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A. introduction

1. Background and objectives

Smoking during pregnancy is linked to numerous health and development risks for the unborn baby, but many women, and partners of pregnant women, continue to smoke during pregnancy.  Three creative routes were devised with the aim of encouraging people to stop smoking during pregnancy.  Each route incorporated a poster, a leaflet aimed at women, and a leaflet aimed at smoking partners.  Research was required to explore reactions to this material, to identify the route with the greatest potential to change attitudes and behaviour, and to inform the development of this route.

In addition, material was devised for use by midwives during or at the time of the booking appointment, to help them to explain and discuss the dangers with pregnant women.  Research was also required among community and stop smoking specialist midwives to evaluate this material.
2. Method and sample

Twenty paired-depth interviews were conducted with members of the public, as follows…

· 12 pairs with pregnant women who smoke
· 3 pairs with smoking partners of non-smoking pregnant women
· 3 pairs with smoking partners of smoking pregnant women
· 2 pairs with non-smoking partners of smoking pregnant women

Women (and partners of male respondents) were at various stages of pregnancy, but all had had their first ultrasound scan.  All respondents were routine and manual workers; ages ranged from mid teens to late 30s, as follows.
· women:

· 2 aged 15-17

· 5 aged 18-20

· 6 aged 21-25

· 8 aged 26-30

· 3 aged 31-40

· men:

· 12 aged 20-29

· 4 aged 30-39

In addition, 6 individual depth interviews were conducted with midwives, as follows…

· 4 with community midwives

· 2 with stop smoking specialist midwives

Fieldwork took place in London, Birmingham and Newcastle, and was conducted by Lisa Malangone, Karen Miller and Ben Toombs. Moderators were gender matched with respondents in all the public interviews.
B. public sample FINDINGS
1. Smoking behaviour
Most respondents expressed familiar views on smoking in general.  Smokers tended to feel that there is greater pressure on their smoking than there used to be, with increasing intolerance from non-smokers and decreasing opportunities to smoke in public since the ban.  For their part, most non-smokers agreed that smoking in public is becoming less acceptable and less convenient, and approved of this.

“It does make it easier now you can’t smoke in restaurants and bars.  I definitely smoke less… you don’t want to go out and stand outside and be the unsociable one.”

PD6: female, 21-25, smokers, South

Outside pregnancy, smokers tended to smoke around their partners 
in public, whether or not their partners were smokers as well, and 
generally said that their non-smoking partners accepted this.  Within the home, arrangements about where and when smokers can smoke tended to have settled down, often after some to-ing and fro-ing between smokers and non-smokers.  These arrangements tended to have resulted in smokers smoking outside or in the kitchen with the window open, to prevent the house from smelling, to avoid exposing children to secondhand smoke and to avoid setting children an example.  Non-smokers tended to accept this: although they would have preferred their partner not to smoke, they had realised that 
they could not push their partner any further, and they tended to have given up nagging or trying to persuade them to quit.

“If you have got a baby out you don’t smoke in its face and you try not to smoke around it.”

“That is the weird thing with my wife, she won’t smoke around the baby.”

“But she’s smoking with a baby inside her so it’s a contradiction, isn’t it?”

PD16: male, 20-29, non-smokers, smoking partner, South

Pregnancy had changed these dynamics in some cases, but not all.  Women reported various influences on their smoking which pulled them in different directions.  Positively, from a quitting point of view, all knew that it is bad to smoke during pregnancy, and that they should 
not do it (although few knew why it is bad).  Most also felt guilty about smoking, and felt ‘under surveillance’; many hid away when smoking as a result.  Some had supportive people around them who encouraged them to quit or cut down at this time.

“I would not smoke in the street or when I am pushing the buggy – we are sort of in the closet smokers!”

PD9: female, 26-30, smokers, South

On the other hand, a few reported that they had been told by midwives that the stress of giving up now would be bad for the baby (this was at least what they believed the advice had been).  
“When I went to appointments she would ask if I smoked and how many I smoked a day and obviously she said she’s not going to preach to me because it’s life and people do but to try and cut down but not to dramatically stop completely because it would put myself under stress and strain by not having the nicotine.”

PD6: female, 21-25, smokers, South
More commonly, smoking was seen as ‘me time’, a way of dealing with stress, especially if they had other children: defensive arguments such as ‘I smoked last time and everything was fine’, and ‘my mum smoked and I’m OK’ were widespread.

“Once [my son] is in bed, I like to sit in the garden and smoke and chill out.  I know it is bad, smoking when you are pregnant, but that is my little vice.”

PD9: female, 26-30, smokers, South

“I was pregnant with my oldest so I cut down to four a day; when I got to six months pregnant I stopped.  But this time round I’m finding it quite hard because I’ve got stress of the five year old.  I have cut down though, I was smoking about ten a day but it’s down to about four or five a day now.”

PD12: female, 31-40, smokers, South
“If you smoke you’ll have small babies – mine have all been from 8lbs to 10lbs.”

so that makes you question what you’ve been told?
“Yes.”

“Not one of my children have got asthma.”

PD8: female, 26-30, smokers, Midlands

“I know loads of girlfriends that smoked whilst they’ve been pregnant and they’ve all had healthy kids.”

PD6: female, 21-25, smokers, South
As a result of these types of influences, most women in the sample had cut down the amount they smoked since becoming pregnant, often considerably, but had not quit.  Some wanted to quit altogether; others did not want to go this far, in part because of the pressures to smoke described above.
Among male respondents, the effects of pregnancy varied not least because of the range of circumstances covered by the sample (different combinations of smoking and non-smoking partners).  Almost all non-smoking men had tried to persuade their smoking partners to quit, or at least to cut down, often in strong terms – many reported having rows about this.  These respondents had not always been successful: the most common arguments used against them tended to have been ‘you don’t understand how hard it is to quit’, and ‘I smoked before and the baby was fine’ or ‘my mum smoked and I was fine’.  
But most felt that at the very least their partners had been made to think about their smoking – demonstrated by the fact that they often hid away to smoke rather than smoking openly.
“I think she knows that she shouldn’t [smoke] but what can I do?  I can’t physically force her… hiding the fags and hiding all the lighters… it doesn’t work so I just let her get on with it now.”

PD16: male, 20-29, non-smokers, smoking partner, South

Smoking men with non-smoking pregnant partners had all had pressure put on them by their partner to quit or cut down, and certainly not to smoke around her while pregnant either in public or at home.  Almost all said they have heeded this; some had indeed cut down, while others felt they were being sufficiently considerate to their partners and unborn children by moving away to smoke.

“I don’t want to smoke around her because I don’t want to affect my baby’s health.  I try and get out the room.”

PD18: male, 30-40, non-smokers, smoking partners, Midlands

Arrangements in relationships in which both partners smoke tended to have been affected least by pregnancy.  One or two men said they and their partner had taken the opportunity to cut down and even to try to quit together, but the following dynamic was more common.  First, the man asks woman to stop smoking when pregnant, but does not see why he should stop himself.  The woman then accuses man of being hypocritical for not trying to stop himself, and uses this as a reason not to stop.  But the man does not want to stop sufficiently (or does not understand why he should) to break this vicious circle.  As a result, smoking levels among couples who both smoke had often not changed significantly in pregnancy.
“I tell her, ‘You shouldn’t smoke’ but it’s difficult really… For me it’s the pot calling the kettle black.”

PD20: male, 30-40, smokers, smoking partner, Midlands

“I have many times said to her, ‘Do you not feel embarrassed walking down the street with a fag and people are looking at you thinking you’re pregnant and smoking?’  She just doesn’t care.”

“Yeah but then you’re walking down next to her smoking, aren’t you?”

“If she weren’t smoking I wouldn’t smoke either.”

PD14: male, 20-29, smokers, smoking partners, South
“It’s hard, he says you should give up but I say I can’t give up if you don’t give up because you’re going to be smoking still in the house but we’ve both said that when the baby comes we won’t smoke in the house.”

PD6: female, 21-25, smokers, South

Overall, therefore, women in this sample had changed their smoking behaviour as a result of pregnancy more significantly than men – most had cut down – and the smoker in a mixed relationship (one smoker, one non-smoker) had usually cut down or changed the way he or she smoked as a result of pregnancy.  Smokers in smoking relationships (two smokers) had often not changed the way they smoked, however.  Following this pattern, smokers in smoking relationships were least likely to be affected by the creative material they were shown, whereas it was often well received by those in mixed relationships. 

2. Awareness of the dangers

Almost all respondents, male and female, knew that it is ‘not good’ for women to smoke while pregnant.  Understanding of why it is ‘not good’ was poor across the whole sample, however.  This lack of understanding was demonstrated on two levels: what the contents of smoke are, and how they reach the baby; and what the effects of smoke on the baby are.

“They say you may have a smaller baby but nothing really dramatic.”

PD6: female, 21-25, smokers, South

The direct connection between mother and baby which makes a mother’s smoking dangerous was obvious to most (men and women), even if they did not really understand it.  Respondents knew that smoking is bad for the smoker’s health, and that children are vulnerable to secondhand smoke.  They could therefore conclude rationally that a mother’s smoking was at least as bad for her unborn baby as it was for any children nearby who could breathe in secondhand smoke.  But in reality, the fact that they could not see and empathise with the unborn baby significantly undermined this conclusion, and meant that the health risks to it were often less obvious and less top-of-mind than the health risks to children.  This was true of both men and women, but especially men.

The connection between a partner’s smoking and risks to his unborn baby was even harder for both men and women to see.  Any risks obviously came from the mother’s inhalation of secondhand smoke from her partner, but since they were fairly relaxed about this from 
the mother’s point of view (see above) and could not see the unborn baby (unlike children), the dangers to the unborn child were often not top-of-mind.  Moreover, those men who did recognise the dangers to their unborn child almost always felt it sufficient to remove the secondhand smoke by smoking elsewhere, rather than feeling that they ought to quit.

These points help to explain the vicious circle noted by smokers with smoking partners.  Neither partner wanted to break the circle because the risks to the unborn child were not salient enough to persuade both to try to quit together.
3. Attitudes to smoking and pregnancy

A spectrum of attitudes towards smoking and pregnancy emerged among both men and women which seemed to have relevance 
to respondents’ preferences between the creative routes.  Broadly speaking, three ‘types’ of smoker can be identified.  
The ‘least engaged’ (some men and a few women) had given little thought to the dangers of smoking, either to themselves, other people or their baby – they recognised risks if presented with them, but did 
not think of these for themselves.  These respondents thought the most effective approach would be something hard-hitting and informative 
to shock them; they expected something akin to other anti-smoking ads (although these had clearly not worked for them).  

The ‘middle ground’ (most men and many women) knew that smoking is bad for the unborn baby, but not why, and had brushed this thought under the carpet because of the various factors in favour of smoking described above.  They wanted to see something clearly related to pregnancy that dragged the dangers of smoking at this time (which were recognised but had been suppressed) back to the surface.  

The ‘most engaged’ (a few men and many women) knew that smoking is bad for the unborn baby and consciously wanted to quit for this reason, but did not know why smoking is bad.  These respondents wanted to be told why smoking is bad for the unborn baby, and in this way to be given a nudge towards quitting.  
The influence of these attitudes to smoking in pregnancy on views of the creative routes is described below.
4. Response to the creative routes

4.1 Overview

Reactions to the three routes (each comprising a poster and two leaflets) were not entirely consistent across the whole sample: all three routes received support from some respondents, and from some identifiable sectors of the sample.  This was partly because each route addresses the issue of smoking in pregnancy from a different angle, appeals to different emotions and raises different arguments for quitting.  But it was also due to varying views on the routes’ clarity of message, relevance, tone and potential impact, and varying beliefs about whether the posters and leaflets should be hard-hitting, informative, emotional, supportive, resonant etc, and whether the first focus should be on pregnancy or smoking.

Broadly speaking, Scan emerged as the most preferred option at the middle of the attitudes spectrum described above – those who knew smoking was bad for the unborn baby, but who had brushed this fact under the carpet.  Poisons was preferred at the two extremes, albeit for different reasons, and Secrecy was liked by some men who recognised this behaviour (women hiding away to smoke) in their partners and thought this route would resonate with them, but it was rarely liked by the women themselves.
4.2 Scan concept
4.2.1 Overall
This route (poster and leaflets) had a number of strengths.  It is immediately clear that the subject is pregnancy, which was expected to ensure that it would be noticed by pregnant women in particular, but also their partners (at least during the pregnancy).  Linked to this, it does not reveal the subject of smoking immediately, which heightened the contrast between positive feelings about pregnancy and babies, and negative feelings about the risks of smoking.  At the same time, however, it is clear and quick in its communication – respondents could take in the poster’s message at a glance.  Finally, the poster seems to be equally resonant for women and men.
There were also weaknesses, for some respondents.  The poster does not give enough immediate information about why smoking is bad for the unborn baby to satisfy those who want to see this.  Along the same lines, the route is not hard-hitting in the familiar anti-smoking sense, and it focuses on pregnancy rather than smoking.

“They have got to be more wordy with this, what the risks are, that is what I think they need to do.  That is just not giving anything, just showing you a baby.”

PD3: female, 18-20, smokers, South

As noted above, this route was preferred by those in the middle of the attitude spectrum, who wanted an emotional shock to drag the idea that smoking is bad back to the surface.  It was less well received by those who wanted something hard-hitting and informative to shock them (mainly the least engaged), or who wanted to be told why they should quit (the most engaged).
“That makes you feel really bad.”

“They are so innocent, yet they smoke.”

“You know you are pregnant and you have a baby in there but you don’t see it, you sort of forget you have even got it half the time because you are running around after your others and it is not quite showing yet.  But I think seeing that – if it was a scan picture – then it would hit me.”

PD9: female, 26-30, smokers, South

4.2.2 Poster

All respondents could imagine how the mocked-up scan image would look in its final form – all were past the 12 week stage of their (or their partner’s) pregnancy, and had seen scan photos for themselves.
In most cases, respondents’ eyes were drawn first to the image of the baby, and most men and all women felt that this would make the poster stand out for them at this stage of life.  This image placed the initial focus of the poster on pregnancy, rather than smoking.  Although this made the poster relevant and noticeable, it could work two ways.  
For most, the smoking message, when recognised, was timely and urgent (unlike more generic anti-smoking messages) as it was clearly linked to pregnancy.  For some, however, the smoking message was not clear enough, and risked being missed, especially as the baby looked healthy: some men who were least engaged with their partner’s pregnancy felt they would not pay enough attention to a poster with this image to take the smoking message on board; and some women thought that other people who did not pay the poster enough attention would miss the smoking message – although most thought that they would pay attention, precisely because of the image.
“Having a cigarette in the baby’s mouth, that would really hit home.”

“It’s just like them smoking then, isn’t it?”

“You wouldn’t have to read all this and then get to the point, you’d see it with your eyes.”

PD7: female, 26-30, smokers, South

“Put a cigarette in there… [or] if this was all smoke you’d look and you’d think, ‘Oh God, is that a baby in a womb full of smoke?’  That would be shocking.”

PD6: female, 21-25, smokers, South
Respondents then looked at the four words: ‘smiles, blinks, yawns, gurgles’, which drew an emotional reaction from most and made the unborn baby seem more ‘real’ for men in particular.  Of the four, ‘smiles’ was the most emotive for most respondents, and it seemed that the impact would be reduced without this word; some questioned whether an unborn child would yawn or gurgle, but not smile or blink.  
“I don’t like the gurgles.”

“What, it’s gurgling when it’s inside the mum?”

PD14: male, 20-29, smokers, smoking partners, South
‘Kicks’ and ‘stretches’ were suggested as alternatives, as men with partners in the later stages of pregnancy could see the kicks, and women often said they felt most connected to their baby when they felt it kick – indeed, some said they would put their cigarette out when they felt a kick.  None of the four words was queried by midwives, who generally did not really know what an unborn baby does (in this sense) in the womb, and none seemed overly emotive, or too ‘hard’ in the context of an anti-smoking ad.
Respondents then looked down to see ‘and smokes’.  The contrast between this and the emotive words above had a significant impact for many women and men.  For many respondents, this impact was enough to make the point that smoking is bad for the unborn baby – the poster did not need to tell them why it is bad to be effective in this sense – but some, especially those at either end of the attitude spectrum, wanted to see more detail about why it is dangerous, and some questioned how the smoke could reach the baby.

“It makes you think, doesn’t it?”

“Because you don’t really think of what it’s doing to your baby, even though you should, you don’t think about how it might affect the baby.  It doesn’t really cross your mind every time you have a cigarette.”

“Baby smiling and yawning and then it just hits you.”

“That’s a kick in the teeth more than anything.”

“It’s made me think about it, it’s made me feel terrible.”

PD5: female, 21-25, smokers, North

“This is quite good, the child like things, and then it says, oh and smokes, and you think uuugh.”

PD7: female, 26-30, smokers, South

A few worried that the phrase ‘and smokes’ would be missed as it is positioned less prominently than the other words.  Some of these (including some midwives) thought that the poster would make more sense, and the smoking message would be less likely to be missed, if the image showed smoke or the effects of smoke in some way.  

“It’s obviously about pregnancy.  They are trying to tell you that the smoke is polluting the baby.”

“I would show that the kid was smoking as well, I think that would touch a raw nerve.”

PD13: male, 20-29, smokers, smoking partner, North
The poster’s tone was generally seen as soft and supportive, a reminder that smoking during pregnancy is bad, rather than a lecture about this.  But it also raised feelings of guilt among both women and men – these were seen as constructive, as an extra impetus to do something.  On seeing the Secrecy poster, some thought that including the endline ‘call us now to help you and your baby quit’ would add to this supportive feel and that it should be added to the Scan poster – and the idea of helping your baby to quit had emotional impact in itself.
“Well you just keep looking at that baby and you just think, ‘What am I doing to my own baby?’  That baby hasn’t asked to be put there in the first place.”

“You’re supposed to do the best for your children and smoking while they’re inside you isn’t the best start.”

PD12: female, 31-40, smokers, South

The Scan poster as it stands seemed equally relevant to and targeted at smoking men and women of all ages.  Both sexes said they would notice it and take note of it during the pregnancy – the image resonated with both men and women, and there was nothing in the text to alienate either sex.  The reactions of first-time mothers and respondents who had smoked through previous pregnancies were similar, although the former did seem to be affected more strongly than women who had already had children.
“It is emotive and it appeals to your more gentle side.  Automatically you see a baby and its, ‘Aaah, it’s a baby, it’s cute, how could you do that to a baby?’”

PD16: male, 20-29, non-smokers, smoking partner, South

4.2.3 Dads’ leaflet

As with the poster, this leaflet grabbed most male respondents’ attention immediately because of the image on the front – their partners’ pregnancy was at the top of their minds, and they were all familiar with scan photos.  Only a few with partners at the earliest stages of pregnancy, or who were least engaged with the pregnancy, did not find the image particularly relevant or engaging.

Almost all also identified closely with the phrase ‘Being a dad starts now’.  When it was suggested to them, they agreed that being a dad does start before the birth, but they did not yet see themselves as a dad to their unborn baby (even those who had children already), so the phrase made them think.

“Obviously from the slogan you can tell it’s something to do with your baby and obviously being a dad starts now, so that will trigger you to think, ‘Oh, I want to be a good dad’.”

PD14: male, 20-29, smokers, smoking partners, South

Again as with the poster, the cover of the leaflet does not clearly refer to smoking (one or two pointed out that the Smokefree logo gives this away).  This meant that respondents formed their own views of what ‘being a dad’ involved; these views varied, but most boiled down to being ‘responsible’.  Quitting smoking for the sake of the baby and their partner fitted with this idea that they should be responsible, and gave the message added resonance.  Alternatively, some felt that they would expect the leaflet to talk about fatherhood rather than smoking, which would make them more likely to read it in the first place and make the messages about smoking unexpected and therefore give them greater impact.
The copy for this route also seemed to resonate well with most men.  They did not feel like a dad yet, but they thought it would be important to be there for their children, and most seemed able to look forward to the time when they would kick a ball with their child, and imagined that this type of breakthrough would be an important moment in what it meant to be a dad.  Many did think of their partner’s bump as a protective bubble, to a certain extent at least, and the tone of the copy was widely accepted.
Few disputed the fact that smoke clings to clothes, hair and skin (this made sense when they thought about it because of the smell), and the fact about 85% of cigarette smoke being invisible was new and shocking for almost all men.  But it seemed in many cases that this shock was a reaction to the high number, rather than to any clear idea about what that number might mean.  Few connected these two facts to convince themselves that the invisible secondhand smoke on their skin and hair was endangering their unborn baby.  As noted, this was a difficult concept for most men to grasp, and one they did not want to grasp as they did not necessarily want to quit completely.  The connection therefore needs to be explained explicitly, with detail about how the smoke gets from the smoker’s skin to the baby, if it is to be taken on board and accepted.
4.2.4 Women’s leaflet

The women’s leaflet for this route was well liked.  It promised more information about why smoking is bad for the baby, which the poster was thought to lack; and it showed images of the baby and stages of development, which most women, especially first-time mothers, found interesting and engaging (and which few questioned).  The message about smoking was unexpected and often provoked a constructively guilty, surprised reaction.  ‘Baby’s book of firsts’ was an engaging and usefully misleading title (much like ‘Being a dad starts now’).

A few worried that the form on the back cover would be missed, and suggested that it should be placed on the inside back cover.  Some also thought that the blank front cover they were shown looked a little bland – they suggested that the image on the poster might be used.
4.3 Poisons concept

4.3.1 Overall
The main strength of this route was that it clearly shows the contents of smoke in an eye-catching and (for most) easily comprehensible way – none questioned the truth of this information.  This was effective for those who had thought least about the dangers of smoking in general, and/or who thought the ads should be hard-hitting and focussed on smoking, and those who were well aware of the dangers and wanted to be given a nudge to make them quit.  
The route had weaknesses for a number of respondents, however.  The visuals were thought busy, so that it was not immediately clear what the point was, and the weaker focus on pregnancy made the poster and leaflets seem less immediately relevant or important than Scan.  For some respondents, the chemicals shown were simply too unfamiliar or complex-sounding to resonate, and the route seemed hard-hitting rather than supportive – many respondents preferred the latter approach at this stage of life.
Perhaps most seriously, three of the six community midwives (the last three to be interviewed, so unfortunately this could not be followed up with the other three) felt that the ‘good’ products should not be shown in this way.  They said that the products are not appropriate for all women: folic acid is recommended for up to the 12-week stage, but not afterwards; iron is prescribed by doctors only if necessary; multivitamins contain vitamin A which should not be taken in excess.  They also felt that focussing on supplements risks undermining messages about the importance of nutrition and healthy eating – in this sense, showing fresh fruit and vegetables would be better.
“I would prefer it if you took something like your fruit, your vegetables, your healthy foods, rather than tablets… you’re talking about tablets being good, you don’t see any tablet in pregnancy as being good… folic acid is only recommended in the first three months.”

Specialist midwife, London

4.3.2 Poster

The information in this poster was new news to many male and female respondents: they had not known that cigarette smoke contains these chemicals, and thus had not thought that their baby would be taking these in when they smoked.  Others, however, often in the older half of the sample, had heard it all before (at least as far as the dangers to themselves were concerned).  

“You don’t realise what’s in a cigarette.”

so is that new information?
“Definitely.  It’s not on a cigarette packet.  They only give you the levels of nicotine and tar.”

“It does make you think.  Obviously all you want for your child or your unborn child is goodness and then when you actually think of what is in a cigarette it doesn’t make you want to have another one.”

“I’m shocked with what’s in a cigarette.”

PD6: female, 21-25, smokers, South

Many of the chemicals themselves were unfamiliar to most respondents.  This did not matter to some – it was the principle that counted, and they recognised enough for the point to be made.  But others, especially men, found that the chemicals they did not recognise had little impact, and that the impact of the poster as a whole was reduced if they recognised only a few.

The impact of the poster was largely determined by the novelty and resonance or familiarity of the chemicals (and thus the shock of learning about them), and the extent to which this information was linked to the unborn baby rather than the smoker.  
Immediate understanding of the poster’s message was often hampered by the amount going on in the visual – it took some respondents some time to assimilate all the information.  Many looked first at the bottles in the middle of the page without seeing the top shelf.  Their immediate impression was that this is a poster designed to highlight the dangers of smoking in general – especially if they did not already know that smoke contains these chemicals and became focussed on this information.  Most did eventually connect the message to pregnancy when they saw the top shelf and the words beneath, but since the focus of their interest was on smoking rather than pregnancy, the message often seemed less urgent and immediately relevant.  More generally, many thought that the poster would not stand out for 
these reasons – it is too busy and not sufficiently clearly related to pregnancy to be eye catching.

“I didn’t know all that is in there.”

“Not the words anyway, you know the tar word but I wouldn’t have known any of those other ones.”

PD9: female, 26-30, smokers, South

On a rational level, the poster was thought to be aimed at women only, but it seemed to resonate on some level with a number of men as well.  Most women had little difficulty relating the poster to smoking in pregnancy (eventually at least).  Those for whom it was effective tended to find the information new and shocking, and a partial answer to why smoking is bad for the baby.  Their interest in the information meant that they looked at the poster carefully enough to recognise the link to their pregnancy fairly quickly; as noted, this either gave them a jolt if they had not thought about the dangers at all, or a nudge towards quitting if they were aware of the dangers but not the specifics.

“It makes you feel a little bit guilty.”

“I have never actually looked at the ingredients.”

“No, the only thing I know that was in a fag was tar, but my mum always says to me, ‘If ever you are going to smoke a roll up, put a little filter in because otherwise you have all that tar.”

“It makes you think, yeah, maybe we should give up.”

“Makes you think that I’m putting all that into my body, my baby is in my body, therefore my baby is taking all that from my body.”

PD3: female, 18-20, smokers, South

“I do think that’s good because it shows you all the things that are in cigarettes.”

“Look what it’s doing to your baby, all the bad chemicals, just horrible really when you think of all that in cigarettes.”

“I knew tar but I didn’t know about the others.”

“It’s a bit scary.”

PD7: female, 26-30, smokers, South
Those for whom the information was familiar, however, or who had erected defences against quitting (the middle of the spectrum described above) did not tend to find the poster so motivating.  If they knew about the chemicals, they became blasé about the message and did not pay enough attention to recognise the link to pregnancy quickly.  If they had erected defences, they did not feel that the information was sufficiently clearly and immediately related to pregnancy to give them the emotional shock necessary.

Few men knew about the contents of smoke, so the information in the poster was new and shocking to most of them.  But they were much less likely to see the connection to pregnancy than the women, partly because they were less alert to this and partly because the shock of learning about what they were breathing in themselves was so strong.  Many men therefore took out a message about the dangers of their smoking to themselves, rather than the baby; if they did recognise the pregnancy message, they felt that the top shelf and line at the top directed the poster towards women rather than men, and that it was not clear from the poster how their smoking would damage the baby.
4.3.3 Dads’ leaflet

The format and visuals for this leaflet were engaging for most men, but its message and even the basic subject was often unclear.  The front cover gave little away – it was not thought to relate at all to smoking or pregnancy, or to be especially engaging in itself, and many thought they would not look at it for this reason (although some thought that adding the Smokefree logo might help to resolve these issues).  The inside pages were visually more engaging, but the most powerful message was often taken to be ‘this is what you are putting inside yourself’, rather than ‘this is what you are giving your baby’.  This seemed to be because the line connecting the chemicals to pregnancy was not noticed, either because it is small and recessively placed on the page, or because many respondents opened up the leaflet completely, rather than partially, and thus missed it altogether.

Reactions to the copy mirrored those for Scan: the content resonated, but the argument that it is not sufficient to move away when smoking was not made explicit enough to be convincing.
4.3.4 Women’s leaflet

The women’s leaflet was much better received than the men’s, and it often made the point about dangers to the baby more clearly than the poster.  To begin with, the front cover made it clear that the subject was about pregnancy, which made the leaflet engaging and relevant from the start.  Inside, the bad chemicals and their connection with smoking and pregnancy were easier to take in when revealed gradually than when presented all at once (as in the poster).
The line ’quitting smoking is good for your baby’ was effective for most, as quitting for their baby was more motivating than quitting for themselves.  The format was thought novel and interesting – engaging without being too heavy or wordy – and all thought they would notice the form for the DVD, although a few thought the leaflet would be a bit too big when opened out fully.
“I love those words, that quitting smoking is good for your baby and good for you because really we should be putting our children first.”

PD9: female, 26-30, smokers, South
4.4 Secrecy concept

4.4.1 Overall

The idea of hiding outside to smoke while pregnant resonated with a number of women and men – many women and partners of male respondents did this.  But this route rarely had much impact among women, and although it was better received by some men, this was on behalf of their partners rather than for themselves.  
“You do in the evenings, you need ten minutes on your own.  I shut the back door and sit in the garden puffing away.”

PD12: female, 31-40, smokers, South
Those men who liked the route imagined that it would hit home by tapping into pregnant women’s guilt about smoking in secret, but it was undermined for most by uncertainty over the message and the lack of a clear argument to back this message up, and it meant very little to men as far as their own smoking was concerned

4.4.2 Poster
Most respondents were confused and uncertain about various aspects of this poster.  It was unclear to many whether the figure was a man or a women (both men and women thought it could be a fat man); neither were they sure about who else ‘knows you’re smoking’ – it could be children, partners, unborn babies or others.  Third, many respondents were unsure why someone else knowing that you are smoking was a bad thing – the ad often brought the recent ‘Wanna be like you’ campaign to mind, which reinforced the association with children, not unborn babies.  Some respondents could not relate to the image as they did not live in a house with a garden.

“This one obviously is saying a message that you’re not the only one who knows you’re smoking, so that’s fine, so why is she outside?  So she could just be sitting in her own home.  When I first looked at it it makes you think of that advert where’s she’s not pregnant but she’s just smoking.”

PD6: female, 21-25, smokers, South

“That to me would be like an image of lots of kids watching you or somebody else watching you from inside, it is not getting the message across that… your baby knows you are smoking as well and it is affecting them.”

PD4: female, 21-25, smokers, Midlands
The general reaction from women, therefore, was ‘so what’ – the poster seemed to lack emotional and intellectual impact because it told them nothing new and gave them nothing to engage with.  
“I personally can just see a pregnant woman smoking but it is not showing you any dangers of it really, is it?”

PD4: female, 21-25, smokers, Midlands

“That is just naff.”

“I personally think it’s rubbish, it doesn’t tell you anything, the only thing you know about is the title, that’s the only thing that is telling you something about smoking.”

PD5: female, 21-25, smokers, North

Men were a little more sympathetic, and imagined that it would be better received than this by their partners, but there was nothing in it for them because if they thought the figure was a fat man, the message had no resonance (see below), and if they thought the figure was a pregnant woman, the poster was clearly aimed at women, not them.

“I think a lot of people will relate to that, ‘Oh, I think I’ll go and have a fag out the back, don’t want everyone to smell it, don’t want the house to smell like it…”

PD16: male, 20-29, non-smokers, smoking partner, South

“That is what they do!”

“To try not to let the house stink or so that the husband doesn’t smell the cigarettes.”

PD13: male, 20-29, smokers, smoking partner, North
One positive for this poster was the line ‘Call us now to help you and your baby quit’; this was liked by a number of respondents, and was expected to work well with other routes.
“I think it is good where it says about quitting smoking for you and your baby.  When you think about it, it is like a guilt trip really.”

PD4: female, 21-25, smokers, Midlands

4.4.3 Dads’ leaflet
This leaflet was confusing for most men, largely because the message itself was difficult for most to understand.  Most significantly, the cover did not explain the answer to the question ‘You think it doesn’t matter if you smoke outside?’.  As noted above, almost all men in the sample stood outside, or at least at an open window, to smoke when at home, both to stop the house smelling and because they recognised the dangers of secondhand smoke to children and their pregnant partner (if she did not smoke).  They were convinced that moving outside to smoke was sufficient, and while the cover suggested that this was not enough, it did not tell them why.  This made the cover intriguing at 
best, but more often it was misleading and confusing because as with the poster it brought to mind the recent ‘Wanna be like you’ campaign, and the immediate assumption was that it referred to the example the smoker was setting children.

Few knew or had thought that smoke sticks to the skin, clothes and hair, although this made sense to most when told.  But the idea that this smoke would be dangerous to others when they went back inside was difficult to grasp or believe.  Some could see that if they picked 
up a child or got close to their partner there might be some risk from this smoke, but the chances of smoke which had stuck to clothing getting inside their partner and then into their unborn baby seemed remote.  

As above, the copy did not explain the argument against smoking outside clearly enough to be convincing, although the line ‘is your unborn baby a smoker’ often had impact.  Given that many did not really want to quit immediately, and therefore needed to be given a compelling reason to do so, this argument cut little ice and they continued to believe that they were doing enough by going outside.

The additional section about quitting being helpful to a partner who is also wanting to quit was often a new thought (although it was only relevant to those with smoking partners).  It made sense to some, and gave them a reason to quit rather than simply move away, and was thought worth including on the final leaflet, whichever route is chosen; but it cut little ice with others whose attitudes were more entrenched. 
4.4.4 Women’s leaflet

The leaflet for this route was generally more successful than the poster, as it went into more detail and, crucially, it explained clearly who else knows you are smoking.  But it still lacked the emotional 
or intellectual impact necessary for most to find it engaging or motivating, and the line ‘we’ll help you quit smoking for you and your baby’ (ie, putting the mother first) did not seem as effective as putting the baby first.
5. Copy for the women’s leaflets

Most women wanted to see copy with a fairly hard-hitting tone and specific information explaining the dangers of smoking during pregnancy.  A mix of emotive language, bare facts and support seemed most appropriate: ‘tiny heart’ was widely thought to personalise the unborn baby and to appeal to the reader’s emotions; ‘4,000 chemicals’ was a shocking figure for those who did not know 
it, and ‘cigarettes restrict their oxygen supply’ described a plausible danger; ‘But that doesn’t make it any easier to kick the habit’ and the last line of Tone 1 were liked for being supportive.  
“I like the first sentence where it says, ‘It doesn’t make it any easier to quit’ because for some people it doesn’t.”

“Do you know what hit me most?  Cigarettes restrict the blood supply to their tiny hearts.”

PD9: female, 26-30, smokers, South

“I think if a woman is prepared to smoke while pregnant – because smoking is bad for you when you are not pregnant and if she is prepared to smoke while she is pregnant then she obviously needs something to hit her hard enough for her to realise that, ‘Maybe I shouldn’t be doing this really, and I do feel a bit rotten about it’.”

PD16: male, 20-29, non-smokers, smoking partner, South
“The tiny heart having to work hard to make up for it, that’s a bit sad.”

PD12: female, 31-40, smokers, South

Despite the desire for information, however, Tone 4 was often thought a little cold or overwhelming, and ‘anxiety’ was often not properly understood.

Overall, the most effective version seemed to be Tone 3, with the addition of the final line from Tone 1.  The non-smoking men who saw these leaflets tended to agree with this preference.
“It tells you about the oxygen and the toxic chemicals and makes you think twice.”

“And then you think their tiny heart has to pump really hard and that makes it more of an impact.”

“It tells you about restricting the growth and development and it has got a lot of figures there that make you think.”

PD4: female, 21-25, smokers, Midlands

6. Call to action and DVD

The call to action on the posters and leaflets was often missed, at 
least initially.  The posters were assumed to be making a point, and to be trying to persuade smokers to quit; the offer of support was less prominent.  The leaflets often had the form for ordering a DVD positioned recessively, so that it too was not noticed – on the back cover, for example.
When they did see the call to action, most did not pay it much attention.  Few appreciated that the helpline on the posters and women’s leaflets is a dedicated pregnancy line, for example, and few expected the DVD to be supportive.  In fact, almost all respondents, male and female, assumed that the contents of the DVD would be tailored to smoking in pregnancy, because of the focus of the poster or leaflet, and intended to persuade them to quit.  To this end, they expected to see facts about what smoking does to the smoker and the baby, graphic footage of damage and other hard-hitting material.  Few initially expected to see supportive messages and information, or advice on how to quit – the description of the DVD as ‘support’ was widely missed on the posters and leaflets.

“Something real, what is happening to your baby.”

“If you’ve seen videos of your baby suffering from the smoke, that would make me want to quit more than just advice on quitting smoking.”

“I think the emotional impact of seeing a baby suffer like that would give you a massive determination to get on and quit.”

PD18: male, 30-40, non-smokers, smoking partners, Midlands
“I think it would have eulogies and it would go through what the leaflet says.  It would have pictures of the baby in the womb, by smoking you’re causing this, that… and then if you need help you can call this number, website.”

PD12: female, 31-40, smokers, South

Most women, and many men, said they probably would send off for a DVD on the basis of what they had seen in the posters and leaflets, and what they expected the DVD to show.  
“That is good because you just have to send it off and do not have to talk to anyone to get the help.”

“You can send that off and get your DVD and nobody really knows.”

“I don’t know if I want to speak to anyone and that is why I think the DVD would be a good thing for me.”

“You can do it in the privacy of your own home.  You do not have to say to anyone, “Yes, I smoke this many cigarettes”.

“I don’t want them standing there and telling me off, I get enough of that from my mum.”

PD9: female, 26-30, smokers, South

When told that the DVD is supportive, rather than intended to motivate them to quit, most were as interested in it, if not more so – it seemed to offer something more than the material they had seen.  In light of this, it would probably be worth making it clearer if possible that the DVD is supportive rather than persuasive, and that the men’s DVD is not related specifically to pregnancy. 

“It might have little clips of women who have smoked and how this has helped them.”

“Or it could have shockers in it, like women who have smoked and had premature babies or had asthma or low birth weight.”

“But I think if it shocked you more people would be inclined to just turn it off.”

“Yes.  I think I would prefer it to be nice in a gentle way rather than scary.”

“I don’t think the DVD will be that harsh, I think it will be quite informative about how you can change things and what you can do.”

PD9: female, 26-30, smokers, South

7. Other material

7.1 Coupon

The idea of a coupon which would be filled in by the midwife was seldom preferred to that of a leaflet to take away from the booking appointment.  Few women could see much advantage in having the midwife fill the form in for them, and most were interested in the subject, and wanted some information on smoking and how to quit to take away.  

Most women said that they would read a take-away leaflet and send off for a DVD, especially if the issue of smoking had been discussed at the booking appointment and/or they had seen a poster, and those who wanted the DVD also wanted a telephone number they could call if it did not turn up.
7.2 Fridge magnet
Many respondents, especially those who were most motivated to quit already, liked this idea.  The two tips they saw looked useful and practical (especially the one about saving money), and the idea of tearing one off to reveal another was expected to provide ongoing and varied motivation.  Not all the tips on the pad were expected to be useful or relevant for everyone, but most women expected a good number to be appropriate for them, provided that a variety of tips is included.

Non-smoking male partners had no objection to the magnet being left on the fridge, and could see how it might help their partners to quit – although a few thought that the fridge would not necessarily be the best place for it, and that it should also have a sticky back.  Some men 
and women were less keen, however, believing that they would not take much notice of it.
“My fridge is full of paintings and stuff, I don’t think I would have enough room on my fridge... I don’t think it is the sort of thing I would use, personally.”

“When I have had fridge magnets in the past, I never look at them.”

“I am in a rush when I am in the kitchen, I haven’t got time, I just open the fridge and get what I need.”

PD9: female, 26-30, smokers, South

7.3 Wallchart

The wallchart was well liked by many women (often more so than the fridge magnet), but rarely by men.  Women liked the baby development side, and found that linking the idea of healthy development to the benefits of quitting smoking was encouraging and motivating.  They also liked the four weeks’ worth of tips, and seemed to relate this to the boxes charting the baby’s development on the other side – the idea being that quitting for four weeks and beyond aided the baby’s healthy growth.  Overall, the tone of the chart was seen as encouraging and supportive, not at all patronising or demeaning – phrases like ‘well done’ and ‘fresh air will taste lovely’ were seen entirely positively.

“That’s good.”

“It’s praising you really, isn’t it?”

“Well done, I am doing very well.”

PD3: female, 18-20, smokers, South

“I like it because it’s like it’s saying, ‘Well done, you’re doing it’, giving you a pat on the back.”

PD5: female, 21-25, smokers, North

Some women said they would be happy to put the chart up in their homes, and to refer to it frequently.  Others, however, would be reticent about this, as they were embarrassed about smoking while pregnant and did not want to put up something which advertised the fact that they were doing so.  Some of these women said they might put the chart up inside a cupboard, or use it without putting it up.  

“I wouldn’t put it on the wall.  I wouldn’t want people coming in and seeing it and thinking, ‘Oh, she smokes then’.”

PD9: female, 26-30, smokers, South

A number who would put it up wanted to see both sides at the same time; some suggested producing a calendar-style chart which might achieve this by positioning the development chart above the tips, perhaps with tear-off sections for the tips to reveal one week at a time.  Of those who thought they would have one side or the other facing out, most opted for the tips rather than the development pictures – and some said they would make their own notes about quitting on this side.

Men were much less enthusiastic about the wallchart than the women.  They were less engaged with the baby development side, and found it hard to relate the four weeks of tips to the baby’s growth; in general, they did not think it was aimed at them.  Most did not want something as large as this up in their homes – especially in a prominent place – but some could imagine that their partners would like it.
C. midwives FINDINGS
1. Smoking and pregnancy 
1.1 Caseloads
Midwives in this sample worked in diverse areas (some urban, some suburban) with mixes of affluence and deprivation.  All frequently saw women who smoked during pregnancy.  Most put the proportion of pregnant women they saw who admitted to smoking at between 1 in 10 and 1 in 5 (with higher levels in less affluent areas), although they were also sure that some women did not admit to smoking.  To counter this, most also said that many women they saw had given up smoking because of their pregnancy (although they expected the stress of early parenthood to make many of these start again after the birth – so-called ‘suspended smokers’).  All were sure that (as borne out by the public sample) most women know smoking during pregnancy is bad, but few women understand the risks to their baby. 

“I don’t think they know long term effects, they just think, ‘Oh, I will be alright, my mum did it’ or, ‘My gran did it’.”

Community midwife, London

1.2 Discussing smoking

1.2.1 Community midwives
Smoking during pregnancy was one of many issues community midwives had to advise women on as a matter of course – one of the standard questions asked at the booking appointment was ‘Do you smoke?’.   All said that most women listened to the advice they were given during the booking appointment, but they felt that a number of mothers did not take this advice on board or want to know about it, and that others were too swamped by the amount of information they were given at that stage to take real notice of it.

All had standard procedures to follow if a woman admitted to smoking; these varied slightly, but generally involved: recording the fact that she smokes on her notes; giving cursory information about the dangers of smoking during pregnancy; and giving information about local stop smoking services, taking contact details so that the services can make contact with her, or referring her to a stop smoking specialist midwife.  Most also had an NHS leaflet they could give to women who smoke, which goes into some detail about the risks.
None went further than this, however; for two reasons, all felt they had little scope for embellishment or further advice or encouragement.  First, the process described above takes place at the booking appointment (the first meeting between midwife and mother, in which a large number of issues have to be discussed).  This meeting can take over an hour, and time is pressured; smoking is only one of the issues to cover, and although most saw it as important, it was not an absolute priority.  Second, midwives wanted to build up a relationship with mothers, so that they could offer advice and reassurance effectively.  They knew that smoking was a sensitive subject for many, and did not want to come across as domineering or hectoring at the first meeting, so they refrained from pressing the point and stuck to the ‘official’ procedure.
do you feel you know enough to talk to women about smoking?
“There are so many other things that they want to know about that they don’t really want to know about the smoking… if they admit to smoking in the first place, which sometimes they don’t.”

what do you feel that your responsibility is?
“I just tell them the risks and then I move on, I don’t feel I have a responsibility at all.  I just think there is a lot of other stuff going on and it is all about choice.”

Community midwife, London

Perhaps ironically, it was the community midwife in the most affluent area (where smoking was least prevalent) who was most concerned about smoking, and spent most time on the issue with her mothers.  She typically saw women who were more articulate and had fewer issues to discuss, so the booking appointment was shorter and there was less to cover, and the women she saw tended to be more willing to discuss their smoking.  Midwives in less affluent areas, where smoking was more prevalent, had more to discuss at the booking appointment with women who were less articulate, so the appointment took longer and there was less time to spend on smoking, and smoking was less of a relative priority than it was with more affluent women.  On top of this, the women they saw tended to be less willing to talk about smoking in the first place.  

Despite this variation, however, most midwives found it ironic that they had to spend time on issues such as screening for medical problems, which potentially affect very small proportions of their caseload, at the expense of smoking which could have repercussions for a large proportion of mothers.
1.2.2 Smoking specialists

Mothers who smoked and wanted to quit were often referred to stop smoking specialist midwives, who might spend up to an hour with them on this subject alone.  These discussions would be in depth, involving material sourced by the midwives, information about why it is important to quit and advice on how to do so.  Advice from stop smoking specialists was said to change fairly often to reflect the latest thinking – a recent change has been to emphasise the importance of how mothers smoke (most significantly how deeply they inhale) rather than how many cigarettes they smoke, since deeper inhalation compensates for lower numbers smoked, so the damage is similar.
1.3 Training and equipment

Three of the four community midwives had received training from specialist midwives on how best to address the issue of smoking – although not always very recently.  The fourth simply followed the official procedure set out for the booking appointment.  All felt that talking about smoking required common sense and a professional ability to be sensitive and constructive, rather than domineering, and that they did not need specific training for this, but that training on specific issues such as the services available and which forms of NRT to recommend was useful.  None said that they had access to any specific material to help them to talk about smoking, apart from the NHS leaflet which they tended to hand over rather than discuss.

Stop smoking specialists did not receive regular training themselves, although they had qualified as smoking specialists in the past.  It was up to them to stay abreast of developments in thinking, and to communicate these to community midwives in training sessions.  It was also up to them to devise the structure and put together the information and material required for these training sessions.
2. Response to midwives’ material

2.1 Flashcards

All midwives liked the idea of flashcards that they could use as props to talk about smoking during the booking appointment.  They imagined that the cards would ensure that midwives did not forget any important details or subject areas, and that simply discussing smoking with mothers (as opposed to asking set questions) would help mothers to take note of and remember information.  Equally usefully, they felt that using cards would take some of the focus off the midwife, and make it easier to discuss a sensitive subject – they would suggest to mothers that this is something which has to be done, not something that the midwife has decided to put them through.

“I think that would be good… something like a card on a key ring.  I have got one of those for something else and they are really good when you forget, trigger points… I would probably have that in my little bag of tricks.”

Community midwife, London

Based on what they were shown, all midwives felt that the proposed flashcards would be effective.  They seemed short, snappy and informative, but also comprehensive in their coverage, and they contained information that some community midwives did not know such as which forms of NRT were appropriate (some wanted more detailed information about this from somewhere).  They looked as though they could be used to facilitate discussion with mothers, and were thought to give information which would be motivating and encouraging for mothers, in an easily digestible form.  Finally, the A5 size and key ring format looked convenient; the cards would need to be robust (and perhaps laminated) as they would be well used.
Few had significant comments about the information given by the cards, but one stop smoking specialist was concerned about asking the GP for more information about NRT.  She felt that not all GPs know what is appropriate, and that any advice they gave (even if it is wrong) would be taken as gospel truth by mothers.

Most midwives felt that they would probably spend about five minutes on the cards with smoking mothers – a significant amount of time given other commitments.  None said that they used anything similar to this at the moment with mothers, so the novelty for mothers would make the subject stand out.
2.2 Q&A booklet

A booklet giving answers to frequently asked questions was also thought useful, although a little less so than the flashcards.  Many of the questions were thought relevant – especially ‘My mum smoked and I’m all right’, ‘Is cutting down enough?’ and ‘What NRT can I use?’ – and talking about mothers’ needs was seen as just as relevant and appropriate as talking about the baby: it was the mother they were seeing, and the mother who would be asking the questions.
“This would be very good to have because we don’t get training… so it is quite helpful having these books where they give you ideas of approaching things differently and how another person might answer that question in a different way.”

Community midwife, Midlands

Midwives differed in how they thought they would use the booklet.  Some thought they would use it as background reading, in preparation for discussions with mothers; others thought they would use it during discussion, both as a prop (like the flashcards) and a source of information, and felt it would be useful to show mothers that they were not alone in having questions to ask.
The tone and language was generally thought appropriate for mothers – ‘placenta’ was expected to be widely understood, for example – and most liked the Q&A format.  One who would use the booklet as background reading would have preferred straightforward information about smoking in pregnancy; the others liked having the facts broken up in this way.
The booklet did have drawbacks, however.  A number of midwives thought they would not want or have time to read it carefully in their own time, as they had many other things to do already.  A couple also questioned some of the answers, and the ways in which the information was expressed.  They felt that the booklet as proposed would restrict them to giving these stock answers, and wanted more detail to enable them to answer questions as they saw fit.  This suggests that a booklet which gives more information in answer to the questions, so that midwives who want to read it in advance and use 
it to form their own answers can do so, but also retains a short answer for midwives who do not want to read much background detail or who want something to use during discussion and appreciate having a stock answer to give to mothers, is likely to be more useful, and more widely used, than the short answers proposed.
2.3 Training guide

2.3.1 Community midwives

Community midwives found it difficult to assess the guide on the basis of what they were shown.  They knew that stop smoking specialist midwives gave training (and most had received this training), but not how training sessions were put together.  
When told that training midwives had to design the sessions and pull together information themselves, most thought that a framework and signposts to recommended information would be useful.  The outline guide looked sensible in terms of its structure and coverage, although one missing aspect was the importance of understanding family circumstances and the pressures that influence a mother’s smoking, but all wanted to see more detail before passing real judgement – as it stood, it looked a bit basic and perhaps even a little patronising, but midwives were sure that an expanded version would be useful.  None was familiar with the ABC – Ask, Brief, Confidence – format, but it seemed sensible and intuitive.

Community midwives thought that they might well use the guide to train themselves, if the signposted information were easily accessible (on their intranet, for example), but it seemed that most would prefer training from a specialist, not least because of the time it would take to do it themselves.
2.3.2 Stop smoking specialists

The guide was welcomed by both stop smoking specialists for providing a framework and source of information that they could use for their training sessions.  Both said that the guide’s structure more or less followed the pattern of their own training sessions; its value was in formalising this structure so that sections were not missed out by accident, and signposting further information on the internet and in NHS and other documents.  They said that there is currently little 
help available to them in putting together training sessions, so a guide of this type would be useful.
Neither had come across the ABC format before, although this seemed sensible and intuitive (as with the community midwives).  One felt that there should additional sections to cover how to deal with women who do not want to quit (ie, persuade them to smoke outside to create a ‘smokefree home’), and the importance of how women smoke (how deeply they inhale) as well as how many cigarettes they smoke.
3. Response to communications material

3.1 Creative routes

Overall, the reactions of midwives to the creative material were very similar to those of the public.  All three routes were preferred by at least one midwife, and five of the six midwives were enthusiastic about their preferred route; one was more downbeat about them all, feeling that the material needs to be hard hitting (even more so than Poisons) if it is to be effective.
Three of the six (including both stop smoking specialists) opted for Scan, for the same reasons as described above, with a few provisos.  They all felt the poster image should show some evidence of smoke or the effects of smoke; and they all questioned the word ‘gurgles’ on the poster and suggested that ‘kicks’ or ‘stretches’ would be more appropriate.  One also thought it would be dangerous for the leaflet to say ‘kicks at 12 weeks’, as mothers cannot feel kicks at this stage and might worry that their smoking had stopped the baby kicking.  

“Where is the smoke?  What I am seeing is a nice, happy, healthy baby – that is all I’m seeing… I don’t actually see any indication of the smoke.”

Specialist midwife, London

“Apart from the gurgles, I don’t know, it is a noise and you can’t make a noise when you are in a uterus… but they do kick and hiccup.  They are bound to have facial changes.”

Community midwife, Midlands

“No, they don’t feel the baby kicking at 12 weeks… They can definitely smile… sucking their thumbs is another thing they always do… The first thing a mum wants to do is feel her baby move and that is generally about 17 weeks, although the baby may well be moving inside her, she is not going to feel it at 12 weeks.”

Community midwife, London

The Scan leaflet also has an advantage over the other two in that it does not prioritise quitting for the mother or the baby: one midwife felt that ‘quit for yourself’ should before ‘quit for your baby’ as mothers get bombarded with demands regarding their baby and feel neglected themselves; others felt the opposite, as did many public respondents;  Scan avoids this issue by not prioritising either.
“Putting the focus on the baby, it makes it look like she [the mum] is second best.  These women feel very put upon already… See, this is good, ‘helps you quit smoking for you and your baby’.”

Specialist midwife, London

One liked Poisons for being informative and shocking, but three had concerns about it.  These three were unhappy about showing supplements in this way, as noted above (although one did expect most mothers to know enough about supplements not to take the problematic message literally), and one also felt that unfamiliarity with some of the chemicals would undermine its impact, especially among people who do not speak English as a first language.
One midwife liked Secrecy for tapping into a truth which would be recognised by mothers; the other five felt it lacked impact and was confusing, as did the public respondents.

“It is effective, you are smoking but your baby is smoking with you.  I think women are embarrassed about smoking and I think they do know they shouldn’t be doing it, especially as their bumps grow.  They don’t do it in public places, they do it in their own homes... People do look down at you if you have this big bump and you are having a fag.”

Community midwife, London

With the exception of the ‘supplements’ midwives, none said they would have problems with giving out any of the leaflets or putting up any of the posters – the claims on the Scan poster, for example, were not contested, neither was the information in the leaflet copy.  Most thought that Version 3 of the leaflet copy (the hardest hitting) would be most appropriate – although as with the mothers they often did not see much difference between the versions.

“This is quite emotive, you think of this tiny heart having to do all this hard work, it is a visual sort of thing.”

Specialist midwife, London

All thought it would be worth targeted fathers as well as mothers, as they recognised that smoking is often a family issue.  They were happy to give mothers a leaflet for fathers, and expected that many mothers would pass this on to their partners.  Like the fathers in the sample, they expected ‘quitting for your baby’ to be the most motivating idea, but they were sceptical about the effectiveness of such communications, for the same reasons as described above.
3.2 Leaflet vs coupon
All community midwives felt that the leaflet, which required mothers to send off for the DVD themselves, would be more appropriate than a coupon that they would have to complete at the appointment.  Some thought they would talk through the leaflet with mothers; others felt that the flashcards would be sufficient for this, and that they would simply give the leaflet to the mother to fill in herself.  All thought that mothers would be quite likely to fill in the leaflet themselves, provided that they had discussed smoking at the booking appointment – especially as the DVD is free.

Most did not want to spend extra time filling in the coupon at the booking appointment, although one midwife pointed out that they had to fill in forms for stop smoking services anyway, so if this replaced that form there would be no additional time spent.  Furthermore, they thought that the mothers would be much less likely to fill in the coupon than the leaflet if they did not have time at the appointment, even if they had discussed smoking at some length, because it is less engaging and informative in itself.  

“They’ll kill you!  More bits of paper to fill in, with all the paperwork they have already.  You’re killing me… If you ask them to fill in another bit of paper they will lynch you!”

Specialist midwife, London
Some felt that if mothers were given a leaflet, they would send off for a DVD if they wanted it, and that if they received one but did not want it they would probably not watch it anyway.  There was also some discomfort with the idea of ‘forcing’ mothers to submit personal details.
“Maybe you’d feel like you were being forced into things.  I would think that but then that might be a good thing.”

PD7: female, 26-30, smokers, South

A couple suggested that they could hold stocks of DVDs themselves, and give them to mothers if they wanted them.  They felt this would be the most reliable way to get DVDs to mothers (they did not appreciate the need to get mothers’ contact details on record).
“I think that this is a really big problem with them not bothering to send off things like that.  I would assume it would be cheaper for us to give them out than post them anyway.”

Community midwife, Midlands

D. conclusions
1. Receptiveness to messages

Three basic facts seem fundamental to the way in which messages about smoking and pregnancy are received.  First, awareness of the fact that it is bad for women to smoke during pregnancy is very high.  Second, understanding of why this is so is very limited.  Third, the dangers of a partner’s secondhand smoke to the unborn baby are not as obvious as the dangers of it to children, who are visible.
These facts combine to create a number of effects.  Almost all women know that they should quit or at least cut down when pregnant, but their lack of understanding of the dangers undermines their resolve in the face of numerous reasons not to quit.  Men (smokers and non-smokers) also feel that women should quit or cut down, but do not have convincing arguments why they should do so.  Of these, smoking men do not see why they should quit themselves, as they feel that moving away to smoke is sufficient.  Smoking women with partners who smoke and do not want to quit use this as a reason why they should not quit either, creating a vicious circle in which neither partner will quit unless they both try together.
As a result, communications which raise the subject of smoking in pregnancy in a resonant way and provide information about the dangers are likely to be well received by some populations, but not others.  Women who know they should quit but have succumbed to pressure not to do so, and need to be given a push are likely to be receptive, as are non-smoking men with smoking partners, who know that their partners should not be smoking but have no real arguments to make against it, and smoking men with non-smoking partners, who are considerate enough to move away when they smoke but do not appreciate the dangers that remain.  But communications are likely to be less effective among male and female smokers who have smoking partners because of the vicious circle described above.
2. Target sectors

Three attitude sectors were identified above:
· the least engaged, who have given little thought to the dangers to their baby of smoking during pregnancy (and often little thought to the dangers of smoking to themselves)
· the middle ground: 

· women who know that smoking during pregnancy is bad, but who have brushed this fact under the carpet in the face of compelling reasons for smoking and whose lack of understanding of the effects of smoking does not challenge these reasons for smoking
· smoking men with non-smoking partners who know that they should not smoke near their partners, but do not feel that they need to quit since moving away is sufficient

· the most engaged, who are well aware that smoking during pregnancy is bad and want to quit or cut down, but need a push in this direction
Based on this sample, it is the middle sector which appears to be largest and most worth targeting.  Smokers in this sector are ‘ripe’ for motivation, but need to reappraise their (often entrenched) attitudes to smoking in pregnancy if they are to change their behaviour.  Communications will need to resonate with and be thought relevant by this audience if they are to force this reappraisal.

By contrast, the most engaged smokers are likely to be relatively easy to motivate, provided that they are interested in the material and learn what they need from it – in this sense, the ‘fit’ between the message and the audience is less crucial – and the least engaged are likely to be very difficult to motivate at all.
3. Preferred routes: posters and leaflets
Respondents’ preferences for the route as a whole encompassed the poster and the relevant leaflet – few had mixed preferences, liking the poster from one route and the leaflet from another.  As routes, Scan and Poisons received similar levels of support from across the public sample, but we feel that Scan has a number of advantages over Poison and, crucially, no gross negatives.
Scan seems to work best among those in the middle of the attitudes spectrum described above, for a number of reasons.  It is clearly related to pregnancy, and therefore immediately relevant and noticeable, and it uses emotional shock to force the issue of smoking and pregnancy to the fore.  It is also equally relevant to men and women, provided that men are engaged enough with their partner’s pregnancy to notice the image.  
Overall, Scan resonates effectively with this audience, and seems to have the potential to force a reappraisal of their attitudes.  It also seems to be more resonant than the other routes among first-time mothers.  
Scan is less successful for the outer two sectors, but it is still likely to be relevant enough to interest the most engaged sector, and therefore to provide them with the information they say they want through the leaflets.  If it is to be effective among the most engaged smokers, its leaflets will need to communicate clearly why smoking during pregnancy is bad, as the creative device does not do this.  But there is a danger that the smoking message in the poster will be missed because the image of the baby is healthy-looking and the reference to smoking is recessively positioned.
Poisons, on the other hand, is more successful with the outer two sectors, as it immediately gives them information which is new and shocking, and in some cases relevant and motivating, but it is less successful with the middle sector as it lacks the emotional punch needed to force them to confront their smoking behaviour.  Poisons also has some drawbacks which could be construed as gross negatives: showing supplements in this way may be inappropriate; the link between the ‘contents of smoke’ message and pregnancy may be missed; and it is too busy to attract attention from some, or for some to take it in all at once.

Secrecy does not seem to communicate with enough impact to be effective, and is difficult for many to understand – although its message does resonate with a number of respondents.
Similar tones were preferred for the leaflets for women and dads – a mix of emotive language, bare facts and supportive statements.  
Tone 3 for the women’s leaflet with the addition of the supportive line at the end of Tone 1 seemed most appropriate, and should be reflected in the dads’ leaflet. 
4. Format of the leaflet
Overall, women and midwives both preferred the visual leaflet format which would be filled in by mothers, to the coupon which would be filled in by midwives.  This was for a number of reasons, but basically women wanted something that they could take away, and midwives would prefer not to fill in a form during the booking appointment.  Many women said they would fill in and send off the form, as did a number of male smokers (those in smoking relationships were least likely to say that they would do so).  Most midwives agreed – some said that the women they saw would send of for anything that was clearly free.
5. Other material 

Both the fridge magnet and the wallchart were well liked by women: they were both expected to be motivating and encouraging; neither was seen as patronising or hectoring.  Some women suggested using a calendar-style format for the wallchart, so that development side would be positioned above the tips on a single side, but others would be too embarrassed to put up the wallchart, and some men would be resistant to having it in a prominent place.
6. Midwives’ material

The flashcards concept was widely liked, and expected to be useful for a number of reasons.  Q&A booklets were a little less popular as proposed, but would be better received, and could be used in a wider variety of ways, if they provided a short and a long answer to each question.  

The training guide was difficult for community midwives to assess in the form in which they saw it.  Most imagined a fuller version would be useful, but many wanted to reserve judgement at this stage.  Stop smoking specialist midwives were more enthusiastic, and could imagine that a guide which have them a structure for training sessions and signposts to further information would be useful.  They had few criticisms of the guide as they saw it, and could imagine how it would work in practice.
7. Executional recommendations

If Scan is the route to be taken forward, it would be as well the bear the following executional points in mind.  

The poster attracts attention because the image is clearly related to pregnancy, but at the expense of the immediacy of the message about smoking.  It would make more sense to many and be more clearly related to smoking if it showed a baby which is being affected by smoke in a subtle way, perhaps by showing a thin skein of smoke in the umbilical cord which is obvious when you look closely.  It uses the words ‘smiles’, ‘yawns’ and ‘blinks’ effectively; some women and midwives questioned ‘gurgles’, and ‘kicks’ or ‘stretches’ would have greater resonance and credibility.

The leaflets need to fill in the information gaps left by the poster by clearly communicating why smoking is bad for the baby.  Ffor mothers, this involves the chemicals in smoke, the way the baby takes these in and the damage that they can cause.  In addition to this, the dads’ leaflet will need a clear and compelling argument for the fact that moving away to smoke is not enough – the copy as it stands involves two statements (85% of smoke is invisible; and smoke clings to 
skin etc) which are often seen as non-sequiturs, and do not make this argument clearly enough.

In the women’s leaflet, it might be as well to change the action described at 12 weeks from kicking to something else, or to move kicking to a later stage in pregnancy, and it would be worth moving the DVD form from the back cover the inside back cover.  Using the route’s baby image on the cover would make the leaflet more engaging and relevant.  For both leaflets, it will be important to make it very clear what the DVD is – pregnancy-specific or general, support or motivation.
Appendix
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Discussion Guide – pregnant smokers
June 2008

this guide is designed to structure an exploration of respondents’ views of the material without being overly directive, and to give respondents the opportunity to come to their own conclusions.  
as such, many of the specific questions relating to individual routes and executions are not raised explicitly – they are covered by the more generic points and will be probed by moderators as appropriate.
1.
Background / warm-up

· name, occupation, household composition, interests

2.
Smoking behaviour

· how long have they smoked for, how many cigarettes do they smoke a day, has this number changed over the years (or since becoming pregnant)

· do people around them smoke – their partners, family, friends, colleagues etc

· how do they feel about smoking – theirs and others’; how have these attitudes changed over the years, and recently; what has changed their views

· do they want to quit; have they tried to quit before; what prompted these attempts; why do they think they have failed in the past

· what do they think will prompt them to try to quit in the future; how will they try to quit next time; how optimistic are they that they will succeed; why

· cover when appropriate: what do they know about the risks of smoking when pregnant; where have they heard about these; to what extent do they believe them

· if their partner smokes: how do they feel about this; how supportive is their partner; would they like their partner to quit; how does their partner feel about their smoking

· if they have been pregnant before: what did they do last time they were pregnant – cut down, quit, nothing; what do they 
think they should have done; what pressures for and against smoking did they feel; what bearing on their current feelings about smoking did this experience have
3.
Response to advertising routes

rotate the order in which the three routes are covered.  explore the ad first, then the route’s information leaflet.

3.1
The ads

3.1.1
For all three…

· immediate impact: what is the ad trying to say; how quickly and clearly does it get this message across; how do they react to this message

· relevance: do they feel the ad is targeted at them; why/why not; how do they feel about having this type of message directed to them

· information: how aware were they of the risks of smoking to an unborn child’s health; does this ad tell them anything new, or present facts in a new way; if so, how does this make them feel; if not, what impact does it have on them

· action: what do they think the ad is trying to get them to do; 
how likely are they to do this; what other action might they take having seen the ad

· tone: how would they describe the tone of the ad – helpful, supportive, encouraging, lecturing, patronising etc; what gives the ad this tone; how appropriate do they think this tone is

· copy: what would they expect the copy to say; do they think they would read it; what would they expect it to add to the ad

· call to action: how clear is it that the DVD and the helpline are specifically for pregnant smokers; do they think this is a good thing; what does the ad and the text suggest will be on the DVD
· placement: where would they expect to see this ad; where do they think would be most effective – where would they be most likely to read it, take the message on board, and think about it 
3.1.2
Poisons concept

· where does their eye go first, when they look at the ad – the top or the middle; do they see the ‘good’ bottles before the ‘bad’

· are they taking nutrition supplements during their pregnancy; why do they do this; which ones do they take

· do they recognise the names on the ‘bad’ bottles; do they know what these chemicals do; did they know they are in cigarettes

· had they thought that both they and their baby would be taking these chemicals in if they smoke; how does the idea make them feel

3.1.3
Secrecy concept

· how quickly do they understand this ad; who else does the ad suggest ‘knows’ that they are smoking – their baby or their family; how long do they have to look at it; which elements explain the message – visuals, text etc

· can they relate to this – do they smoke outside; if they do, why 
is this; do they understand why smoking outside is still bad

· do they smoke outside because they don’t want others to 
see them smoking while pregnant; if so, how does this ad make them feel; if not, what impact does the ad have

3.1.4
Scan concept

explain that the visual is likely to be of a model which looks like a scan.
· what effect does seeing an image of an unborn child have on the message – how does it make them feel

· would a real scan or a realistic model be better; why

· how do they react to the words – smiles, yawns, blinks, gurgles; do they think of their baby doing these things; do they believe that their baby is doing these things now; what do they add to the impact of the message

· how emotive is each of these words – which means most to them and makes them feel closest to their baby; which is 
most emotive; is it too emotive at this stage in the pregnancy, and off-putting – and if so, why

· how effective would ‘yawns and blinks’ only be

· what effect does the presence of the word ‘smokes’ have; is its association with ‘smiles…’ motivating or off-putting; what about the positioning, and its association with the visual
3.2
Information leaflets

3.2.1
For all three…
· how effectively do these leaflets mirror the ads

· if given one by their midwife, do they think they would read it – immediately or later; how likely would they be to pick it up

· would they want a leaflet; could the messages be communicated more effectively another way

· what would get them to read it – the visual or the words

· what would they expect it to tell them that the ad does not

· how likely do they think they would be to fill in the back and send off for a DVD; what would prompt them to do this

3.2.2
Poisons concept

· how does the line ’quitting smoking is good for your baby’ make them feel

· does the leaflet or ad explain why quitting is good for your baby; does it need to explain this; do they believe it

3.2.3
Secrecy concept

· how clearly and usefully does this leaflet explain the route’s message; how closely does it resonate with what they do and feel 

· what do they think of the line ‘we’ll help you quit smoking for you and your baby’ – putting themselves first; is this the right order
3.2.4
Scan concept

· how well do the reveals work; are they surprised by the final stage; how does this make them feel

· do they believe that the first kick is at 12 weeks, first ‘look around’ is at 18 weeks, first smile is at 26 weeks; what effect on the impact of the ad does this have
4.
Copy

rotate the order in which the alternatives are shown.
· overall  reactions to each variant

· tone 1 – is this strong enough to be effective; do they believe 
the claims without more detail to back these up; how well do the motivation and support statements work together

· tone 2 – what effect does associating cigarettes and the womb have; how emotive is ‘tiny heart’; what effect does the statistic have; how do these elements work together

· tone 3 – is there any danger that this is too hard-hitting; is it sympathetic enough; would it encourage them to read further, or take action
· tone 4 – how do they react to a more scientific approach; do they understand everything; how engaging is this approach; what is ‘anxiety’ in this context

· overall, which variant do they find most engaging, encouraging, motivating and resonant

5.
Sample coupon

explain that the image from the chosen route will be used on this card.  the midwife will fill in the form for them at the booking appointment, and send it off for them if there is time.  alternatively, she will give it to them to fill in.
· how does this compare with the more visual leaflets – what are its pros and cons

· would they be more or less likely to act on this than on the visual leaflets, if given it by a midwife; why is this

· would they want something to take away from the appointment; if so, what

· would the copy alone be enough to persuade them to order a DVD; if not, what does the visual aspect of the other leaflets add

· would it make any difference to their views on this if they had or had not seen one of the poster ads

6.
Expectations of the DVD

· what would they hope and expect to find on the DVD; how useful, informative, inspiring etc would they expect it to be

· how likely would they be to send off for a copy; from what they have seen, what is most likely to persuade them to send off for one, why is this; what are the barriers

8. Summing up: potential for motivation

· what are these posters and leaflets likely to make them do (nothing, think about the effects of smoking on them and their baby, change their behaviour etc)

· which of the three routes would be most effective for them, and why

· overall, how motivating or otherwise are phrases like ‘We’ll help you and your baby quit smoking’ and ‘This will help you and your baby go smokefree’

9. Other material

· what do they think of the wallchart and magnetic notepad; can they imagine putting either one up in their homes

· how useful, encouraging, supportive etc do they think these items would be; how likely would they be to prompt them to keep their quit attempt going or to try again; why would this be 

9.1 Magnetic notepad

· what do they think of the tips for the magnetic notepad – do these look valuable or not; are they new news

· would it be more useful if it could be put elsewhere – not just the fridge

· how motivating are all the tips; how much of an incentive to quit is saving money in particular

9.2 A3 wallchart

· how do they think they would use the wallchart – where would they put it, which side facing out; how would the two sides relate to each other; would they write on it

· if they want both sides facing out, how could this work

· how do they react to the information – more scientific, less emotive/
practical; how engaging, encouraging etc are these facts

· how motivating etc are all the tips

· how do they respond to ‘well done!’ in week 2 – encouraging or patronising

· do they believe that ‘fresh air will taste lovely’ – week 4 

· overall, what does the information over the 4 weeks tell them about quitting; how good a reason does it give them for quitting

COI/DH 983


Discussion Guide – midwives
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1.
Introduction

· length of time in current position; length of time in current occupation

· how would they describe their local population – affluent, deprived, multicultural/ethnic, young, old etc

· has this changed over the years – if so, how and why?

2.
Smoking behaviour

· what are levels of smoking like among the women they see – 
are these particularly high or low; which types of women are most likely to smoke

· what is their involvement with women’s smoking – if they talk about it, who raises the subject; do they offer advice or help

· how is this involvement received – do women listen to advice or information; do they appreciate it; do they act on it

· do they feel as well informed about smoking and quitting as they need to be; if not, what more do they feel they need to know

· what do they feel is their responsibility regarding women’s quitting attempts – should they help, do they refer to services, or is it up to the individual smoker; does this vary by the type of smoker, her circumstances, stage of pregnancy

· what encourages or discourages them from raising the issue of smoking

· have they had any training to help them address women’s smoking; if so, what was their experience of this

3.
Response to midwives’ material

vary the order in which the material is discussed

3.1
Flashcards and Q&A booklet

show the flashcards mock-up and its copy, and the q&a mock-up and its copy.  explain that the flashcards are for midwives to use with mothers, and the q&a book is for midwives only.
3.1.1
For both…

· what is their immediate impression of this item – useful, sensible or otherwise; what do they think of the format; why do they think this

· how familiar is this format – what else do they use that is similar

· how do they imagine using this – as a prompt, as a learning tool, as a verbatim source of answers; do they think they would read the copy out to mothers, or use it as basis for discussion

· what do they think of the range of questions covered by the cards/booklet; is anything missing or superfluous

· what do they think of the tone and length of the facts/answers – do they want more detail, different phrasing, or is this about right; would they be happy using this language with mothers

· overall, to what extent do they expect these cards/answers 
(with all the copy) to allow or help them to discuss smoking with mothers; what else do they need to know

· how do they expect these facts/answers to go down with mothers; how motivating, encouraging, engaging do they expect them to be

· how much time do they think they would be able to spend on these tools; how much of a priority would they make them

3.1.2
Flashcards

· are they aware of all the support options given; do they understand them all, and know what they involve; do they need more information on these before raising it with mothers

· do they know which forms of NRT pregnant women can use safely; do they need to know any more about this

· what do they think of the format, and the keyring

· would they be likely to use these cards with a mother during a booking appointment

3.1.3
Q&A booklet

· are they happy with the information given in the answers; do they agree with it; is it familiar to them

· what do they think of the idea of talking about the mother’s needs rather than the baby’s (‘if I smoke, won’t I have an easier birth’); do they find this appropriate; what impact do they expect it to have on the mother

· are they aware which birth defects can be caused by smoking; does this matter – would they need to go into detail with mothers

· do they think that the mothers they see will understand how chemicals ‘pass through the placenta’

· are they happy to tell mothers the fact about ‘15 minutes’ – if not, why not

· what do they think of the format of the booklet

3.2
Training guide

show to all respondents
· do they run smoking cessation training for other midwives; is this required or voluntary; how much training do they do and what does it involve

· how easy do they find it to pull together the material they need for stop-smoking training sessions with community midwives

· how useful would they find a ready-made framework, or ‘lesson plan’ for these training sessions, with signposts to the various types of information needed; what would such a framework need to include

· what do they think of the breadth of coverage of the lesson plan – does it look as though it covers what they need to know, are any questions or areas missing 

· is there any danger that a plan such as this will seem patronising rather than useful; if so, how could this be avoided

· reactions to each section; what do they think of the ‘importance of the role of the midwife…’ statement in particular

· are they familiar with the ‘Ask, Brief, Confidence’ structure; if not, does it make sense to them

· to what extent would all midwives be able to use the plan to educate themselves and others

4.
Response to information leaflets

4.1
Visual concepts

show all three visual concepts, then the copy alternatives

4.1.1
For all three…
· how effectively do they expect these leaflets to communicate to pregnant women the risks of smoking to the unborn baby

· which would they expect to resonate most strongly with the mothers they see; why do they think this

· how would they expect to use the leaflets – let them speak for themselves, or use them as a basis for discussion; why would they use them like this 

· how happy would they be using these leaflets as their own ‘voice’ – do they endorse the information, tone and arguments in each of the leaflets; is there anything they would change

· how much time do they think they would be able to spend on a leaflet like this; how much of a priority would they make it 

· how likely do they think mothers would be to fill in the back and send off for a DVD; what could they do to increase the chances of this happening

4.1.2
Poisons concept

· how does the line ’quitting smoking is good for your baby’ make them feel

· does the leaflet adequately explain why smoking is harmful, 
and why quitting is good, for the baby and the pregnant woman; does it need to explain this

4.1.3
Secrecy concept

· how clearly and usefully does this leaflet explain the route’s message

· what do they think of the line ‘we’ll help you quit smoking for you and your baby’ – putting mothers first
4.1.4
Scan concept

· are they happy with the facts used in this leaflet – the first kick is at 12 weeks, first ‘look around’ is at 18 weeks, first ‘smile’ is at 
26 weeks

· would they be happy for it to appear that this information comes from them

4.1.5
Copy

· tone 1 – is this strong enough to be effective; do they think
the claims need to be backed up with more detail; how well do the motivation and support statements work together

· tone 2 – what effect do they expect associating cigarettes and the womb to have; how emotive is ‘tiny heart’; what effect does the statistic have; how do these elements work together

· tone 3 – is there any danger that this is too hard-hitting; is it sympathetic enough; would it encourage mothers to read further, or take action
· tone 4 – how do they think mothers would react to a more scientific approach; would they understand everything; how engaging is this approach; what is ‘anxiety’ in this context

· overall, which variant do they find most appropriate, engaging, encouraging, motivating and resonant; which are they happiest to associate themselves with

4.2
Sample coupon

explain that the image from the chosen route will be used on this card.  the coupons might be provided in a pack or as tear-off sheets.  the intention is for midwives to fill in the form during the booking appointment, and post it off themselves.
· would they be prepared to fill in the form at the booking appointment and post it; what would be the pros and cons of this arrangement

· if they had little time, would they simply give it to the mother to fill in; if so, how would they encourage her to fill it in; do they think mothers would do this

· how does this compare with the more visual leaflets – what are its pros and cons

· how would they expect to use this coupon; how does this use differ from the visual leaflet; which do they feel would work best for them, and be most effective with mothers

· do they expect the copy alone would be enough to persuade mothers to order a DVD; if not, what does the visual aspect of the other leaflets add

· overall, which of the two variants would they prefer to use, 
and why

· what other methods of getting the DVD to mothers would they suggest
4.3
Dads’ leaflets

show the three leaflets with their copy

· what do they think of the idea of targeting fathers; do they think this is a good way to do this

· if they gave mothers these leaflets, do they think they would be passed on to the fathers; what could they do to make this more likely

· which ‘argument’ do they think is most likely to encourage fathers to quit – risks of secondhand smoke to the baby or their partner, helping their partner to quit by quitting themselves

· is there anything they would be unhappy about being associated with; if so, why
5.
Response to the ads

· what do they think of these; how effectively do they expect them to resonate with mothers and encourage them to quit or order a DVD

· would they be happy to have these posters in their surgery/
clinic; if not, why not – is there anything they disagree with, or think inappropriate

· how effectively do the posters mirror the visual leaflets; what do they expect the posters to add to these leaflets

· does the existence of the posters change their preferences for a visual leaflet or sample coupon; if so, why

6.
Other material

· what do they think of the wallchart and magnetic notepad; can they imagine mothers putting either one up in their homes

· how useful, motivating, encouraging, supportive do they think these items would be for mothers; why do they think this

· what do they think of the hints and tips; can they suggest any others

7.
Summing up

· what is their overall impression of what they have seen; what do they think would be especially effective or useful

· what are their preferences for: the creative route; the format of the leaflet

· what is the likelihood of them using each of the materials

· is there anything that they think should not be produced; why
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