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Preface

PREFACE

This thesis is designed to illustrate the links between the theoretical knowledge and
the applied areas of practice that a health psychologist in training experiences and reflects

upon in order to attain a Doctorate (D.Psych.) in Health Psychology.

In this thesis these links of theory and practice are illustrated through the core
competencies of a research study and a systematic review, as well as case studies detailing a
consultancy project, delivering teaching and training and two competencies of implementing
behaviour change interventions and clinical supervision of others. These competencies are
reported as separate pieces of work yet are interlinked and to some extent overlap despite
different knowledge and skills required to fulfil each competence. Additional knowledge that

is learned and added to the field of health psychology is also identified.

The majority of the training illustrated in this thesis has been completed within the
structure of a smoking cessation service; the one exception is a section of delivering teaching
in an academic environment on the contribution of health psychology to the management of
diabetes. However, as is seen in this case study, when discussing a chronic disease such as
diabetes, there is also an opportunity to introduce the commonality and impact of smoking.
This serves to illustrate that disease and behaviours do not occur in a vacuum and what many
see as an isolated behaviour, smoking, has an impact on the management of chronic diseases.

This is further highlighted in other sections of the thesis with other chronic diseases such as

chronic obstructive pulmonary disease.

This training was conducted in the context of increasing the uptake of preventative
behaviours to reduce the burden of smoking in the United Kingdom (U.K.); attention focused
on smoking in the U. K. with the launch of the Smoking Kills White Paper (Department of

Health, 1998). This document recommended a number of strategies of tobacco control to
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achieve a reduction in the prevalence of smoking from 28% to 21% of the general adult
population by 2010. These recommendations followed a World Bank six strand strategy for
comprising; 1) reducing exposure to secondhand smoke; 2) communication and education; 3)
reducing the availability and supply of cheap tobacco; 4) support for smoking cessation; 5)
reducing tobacco promotion and 6) tobacco regulation. As a result of a combination of these
strategies in 2007 the U.K. was ranked a being the leader in tobacco control in Europe

(Joossens & Raw, 2007).

Despite achieving the target prevalence rate of 21% by 2010, the subsequent tobacco
control strategy, A Smokefree Future (Department of Health, 2010), reported that there are
segments of the population, especially those from lower socio-economic groups, including
routine and manual workers, where the smoking prevalence is higher (Department of Health,
2009; National Institute for Health and Clinical Excellence, 2008) and where additional
focused work is required.

Improving the health of these populations was at the centre of most aspects of
this thesis. Working in a London borough ranked the 19™ most deprived in England (Office
of the Deputy Prime Minister, 2004) smoking rates have been reported as higher than the
national average as well as the London average (Camden Primary Care Trust, 2007a); it was
estimated that between 30-35% of the adult population are smokers (Camden Primary Care
Trust, 2007a).

The driver for the research project undertaken was a finding in the Camden Health
Equity Audit (HEA) (Camden Primary Care Trust, 2007b) that despite a higher prevalence of
smoking amongst men their access of smokefree support services was lower than would have
been expected. This, coupled with the findings of the Office for National Statistics (2009)
that those from lower socio-economic groups are more likely to be smokers, focused the

research on men from predominantly routine and manual or socially disadvantaged groups
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who do not want to stop smoking. In addition, with a reported higher smoking prevalence in
gay men, another minority group, ranging between 27%-71% higher than the general
population (Greenwood et al., 2005; Gruskin, Greenwood, Matevia, Pollock & Bye, 2007;
Tang et al., 2004) this group was also investigated as a comparison to the general population.
The conclusions provide a number of useful findings on variables to be considered when
discussing smoking with to men, when promoting a ‘smokefree’ life and smoking cessation
as well as for the design of interventions to improve the perception of these services and to
encourage the uptake of these support services.

It has been estimated that in 2008 approximately 80,000 people died from smoking
related diseases, including respiratory diseases such as chronic obstructive pulmonary disease
(NHS Information Centre for Health and Social Care, 2009). Of those with smoking related
diseases, 50% die prematurely; approximately 20% of deaths in middle age are due to
smoking (Doll, Peto, Boreham, & Sutherland, 2004). Although mortality was reduced from
106,000 per annum between 1998 and 2002 (Twigg, Moon, & Walker, 2004) this still results
in many others continuing to live with a reduced quality of life due to smoking. In order to
provide effective interventions to increase the numbers of people with COPD who stop
smoking a systematic review found that psychosocial and pharmacological support for
patients diagnosed with COPD are effective. However, it is unclear what the effect of a
number of the key variables have on these outcomes, e.g. nicotine addiction levels,
motivation levels and disease severity and it remains challenging to achieve successful
outcomes with this group.

Reducing the health related aspects of smoking was also attempted with the
consultancy case study and one element of the teaching and training case study; the
promotion of smokefree environments aimed at protecting children aged under S years from

the effects of exposure to tobacco smoke. Both of these projects were carried out with a local
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authority agency, Sure Start, and involved training family workers in rolling out the
Smokefree Homes initiative and enrolling families on to this initiative. Training included
increasing their knowledge of the effect of secondhand smoke as well as a functional element
aimed at increasing their skills and confidence to approach families about this issue.

Two areas of this thesis also revolve around clinical work; supporting smokers who
want to stop smoking and supporting, or supervising, healthcare professionals who offer
behaviour change support.

Although hundreds of thousands of smokers try to quit each year, new smokers replace
any recent ex-smokers; it is estimated that in 2010 up to 250,000 people will initiate smoking
(West, 2009). For this reason the need for behaviour change support, offered in groups and in
individual support, is seen as necessary and effective due to the complex constituent aspects
that have made smoking such a popular behaviour; it is addictive, becomes automatic and
habitual and is pleasurable (Lawrence & Haslam, 2007). This is especially the case for those
from lower socioeconomic backgrounds, with co morbidities and from specific ethnic
backgrounds, all of which influenced the location of such interventions and was reflected in
the composition of clinics.

Coupled with this direct smoking cessation intervention, the role also comprised
offering clinical support, supervision and professional development of health trainers
following the tenets of health psychology theory including behaviour change models and
effective communication techniques. Drawn from the local community and following the
recommendations laid out by the Department of Health (2004) these health trainers worked in
the boroughs’ most deprived wards. As well as offering interventions to facilitate more
healthy behaviour, including stopping smoking, increasing physical activity and eating more
healthily, their role also incorporated signposting to other local authority services and health

services.
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This thesis illustrates the observance of the legal, ethical and professional standards
stipulated by the British Psychological Society (BPS) Code of Ethics and Conduct (2006)
whether undertaking a research project, conducting consultancy on a health related area for a
non-NHS organisation, training employees not based in a healthcare environment, teaching
health psychology post-graduates and supervising non-psychologically trained healthcare
employees or delivering direct clinical interventions. These different situations and
competences also provide an opportunity to demonstrate the interconnectedness of the
application of theory and practice not only within a smoking cessation area but to other health
related areas, raising the awareness of the utility and value of health psychology (Newson &
Forshaw, 2009). Within a rapidly changing health service this pragmatism to illustrate the

benefits that health psychology can afford in terms of financial value to that public and the

impact for society (Prutton, 2010) is accentuated.
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Men and Smoking: Factors affecting the maintenance

ABSTRACT
The objectives of the study were to focus on factors affecting smoking and health and to
recognise and explore diversity among different groups of men. The overall aim was to gain a
better understanding of men in their decision to continue or to stop smoking and the impact
this may have on service provision.
Seventeen semi-structured interviews with men were conducted; ten with straight men and
seven with gay men. The qualitative data was analysed using grounded theory.
The theme that emerged from the data was ‘Reducing the potential for cognitive dissonance,
caused by the action of smoking, by rationalising, normalising and minimising intrinsic and
extrinsic factors and negotiating the sense of self’. These intrinsic factors included
rationalising maintenance behaviour through understanding the mechanism of smoking, the
availability of the product, the life-stage of the smoker, psychosocial factors and sexuality
and rationalising future stopping through life changes, perceived likelihood of success and
support services. The extrinsic factors included product choice, meaning of smoking on self,
interpretation of health advice, health protective behaviour, their relationship with their body
and the impact of legislation. These are negotiated by the image of smoking, the image of the
product and masculinity.
A definitive difference between the two groups to explain their desire to continue to smoke or
to stop smoking was not found. The main factors that emerged and implications for service
provision are discussed. The challenge for the men is to transfer an awareness of the potential
dangers of smoking to themselves to make them more health conscious in the present and to

accept any level of smoking behaviour as problematic.
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CHAPTER 1

INTRODUCTION

1.1 Men and Health
1.1.1 Background

A continuing and striking health difference between males and females is the disparity

in their life expectancies with males being more likely to die at a younger age than females
when compared at all age ranges across the lifespan (Galdas, Cheater, & Marshall, 2005;
Office for National Statistics (ONS), 2008). Despite recent improvements in life expectancies
in the United Kingdom (U.K.) there is still a stark gender-gap inequality; in the U.K.
mortality rates in 1980-82 showed that 26% of newborn males would die before age 65
compared to 16 % for newborn females, by 2006-08 this disparity had reduced by 11% for
newborn males to 15% compared to a reduction of 6% for newborn females to 10% (ONS,
2008). As well as a reduction these figures also show that the gap in life expectancy between
males and females is narrowing.

Similar variations are also seen between other countries as well as within countries.
This can be illustrated in the following international and national data.

Internationally, female life expectancy in the Russian Federation is more than 13 years
greater than male life expectancy; in the Netherlands the difference is only a little over four
years (Gjonca, Tomassini, Toson, & Smallwood, 2005). Similarly, within countries,
differences between different groups of men can be seen. In the U.K,, in Scotland the life
expectancy at birth for males is 75.0 years compared to 79.9 years at birth for females. This
contrasts with England where the comparable figures at birth are 77.7 years for males and
81.9 years for females (ONS, 2008).

However, these figures can also vary within small geographical areas; for example,

Wilkins (2009) has reported that in London for each station east from central London on the

13



Men and Smoking: Factors affecting the maintenance

underground system, male life expectancy falls by nearly a year where a male born in the
affluent borough of Westminster (Central London) can expect to almost reach the age of 79
whereas a male born a few miles away in Canning Town in East London will be expected to
live to 73 years. Wilkins (2009) has noted that such variations in mortality rates are also seen
within cities and between regions throughout the world.

But is it possible to explain this gendered difference by a perceived biological
advantage alone? Gjonca et al. (2005) note that due to such national and international
variances in life expectancies, inherent biological differences between men and women can
be only partly responsible for such discrepancies in morbidity and mortality rates. As such,
being unable to account for these differences purely in terms of an explicit female biological
advantage results in having to find an alternative explanation. Keleher (2004) has stated that
in determining the effect on health, the term gender refers to the inter-related dimensions of
biological and psychological differences as well as social experiences. Keleher (2004)
commented that when discussing gender (referring to women) it was important to not only
refer to biological and psychological differences but also to recognise “... stereotypes,
societal expectations, discriminations, power relationships and social and sexual norms that
shape so much of women’s experience, and the social, cultural and economic environment
that shapes women’s opportunities” (2004, pp 277-278).

Within this framework the effect of gender on health can be summarised as a
tripartite relationship between biological, psychological and social differences. Keleher
(2004) has reported that the biological advantages that women experience when compared to
men, for example better infant survival rates as well as longer life expectancies noted earlier,
are counteracted by other disadvantages. Such disadvantages are manifested in areas such as
social, economic, cultural and political inequalities and are largely socially determined

(Krieger, 2000). Other commentators refer to the politicisation of women, from the struggle

14
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to get the vote, to equality in the workplace among other things which have made them band
together in an on going struggle to improve their social position (Connell, 2005). This, it has
been claimed, has helped to increase their awareness of their needs and the setting up of
lobby groups etc to achieve these aims. In relative terms, men, having always historically
being the power holders and brokers, have not had such struggles to contend with and has
lead to the situation where the status quo of earlier mortality, increased morbidity and general
health inequality when compared to women has become the norm; men are expected to be
less healthy.
Due to the complexity of these variables Keleher (2004) has cautioned against

‘crude universalism’ (p278) based on gender alone as there are differences between and
among men and women, leading to inter-relationships between social gradient, work,
violence, disability and rights. In addition, it has been noted that men’s social experiences,
including health, have been allied to factors such as sexuality and ethnicity as well as
disability and social class (Robertson, 2007).

In this context, a definition to encompass what constitutes a male health issue or
health concern could be;
“... one that arises from physiological, psychological, social, cultural or environmental
factors that have a specific impact on boys or men and/or necessitates male-specific actions to
achieve improvements in health or well-being at either individual or population level”
(Wilkins & Baker, 2003).

Research has found that males use health services less often, attend surgeries less
frequently and delay seeking help when ill (Holroyd, 1997). On the other hand, with women
using health services more often, attending surgeries more frequently and not delaying
seeking help when ill result in differences in illness behaviour and health reporting that are

usually used to explain higher female morbidity (Verbrugge, 1989). This situation is further
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enhanced by the added effect of the female social role where women are portrayed as the
custodians of health not just for themselves but also for their partners and families (Miles,
1991) which in turn increase their exposure to health services.

In this context, as well as understanding the biological effect on differences in health
outcomes, there is a requirement to also understand the influence of gender-specific earlier
learned health behaviours and social circumstances within which these are enacted in order to
explain more fully the observed gendered health inequality. Investigating these behavioural
and socio-cultural influences will make it possible to understand more cleatly the socio-
culturally constructed ‘male script’ (Lee & Owens, 2002) of appropriate behaviour which has
traditionally led to biomedical choices and a health care utilisation and engagement with

‘high-risk’ behaviours that have been disadvantageous to male morbidity and mortality

(O’Brien, Hunt, & Hart, 2009).
1.1.2 The male in society

The male role in society has an impact on health;

“Much ill-health among men is a consequence of their lifestyle ... There is a need to help men
recognise that stereotypical gender role behaviour... can pose a risk to health and should be
changed.” (Fareed, 1994, p26).

Traditionally, such roles include extrinsic influences such as employment choices
and/or employment availability as well as intrinsic factors such as taking part in risky
behaviours such as smoking, drinking and violence that add to this perspective (Lloyd, 1996).
In comparison, females have traditionally not been widely exposed to dangerous working
conditions, such as heavy industry, that due to their higher risk to health have been assumed
to lead to men dying younger. Women have also tended to engage in fewer behaviors that
negatively affect health as well as better profiting from advances in health care provision.

As well as these employment choices, an increase in unemployment and the

16
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subsequent loss of self-esteem and removal of their traditional role as ‘breadwinner’ has also
been shown to put men at a higher risk from all causes of death (Firn, 1995; Lewis, 1998).
Studies have shown the effect of unemployment on men’s health; Morris, Cook, and Shaper
(1994) found that the mortality rate for men who had been continuously employed for at least
five years doubled in the five years after redundancy for those aged 40-59 and that adjustment
for socioeconomic variables, previous health related behaviours and other health indicators
had almost no effect on this increase. This increased risk of mortality after redundancy also
tends to be greater in men than in women (Mathers & Schofield, 1998) because men are
generally affected more from a prevailing belief that when things go wrong no one will be
there to help (Kraemer, 2007).

Men’s health has historically tended to be under emphasised in the public’s
consciousness. An intuitive reason for this could be a perceived lack of ‘need’ for medical
help over the lifespan when compared to females. However, this could be too simplistic a
rationale. An additional variable is the possibility that there may also be reluctance by men to
follow health-protective behaviour as well as a higher degree of risk-taking behaviour. In the
context of this study, reduced take-up of health-protective behaviour could be due to a
combination of reduced access to support services that are mediated by socially-constructed
barriers.

It was not until the early 1990’s that men’s health became a policy concern
(Department of Health, 1992);

"Gender differences in mortality and morbidity undoubtedly exist: but what are they caused
by and what can be done about them? There is increasing evidence that many of the patterns
observed stem from differences in health-related behaviour, which may be influenced by the
knowledge, attitudes and beliefs of men." (Department of Health, 1993, p105).

This was particularly the case over conditions associated with men such as lung
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cancer and heart disease.

Added to this recognition, in more recent years family structures have also changed
from the ‘nuclear family’ to more diverse structures where roles are not as clearly delineated
(Cameron & Bernardes, 1998). Despite these structural changes, Cameron and Bernardes
(1998) found that across an age range of 20-92 years health is still seen as the female domain
and responsibility; men are not seen as being proactive about their health, most know little
about health, they tend to keep quiet about their health problems (some not even discussing
issues with their partners), and they ‘suffer in silence’. In comparison, those men who did
discuss health problems with their family and friends were aware that they were going against
what is normally accepted as the male role. With the socially constructed view that health and
health promotion is ‘female’, being a man is therefore seen as denying oneself a self-
monitoring role; such an approach is therefore connected to the construction of masculinity.

These stereotypes therefore set the context for health promotion and for men’s health
in particular and affect what may be done to change the status quo and any reinforcement of
this construct as the male identity is likely to make further change difficult.

1.1.3 The male and the healthcare system

It is recognised that females have more contact than males with routine health
provision eg, in their role as primary care givers and as such are ‘gatekeepers’ of family
health (Camiletti & Marchuk, 1998; Mackereth & Milner, 2009). This role as ‘gatekeeper’ is
facilitated and reinforced from an early stage by the female having maternity leave and
consequently more flexibility for attending healthcare appointments. This situation has been
found to be more pronounced in families on low incomes (Mackereth & Milner, 2009) where
men tend to be absent from any interactions with healthcare professionals, either leaving the
home or going into another room. Mackereth and Milner (2009) explain this as being a

coping strategy to deal with their discomfort generated through the interaction with
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predominantly female healthcare professionals; ideas of masculinity confirm this tendency,
especially in working class men, to conform to the traditional male role.

Seen as the traditional female role, and until recently also viewed by some as reducing
their power in society when compared to men, this position has possibly improved awareness
of health and made them more empowered to discuss health issues, while 0’Dowd and Jewell
(1998) have referred to the ‘absent man’ in a variety of clinical settings such as child health
clinics, family planning centres and antenatal classes. Added to this is the advance in routine
medical programmes such as cervical smears and high profile self-screening programmes
such as breast cancer. Consequently, uptake of health-seeking services and an emphasis on
self-help ‘normalises’ health concerns for women in a social setting (Seymour-Smith,
Wetherell, & Phoenix, 2002). In addition, these processes establish health protective patterns
from an early age, e.g. the recent introduction of cervical cancer vaccinations in early teenage
years.

In comparison, where health is not widely discussed by males the question of health-
maintaining behaviours becomes more hidden making it harder to a) discuss the main areas
of concern and b) acknowledge the psychosocial meanings of such issues for the male.

Seymour-Smith, Wetherell, and Phoenix (2002) have reported on how men are
traditionally poor at seeking medical advice. In a literature review of men’s health-related
help seeking behaviour Galdas et al. (2005) have reported how reluctance to seek medical
advice can impact on a range of problems as diverse as depression, substance abuse, physical
disabilities and stressful life events; Méller-Leimkuhler (2002) found that although minor
emotional symptoms may increase their seeking advice from a general practitioner it was the
presence of physical symptoms which were the determining factor for their help-seeking

behaviour; in regards to self awareness of their bodily changes men often have an air of
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unwarranted optimism such as thinking things will get better on their own or even denial of
symptoms and the potential outcome.
1.1.4 The male and the healthcare professional

Such psychosocial effects do not just exist within the male but within a broader
sociological context, including the medical consultation. When discussing health, Smith and
Robertson (2008) have noted that many health professionals continue to approach men from a
traditional biomedical approach, with a focus on issues of their physical health and lifestyle
advice to the exclusion of the effect of the wider social context on their health. Such an
approach has been found to impact negatively upon men’s health practices in everyday life
(Williams & Robertson, 2006). This reinforces findings of Watson (2000) where in a study
of ‘well-men’ clinics healthcare professionals concentrated on the physiological body which
compared with the man’s own concern with their functioning body, referred to as the
pragmatic embodiment, in everyday life. In contrast, Smith and Robertson (2008) also
comment that where health professionals approach men from a more sociological perspective
this can result in a homogenised perspective of masculinity with an exploration of the
complex relationship between men, masculinity and health.

Seymour-Smith et al. (2002) investigated the effect of the attitude and style of the
healthcare professional (GP’s and nurses) on the male patient behaviour in terms of the
meanings, conflict and mediation between their masculine identity and their identity as ‘the
patient’. The main finding was that the male has a number of ‘subject positions’ (Davies and
Harre, 1990) leading to;

“...a series of ideological dilemmas for men and health professionals between the
maintenance of hegemonic (dominant masculine culture and values) masculine identities and
negotiating adequate health care” (Seymour-Smith et al., 2002, p253)

It was found that any alternate enactments of masculinity away from the hegemonic, or

20



Men and Smoking: Factors affecting the maintenance

accepted, role were ignored. There is the potential to be stigmatised with ideas of effeminacy
and vanity that can compromise any effort to convince men to ‘perform’ masculinity
differently, even for the sake of their health (Seymour-Smith et al., 2002).

Health professionals may also rely on familiar clichés and anecdotes to form an
“Interpretative repertoire” (Wetherell, 1998, p387) for the patient. This is similar to an
accepted truth or version of the world but which varies depending on the demands of the
immediate context. This may become blurred when discourses of care by the health
professional meet discourses around masculinity and set up subject positions for the patients
making identity fluid and flexible, contextual and affected by the power relations present;
“...one speaker can position others by adopting a story line which incorporates a particular
interpretation of cultural stereotypes to which they are ‘invited’ to conform” (Davies &
Harre, 1990, p54).

Such repertoires imply that health professionals treat males and females as
dichotomous binary categories using available, taken for granted cultural resources. As such,
men are not health conscious but irresponsible, evidenced by them having to be brought by
their partner, “...kicking and screaming” (Seymour-Smith et al., 2002, p257) to the surgery.
Males also either think that their presenting problem is not serious or conversely, if it is
serious, they have a problem admitting it and/or presenting at all. Supporting the findings of
Marshall and Funch (1986), compared to women men are also portrayed as not talking to
friends about health issues. It is suggested that this supports the idea of a gendered body, with
males seeing their body as a machine, dealing with the mechanics of inputs, outputs and
effects rather than emotions and feelings (White, Young, & McTeer, 1995).

Cameron and Bernardes (1998) found that the positioning of men and women is thus
paradoxical; women are health conscious (good) but worry too much (bad); men do not take

responsibility for their own health (bad) but are usually the ‘properly’ ill patients (good).
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Dichotomous categories continue, with women presenting with symptoms that a man would
consider trivial and therefore ignore, eg. aches, which a man interprets as something you live
with and adapt to while not defining themselves as unwell (Cameron & Bernardes, 1998).
While these ‘bad’ categories of masculinity are considered humourous, women’s weaknesses
are not and indicate that traditional hegemonic masculinity is overvalued in relation to
femininity (Phoenix & Frosh, 2001). This results in a traditional masculinity enactment
which is rewarded by negative reinforcement; what men do which is negative to themselves,
eg attitudes to health, is positively constructed. Such negative reinforcing behaviour, through
behaving like a ‘typical man’, is portrayed as better than behaving like a woman with
behaviour which does not reinforce the hegemonic position being problematic and is
interpreted as ‘deviant’ (Seymour-Smith et al., 2002).

Across a range of illnesses it is the GP who is usually the first point of contact for the
patient within the healthcare system and this study contributes to the discussion over not only
the social acceptability for men to report illness but also how those men negotiate health and
illness. From childhood men learn what it is to be a ‘male patient’. As such the health
environment, both physical and discursive, sets the norm for which role men perform and
how they reinforce this identity. It is claimed that this results in a hegemonic form of
masculinity (Cameron & Bernardes, 1998) which impacts negatively on illness and men’s
experiences and behaviours surrounding that illness.

In a study of practitioners Tudiver and Talbot (1999) identified three factors which
impact on men’s health help-seeking behaviour and corroborate other studies; a) most
support offered to the male about health concerns is given by female partners rather than
from male friends, b) when seeking help issues of perceived vulnerability, fear and denial are
important influences, with men seeking help for specific problems rather than more general

concerns and c) barriers which can be related to their view of self within the traditional social
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role and impede health-seeking behaviour are characterised by feelings of immunity and
immortality, a need to be in control, a perception that seeking help is not acceptable and a
belief that men are not interested in illness prevention. Such aspects have been found to delay
help seeking and affect outcomes (Galdas et al., 2005).

1.2 Masculinity

A factor mentioned earlier that has an impact on health related behaviour is the
concept of masculinity. To understand and explain health-seeking behaviour it is possible to
attribute differences between men and women to their socialisation as children that manifest
themselves in later adult role expectations and obligations, for example, the ‘housewife’ role
(Hibbard & Pope, 1986). They claim such socialisation allows greater flexibility for women
to pay attention to symptoms and take action that is enhanced by their later mother/primary
caregiver role. This affords women greater access and familiarity with health care services. In
comparison, males tend to be socialised to be strong, stoic and self-reliant. Consequently,
these differences have allowed females to become more dependent on others with the result
that it is perceived to be more acceptable for them to seek help. As a result it is thought that
men cope less well with illness due to a fear of both losing control and increasing uncertainty
over their role; an acceptance of illness and displaying passivity associated with illness would
be perceived to be aligned more with the traditional female gender role (Bury 1991).

Such aspects of male behaviour may be influenced by an idea of masculinity and the
extent to which this perception impacts on decisions to act in a health-compromising way
(Courtenay, 1998). For example, one of the only areas of health-protective behaviour where
males outnumber females is in the area of physical activity (Dubbert & Martin, 1998). This
may be due to sporting activity being identified with masculine-type behaviour. In
comparison, a concern at a younger age for longer term health concerns has been constructed

by some men as mimicking feminine or homosexual concern with appearance (Petersen,
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1998).

One explanation for this male behaviour has been the social construct of maintaining a
‘hegemonic’ masculinity (Connell & Messerschmidt, 2005). This traditional model for
masculinity is defined as a role where men “...must conform to a particular stereotype: to be
strong, unemotional, aggressive, competitive and unconcerned with family life” (Lee &
Owens, 2002, p9). Communicating this sense of masculinity, or manhood, is most effectively
done through actions, hence aggression, not expressing emotion, not seeking healthcare as

well as engaging in risky behaviour (Connell, 1992; Courtenay, 2000; Griffiths, 2004;

Halikitis & Palamar, 2003).

This construct has been both critiqued for its detrimental consequences on health as
well as resulting in a position that is indulged and protected by various sources, resulting in a
paradox which makes behaviour change difficult for men to follow. Just as Cameron and
Bernardes (1998) reported on healthcare professionals view of males and females as either
‘good’ or ‘bad’ healthcare users in the previous section, the social construct of masculinity
has also been investigated by Noone and Stephens (2008) from the patient’s perspective.
They found two different and conflicting subject positions of the male either being a
‘virtuous regular health care user’ or the ‘masculine infrequent user of health care services’.
However, in order to maintain a position as virtuous users of health care services and
maintain a masculine identity, the men taking part in this study compensated by positioning
women as frequent and trivial users of health care services. Noone and Stephens (2008)
concluded that these positions highlight the construction and maintenance of a number of
masculine identities by men in order to make sense of their reality.

However, just as there have been limited findings which show when this construct of
hegemonic masculinity has a positive effect on health protective behaviour (physical activity,

Dubbert and Martin, 1998) hegemonic masculinity has been found to have a positive effect
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when related to either restoring or preserving an element of self which is closely associated
with this masculine type such as when working as a fire fighter or maintaining sexual
performance or function (O’Brien, Hunt and Hart, 2005). Similar to Noone and Stephens
(2008) illustrating how men try to rationalise their cognitive beliefs regarding preserving a
sense of their masculinity O’Brien, Hunt and Hart (2005) also illustrate a strategy to explain
and negotiate any deviation from this hegemonic perception. Such negotiation has also been
found by Hodgetts and Chamberlain (2002) where health information given through a
television documentary to a group of lower socioeconomic status (SES) men was not rejected
or accepted passively by them but was negotiated, resisted and interpreted into their own
lives. For example, by introducing factors such as their limited resources and social
inequalities the responsibility for illness is moved away from the individual to ‘contextual
constraints’ (p281) such as societal expectations and financial restraints.

In terms of masculinity Seymour-Smith et al. (2002) draw attention to the way in
which this may be portrayed by referring to the discourse used in newspaper articles. Such
media discourse impacts social learning. By deconstructing media representations of men’s
health appearing in a national broadsheet newspaper, Coyle and Morgan-Sykes (1998)
revealed broad narratives around masculinity, health and illness. Examples they cite include a
6-week guide to men’s health which constructed men as ‘new victims’ caused by the cultural
expectations of masculinity that veered between “traditional masculinity’ and ‘new man’. The
overall result is the sense that men’s health as ‘in crisis’. Similarly, rather than resulting in
more choice or emancipation for the male, the dichotomy of cultural expectations of
masculinity veering from this ‘traditional masculinity’ to ‘new man’ paradoxically led to an
increase in anxiety and fear caused by the worry of being construed as potential indicators of
effeminacy and vanity. This is similar to the findings noted earlier by Petersen (1998)

whereby an early interest in longer term health concerns are interpreted as mimicking a
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feminine or homosexual concern with appearance.

This view of a dichotomy in the media was also supported by Lyons and Willott
(1999) in the form of a ‘Woman’s Guide to Men’s Health’. This discourse illustrates and
links the role of the male being a ‘risk taking superhero’ while the woman’s role is that of
protecting men as if they were children, with the dominant discourse reinforcing unequal
social relations and the traditional female nurturing role. In comparison to Coyle and
Morgan-Sykes (1998) they identified the assumption that men are not capable of taking care
of themselves so reinforcing social relationships and putting the onus onto the female to look
after them in a traditional maternal role. This constructs women as health conscious and
responsible while men are not; men don’t talk about emotional issues and men are “serious’
users of the health service, i.e. only going to the doctor when there is something
demonstrably wrong with them. Finally, and similar to other studies (Coyle & Morgan-Sykes,
1998; Petersen, 1998) the discourse used left no room for those who did not fit the traditional
hegemonic role of ‘masculine’, implying deviance, while gay men were rendered ‘invisible’
in the general health services.

Since these papers, a number of international initiatives have been taken to increase
men’s awareness of their health; for example in 2004 a Department of Health promotional
leaflet in partnership with Cancer Research UK entitled ‘Testicular Cancer: Spot the
Symptoms Early’ was launched. However, being positioned within the hegemonic masculine
role by the use of football imagery, this could be perceived as excluding some sections of the
male population. A similar campaign in 2005 used a female celebrity to raise awareness of
testicular cancer (Everyman, 2005). Robertson and Williamson (2005) and Smith (2007) have
commented that such an approach can be counter productive in terms of public health by
reinforcing health-damaging male stereotypes and adding to inequitable gender relations by

legitimising the objectification of women. These examples suggest that there may be a need
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for a more focused approach to health promotion aimed at men to ensure accurate targeting of
the sub-populations who may not be taking up services.

In the past these populations may have been ignored but this could now be changing
with the emergence of multiple masculinities (Connell & Messerschmidt, 2005) and the
uptake and use of representations and terms such as ‘metrosexual’ (Simpson, 2002) and ‘new
man’ (Edwards, 2003) which have allowed for a convergence of traditional male-female
gendered roles (despite the paradox mentioned earlier in relation to the conflict between the
‘traditional’ and ‘new’ men construct).

Despite the passage of time and social changes which have been witnessed in the UK
over the roles of men and women in society, De Visser, Smith, and McDonnell (2009) have
recently commented that the concept of hegemonic masculinity does not take into account the
changes and variation seen in masculine discourses and the representation of these in various
masculinities. As such, they claim that such a position of hegemonic masculinity exists not
just as the polar opposite of femininity but also as an opposite when compared to other
representations of masculinity. As a consequence, anyone who does not conform to this
‘ideal’ of masculine is deemed either non-masculine or feminine.

Hodgetts and Chamberlain (2002) have pointed out that there is no one coherent
sense of what it means to be a man as men tend to be positioned differently in society
according to factors such as sexuality, race and social class. The impact of these factors upon
men’s health concerns would require taking account of the ‘individual in context’, and
examining the role of social structures, social expectations and social constructions in their
pattern of behaviour (Striegel-Moore, 1994). The impact of these factors upon men’s health
concerns requires moving the issue of health in general away from the individual and towards
wider social structures such as access to appropriate health care, support and financial

constraints such as the cost of giving up work if ill which on its own may affect a persons
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perspective of health preventative behaviour;

«It is clear that the current debate around men’s health and perhaps men’s place in society is
crippled by the lack of attention paid to personal accounts and perceptions of maleness”
(Watson, 2000, p4).

As has been noted, a sense of masculinity is formed by social interaction and is
influenced by beliefs and behaviour, with terms such as ‘strong’, ‘tough’ and “self-
sufficiency’ being commonly applied as positive masculine characteristics. Although such
stereotypes can alter socio-culturally over the course of the lifespan most ideas of masculinity
equate to potency, both physically and socially, for all age groups (Good & Sherrod, 2001)
and a lack of conformity to performances of this interwoven sexuality and masculinity may
constitute a focus of significant threat.

Another aspect is fear or fearlessness regarding the effect of risky behaviour and
possible health problems related to this behaviour. Hodgetts and Chamberlain (2002) propose
that concerns over health matters for males is located in the future; health problems are
constructed as not happening in earlier life and so they do not see themselves as vulnerable
which is compounded by the view of a man being self-reliant and able to fight disease.
Another factor is whether the emotional energy to engage in ceasing a potentially health
damaging behaviour is justified. There is thus a dichotomy between the expectation of self-
reliance and stoicism against acknowledging the need for help. Therefore to understand the
uptake of knowledge regarding the risks and the effect of information-giving it is essential to
consider other constraints to locate the person and therefore to contextualise their concerns
and appreciate the boundaries of their lived experience.

One question which arises but which is difficult to answer is whether this situation is
changing with mens’ changing role in society, which traditionally has valued men for their

economic productivity rather than their ability to sustain positive relationships (Lee &
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Owens, 2002).

Robertson (1995) commented that to meet men’s health needs services, which at that
time were found to be operating within a medical orientation, it was necessary to also
consider changing socioeconomic environments as well as a reduction in the strength of what
had been predominantly patriarchal structures. As well as innovative health promotion
initiatives, this was seen as a prerequisite to reduce what Robertson (1995) described as
‘destructive male lifestyles’. In 2005, in a review of the intervening 10 years, Robertson and
Williamson suggest that although there had been innovative changes in practice as suggested
as well as a more holistic approach to the policy agenda, there has not been a great change in
either health related practices or health outcomes for men.

1.3 Gay Men and Health

In the previous section reviewing the general area of men and health, and in particular
the role of masculinity, the sexuality of the participants was not specified in the cited research
articles. Analysing data on health risk behaviours and their associated health outcomes in
relation to sexual orientation is difficult, as most behavioural studies have not distinguished
between how individuals define and describe their sexuality and how they feel emotionally
compared to how they behave. Thus even when sexual orientation has been asked this may
not necessarily distinguish between men who self-identify as either gay or as men who
engage in same-sex behaviour but who self-identify as either bisexual or heterosexual,
described in some research findings as Men who have Sex with Men (MSM; Greenwood et
al., 2005; Sell & Becker, 2001). This is especially the case in younger men when their sexual
orientation is developing (Rhodes, McCoy, Wilkin, & Wolfson, 2009); this could result in
under-reporting at this age when a different response may be given if the same men were
asked to indicate their sexual orientation at a later age (Rhodes & Yee, 2006).

This difference in definition presents one of the problems in estimating the size of the
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gay population. In a review of surveys into the size of the lesbian, gay and bisexual
population in the UK, Aspinall (2009) found that the figure varied between approximately

1% and 14% of the adult population, dependent on the location of the survey and the question
posed, for example whether it was sexual identity, sexuality, or sexual orientation.

This could be one factor to explain the lack of research into the general health of gay
men in particular. As a consequence of this systematic omission the author has assumed that
the majority of the participants in studies discussed earlier were heterosexual. It could be
posited that this assumption is reinforced by the fact that in many of the findings any veering
from the norm was reported as homosexual or feminine, and concepts of masculinity and
sexuality have appeared to be conflated.

However, such concepts of masculinity do not develop in a vacuum. Within this
perspective it will be interesting to observe the effect that the ‘outing’ of men who otherwise
fit the image of a traditional man will have on future men’s health campaigns, for example
Gareth Thomas, a former captain of the Welsh rugby team (The Guardian, 2009).

Where sexuality has been reported, a literature search regarding gay mens’ health
found that the majority of studies indicate that gay men are disproportionately affected bya
number of health outcomes when compared to the general population. These include
communicable diseases including HIV and types of viral hepatitis (Atkins & Nolan, 2005)
and non-communicable diseases such as anal carcinoma (Gee, 2006; Klencke & Palefsky,
2003), lung cancer as a result of increased smoking rates (Greenwood et al., 2005, Gruskin &
Gordon, 2006, Ryan, Wortley, Easton, Pederson, & Greenwood, 2001, Tang et al., 2004) and
AIDS-related malignancies (Palefsky, Holly, Ralston, & Jay, 1998).

This emphasis on the studies of the health effects of HIV/AIDS and gay men, rather
than studies concerning gay men and other more general male health issues, would appear to

be justified given that the figure for HIV in gay men, or MSM, in 2009 was 40% of the total
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of people both diagnosed and undiagnosed with HIV in the U.K. (Health Protection Agency,
2010). This is disproportionate when considered in light of the relative small percentage of
the population estimated to be gay and which was noted earlier.
1.4 Smoking in the United Kingdom

1.4.1 Smoking strategy

Attention focussed on smoking in the U. K. with the launch of the Smoking Kills
White Paper (Department of Health, 1998). This document recommended a number of
strategies to achieve a reduction in the prevalence of smoking from 28% to 21% of the
general adult population by 2010. These recommendations followed a World Bank six strand
strategy comprising the following; 1) reducing exposure to secondhand smoke; 2)
communication and education; 3) reducing the availability and supply of cheap tobacco; 4)
support for smoking cessation; 5) reducing tobacco promotion and 6) tobacco regulation. As
a result of a combination of these strategies in 2007 the UK was ranked a being the leader in
tobacco control in Europe (Joossens & Raw, 2007).

Despite achieving the target prevalence rate of 21% by 2010, the subsequent tobacco
control strategy, A Smokefree Future (Department of Health, 2010) reported that there are
segments of the population, especially those from lower socio-economic groups, including
routine and manual workers, where the prevalence is higher (Department of Health, 2009b;
National Institute for Health and Clinical Excellence (NICE), 2008) and where additional
focussed work was required to improve cessation rates.

1.4.2 Health effects of smoking

It is acknowledged that the effect of smoking on health is immense. In England, in
2009 81,400 people died from smoking related diseases such as cardiovascular disease (e.g.
ischemic heart disease and cerebrovascular disease), respiratory diseases (e.g. pneumonia and

chronic respiratory disease) and cancers (e.g. lung and oesophagus) as well as a decline in
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general lung function and increases in the risk of ischaemic stroke, subarachnoid
haemorrhage, peripheral vascular atherosclerosis and erectile dysfunction (Department of
Health, 2011a; US Department of Health and Social Services, 2004). This equates to 18% of
all deaths of adults aged 35 and over (NHS Information Centre, 2010). This is a significant
drop from 120,000 deaths in 1995 and 106,000 per annum between 1998 and 2002 (Twigg,
Moon & Walker, 2004). However many others also continue to live with a reduced quality of
life due to smoking.

Of those dying from smoking related diseases, S50% die prematurely; approximately
20% of deaths in middle age are due to smoking (Doll, Peto, Boreham, & Sutherland, 2004).
Over 25% of all cancers are attributable to tobacco use with 90% of lung cancer being
directly attributable to smoking (Department of Health, 2007). On average, depending upon
the age of stopping, a lifelong smoker can gain between 10 years by stopping at age 30

compared to 9 years stopping at 40, 6 years stopping at age 50 and 3 years stopping at age 60

(Doll, Peto, Boreham & Sutherland, 2004).

1.4.3 Financial effects of smoking

Added to the health costs for the individual and the health service, smoking also has a
financial cost for employers. Smokers take an average of 8 days additional sick leave in a
year compared to a non-smoker (Lundborg, 2007) with a total cost of approximately £2.5
billion due to a combination of sick leave and lost productivity (McGuire, Raikou & Jofre-
Bonet, 2009).

1.5 Men and Smoking Prevalence

As has been reported earlier, by 2010 there has been a reduction in the national
smoking rate from 28% to 21% (Department of Health 2010). However, across the U.K. there
is a disparity in smoking prevalence between the genders; in the General Household Survey

(2006) Goddard reported that the prevalence is 23% for males and 21% for females; when
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further analysed this gender difference is even greater in London where 24% of smokers are
male while 19% are female. Similar figures have been reported by Wardle and Mindell
(2008) with 24% of men and 21% of women reporting being smokers in 2007,

Despite these reductions in the smoking prevalence for both males and females, there
are however also differences in the type of smoker and their smoking behaviour. For
example, Wardle and Mindell (2008) found that males smoke more cigarettes per day (males
smoking 14 per day compared to 12.4 per day for females) while for both genders older
smokers have a higher daily consumption. In comparison, prevalence across age groups were
similar for both males and females, with the exception of the 25-34 year old group where the
pattern is reversed with a 9% difference (34% and 25% respectively).

In comparison to these national and regional figures, when broken down further there
are also local differences. Smoking rates in the London Borough of Camden have been
reported as higher than the national average and the London average (Camden Primary Care
Trust, 2007a). With a wide range of deprivation between its wards, this borough is ranked
" overall as the 19"™ most deprived borough in England in 2004 (Office of the Deputy Prime
Minister, 2004). The consequence of these differences in deprivation is a higher smoking
prevalence overall; in this inner London borough it is estimated that between 30-35% of the
adult population are smokers (Camden Primary Care Trust, 2007a).

In 2007 the Camden Health Equity Audit (HEA) (Camden Primary Care Trust,
2007b) reported that of those accessing smokefree support services, given the breakdown of
smoking by gender and based on national access rates, 54% of attendees to support services
would have been expected to be male while 46% would have been female. However, the
actual figures showed a disparity with just 48.5% attending being male (5.5% lower than
expected) while females were 5.5% higher than expected at 51.5%.

Further analysis of these figures showed that despite a higher prevalence rate of
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smoking in the 25-34yr age group, (38% compared to a national rate of 30%), access to
services within this age group was also under-represented; within this age group, a larger
number of men attended services provided in pharmacies than the Camden average. This
highlights the need for not only availability of services to help smokers to stop this behaviour
but also the need for appropriate services to be available. For example, this raises the
question of why this service provider, the community pharmacy, is more popular for men
than other providers, such as the general practice, and whether this could be another
manifestation of the historical pattern of under-use of traditional health services by men?

Just as there are differences in prevalence rates both between and within gender there
are also differences dependent on ethnicity. For example, 5% of Bangladeshi women smoke
compared to 25% of Irish women and over 40% of Bangladeshi men (Robinson & Bugler,
2010).

When considered from a socioeconomic perspective, Koivula and Paunonen (1998)
found in a Finnish study that men with a lower level of education and who are out of work
smoke more than others. In the same study 85% of non-smokers reported better perceived
health than smokers (30%); 25% of the participants regarded smoking as an integral part of
their life but also felt that public opinion was hostile towards smoking.

1.6 The changing sociocultural environment and smoking prevalence

Smoking is perceived as a risky behaviour and Lee and Owens (2002) make the
observation that such behaviours are allied to social, media and cultural stereotypes.
Historically, the media advertising of tobacco has portrayed this in terms of the hegemonic
male. Such advertising, and sponsorship, especially of sporting events, has been has been
shown to affect adolescent uptake of smoking (Vaidya, Naik, & Vaidya, 1996) and transfers
the identity of the brand to the product; sports events transfer excitement and masculinity

(Smith, Offen, & Malone, 2005). Although advertising on television in the U.K. was banned
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in 1965 and there were gradual wider controls in later years it was not until 2002 with the
Tobacco Advertising and Promotion Act that all advertising was banned, including
promotion of sporting events such as Formula 1 motor racing. It could be hypothesised that
tobacco use uptake and maintenance is now due to internal rather than external factors.
However it is possible that the effect of these strategies would still be mediated by the wider
socio-cultural context in an increasingly globalised entertainment media world, including the
internet, where some countries do not have such strict tobacco control legislation, e.g.
Indonesia. Such imagery can give the impression that smoking is more common than it
actually is (Cabinet Office Behavioural Insights Team, 2011).

Despite the lack of media advertising, uptake of smoking is not uniform across ages
but is seen especially in younger age groups. It may be too early to see the effect that
successive restrictions on tobacco advertising in specific countries will have on this given the
globalised nature of media and sporting events in countries with varying restrictive levels on
these advertising streams. Similarly, due to strong brand images, tobacco companies have
expanded away from their core business of tobacco and into other products such as clothing,
e.g. Marlboro. Consequently there is a need to understand why men may indulge in a
behaviour that can affect their health, including possible stereotypes of forms of ‘masculinity’
in order to be able to challenge these constructs.

1.7 Masculinity and smoking behaviour
Of interest when studying smoking behaviour are hyper-masculine attitudes that
encompass an exaggeration of male stereotypical behaviour, such as an emphasis on strength,
aggression, body hair, odour and virility. When examined alongside smoking behaviour, such
attitudes were found to be related to the use of maladaptive coping skills, lower overall use of
coping skills, increased levels of stress and higher level of smoking, as well as holding more

favourable perceptions of smokers (Mackey, 2005). When measured, ‘masculinity’ scores are
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found to be not just limited to men; using the validated Bem Sex Role Inventory (Hunt &
Strobele, 1997) measuring 10 items each recognised as being culturally characteristic of
males, e.g. assertive, and of females, e.g. affectionate, Emslie, Hunt, & Macintyre (2002)
found that high masculinity scores in men and women in non-manual jobs are associated with
risky behaviour such as smoking and heavy drinking. This suggests the need to also consider
gender role orientation.

This has been found across cultures. In a study in India, Augustine and Mrinal (1996)
found that when comparing men and women, smokers of both genders scored significantly
higher than non-smokers on extraversion and masculinity sex-roles. They also had
significantly more smoking peers and relatives, indicating support for the influence of social
conformism across cultures.

Similarly, in Indonesia Ng, Weinehall and Ohman (2007) found that smoking is a
culturally internalised habit and for young males is part of the process of becoming a man.
With the presence of a cultural resistance against women smoking, this use of tobacco in the
construction of masculinity underlines the importance of gender-specific interventions. The
impact of this social conformism was also found in Portugal, where student smokers adopted
the social stereotype of masculinity and higher daily tobacco consumption was found to be a
proxy measure for the strength of social conformism (De Cassia Rondina, Moratelli, &
Botelho, 2001).

1.8 Fatherhood and smoking

Added to the personal health issues faced by smokers of both genders, there is an
increased risk of early pregnancy loss for non-smoking women whose husbands smoke more
than 20 cigarettes per day (Venners et al., 2004). In addition, there is an association with low
birth weight, Sudden Infant Death Syndrome and respiratory and middle ear diseases in

infants and children of smokers (British Medical Association, 2004; Shiva, Nasiri, Sadeghi,
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& Padyab, 2003). However, despite these negative consequences, it is not clear what
maintains the smoking behaviour of either an expectant father or a new father although given
the preceding findings on the male approach to health one factor could be the effect of
perceived susceptibility.

One reason could be the concept of perceived susceptibility to not just the health
effects but also the effect smoking has on their self-identity. Research by Botorff, Oliffe,
Kalaw, Carey, and Mroz (2006) has found that the strength of the perception of masculinity
extends to partners of pregnant women and new fathers. Men’s smoking habits followed
themes including ‘relating smoking to expressing masculinity through smoking’, ‘ideas of
losing the freedom to smoke’ and ‘resisting a smoke-less life’. A reliance and commitment to
dominant ideals of masculinity precluded them from viewing their partner’s pregnancy and
their partner’s cessation attempt as an opportunity for their own cessation (Bottorff et al.,
2006).

Although Owen and Penn (1999) found that approximately 50% of partnets of
pregnant women made any change to their smoking habit since the beginning of pregnancy,
Blackburn et al. (2005) and Everett et al. (2005) found that only a small reduction in the
prevalence and level of the fathers’ cigarette consumption occurred during the pregnancy
which Blackburn et al. (2005) explained in part by the level of tobacco addiction and a low
level of health knowledge.

1.9 Gay Men and Smoking
1.9.1 Smoking prevalence

The findings in the previous section, in the context of the general male population or
when compared to women who smoke, lead to the question of whether there is also any
influence of smoking prevalence by individual variables such as sexuality. There are no

nationally or locally gathered statistics on sexuality. However, what has been found is that
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the propensity to smoke among gay men is much higher than for straight men (Offen, Smith,
& Malone, 2008b) and led them to comment that;

“Smoking prevalence in the lesbian and gay community exceeds that in nearly all other
demographic groups” (p2).

In the UK Harding, Bensley, and Corrigan (2004) estimate this smoking prevalence at
between 40-48%, while in a literature review Ryan et al (2001) found that in 8 studies
between 1987 to 2000 rates of smoking in the Lesbian Gay Bisexual Transgender (LGBT)
population was as high as 50%. Elsewhere, levels have been similar, between 27%-71%
higher than the general population (Greenwood et al., 2005; Gruskin, Greenwood, Matevia,
Pollock, & Bye, 2007; Tang et al., 2004). More recently these figures have been corroborated
by the American Lung Association (2010) reporting that gay, bisexual and transgender men
are between 2 and 2.5 times more likely to be smokers than heterosexual men.

In California, Tang et al. (2004) reported a prevalence of 33.2% in the gay population
compared to 21.3% in the straight population while similar figures were found in the same
state by Gruskin et al. (2007) with figures of 27.3% for the gay population and 19.7% in the
straight population; being gay was associated with a threefold increase in the risk of being a
smoker among male college-educated adults. This last finding would appear to negate the
effect that having a higher level of education generally results in more health protective
behaviour, and consequently a reduced smoking rate, although it is not clear whether these
students maintain this behaviour once they have qualified. In a meta-analysis, Marshall et al.
(2008) found similar large effect sizes in tobacco use (recent and life-time) in sexual minority
groups in affluent countries outside the U.S.

In 2005, the national smoking prevalence rate in England was 24% (Taylor, Lader,
Bryant, Keyse, & Joloza, 2006), with the male smoking rate being slightly higher than the

female smoking rate (25% and 23% respectively). In the same period, Hickson, Weatherburn,
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Reid, Jessup, and Hammond (2005) estimated that in Camden, 40% of gay men smoked,
compared to 31% of the general Camden population (Smith et al. 2004).
1.9.2 Psychosocial explanations

Reasons for the higher smoking prevalence rate within the gay population are varied,
but one explanation could be that it is used to manage daily stress of due to anxiety and stress
caused by being members of a minority group (Meyer, 1995; Sheahan & Garrity, 1992;
Skinner, 1994). This behaviour could then become self-perpetuating as the behaviour
becomes the norm for this particular population (O’Riordan, 2002). Concurrently, this
behaviour is also reinforced by the nicotine addiction which is also increased through
repeated use. This situation could be further enhanced by the fact that this group may feel less
constrained by rules, norms and values which are often set by a mainstream society from
which they may feel excluded (O’Riordan, 2002). Just as socioeconomic disadvantage is
recognised in the general population as increasing smoking prevalence (Fiore et al., 2008;
Kreuger & Chang, 2008) the same situation is seen in the HIV-positive population; Niaura,
Shadel, Morrow, Flanigan, and Abrams (1999) identified a higher prevalence of both HIV
and smoking in lower SES groups.

Associations with other factors may also explain higher rates of smoking eg. heavy
drinking, frequent gay bar attendance, greater AIDS-related losses, HIV seropositivity, lower
health rating than members of a same-age cohort across the sample, lower educational
attainment and lower income (Stall, Greenwood, Acree, Paul, & Coates,1999). Aspects such
as heavier drinking, depressive symptoms and reduced access to health care have also been
reported (McKirnan, Tolou-Shams, Turner, Dyslin, & Hope, 2006) in all ages ranging from
18 years — 64 years, but with a higher level in the younger population group. Bontempo and
D’ Augelli (2002) found that within the Lesbian Gay Bisexual (LGB) population an earlier

initiation of smoking and other high risk behaviours was associated with increased levels of
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victimisation experienced by LGB children; young people initiate smoking for a number of
reasons including modelling from peer influence, social desirability, risk taking and rebellion
against established social norms, low self-esteem and negative mood states (Easton, Jackson,
Mowery, Comeau, & Sell, 2008; Ryan et al. 2001). Added to these factors seen in the general
population, with the LGBT population at a time of identity formation such as an assumption
of masculinity (Ryan et al. 2001), higher levels of depression and suicide (Remafedi, Farrow,
& Deisher, 1991; Russell, & Joyner, 2001) issues of an awareness or questioning of sexuality
and ‘coming out’ (Lombardi, Silvestre, Janosky, Fisher, & Rinaldo, 2008) and the
implications this may have on support from family and friends, feelings of loneliness and
physical and verbal homophobic victimisation can increase substance use, including tobacco
(Easton, et al., 2008; Russell, Driscoll, & Truong, 2002; Savin-Williams, 1994). Offen et al.
(2008Db) relate this sense of ‘coming out’ as having to give *... greater weight to one’s own
feelings than to the demands of a heterosexual norm and peer pressure” (p10). In fact,
Remafedi (2007) found that up to a third of young LGBT’s did not know any other gay youth
who did not smoke, so making smoking almost essential to gay identity. As such, this then
becomes an habituated coping mechanism which is maintained into adulthood.
1.9.3 Sociocultural explanations

Before various legislative changes to prevent tobacco advertising the role of media
may also have had an effect; smoking had often used images associated with ‘hegemonic’, or
hypermasculine, masculinity, eg Marlboro man (Washington, 2002) although it could be
argued that this image was also a stereotype look which some gay men perpetuated. While
this is one expression of masculinity, Halikitis & Parsons (2003) have noted that gay men
who do not meet rigid and stereotypical notions of masculinity described earlier have

intensified outcomes in asserting their sense of manhood, asserting their masculinity by risky

behaviour such as having multiple partners (Rhodes & Yee, 2006).
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However, when an alternate gay marketing niche was identified advertising was
further developed and placed in gay publications (Goebel, 1994; Smith & Malone, 2003).
This coincided with support for LGBT organisations that had followed a previous boycott in
1990 of Philip Morris (one of the major tobacco industry companies) products, including
Marlboro cigarettes and Miller beer. This situation arose after Philip Morris offered support
to a political figure in the United States Senate who was a leading opponent of AIDS funding
and LGBT rights (Offen, Smith, & Malone, 2003). This funding was particularly offered to
sponsor community organisations and events, especially those for AIDS-related causes.
Rather than seen as either a health threat or exploitation of this new market, after being
ignored or denigrated for so long, this funding was welcomed and seen by many within the
gay community as acknowledging that they were becoming not only more visible but also
more acceptable to mainstream corporations and, by implication, society.

At this time homophobia, anti-gay assaults, same sex marriage, sexually transmitted
diseases and drug addiction eg., methamphetamine, were of more concern for community
organisations and smoking was not necessarily seen as a particular ‘gay issue’ or priorityj; it
was a question of personal choice, although this perception ignores the addictiveness of
nicotine which subverts that choice (Offen et al., 2008b). Although this financial support was
welcomed by many in the gay community, it was not universal. For example, the health
advocates responded by saying that “This is a community already ravaged by addiction: we
don’t need the Marlboro man to help pull the trigger” (Goebel, 1994, p65).

This was similar to past strategies used by the tobacco companies that Offen, Smith,
and Malone (2008a) have commented was the approach taken with other minority
communities such as the African American population. However, in comparison to the
reaction of the gay community that saw this attention as a form of acceptance, the targeting of

African Americans was seen as exploitation (Yerger, Daniel, & Malone, 2005). Explanations
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of this refer to most African Americans being raised with family and community and being a
visible population for decades whereas most LGBT individuals do not experience this
‘community’ until later in life and only recently being part of mainstream consciousness. In
this example, it is this experience that makes the difference between a feeling of being
accepted or exploited (Smith, Thomson, Offen, & Malone, 2008). Smith et al. (2008) also
draw attention to the debate over social identities being created in the late 20" century
through consumerism; this may in part be explained as the gay community being reported as
having a higher disposable income than the average household (Smith & Malone, 2003;
Washington, 2002) and which has been referred to in more recent times as the power of the
‘pink pound’ as well as a higher degree of social inclusion.

This concept of inclusion was highlighted by Yerger and Malone (2002) and other
research by Portugal, Cruz, Espinoza, Romero & Baezconde-Garbanati (2004) and Stone and
Siegel (2004) as a way for the tobacco industry to “...normalise tobacco use, gain support for
industry positions and thwart community tobacco-control efforts,” (Offen et al., 2008a,
p144). In analysis of gay press media in the US, Offen, et al. (2008b) found that most
imagery used of smoking contained positive or neutral messages with advertisements for
products other than cigarettes glamourising smoking while many articles not related to
smoking were illustrated with tobacco use images. This normalisation was further achieved
by using sexually ambiguous imagery of smokers, with text such as “If you always follow the
straight and narrow you’ll never know what’s around the corner” (Goebel, 1994) where, for
example, a man and woman walk arm in arm in the foreground; however, the woman is
looking over her shoulder at a female just behind them. This underlying message, Goebel
(1994) claimed, would only be picked up by LGBT people (Stevens, Carlson, & Hinman,

2004).

A similar approach was taken to men, where in the straight magazine advertisement g
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shirtless man was seen watching a woman in floating in a swimming pool in the distance; in
the gay magazine version another shirtless man was placed between the man and woman of
the initial advertisement so it was not possible to tell whether the focus of the first man was
the woman in the distance or the second man (Stevens, Carlson, & Hinman, 2004). This
approach allowed the industry to deny that they were specifically targeting the gay
population, described as ‘coded ads’ by Goebel (1994). Such an approach, where the source
of the message, however direct or indirect, is believable can influence the persuasiveness of
the message (Petty & Cacioppo, 1981). In these examples, the images used were similar to
the target audience, making them more effective in their persuasiveness.

The effect of such campaigns was also increased by being aimed at bar culture and
areas associated with LGBT youth (Washington, 2002) with free cigarettes being distributed
or buying free drinks. This may be illustrated by Project SCUM (Sub Culture Urban
Marketing; Stevens, Carlson, & Hinman, 2004), developed by a major tobacco company and
aimed at the gay and homeless communities, ‘consumer sub-cultures’, in San Francisco in the
mid 1990’s (Washington, 2002).

1.10 Current Service Provision
1.10.1 The need for a support service

Hundreds of thousands of smokers in the U.K. try to quit each year but these are
replaced by new smokers; it is estimated that in 2010 up to 250,000 people will initiate
smoking (West, 2009). However, despite being detrimental to health changing behaviour
such as smoking is complex due to its constituent aspects which have made smoking such a
popular behaviour; it is addictive, becomes automatic and habitual and is pleasurable
(Lawrence & Haslam, 2007). For those who desire to quit the NHS offers the predominant

provider of smoking cessation support in the UK.

1.10.2 The model of support
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A number of health psychology models described earlier have attempted to explain
behaviour change. The stop smoking intervention follows the withdrawal-oriented
(abstinence) model developed by the Maudsley Hospital Smokers Clinic (Hajek, 1989) and
which has been the base for the development of services offered by the NHS and stipulated in
the Service and Monitoring Guidance (Department of Health, 2009a). The primary objective
of the abstinence model is to support smokers to quit all smoking on a specific day, and not to
cut down to quit, by helping them to overcome their addiction to nicotine and the withdrawal
discomfort this causes. By ‘normalising’ the motivational system and maintaining the
stability of the addiction, the ideal conclusion is a change in self-identity to that of a non-
smoker (West, 2006).

The model followed by NHS services is recommended by the Department of Health
to comprise a minimum of 5 sessions: week 1 is preparation to quit, week 2 is the quit date
and the following 3 weeks are support sessions following the quit date. Following a
biopsychosocial approach this support addresses the biological (addictive) aspect of smoking
by the provision of a range of pharmacotherapies such as nicotine replacement therapy,
varenicline or bupropion, while also addressing the psychosocial elements of smoking
through behavioural support. These behavioural support elements include social-cognitive
variables that have been shown in the general population to affect a persons motivation to
stop smoking (Hyland et al., 2006; West, McEwen, Bolling, & Owen, 2001). This support
consists of advice, discussion and exercises with the aim of helping clients cope with urges to
smoke, maximise the motivation to remain abstinent, boosting self-confidence, maximising
self-control and optimising the use of pharmacotherapy through compliance and adherence
(Department of Health 2009a). The aim is to bolster restraint to achieve a more lasting and
pervasive shift in behaviour through replacing identified cues, motives and impulses,

established through associative learning, with alternative coping mechanisms.
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Best outcomes of behaviour change occur when the behaviour change is planned,
initiated and maintained with the potential for relapse recognised and planned for (Sniehotta,
Scholz, & Schwarzer, 2005). This is facilitated by action planning, increasing individuals’
self-efficacy and action controlling to bridge the ‘intention-behaviour gap’ (Sniehotta et al.,
2005) which is recognised as being a barrier to enacting successful behaviour change.
Success rates in the intervention services offered by the NHS range from 32-74% for group
support and for individual support range from 22-52% success rate (Department of Health
2009a). As such the NHS smoking cessation programmes have been identified as extremely
cost effective interventions (West, McNeill, & Raw, 2000).

It is recognised that this combined approach of behavioural support and
pharmacotherapy can increase a smoker’s chance of stopping by up to four times than trying
alone with no pharmacotherapy (West, McNeill, & Raw, 2000). However, it is difficult to
identify which aspects of the overall behavioural intervention, whether it is the form of
delivery, its intensity or the duration, lead to success. What is known is that these factors are
inextricably linked with features of the psychological interventions resulting in a synergistic
effect (Lawrence & Haslam, 2007; Michie & Abraham, 2004).

1.10.3 Focussed service provision

Research by Greenwood et al (2005) in the US concluded that a complex set of socio-
demographic, tobacco-related and other factors are associated with cessation, highlighting the
need to target tobacco control efforts at MSM who may have different perceived subjective
behavioural norms which have been impacted by unique stressors and shared different values
than the general population (Schwappach, 2009). This may be evidenced in the successful
outcome of a study in London by Harding et al (2004). Following the NHS-approved
programme of withdrawal-oriented therapy outlined earlier (Hajek, 1989) this model created

an environment where the gay men participating could also address areas such as socialising
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and gay social locations, recreational drug use, sexuality and HIV with discussion about how
these aspects may have impacted their motivation and ability to stop smoking. Although not a
randomised controlled trial, in this community based intervention for closed groups of gay
men a higher quit rate was achieved when compared to the national quit rate (76% against
53%). This led Harding et al, (2004) to suggest research to establish the utility, acceptability
and preferences for the content of specific sessions over and above that recommended in the
U.K.’s usual-care withdrawal-oriented model.

However, Schwappach (2009) has also pointed out that culturally specific cessation
services may be perceived as counterintuitive for men who may be striving for normalcy in
order to deal with their feelings of stigma associated with their sexuality.

In a review of the effectiveness of the use of preventative health services (including
male gender-specific services such as prostate cancer screening and testicular self-
examination as well as sex non-specific services such as smoking cessation and skin cancer
services) Robertson, Douglas, Ludbrook, Reid and van Teijlingen (2008) concluded that it is
not clear whether targeting men produces better outcomes than delivering a general service to
all, raising the question of whether it is access to the service itself , the delivery and content
of that service which should be altered or indeed something in the population or culture that
is being targeted that leads to low uptake of services.

1.11 This Study
1.11.1 Context

To facilitate clarification of the issues surrounding male health, Watson (2000)

recommends that a qualitative, constructivist and contextualist approach should be taken,
“especially when considering the perspective of men who live a more ‘gendered’ life in
respect of the dichotomy between the “traditional’ hegemonic masculinity and the ‘new’ roles

men lead. There has not been a large amount of research making direct comparisons based on
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sexuality and this research could also identify differences in sub-groups within these different
populations. Furthermore, Chamberlain and Murray (1999) have advocated such an approach
where personal and social aspects interact to impact on behaviour. This will allow a greater
patticipatory role for men when interventions are designed based on research findings.

Establishing whether men see themselves as conforming to this traditional model or to
a more contemporary conceptualisation of masculinity, or ‘new man’, may give more insight
into whether they see themselves as having a choice in their behaviour; one section of society
may value health protective behaviour more positively than other sections or they may feel
constrained by the social pressures to which they are exposed. This will also help to identify
how important such socio-cultural expectations are to their choices and lifestyles.

Within this context, Galdas et al. (2005) have commented that overcoming men’s
reluctance to access health services is a primary health related issue for UK men and
investigating such behaviour has great potential to improve lives as well as reducing health
service costs by the development of more effective interventions. In a review of literature
they found that comparisons between men and women alone were inadequate and that more
intra-gender specific studies are required. They highlight that such studies have already found
that there is a trend for men to delay health-seeking advice once ill. For example among
white middle class men, traditional masculine behaviour is given as one reason to explain this
delay. It is these findings which require more investigation especially between men from
different backgrounds, particularly in relation to the more common reasons cited to explain
health inequalities such as socioeconomic status and ethnicity.

1.11.2 Attitudes

In order to develop an understanding of the issues that may affect such ‘male’

attitudes towards health behaviour we should initially ask what is an attitude and ‘where do

they come from?’
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An attitude is a learned orientation or disposition towards an object or situation which
«...is expressed by evaluating a particular entity with some degree of favour or disfavour”,
(Eagly and Chaiken, 1998, p269).

An “attitude object’ can be anything a person discriminates for or against, whether
concrete, abstract, inanimate, an individual or a group, and is commonly referred to as a
prejudice, a values or a belief. Evaluation of these prejudices, values or beliefs is based on
experience that is informed by three components: cognition, affect and behaviour (Hewstone
& Stroebe, 2001) resulting in a three-component model of attitude.

Applying these factors to this particular research, the “attitude objects’ may be
identified as smoking behaviour and the health effects of this behaviour; the cognitive
component consists of beliefs about both of these objects; the affective component
encompasses emotions and feelings elicited by these objects; and finally the behavioural

component comprising intentions and action towards this behaviour.

Bandura (1986) has explained attitude formation through social learning by observing
others where attitudes are formed by instrumental conditioning, The mechanism involves a
person being actively rewarded or discouraged for holding certain attitudes or through social
comparison where a person adopts the attitudes of a group through conformity, irrespective
of whether these attitudes are seen by the individual as positive or negative. This results in a
social world which is made sense of through language and culture leading to taken for
granted assumptions as well as values and ways of life that give meaning, sense and identity
to individuals and social groups, (Stokes & Reading, 1999). These factors, derived from
social learning, observation and experience, when combined with knowledge may result in a

specific personal behaviour or process which may or may not lead to the best outcome

available for an individual.

48



Men and Smoking: Factors affecting the maintenance

When discussing the meaning of an attitude object to a person it is difficult to
untangle the effect of all of these factors on an individuals view. This difficulty of using these
variables to predict and change behaviour can be illustrated conceptually by the attempts to
formulate a number of models such as the Protection Motivation Theory (PMT; Rogers,
1983), the Transtheoretical Model of Change (TTM; Prochaska & DiClemente, 1983), the
Health Belief Model (HBM; Becker & Rosenstock, 1987), the Theory of Planned Behaviour

TPB; Ajzen, 1991) and the Health Action Process Approach (HAPA; Schwarzer, 1992).

Sutton (1998) has noted that such models can explain just 19-38% of variance in behaviour,
whatever the seriousness of the outcome of the behaviour identified, although more recently
Burkhalter, Warren, Shuk, Primavera, & Ostroff (2009) have found that attitudes, subjective
norms and perceived behavioural control account for a range in variance in tobacco use

intentions of 26%-54%, depending on the study population.

Other aspects that have to be considered include the salience of the attitude to the
individuals’ circumstances, an experience of attitude relevant situations, eg. previous
attempts to stop smoking, the strength of the attitude formation and the determination and
willingness of the individual to perform a given behaviour (Ogden, 2004). Thus, an attitude
can be changeable rather than constant. The meaning of this attitude can be further
complicated by individual differences including gender, sexual and ethnic identity as well as
the wider socioeconomic and cultural context. Overall, it must be recognised that individuals
are not blank slates ready to absorb uncritically but that they use a form of selective

perception (Kitzinger, 2002) all of which impact intentional and actual behaviour.

1.11.3 Aims of this study

Given the findings of Doll, et al. (2004) which highlighted the benefit in life years

gained if a person stops smoking by the age of 40, there are a number of areas under
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investigation in this study; past and current behaviour, beliefs and attitudes of men towards
smoking, psychosocial effects on their health-seeking behavioural intentions and their
knowledge and perception of services available to support potential smoking cessation
attempts.

Following the recommendations of Lee and Owens (2002), the aim of this study is
threefold; 1) to focus on factors affecting smoking and health, 2) to investigate the constraints
of material, social and cultural contexts on smoking and health, and 3) to recognise and

explore diversity among different groups of men, as well as individuals, regarding smoking

and health.

This research is based within the construct of Ajzen’s theory of planned behaviour

(1991; 2008). The theory of planned behaviour (TPB) holds that human action is guided by

three kinds of considerations:

o Beliefs about the likely outcomes of the behaviour and the evaluations of these

outcomes (behavioural beliefs)
o Beliefs about the normative expectations of others and motivation to comply with
these expectations (normative beliefs)

» Beliefs about the presence of factors that may facilitate or impede performance of the

behaviour and the perceived power of these factors (control beliefs).

Taking these individually, behavioural beliefs produce a favourable or unfavourable
attitude toward the behaviour; normative beliefs result in perceived social pressure of
subjective norm; and control beliefs give rise to perceived behavioural control.

In combination, attitude toward the behaviour, subjective norm, and perception of
behavioural control lead to the formation of a behavioural intention. As a general rule, the

more favorable the attitude and subjective norm, and the greater the perceived control, the
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stronger should be the person’s intention to perform the behaviour in question. Finally, given
a sufficient degree of actual control over the behaviour, people are expected to carry out their
intentions when the opportunity arises.

Intention is thus assumed to be the immediate antecedent of behaviour. However, because
much behaviour pose difficulties of execution that may limit volitional control, perceived
behavioural control is thought to have an additional direct effect on behaviour.

These can be seen in the following diagram.

Diagram 1.11.3 The Theory of Planned Behaviour model (Ajzen, 2008).
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This study will therefore consider those areas of the TPB that affect the decision to
make a behaviour change and attempt to identify new areas. To do this, two sections of the
male smoking population will be investigated, with sexuality as the comparative variable.
Having a comparison study it is hoped to identify factors which may need to be considered
when targeting and supporting these two sections of the population. This will help to inform

appropriate service design to ensure provision of support is service user led instead of being

service provider led.
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It is hoped that this approach will highlight those factors that are important to gay
and straight men when deciding whether or not to stop smoking and the meaning this holds
for them. The implications for service provision will then be discussed. It is hoped to
discover more accurately what the barriers are to health discussions as such barriers prevent
communication in both dyadic and social relationships. This will have a dual effect: 1) These
concepts will add knowledge to factors affecting the level of explained variance in health
psychology models used to predict behaviour, and 2) Converting this from the theoretical to a
practical application, with smoking rates higher in certain sections of the male population,
e.g. gay males, our understanding will be increased of men’s perception of particular health
issues, health promotion education and advertising programmes and interventions.

These programmes and interventions can then, if necessary, be tailored to meet the
specific demands of these populations in terms of their behaviour initiation and maintenance
as well as matching their demands for behaviour change support and interventions more

closely with the aim to further reduce the morbidity and mortality caused by smoking.
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CHAPTER 2
METHODOLOGY

2.1 Research Design
2.1.1 Rationale This research follows a qualitative methodology. A qualitative approach to
research allows a depth, openness and detail in the analysis and is concerned with the quality
and texture of the experience (Willig, 2001). This will identify psychological processes
predicating behaviours that impact on health and illness (Payne, 2004). In comparison to a
quantitative design that aggregates data, the qualitative approach allows the investigation of
any areas of relevance for the participant and may possibly unearth previously unthought-of
issues for the researcher. Such research does not presuppose assumptions of the perceptions
of the participants. As such, rather than a predefined variable, we are interested in the
meanings attributed to the events by the participant in order to construct their reality.

Qualitative data is generally based on a constructivist epistemology, derived from the
quality of subjective experiences and opinions, illustrating how an individual creates,
modifies and interprets the world -

“The emphasis...tends to be placed upon the explanation and understanding of what is unique
and particular to the individual rather than of what is general and universal”, (Burrel and
Morgan, 1979, p7).

Data are normally collected from a smaller number of people and are presented
mainly in written format giving direct quotes as opposed to reliance on statistical
information. This enables the gathering of more detailed individual information, as well as
possibly unearthing more sensitive, personal material which may not be discovered easily in
any other way, but by their nature these techniques are more time consuming and could be
perceived as resulting in less generalisable results when compared to quantitative data.

With this in mind it could be argued that, as we are interested in the internal dynamics
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of an individual account, generalisability is not an issue per se. However, as Willig, (2001)
has noted, if it is assumed that experiences are partially socially constructed, each individual
reality is a representation of the social world and is consequently potentially generalisable. It
should be noted however that this approach could be open to a degree of subjective
interpretation by the researcher who is governed by their own personal experiences, values

and philosophical views which must be taken into account when interpreting findings and

which requires a degree of reflexivity.
2.1.2 Ethical Issues

As a non-clinical population was being recruited it was not necessary to obtain
ethical approval by the Central Office for Research Ethics Committees (COREC) (National
Research Ethics Service (NRES)) or the PCT Research and Development department.
However, ethical approval was obtained from City University.

A participant information sheet describing the study was given to the participant and
informed consent requested prior to taking part in the study. However, the participant had the
opportunity to withdraw at any stage should they wish.

As much attention has focused on smoking in recent years, the researcher was aware
that it was necessary to take a non-judgemental approach in order that the participants did not
feel pressurised into stopping. The discussion may have resulted in participants thinking
about stopping but this was not the goal of this research. As such no major ethical problems
were envisaged. Although this study was not being undertaken within a clinical population
the researcher was also aware that the participants may have experienced the health effects of
smoking either directly or indirectly. Due to this if, after debriefing, additional support was
required contacts for additional support were available for the participants.

2.2 Sampling and Participants

Based on the findings outlined in the previous sections of the local prevalence rates

54



Men and Smoking: Factors affecting the maintenance

and access to services, especially amongst routine and manual workers (Camden Primary
Care Trust, 2007b) and of the optimal life-years gained by stopping smoking before the age
of 40 years (Doll et al., 2004) participants aged between 18 and 40 years were recruited using
a number of methods including street marketing, posters in local businesses and snowballing.

Street marketing techniques were used to generate leads for smokers within the local
population who expressed a wish to access support to stop smoking. If during this
conversation men indicated they were not interested in stopping smoking they were then
offered the opportunity of taking part in this research.

Posters were displayed in a number of locations that included large local employers of
routine and manual workers such as the Royal Mail as well as gay venues such as a local pub
and a bookshop specialising in gay authors and literature aimed at this population.

Finally leads given by colleagues of the researcher of people who may be interested in
taking part were also followed up.

With the exception of those participants who were recruited by the researcher from
face to face meetings at health promotion events, all contacts were followed up by the
researcher by telephone. The potential participant was given an outline of the research
question and the process involved. Once they had indicated a continued interest in taking part
a suitable quiet location for the interview to take place was then identified. Normally this was
the office of the researcher; however, on occasion, the researcher sensed reticence on the part
of the participant to do this and so a more convenient location (either their workplace or
home) was agreed upon. This helped to ensure optimal participation in the research process
as a number of barriers to recruitment were encountered, including an inability to contact
potential participants, disinterest in taking part or non-arrival for the semi-structured
interviews once arranged. The demographics of the participants in each group can be seen in

the following tables.
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Table 2.2.1 Straight Participants Demographic Data

Identifier | Age Ethnicity Employment Housing Qualifications Number Interview
Status Tenure smoked per Location
day
sSr1 25 White British Unemployed Renting NVQ 20-30 Office
(Gardener)
sp2 21 White Irish Routine Manual Other (squat) None 5-10 Office
(Tattooist)
SP3 22 Mixed Routine Manual Other Degree 6 Office
White/Black (Bar Work) (with parents)
African
SP4 21 White British Routine Manual Other GCSE’s 5-10 Office
(Market stall) (with parents)
SPs 40 White British Routine Manual Owner Alevels 6 Workplace
(Postal worker)
SP6 24 | White British Unemployed Renting Degree 5-8 Participant |
(Designer) s home
sP7 22 Asian/Asian Student Renting Alevels 6-10 Office
Brit - Indian
Sr8 38 White British Actor Owner Degree 40-50 Workplace |
Sp9 38 | White British Unemployed Ownet Degree 10 Office |
(Post Graduate
Student)
SP10 36 White Other Routine Manual Other Degree 20 Office |
(Market Stall) (Squat)

The straight group comprised 10 participants. All were recruited from street marketing and

from workplaces. The average age was 29 years (range 21-40). Of these 6 identified as White

British, 1 as White Irish, 1 as White Other, 1 as Asian/Asian British (Indian) and 1 as Mixed
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White/Black (African). The majority (7) were educated to ‘A’ level standard or higher; 4 of

these were included in the 7 participants who also identified as holding a routine manual job

or being unemployed. Another proxy of socioeconomic status, housing tenure, identified 3

participants as being owner occupiers, 3 as renting and the remainder as ‘other’ including 2 in

squats and 2 living with parents.

7 of these participants were interviewed at the researchers office, with 2 being

completed in the participant’s workplace and 1 at the participants home.

Table 2.2.2 Gay Participant Demographic Data

Identifier Age Ethnicity Employment Housing Qualifications | Number smoked | Interview
Status Tenure per day Location
GP1 20 White British Student Renting Alevels 5-10 Office
GP2 27 | Asian/Asian Brit | Routine Manual Renting Degree 10-15 Office
~ Indian (Gigs)
GP3 35 White British Routine Manual Renting GCSE’s 20-40 Participants
(Building porter) home
GP4 32 White Other Intermediate Renting NVQ 40 Office
(support worker)
GP5 27 Black/BlackBrit Student Renting HND 5-10 Office
— Caribbean (voluntary work)
GP6 27 White British Routine Manual Owner Alevels 20-30 Office
(Chef)
GP7 24 White Other Routine Manual Renting GCSE’s S Office
(Kitchen Porter)

The gay group comprised 7 participants. Similar to the straight participants, all were

recruited from street marketing or snowballing. None were recruited from the gay-specific

locations listed earlier. The average age was 27 years (range 20-35). Of these 3 identified as

White British, 2 as White Other, 1 as Asian/Asian British (Indian) and 1 as Black/Black

British (Caribbean). The majority (4; 57.1%) were educated to ‘A’ level standard or higher; 2
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of these were included in the 4 participants who also identified as holding a routine manual
job. Another proxy of socioeconomic status, housing tenure,
identified 1 participant as being owner occupiers with the remainder renting accommodation.
Six of these participants were interviewed at the researchers office with one being completed
at the participants’ home.
Procedure

Demographic and socio-economic status using a short questionnaire was gathered
prior to the interview, and included variables such as age, sexuality, ethnicity, employment
status and housing tenure. Written consent was also obtained from all participants.

One set of interviews comprised men who identified as straight; the second set of
interviews comprised men who identified as gay. It should be noted that the question of
sexuality related to whether the participant identified as straight or gay; no one taking part
identified as either bisexual or as MSM which has been the identifier in a few of the studies
mentioned earlier in the introduction and which, as discussed earlier, does not necessarily
relate to social identifiers such as being gay. No health-related questions, such as HIV status,
were asked as it was felt that these would emerge during the interview if they were felt by the
participant to be of importance to their behaviour. Free expression was encouraged and after
a verbal description of the study, a number of open-ended questions were constructed to give
minimal direction to the discussion and included questions on knowledge of smoking, past
and current behaviour, ideas of masculinity and sexuality, attitudes to smoking and social
influence (social norm, social support and modelling). Views of current services were also
investigated as well as what they would envisage to be an appropriate support service.

Sample questions include “What are your main reasons for continuing to smoke?” and “How

do you feel about stopping smoking?”
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These questions were intended to act as a facilitator to discussion rather than a rigid
direction. For example, if the participant spoke about an area which was due to be discussed
at a later point the researcher encouraged the participant to expand on the point at this time to
make the discussion flow more naturally for the participant. However, the degree of probing
depended on the participant and the areas that needed further elaborating during the
interview.

All interviews were undertaken by the researcher and were audio-recorded. The
interviews ranged from 40 minutes to 55 minutes. After debriefing, all participants received
a £20 retail voucher as an incentive to take part.

2.3 Data Analysis

The researcher transcribed the interviews using a software package, MacSpeech
Dictate. Identifiers were ascribed to the straight participants (SP1, SP2, etc.) and to the gay
participants (GP1, GP2, etc.). This ensured the confidentiality and anonymity of the
participants.

This research involved investigating consequences of actions, social interactions and
the effect of these on social processes, therefore grounded theory was identified as a suitable
methodology (Willig, 2001). According to Willig (2001) the aim of this methodology is to
produce a systematic representation of the participants experience and understanding of the
subject under investigation.

This approach results in a dual approach. On the one hand, by focussing on the social
processes, it can be said that an objectivist approach is followed in that the researcher tries to
identify and map these social processes and relationships and their consequences for the
participants. On the other hand, by focussing on the participants experiences a more

subjectivist approach is also taken as more concern is paid by the researcher on “...the
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texture and quality of the participant’s perspective rather than its social context, causes or
consequences” (Willig, 2001, p44).

By combining these two approaches it is hoped to not only capture the lived
experience of the participant but also to explicate the quality of this experience in
terms of the wider social processes and the consequences of these processes.

Grounded theory procedures are bottom-up and inductive in nature relying on the
process of identifying categories, making links between these categories and establishing
relationships between them before a core theme or theory is arrived at. Although this reality
is located, (grounded) in the data and identified by the use of a degree of creativity, the
researcher also requires an awareness of the effect their input may have on this process
resulting in the application of reflexivity.

Grounded theory requires data to be collected until all concepts and categories are
saturated (Corbin & Strauss, 1990; Glaser & Strauss, 1967) and no new categories arise.

The analysis of the data was conducted by the researcher rather than being predefined
by a coding paradigm as with content analysis and so a social constructionist approach was
followed (Charmaz, 2006) as the researcher interacts with the data. This social constructionist
approach overcomes the debate over whether categories and theories can ‘emerge’ from data
(which plays down the creative role of the researcher) or be ‘discovered’ in data (that
something is uncovered by the researcher that is already there) (Willig, 2001).

Constant comparative analysis between the properties of emerging categories allowed
both uniform and diverse dimensions of the codes to be observed as well as sub-categories
present in the data. This allowed the development of a theoretical account of the general
features of the topic.

This was achieved by:

1) open coding to establish the categories
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2) axial coding to interconnect them

3) selective coding to establish the core categories (Strauss and Corbin, 1990).
Phase 1: Open coding. The transcribed material was read closely initially to become familiar
with the data, without preconceived codes. During the second reading, the data were
examined sentence-by-sentence and initial thoughts, associations and responses noted in the
margin. Upon third reading low-level descriptive titles, themes and categories emerging from
the data were recorded line by line (Willig, 2001).
Phase 2: Axial coding. The categories which emerged from the transcript in the open coding
were then listed and scanned for relationships or shared meanings between the categories and
verified against the original transcript to ensure the categories were congruent with the
participants meaning. This facilitated higher-level analysis and more abstract sub-categories
to emerge from the data.
Phase 3: Selective coding. This stage involved identifying and delimiting that core category
or meaning which made sense of the whole data and integrated the main categories,
becoming an over-arching category, contributing to a parsimonious theory (Glaser & Strauss,
1967).

Other techniques used to add depth to the data analysis included negative case
analysis or instances in the data that do not “fit’ the emergent category. This was also
enhanced by the researcher using theoretical sensitivity and theoretical sampling in order to
progress from the descriptive level to a higher analytical level within the confines of the
original data set (Willig, 2001).

Throughout the analysis the transcript was repeatedly read and re-read to keep as
close to the data as possible. After each interview for data collection, memos were recorded
of emerging categories to allow for progressive integration of lower and higher level

categories (Willig, 2001).
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2.4 Reflexivity

Reflexivity on the part of the researcher promotes validity of this subjective
unquantifiable approach and reduces the limitations on the meaning that they may impose on
the analysis. Data cannot speak for itself, therefore it could be argued that what emerges is by
necessity guided by the researcher. Without reflexivity the findings could be open to claims
of bias imposed by what the researcher brings unconsciously to the analysis. Dey (1999) has
questioned whether categorisations constructed by the researcher in grounded theory can ever
capture the essence of a concept entirely. Thus, making the location of the researcher explicit
in relation to the participants in the construction of the findings is important.

In this respect, I was aware of my position and the effect this may have on the
findings from a number of perspectives.

Working for a Stop Smoking service I was aware of potential mixed messages I could
be giving when trying to recruit participants whether face to face at events or in follow-up
telephone conversations with leads provided from any of the additional recruiting methods
described earlier. When talking face to face at events I was careful to only discuss the
research once I had had a thorough conversation with the potential participant about smoking
and the services available to help them to stop; if they were “sitting on the fence’ and wanted
time to think about referring themselves I did not mention the research. For those who were
certain that they did not want to stop smoking, once participation in the research project had
been broached with the potential participant I was very clear in verbally reinforcing that there
would be no pressure placed on them to stop smoking. This was reinforced further in written
resources such as the poster and participant information leaflet.

In addition, not being a smoker and as a gay male who does not perceive himself to
conform to socially constructed expectations of hegemonic masculinity I was aware of

imprinting my own beliefs onto the findings.
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To this end a grounded theory epistemology was considered to be the most
appropriate methodology to follow and the least likely qualitative method of analysis to be
influenced by the researchers’ viewpoint. I saw my position as a relative pragmatist rather
than approaching the process with a realist ontology. This was intended to reflect the
situation in which the participants are situated in order to contextualise the data. I did not
have preconceived ideas, or presuppositions, of cause and effect, but rather expected a
diversity of interpretations through psychological phenomena which were not reliant purely
on one factor, for example socioeconomic status, but relative to a number of factors.

This was in comparison to the extended interpretation such as possible with
Interpretative Phenomenological Analysis (IPA), or Discourse Analysis (DA), which may be
claimed raise questions by inferring meaning and not taking the data at face value. The
implication with these methods could be that the researcher presumes to know more about the
individuals’ experience or reality than the participant themselves. It is also necessary to note
that the findings from this data are by necessity open to re-interpretation and should not be
seen as definitive; the construction of the categories reflects one researcher’s own
interpretation and labelling, which is also a function of the method of questioning and

analysis used, and is not the only ‘truth’ (WIllig, 2001).
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CHAPTER 3
RESULTS

This chapter presents the findings and the overarching theme established from the
grounded theory analysis of the data. The theme, or theory, that emerges centres around the
complex process which men employ in order to explain and normalise their decision for not
only starting to smoke but also to continue with this behaviour. This theme can be
encompassed as “Reducing the potential for cognitive dissonance, caused by the action of
smoking, by rationalising, normalising and minimising intrinsic and extrinsic factors”.

This process is illustrated throughout this study as being dynamic, fluid and, on
occasion, moving from rational decision making to a position that may appear to be
incongruent to this rational position but which temporally offers the ‘best fit’ for the
participant. Applying these strategies has the result of minimising cognitive dissonance and
psychological discomfort that may otherwise arise from their behaviour (Festinger &
Carlsmith, 1959).

In the following analysis, the data from each group has been analysed concurrently.
Many of the findings between each group of participants, i.e. between straight and gay men,
were found to be similar. However, differences have been highlighted where they occurred.

A core category represents a pivotal point of the theory to which the other categories
relate and three emerged from the analysis of the data and have been conceptualised as:

» Identifying and evaluating the intrinsic factors surrounding smoking behaviour
> ldentifying and evaluating the extrinsic factors surrounding smoking behaviour
» Negotiating the effect of smoking on sense of self

These core categories are described consecutively; each is illustrated by pictorial

representations and are unpacked into sub-categories and in some, but not all, cases, are

dimensionalised. Each pictorial representation is then followed by a summary of the key

64

p—



Men and Smoking: Factors affecting the maintenance

points emerging from the transcripts. Quotes and excerpts have been added from the

transcripts where they will aid exposition of the essence of what is being conveyed. The

quotes and excerpts have been prefaced by ‘SP’ to denote a straight participant and ‘GP’ to

denote a gay participant, followed by their identification number, eg, ‘SP1’ indicates straight

participant 1. The line number is also included to identify the location of the quote within the

transcript.

Diagram 3.1 Overview of theory, core categories and categories.

Reducing the potential for cognitive dissonance, caused by the action of
smoking, by rationalising, normalising and minimising intrinsic and extrinsic

3.3 Negotiating the
effect of smoking on
sense of self

factors
3.1 Identifying and 3.2 Identifying and
evaluating the intrinsic <:> evaluating the extrinsic <::>
issues surrounding factors surrounding
smoking behaviour smoking behaviour
Rationalising Rationalising Product
maintenance future choice
behaviour stopping
Meaning of
Understanding Life changes smoking on
the mechanism self
of smoking Perceived
likelihood of Interpretation
Availability of success of health
product advice
Support
Life-stage of services Health
the smoker protective
behaviour
Psychosocial
factors Relationship
with body
Sexuality
Legislative
impact
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3.1 Identifying and evaluating the intrinsic factors surrounding smoking behaviour
3.1.1 Rationalising maintenance behaviour

Once the behaviour has been initiated, either as an early onset smoker (below 16 years
of age) or as a delayed onset smoker (over 16 years of age), there are a number of factors that
have been identified by the participants that are perceived to support the early maintenance of
their smoking, Such perceptions can be summarised as rationalising their behaviour and can
be seen in the following diagram:

Diagram 3.1.1 Rationalising maintenance behaviour and its sub-categories

Understanding the mechanism of smoking

Rationalising

Maintenance Availability of the product
Behaviour

Life stage of the smoker
Psychosocial factors

Sexuality

1. Understanding the mechanism of smoking

There was a recognition by the majority of the participants that as well as being their
personal choice to engage in smoking that their behaviour is also governed by a dual process
of nicotine-induced addiction and the behaviour that, for most, becomes an automatic habit.
This can be seen in the following diagram.

Diagram 3.1.1.1 Mechanism of smoking and its sub-categories

Vs Lack of control
Addiction

N Sensory pleasure
Mechanism

of smoking

Behavioural aspect
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The following quote helps to underline the belief that there is not only a behavioural

aspect to smoking but also an addictive aspect.

SP3 L148 “I became familiar with the act of smoking and with the nicotine”

The temporary sensory effect of the nicotine is seen as affecting mood and also an
indication that the addiction is becoming worse that illustrates an understanding of how

nicotine affects the body. There is also a sense of losing control over the habit:

GP5L174 “Before I had the ability not to need a cigarette... when I go without now I
have bigger mood swings”

GP7L251 “..the way it feels, like the sensation that the nicotine has...It’s like ‘God,
that’s what I needed”

GP7 L390 “I guess it has something to do with nicotine or whatever in your brain... you

know when you’re done your body will feel happier, not in a depressed way but less stressed”

This addictive quality also results in each cigarette having a different meaning or an
individuality; although the cigarette offers a similar physical ‘rush’ each rush is experienced

differently:

GP1 L436-438 “... they are all very different, no one is the same... the rush makes your head

spin and it’s an interesting high... ”

Individual differences are recognised and compared:

GP3 L259-263 “Dating and relationships I find very stressful... whereas some people it
doesn’t seem to affect them too much... It takes me a while to deal with it, get over it and

move on... I definitely smoke over that period”
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This helps to identify personality differences and the way different people cope.
2. Availability of the product

Once initiated, in order to maintain the smoking behaviour accessibility to tobacco is
obviously an important issue. Routes to obtaining tobacco are illustrated in the following
diagram,

Diagram 3.1.1.2 Availability of the product and its sub-categories

Group bonding
Friends
Source Family Consumption  Increase - Decrease

Self
Availability
of the
product
Financial — Consumption Increase - Decrease
Constraints

a. Source. For some, whether straight or gay, sourcing tobacco tends to be more

opportunistic when initially maintaining their habit:

SP2L33-34 “Idon’t really buy cigarettes that often, I tend to blag them off people”

GPI L17 “..0I’d just nab a cigarette off a friend or something... ”

This behaviour was learned early in their smoking career and continued into adulthood; the
implication is that not only is the smoking habit itself set for some from an early age but the
form of access to tobacco is as well. In addition this opportunity to ‘blag’ them from a social
circle is increased where the majority smoke which also encourages the maintenance of the
habit.

While encouraging maintenance for some this is also a means for others to keep their

consumption to a minimum that enables them to identify themselves as not being a hardened

smoker:
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SP3 L178-181 “and for at least a year I was regularly taking cigarettes off friends without
really buying them which is quite a familiar thing, taking them off people. So I'm not a

proper smoker. And the reversal is when you claim you're quitting and it just continues still”

This approach helps to rationalise their behaviour, reducing cognitive dissonance, while also
adding to the sense of not being a ‘serious’ smoker, or even at the other end of the
continuum, identifying as someone who is trying to quit when in fact the only thing that is
happening is that they do not have access to tobacco, e.g. due to geographical isolation, living
in a rural community.

Sharing resources, in this case tobacco, also acts as a reciprocal group bonding

technique:

SP8 L6-9 “..I had friends who smoked....I would have a cigarette. One of my friends
cigarettes... and occasionally I would buy a packet just so that I didn’t have to ponse off them
all the time”

SP4L57-59 “..1didn’t have a lot of money to buy stuff back then... so it was always on

offer as a group kind of thing”

Similarly for the gay participants this was also a means of group cohesion:

GP6 L42 “veah well me and friends would chip in and buy them altogether do you

know what I mean?”

This sharing of resources was done to the extent of using anything available at an early age

(12 years), while also recognising that smoking was something to be done furtively:
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SP6L27-29 “..we used to wait for his dad to finish and then while it was still lit we used
to go outside and pick it up and smoke it around the comer... so technically dog ends”
SP5L19-21 “I think possibly the guy who I smoked with was able to get it from his dad,
that might have been a reason”

GP4L17-18 “..my mum was smoking so I used to nick one or two from her pack”

Ease of access of tobacco products from shops and parents was not seen as a problem:

SP4L65-68 “..even if you were young, and you just told yourself that you are older, you
could just walk into a shop... then people could get away with it a lot easier. It was also taken
from parents and stuff like that”

SP9LI61 “I can’t remember actually but I think at that age (16) you buy them”

GP5 L21 “I looked older for my age so I bought my own”

The implication in these statements could be that by merely behaving like an older person
increases their confidence, making it possible to pass as an adult, that in turn increases their
success of buying tobacco under age. However, in spite of this perception, it is also
understood that even if the laws had been stricter then other ways to access tobacco would

have been found; tightening the age of sale of tobacco legislation is seen as an incentive to

smoke:

SP4L75-78 “..in fact if the rules were less strict it wouldn’t be such a novelty...so it’s

seen as some sort of taboo people will go for it more, like anything that’s not legal”

As such, the legal considerations had no effect on their behaviour while under age; even if the

law is tightened, it is recognised that others in the community might counteract any benefit.
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These ‘others’ are recognised as an alternative source of cigarettes:

GP6 L16-17 “when I got a bit older I would just go and get them or standing outside a shop
I'd get someone to go in”
GP6 L13-14 ‘there was a man and a woman used to sell them cheap on the estate

right... they used to sell them to anybody”

For other smokers accessibility governs what form of tobacco is smoked:

SP5L17-19 “Cigarettes weren’t readily available when I was that age (10-13)...1 didn’t

know anybody who smoked cigarettes... so that might be a factor of why I went for a pipe”

Geographical isolation compounds this:

SP5L5-6 “I grew up in the semi-rural area with a lot of open spaces in a little

community”

In contrast to the earlier comments of GP6 there is also an implication that in a small
rural community other options for acquiring tobacco were also limited. This situation and a
lack of freedom or access to shops also minimises the number smoked for other participants

when younger:

SP6L79-83  “..abig part of it was that I grew up in a place that didn’t have a shop so

around 16 or 17 when I became mobile I then had the ability to be in my own space”

b. Financial constraints. Where for some the financial cost of smoking is aversive, for
others this argument holds no sway. A cost benefit analysis is undertaken; by reducing the
number smoked there is a recognised cost saving by smoking less tobacco, although this cost

saving is not seen to be very consequential compared to savings or protection for their health:
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SP3 L510-511 “If you are prepared to do it (cut down) for your health, to smoke 3 a day, I

don’t really mind taking that hit on your body then money is irrelevant”

Stopping is seen as being motivated for financial reasons only, although this may be
complicated further for those who admit to relying on others to ‘blag off’ (provide cigarettes)
as seen earlier when discussing the source of cigarettes. Short term strategies to cope with

financial problems also include a reciprocal agreement with friends to maintain the habit:

GP2L317  “I’ll just bum cigarettes from friends... you return the favour when they need

l't »

For these smokers, the salience of financial consideration is lessened, and not such a driver to
stop. For this section of the smoking population it would appear that taxation and other

financial pressures would not encourage cessation, although it could be surmised that at some
stage even this source may be removed once the cost of cigarettes is too high for them to give

too many away.

Limited financial resources either due to unemployment or low pay also raise the

question that smokers can prioritise tobacco over other things:

SP1 L22] “..but I always make sure I've got enough money for tobacco”

Alternatively, this reduced financial status can also result in changing from a branded

cigarette to rolling tobacco:

GP5191-92 “I discovered roll ups and found they were much cheaper and so it was easier

to maintain smoking”

This realisation helps to produce insight into a range of reactions to smoking such as its
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futility and the exertion of reducing a feeling of control over one’s own behaviour.
However, this is quickly followed by rationalising this behaviour by social comparison with
others who may have other habits such as drinking alcohol in a trade off between one

behaviour and another:

SP1 L230 “But other people spend money on, I don’t know, I suppose being unemployed

people have other qualms like buying alcohol. I don’t really drink that much to be honest. So

the money I do have goes on tobacco”

From a wider societal view there is a more practical point expressed; the money
which is spent by smokers on tobacco products is seen as an investment in future health care

Costs:

SP8 L423-424 “.. if you smoke and you expect the NHS (National Health Service) to look

after you then you’ve got to pay the tax on it”

Money is also not a direct motivator for some to stop although when put into a list of

priorities it is not necessarily at the top:

SP8 L436-439 “Money is not the be all and end all... if it got to the point of choosing between

food and smoking then ...I would have to stop”

There is also a philosophical argument going on with the ideology of consumerism:

SP8 L448-451 *... there’s not actually a lot of things that I want that money can buy...I have

everything I need. I mean, what would I spend it on?”

This introduces the sense of smoking being a reward as well as a coping mechanism,

reinforcing the view that he has no intention to stop.
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The financial aspect of smoking can also be an incentive to stop, although access to

cheaper cigarettes affects this decision and the idea that this makes it ok to smoke:

GP2 L253-259%... in recent times it’s been ok because I've got them from abroad... and so the

financial boundaries haven’t affected me as they should... right now I’m spending about 50p

per packet...”

This also affects social behaviour as a smoker:

GP2 L264 “it makes me much more free and easy with them”

However, for others smoking is all-important and strategies are developed:

GP4 L429-430 1t doesn’t matter how little money you get paid you always still find a way to

smoke... so you cut I'd down or stop for a short time”

However this is not taken as an opportunity to stop smoking permanently but is looked at

pragmatically:

GP4 L434-431“But when I know that I can, I'll straightaway go back to smoking. My brain
is not at the stage that I would want to give up”

GP4L444  “..you just have to cope with it”

As such, for some, enforced cessation is not successful long term.
There is also a dynamic relationship with the cost of cigarettes; similar to the
prioritisation seen earlier price elasticity is also relative to income where Maslow’s hierarchy

of needs (Handy, 1981) comes into play where smoking is seen as a leisure activity that could

be stopped easily if necessary:
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GP2 L278-281 “If it’s a case of sacrificing you know buying a pair of shoes that I need or
going to the pub... that would be a real sign for me to stop and I would probably stop quite
quickly”

GP7 L551-552 “They (cigarettes) would definitely be last... the more enjoyable things like

alcohol and cigarettes would have to go, it depends how much money I've got”

This also affects how useful a tool the price of cigarettes is to encourage people to stop.

This cognitive awareness of the futility of smoking can be seen and regret shown:

GP2 298-299 “..thinking about it if you need something and you spend the money

beforehand on something like smoking that would be pretty crappy”

3. Life stage of the smoker
Diagram 3.1.1.3 Life stage and its sub-categories
Open - Furtive

Disclosure /
Family

Extrinsic Z Employment

Life changes
Life Stage /
Age
Intrinsic
Emotional Future

Regret

Health
Invincible

Physical
perception “Vulnerable

a. Disclosure. Once a younger person has started to smoke there is a concern over
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disclosure, or of others finding out about this new behaviour. One mechanism is comparing
themselves to other smoking siblings; actions to hide their own smoking behaviour enables

some smokers to position themselves as ‘clever’ smokers in comparison to their siblings:
p g

SP6L69-72 “They knew my sister did but I was better at hiding it... my sister got caught
because she used to smoke out the window and stupid stuff like that. I would do it less
frequently but always out the house”

SP9 L187-188 “... you think you’re getting away with it with mouthwash and toothpaste and

stuff, but, but you know now that you obviously stink”

In this latter example, it is also able to see in retrospect the futility of this action, although at

the time it was thought to be effective.
As well as these strategies, smoking regularly was also encouraged by increased

independence and mobility at an older age (16 years) that limited the chance of being caught:

SP6 L83 “..I suppose no risk of getting caught if you’re 40 miles away or whatever”

This adds to a recurrent image of smoking being seen as an illicit behaviour. For some this

was not admitted to until an older age (21 years) and it is couched in terms akin to ‘coming

out’:

SP6L69-70 I had to tell my parents, I think it was my 21 birthday I told them” ]

However in some circumstances age is not enough of a driver to be honest with
others, Different parental attitudes have had an effect, especially for the gay participants, For
most of the participants, parental attitudes softened as the participant got older, but when that
parent holds strong religious views where smoking is seen as ‘dirty’ such views are enough

of an issue not to disclose their smoking:
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GP3 L61 “...she would probably react quite bad ... so it’s just not worth telling her”

For this participant who has stated that the coming out process was difficult due to the
religious views of the parent a parallel is seen with regards to smoking; the emotional effort
required would be too much to be honest with her.

b. Life Changes.

i. Extrinsic. As has been already been seen, changing circumstances have an effect on
many aspects of smoking. An important change for an individual occurs when leaving home;
mindsets change so that someone who may have been antismoking earlier now becomes more

ambivalent to the dangers:

SPI1L122 “.. I just wasn’t going to achieve anything by not smoking. If that makes

sense. I know I’'m not achieving anything by smoking but, I don’t know...”

Moving away from home also gives the freedom to change behaviour:

SP6 L11-13 ‘T had my first few at 12and I never properly smoked until I moved to London

when I was 18 or maybe 16 when I started buying packets of cigarettes instead of picking

them off the floor”
SP6 L102-103 “.. being able to smoke in a bedroom was a bit of a factor...So I probably

went up to about 15 per day yeah”

This geographical change not only gives the freedom over where it is permissible to
smoke but it also affects access to tobacco. As someone gets older and circumstances change

opportunities arise that encourages increased smoking:
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SP4 L173-175 “.. it is really more when I started going off to festivals and stuff like that am

going to gigs and going out. Y ou know, being able to go to a pub eventually when I was 18

and stuff like that”

In a similar way, having left home smoking increased in the short term at least:

SP6 L95-97 “There were times when I would wake up to have a cigarette and then have

one with breakfast all that sort of stuff, but now I'm a bit calmer about it”

There is a sense of the freedom someone experiences on first leaving home which eventually

subsides.

In such a variety of situations it appears that despite previous internal mechanisms for
not starting to smoke and lack of susceptibility to external influences such as peer pressure,
what has changed is exposure to external pressures. This is especially the case with the
pressure of changing routines. Despite realising that there is nothing tangible to gain from

smoking the effect of nicotine addiction is invoked to attempt to explain his habit:

SPI1L135 “...obviously I am addicted now and I know that because I wake up and I, you

know, need a cigarette really”

The pattern is set and repeats itself as one gets older and life changes are experienced;
such factors increase the number of cigarettes smoked and the consequent effect of nicotine
exacerbates this need to smoke. This continuing increase reinforces what was found earlier in
relation to the participants’ understanding of nicotine addiction. As well as this addiction

there is also an inevitability expressed that consumption will increase:

SP9 L203 “..you know, you build up a tolerance and your body demands more

nicotine”
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What is remembered is starting smoking and gradually increasing consumption over

the initial years although the rate smoked could also be situational:

GP4191-93 “..overthe years it has obviously increased... and years from that it has easily

been 50-60 per day”

There appears to be an implicit assumption that increasing the number smoked is inevitable,
although the addictive effect of nicotine is not mentioned. These statements illustrate that the
control of the smoking is being passed from internal mechanisms to external mechanisms that
act upon the individual, moving control away from the person, the subject, to the addictive
nature of the cigarette, the object.

Other life changes affect smoking behaviour; someone with an interrupted smoking
career began smoking tobacco products in alternate formats at later age, but not cigarettes

until an even later age:

SP5 L48 ‘1 stopped smoking a pipe at around 13 or 14... I didn’t smoke anything else

until I was around 19”

This also coincided with moving to the UK from overseas:

SP5 L49 “When we moved to the UK I tried my first joint... but then again I never

smoked cigarettes”

The idea of the effect of the macro culture is also raised. Pub culture has historically made

smoking almost a prerequisite of going out and is recognised by a non-British participant:

SP5 L211-214 “the biggest change that I noticed when I first came over here is how many

people smoke in pubs...Y ou go to the pub, have a drink and you smoke. It’s all tied together”
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Such socialising is also seen as an excuse for increased numbers smoked:

SP4 L306 “it’s usually if I binge, if I chain smoke whilst drinking or when I’'m out or

something like that”

In the former statement, while an analogy may be made with bar culture in this participant’s

home country (the USA) there is still a recognisable difference between the two cultures:

SP5 L22]-223 “I can remember going to bars in the States... and it didn’t seem to be that

smoky or that many smokers. And I myself wasn’t smoking then either”

This last statement adds weight to the comment as the implication is that a non-smoker as he
was then is more likely to notice smokers and smoking.
The situation, typically socialising, is also important to an increasing volume of

cigarettes smoked, up to 50 per day, for gay participants:

GP4 L98- 100 “1 did a lot of clubbing a few years ago, for about 2 years... ”
GI2 L106-109 “I'm not a very heavy smoker and although when I'm out I can get through

quite a lot normally up to 20 to 30-it depends how long I'm out for. It's as if there's a need for

it while I'm out...”

Maintenance is not due to social pressures to smoke but because the social setting, for

example clubbing or gigs where most people smoke, make it difficult to stop. It is also seen

as a sociable thing to do rather than due to need:

GP2 L173-175 “It's not a case of going out especially to smoke -of course you're going out for

one but the act of going out for a cigarette is much nicer when it's a social thing you know

what I mean?”
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It is also the norm in this group:

GP2L178 “..it’s just part of what we do”

Although some people feel in control when they go out with non-smoking friends

there is the realisation that when out with these people this may not necessarily be the case:

GP2 L191-193“..it is a bit of a struggle yeah, sometimes when I want to smoke I say ‘let’s

go to the next pub’ because I know when we go to other places I can sneak a cigarette in”.

Despite this strategy there is also the realisation that the need for a cigarette can be

over ridden in favour of the social need:

GP2 L200-201 “Y ou hold off — it’s a bit uncomfortable but I can do it because I'm with my

friends and I want to hang out with them”

For others there is no set pattern to their smoking pattern:

GP5L85-87 “..it’s fluctuated over the years...it’s gone up and down, I've stopped and

then I started again, like it turns full circle”

This shows how smoking is dependent on a wide number of intrinsic physical and

emotional factors, e.g. mood, and also extrinsic fluctuations, e.g. the weather:

GP1 L574-577 ... it’s just an association and it’s ... umm I mean for an example when I go
back to Paris I love walking down the streets with a red Marlboro or a white Davidoff and I
feel ‘hey I’'m in Paris’ that’s cool, it’s all good and I suppose that’s part of it too —

insignificant things really... ”

This helps to illustrate how some people are led by mood and emotions, not just the
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habit and addictive nature of the behaviour, to encourage maintenance of the behaviour:

GP1 L64 “Today’s a good day. I haven’t smoked much, no. Mainly because I am very

hung over”

Although he does not want to quit he still refers to this as a ‘good day’ that indicates
conflict with continuing this behaviour. This is also shown by comments regarding the fact

that all his social group smoke:

GP1 133-135 ‘So I find smoking pleasurable... I'm surrounded by people who smoke...It’s

a vicious circle”

In comparison to those who see their consumption increasing, as well as the direct
impact on a potential decision to stop smoking for some smokers bodily feedback also helps

to limit the number smoked. These limits are helped by the recognition of the physical effect

of smoking:

SP5 L306-308 ... if I smoke more than 5 or 6 a day I will think ‘wow, I've had enough’
because it starts hurting the back of my throat”

SP6 L344-345 “when you have too many it just goes down really badly and you think ‘no,

this isn’t worth it’”

This implies a value judgement on their behaviour that may or may not be enough to proceed

with the behaviour. This enjoyment rather than need also indicate a degree of control over the

habit:

SP5 L316-317 “I enjoy it and ... 1 think I can control it to the point of not smoking any more”

SP6L131 “I think I do really enjoy it and that’s it”
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