the methodological quafithe trials included was very
high. Both of the trials (Borrelli et al., 2010yine et al., 1999) scored 11 out of 12
points and were RCT's, however one fully descriibd method they used to
generate randomisation and had used computer gedeendomisation (Borrelli et
al., 2010) whereas the second trial simply staled their sample was randomised
without describing the method of randomisationiflevet al., 1999). Both of the
trials fully described the intervention, gave distaif baseline comparisons, used bio-
markers to confirm abstinence, fully explained théhdrawals and dropouts and
included a motivation to quit measure. Howeverjnievet al., (1999) measure of
motivation to quit was extremely simplistic and ymlsked for a yes or no answer,
compared to the other trial (Borrelli et al., 2019t assessed motivation to quit with
the Contemplation Ladder (Abrams & Biener, 1992hn@-item, 11-point scale of
motivation (O _no thought of quittingand 10 _taking action to qu)t which has
demonstrated highly significant correlation of Olédtween the ladder score and a
single-item measures of intention to try to quistly, the sample size for one of the
trials (Borrelli et al., 2010) was below 100 peogp and no power analysis was
conducted to justify the sample size. Whereas énaghal., (1999) within their trial
had 213 participants in the intervention group 2@ participants in the control
group, resulting in an extra point in the qualititeria score. Overall the quality of

both of the trials was very high.

The third aim of the review was to determine whetlsnoking cessation

interventions were effective in  promoting smoking bsénence in
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parents/caregivers/guardians of children with asthmOverall both of the trials
showed no significant results in abstinence ratiesrefore this systematic review

shows no effect of intervention.

Both of the trials used different methods to inégre. One used brief intervention
(Irvine et al., 1999) whereas the other used aurgxbf motivational interviewing,
counselling and feedback (Borrelli et al., 2010).

One of the measures used by both studies was rtiotii@ quit, surprisingly Irvine
et al., (1999) found that fewer parents in the rirgation group (30/206; 15%)
reported an increased desire to stop smoking ag¢rikdeof the study than parents in
the control group (51/217; 24%), but this differernveas not significant (P = 0.06). It
was also found that more parents in the intervangimup (58/213; 21%) than in the
control group (47/222; 27%) reported smoking morerall at the end of the study
than they had at baseline. Again this was a sungrisnding as this intervention only
resulted in an overall cessation rate of 3% whetbasrate of unaided smoking
cessation is reported as 7% (Ashenden, Silagy &eNel997). These unexpected
results can be explained by the two following resso

Firstly, research suggests that patients are ags$igi information or advice when it is
not being sought (Rollnic, Kinnersley & Stott, 1998Butler, Pill & Stott (1996)
found that by telling patients what to do can mé#kem feel challenged and can
provoke them to assert control by continuing theihealthy behaviours with
renewed vigour. In light of the recruitment procesof the

parents/caregivers/guardians in the Irvine et1899) study it can be suggested that
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the participants erected barriers in responsedattempted imposition of a medical
agenda. The participants were recruited throughssicg GP database and searching
for children who suffer from asthma and either hame or both parents as a smoker.
The response rate and agreement to take part inefgarch from all the families
contacted was 48% which is very high. The reasontivd rate may be high could be
due to both the control and intervention takingcplavithin the family home, hence
there being very little inconvenience for the famirhis could have seemed like an
attractive proposition in a situation where they dbliged to take part.

Secondly, the intervention for this trial was quikeak and non-intensive. The
intervention group was given information on passw®king and the risk it has on
their asthmatic child. Financial and health besefwere discussed and the
participants were provided information on how teksdelp to stop smoking. The
participants were also advised that if they did wigh to stop smoking then they
should smoking in a different as their child ankl asitors not to smoke around their
children. Yet there was no mention of using anyawebural change theories or
models to establish the intervention. By reviewtihg intervention that the trial used
it seems that the participant was not playing d fattive role within it, instead
nurses were bombarding information at the parehlternatively the second trial
(Borrelli et al., 2010) sought active participatimom the smokers. The smokers
developed personalised strategies to quit smokiftgr ahaving motivational
counselling. This intervention combines componaitthe TPB with the theory of
Implementation Intentions (Gollwitzer, 1993) in whicontrol is handed from the

self to the environment and if one comes acrossithational cue (such as time and
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place) that triggers the intended behaviour. Moeepwvnplementation intention on its
own cannot influence behaviour. Implementationntiter has to be preceded by goal
intention (Gollwitzer, 1993). Therefore stage orfetlee intervention targeted the
components of TPB by discussing perceived barfieitewed by implementation

intention in which the participants had to persm®althe strategies in order for

behaviour change to take place.

Borelli et al (2010) also found no significant risu'or abstinence but that could be
due to the following reasons. Firstly, recruitmeaid retention of the Latino
participants was lower than the researchers exgedtgee to the many immigration
checks in the area that occurred during the timethef study. Several of the
participants were deported during the course of shely. This illustrates the
difficulties of the sample being from an ethnic omty. Secondly, statistical
significance is easier to achieve with the presesica true control group. The trial
did not have a no-treatment control or assessmdgtgroup but rather chose to
compare two different treatments. In their juséifion they stated that this results in a
stronger test of the hypothesis of whether taildredtments improve quit rates over
and above treatments based on existing clinicadlglimes for smoking cessation

(Fiore et al., 2000).

The study (Borelli et al.,, 2010) theorised thatep#és who continued to smoke

despite their child’s asthma needed an interveritiah focused on augmentation of

risk perception for self and the child, not sim@p intervention that provided

481



problem solving and education about how to quiter€fore, the finding that the
PAM group outperformed the BAM suggests that cihiguidelines alone may have
only limited efficacy and should include an intamtien component that targets risk
perceptions in parents.

It should be noted that even though motivationui eyas measured in both studies,
the results of the measure did not impact upontype of intervention provided.

Readiness to change of the individuals was not tsgukrsonalise the intervention

package.

6. Conclusion

This review highlights the need for more studiest fiocus on smoking cessation in
parents of asthmatic children rather than focusingreducing household second-
hand smokeThe integration of smoking cessation into well-gted interventions

like asthma education can facilitate proactive hedm smokers who might not
spontaneously or willingly seek help to stop smgkor who do not have ready
access to primary care or preventive health sesvi€eeactive interventions, by

contrast, may not reach those most at risk.

The prevalence of asthma in children in the UK inaseased by 2 to 3-fold over the
past 50 years, but recently the rates of asthma Btarted to plateau (Anderson,
Gupta, Strachan & Limb, 2007). In order for thisnl to continue more needs to be

done to ensure that smokers who have children #esred smoking cessation
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support. Especially if they have a child sufferfingm asthma, as it will help with the

reduction of symptoms.

Traditional smoking cessation support encompasbkimgf advice and motivational
interviewing should begin to incorporate componewotdarget risk perceptions in
parents as seen in the study by Borrelli et a01(@. Targeting risk perceptions and
cognitive dissonance can assist in increasingrarste and can ultimately result in

better health for the children of parents that senok
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Appendices

APPENDIX 1

Systematic Review Protocol

A Systematic Review of Smoking Cessation Intenargifor Smokers with Children

Suffering from Asthma

Background

Asthma is the most frequent of chronic diseaseshildren in the western world and
effects up to 35% of the population (Beasley etl#198). Asthma is an inflammatory
disease of the airways involving respiratory sympp such as wheezing and
coughing, and reversible airflow limitation. Itsveety differs widely between

patients, but most people with asthma have a nalthfof the disease. Asthma
severity is classified according to four gradesenmittent, mild persistent, moderate

persistent and severe persistent (Asthma UK, 2010).

Management of the paediatric asthma patient cacthbkenging due to the multiple
medical, behavioural, and environmental factors toatribute to asthma symptoms
and exacerbations. Of these factors, exposure ®iSH critical clinical problem for
many children with asthma. SHS not only triggerh@s episodes, but also has an
adverse effect on airway reactivity (Carlsen & Gan, 2001) which makes the

airways more responsive to other irritants and@gdles that affect asthma.
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Children who are exposed to SHS have a higher #vamage risk of developing
asthma (Environmental Protection Agency, 1992), aimgul recovery after
hospitalisation for an acute asthma exacerbatisg, more asthma medication and
use emergency services more frequently than childieo are not exposed to SHS
(Mannino, Homa & Redd, 2002).

Cook and Strachan (1997) conducted a systematieweo investigate the effects of
parental smoking on the onset of childhood asthifeey found a significant
increased risk for the development of asthma basegarental smoking status. The
prevalence of asthma symptoms increased with thaeu of smokers living in the
home. Although maternal smoking appeared to hagesater deleterious effect on
asthma onset than paternal smoking, the effectatdrpal smoking alone was still
significant. This indicates that smoking by eitlparent is likely to increase the risk

for the development of asthma.

There is some evidence that parental educationel d socioeconomic status may
moderate the effects of parental smoking and SHfosxe on incidence of
childhood asthma. Martinez and colleagues (1998nhdothat children of mothers
who smoked at least 10 cigarettes per day and vadddwer educational level (12
years or less of formal education) were approxitpaes times more likely to have
asthma than children of non-smoking mothers. Téssilt was not found in the group
of children whose mothers had more than 12 year®dafcation. The authors

concluded that differential occupational patteresdunl on educational status may
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relate to varying rates of actual SHS exposureclvimay in turn affect risk for
asthma onset. Despite these risks, parents ofrehilith asthma continue to smoke
at levels comparable to the general populatiomadkers (Liem, Kozyrskyj, Benoit,

& Becker, 2007).

The findings from one large scale, epidemiologitvey study suggested that SHS
may not have a direct effect on the incidence odtasthma in children, but rather
augment the effects of exposure to other irritaaitergens, or infections in triggering
wheezing episodes (Gillland, Li & Peters, 2001hisT survey assessed parental
reports of several factors including parental smgkichild wheezing, and child
asthma. Although maternal smoking during pregnanuyeased the odds of
diagnosis of asthma after birth and wheezing faldodn, current SHS exposure was
associated with wheezing, but not with a diagnes$iasthma. Taken together, the
findings of these various studies suggest that $k&sure, either directly or in
combination with other factors, plays a significasie in the development of asthma

in children.

Interventions to Reduce SHS Exposure in Children wih Asthma

Due to the well documented detrimental health ¢ffeaf parental smoking on
children various interventions have been designedraduce SHS exposure.
Intervention approaches within this population granave ranged from brief advice
to self help approaches to more intensive faceat® fcounselling. For example

Mclintosh, Clark & Howett (1994) examined the effeehess of a brief intervention
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delivered by General Practitioners (GP’s). Familéschildren with asthma and a
smoker in the home were randomly assigned to e#hesual care group, or an
experimental group that received feedback on tteld's urinary cotinine levels and
brief advice for SHS reduction in combination witsual medical care. At a 6
months follow-up, a larger number of families iretimtervention group reported
trying to avoid smoking inside the home (86% vs%43and more parents in the
intervention group were able to accomplish this iincation of their smoking

behaviour (35% vs. 17%).

More intensive interventions have shown even momeraging effects. Winickoff
and colleagues (2003) designed a smoking cesgatogram for parents of children
hospitalised for respiratory illness, with asthma the most common admitting
diagnosis. The intervention incorporated motivagioninterviewing, nicotine

replacement therapy, telephone counselling and atidmal resources to promote
complete parental smoking cessation. At a 2 moflew-up, 49% of parents

reported having made a quit attempt in the previ@dshours, 21% reported
abstaining from cigarettes in the previous weekl, te rate of smoking bans within
the home increased from 29% to 71%. Though theystias limited by the lack of a
control group and the reliance on self-report onteomeasures, the feasibility of
providing smoking cessation services to parentsndua child hospitalisation was

demonstrated as being effective.
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Aims

The aims of this review are: (1) to evaluate th@anh of quality trials that target
smoking cessation in smokers who have a child soffédrom asthma (2) to evaluate the
methodological quality of the interventions, (3)determine whether the smoking

cessation interventions were effective in promotbgtinence

Study Selection Criteria

Type of studies

Randomised controlled trials

Type of participants
Only adults 16> years who smoke and who are a pagaardian and/or caregiver to

an asthmatic child were included in the review.

Type of intervention

The studies in the review investigated the effestess of smoking cessation

interventions for smokers that have a child whsuiering from asthma.
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Type of outcome measure
Smoking cessation of at least three months eitbléreported or validated by use of

biomarkers.

Search Strategy and Search Terms

Web of Science, Medline via Ovid, Sciencedirect, e®wise, APA journals,
Psychinfo, PsycArticles, Cochrane Central RegisteiControlled Trials (CCTR)
were searched from 1994 to August, 2010. Articlesenalso hand searched in peer

reviewed journals.

The search terms used were:

* Smoking

e Cessation

*  Smokers

e« Tobacco

» Cigarette
AND

« Asthma

* Respiratory

* Intervention
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AND

Family
Parent
Caregiver
Carer
Child
Youth
Paediatric
Pediatric

Minor

RCT

Randomised controlled trial
Randomized controlled trial
Randomization
Randomisation

Controlled

Single/double/treblef/triple blind
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Inclusion and Exclusion Criteria
In the first stage all the publications that matttiee inclusion keywords were
selected. The keywords were applied to the tidstracts and key words of the

journal in the computerised literature search.

In the second stage journals on smoking cessati@aadlescents and teenagers were
excluded (only adults <18 years were included) e as publications on smoking

cessation in adults who do not have an asthmaiid.ch
For the final stages additional inclusion critewas applied to select the journals
which will be further reviewed and assessed. Thaliess had to be randomised

controlled trials of any interventions that aim lelp parents/carers of asthmatic

children to quit smoking.

Methods of Review
Criteria based analysis
To assess the methodological quality of the jowrtia following quality assessment

criteria was used (descriptions and scoring foheagiven below):

1. Randomisation (needs to be mentioned)
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2. Description of intervention

3. Baseline comparisons (intervention and control grbaseline comparisons of
age, gender etc.)

4. Use of bio-markers (95% or more cases with CO lewehitored, saliva or
urine sample)

5. Withdrawals and dropouts explained

6. Sample size justification

7. Measurement of motivation to quit (needs to be mneah

The following quality assessment rating system wsesi:

Were the participants randomly allocated?
2 = computer randomised
1 = other randomisation

0 = no explanation provided

Was a complete description of the intervention gie
2 = full description
1 = some description

0 = inadequate/ minimal description

Were baseline comparisons made between the intesmeand control group?
2 = baseline comparisons adequately made

1 = some comparison made
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0 = no comparison made

Were biomarkers used to validate abstinence?
2 = biomarkers carried out in 95% of self repoiqeds
1 = biomarkers carried out for less than 95% df reglorted quits

0 = no biomarkers used

Were withdrawals and dropouts explained?
2 = numbers and reasons provided for all withdrawsald dropouts
1 = some information provided on withdrawals anapduts

0 = no statement on withdrawals and dropouts

Was the sample size adequate?
1 = sample size established by power analysisropkeasize of 100+

0 = power analysis not carried out and samplesizier 100

Was motivation to quit measured?
1=yes

0=no

The quality assessment will be carried out by tesearchers via a double blind method.

If there is a discrepancy between the scores tiesetwill be discussed and a mutually

agreed score will be given.
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Data abstraction and analysis
In order to compare the publications the data Wes extracted from the journals is

as follows:

1. Study author

2. Year of publication

3. Country of research

4. Study population (gender, age, ethnicity if prodd8ES if provided)
5. Sample size

6. Type of intervention

7. Outcome measure

8. Adherence rate

9. Follow up adherence rate

10. Trial quality
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