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Introduction

Qualitative interviews were undertaken in Brinnington of Brinnington residents on 2 separate occasions. The first and principle set of interviews took place in Brinnington between the 9th and 11th July 2007. Interviews were set up by cessation nurse Maggie McMaster. The second set of interviews took place on 27th September and was used to corroborate and test themes drawn from the first set. A full set of transcripts was produced and attached in Appendix 1 of this document. Appendix 2 is the original research proposal and Appendix 3 a copy of the executive summary of the scoping report. Appendix 4 is the review of the service redesign literature.
This report will outline key research findings as interpreted by the researcher. These themes will be backed up by demonstrative quotes assigned to various interviewees, who have been quoted anonymously. 
Aim

The aim of these interviews, as stated in the research proposal, was to gather exploratory data to inform a social marketing intervention to increase smoking cessation attempts in Brinnington by increasing quit attempts through NHS-run cessation services.
· Overall, the focus was on building a picture of the current services and reasons for their limited success.

· Recommendations will be made for possible changes and development of cessation services to make them more consumer-oriented.

· Key consumer insight will also be presented which may be able to inform future social marketing interventions.
Objectives


Research objectives were defined as follows:

To explore: 
· the limited use of current cessation services by Brinnington residents
· the attitudes to current cessation services by Brinnington residents

· the experiences of successful quitters and those who have dropped out
· other issues which may form barriers to cessation or incentives to quit for Brinnington smokers
Methodology
A series of one to one interviews were conducted in either Brinnington Community Centre or Brinnington Health Centre meeting room. These interviews were informal and an incentive of £20 in the form of high street or supermarket vouchers was offered. In all cases apart from 1 the voucher was accepted. 

Interviews lasted around 1 hour. A moderator’s guide was used for reference and to ensure that all interviews covered some key questions. However, this moderator’s guide was strictly used as a loose structure and not as a rigid questionnaire so as the interviews progressed various themes were developed and discussed which seemed important. The second wave of interviews specifically covered themes drawn out of the first set of interviews and focus groups.
Interviews were recorded using digital MP3 and saved to a computer. A full transcript was produced by an independent typist at a later date. The researcher transcribed the second wave of interviews.
The interview quota is detailed below, using initials to hide the identities of participants.
	Current service users
	JD

	
	SR

	Ex service-users (unsuccessful)
	DF 

	
	TL

	
	SB

	
	NB

	
	LS

	Ex service-users (successful)
	JC

	
	CT

	
	ST

	
	MS

	
	MR

	Smokers not engaged with the service
	TL

	
	JB

	
	BK

	
	EF

	
	NW


All interviewees were informed that if they were quoted it would be anonymous and that all of their comments would be confidential. They were also assured that I was not a health professional but an independent researcher so that their answers would be more candid. Many were obviously reassured that it was not the researcher’s intention to try and persuade them to quit smoking.
Methodological restrictions

There were no major problems with the chosen methodology to take into account. A key positive was the choice of interview location. The community centre and health centre are both key buildings in Brinnington and clearly participants felt comfortable in them.
Potential problems, for which there is no evidence but which could have affected the results in some small way are as follows:

· The researcher was clearly not local and had a southern English accent. This may have affected participants’ willingness to open up. There was no evidence for this.

· In Focus Group 2 the smoking advisor Maggie McMaster entered the room, disrupting the discussion and potentially preventing participants from commenting on her service. However, she was not present for very long and the discussion had by then moved away from specific comments about the service so the disruption is not thought to be serious.
· The transcriber on some occasions found it difficult to understand the Stockport accent and occasionally mumbled answers of participants. It is not, however, considered to be a significant problem.

Overall, the interviews and focus groups ran smoothly and are considered to be the appropriate methodology to find out rich insight into the target group, exploring the research objectives stated in the research proposal. 
Nevertheless it must be remembered that qualitative research is not intended, not can be considered, to be representative nor generalisable to a wider audience than those participating in the research. Results are to be used, therefore, with caution and as guidance only in the development of a social marketing intervention in Brinnington. The research is interpretive, also, and not intended to reflect any absolute truth independent from the researcher’s interpretation of the transcripts.
Summary of findings
1. Key themes

The following key relates to the coloured text in the transcripts which have been colour-coded according to this key. This technique makes passages easy to find which support the key themes identified during analysis of the interviews.

	Encouraging tone
	Interviewees observed that cessation advisors who appear to give them orders are ignored whereas those offering encouragement and support are listened to.

	Fitting in
	In a close knit community, the views of neighbours and friends has accentuated importance.

	Drinking culture
	There is a strong harmful and hazardous drinking culture in Brinnington, which is entwined with smoking and binge smoking on nights out.

	Health concern
	Many Brinnington residents have poor health and no matter what their age poor health appears to be a significant incentive to quit smoking.

	Finances
	Smoking is a considerable drain on finances of the low income Brinnington residents. Giving up or wanting to give up for financial reasons was common.

	Guilt: children
	Many Brinnington smokers felt guilty that they smoked and would not smoke around children.

	Relationship with GP
	Relationships with GPs varied but some interviewees felt GPs did not communicate with them on an appropriate level or did not give them enough time.

	Pharmacist advice
	Many Brinnington residents commented that they would be unlikely to visit a pharmacist for smoking cessation advice.

	Stress

	Stress is often coped with by smoking. Brinnington residents, who often suffer from financial and health hardship, often have considerable stress in their lives.

	Desire to quit
	Most interviewees had a strong desire to quit.

	Smoking a cultural norm
	Smoking in Brinnington appears to be the cultural norm.

	The ban
	Any comments about the effect of the ban over the quitters. Opinions varied.

	Lease of life
	The effect of increased time availability after quitting and the accompanying increase in perceived self-efficacy and drive.

	Specific comments about local cessation services
	Specific comments on Brinnington cessation services.


2. Service redesign

The Quit for Life Group is a good and successful model for Brinnington. The group is more popular with Brinnington residents than any other support service because it is

a. Local. The central service is in Stockport town centre and Stepping Hill Hospital is 2 bus journeys away.

b. Run by a member of the community who is well respected and an ex-smoker

c. Seen as separate from the health centre, where GPs are not considered to have enough time or offer enough pastoral support

To reach targets for quit attempts, it is not suggested that making changes to the running of the GP practice or pharmacy are sensible uses of limited intervention resources.
 However, simple, strategic changes to the current Quit for Life framework could have a dramatic influence over results. Suggestions explored in depth later are:
1. Multiple times and days for Quit for Life

2. Creche 
3. Male-specific service

Findings
The ensuing discussion goes into further detail about each of the key themes and about the service redesign suggestions. Key quotes are used to back up the argument. Further quotes are to be found in the transcripts themselves, each of which has been colour coded to show which passages illustrate which of the points made above.
Encouraging tone
[image: image1]
Dislike of being told what to do:

BK also commented that although the fact of not smoking in public places did not bother him, he objected in principle to the idea of being told not to smoke: “A lot of people I know who have never smoked said they think it’s unfair and they can see both sides. And I think this is the problem I think it’s a draconian law being forced on anyone really, its being forced its wrong”. He seems to object to being ordered to behave a certain way rather than it being a result of negotiation and equal discussion.

BK clearly took issue with being told how to behave. He made the following statement:

“Now you have not preached to me today, we have chatted away and you haven’t once said give up smoking it’s a bad thing, none of that. It’s when you have got someone there that’s almost wagging the finger, and I think then … if I’d come in here today and you had of been sounding as if you are doing that then I would have gone out of here and thought that’s bloody stupid and gone and bought another 50”.

This suggests that he has a sense of pride in his own personal choices as to how he leads his life and resents being told by any figure of authority what decisions he should be making.

Interestingly, TL finds that the constant advertising and authoritative approach adds to the guilt and pressure she feels to quit, making her less likely to want to do it. When asked if she wanted to give up now, she replied:

“No, to be honest, no. Cause I’m still under pressure. No I don’t want to give up, and the more people that are advertising it and getting down your throat, you know stub it out… It’s like people trying to tell you what to do.”

Throughout the interview she often refers to her hatred of authority. When asked why this was, she explains:

“I don’t know. I think it’s because I have always been told what to do and I have got me own mind now. As a child I have all been put down and blah, blah, blah, blah, and I’m not taking it anymore.”

MR criticises current stop smoking advertising, explaining that in her view the message should be positive and encouraging rather than negative and frightening. She says:

“The general gist would be, instead of that horrible line at the end… mine would have ‘come on do it, you know you can do it’. It would be more positive without the negatives that they keep giving you”.

A member of Focus Group 2 pinpointed the group’s feelings towards authority figures by suggesting that “Yeah, I’m not giving up ‘cause I’m not going to be told to.” Later, someone else in the group explains that “if you get told not to do something you are going to go ahead and do it anyway”. This suggests that there is an ingrained rebelliousness against authority which reaches into the world of health. To this group, it makes no difference I the authority figures are health experts with their best interest at heart, the fact that they are being told how to behave is enough to make them rebel and act in the exact opposite way.
Preference for supportive approach to cessation advice:

DF, for example, was keen on the 3-week ‘Break the Habit’ aromatherapy course, mainly because “they are not shouting at you or anything like that, if you smoke or do that, they don’t do it like that”. Although she admitted she did not have enough will power for the sessions to work, but that she did like their approach.

BK makes a comment about the nature of some smoking cessation advisors: “We don’t like to be talked at or down to like a naughty child, ‘you are a naughty boy’, which is what some do unfortunately.”
CT adds another perspective on this issue by commenting that supporting and encouraging quitters and making them feel good about themselves is a powerful motivator:

“I think you look for people to say look well done, you know, way to go, really good achievement. If people don’t make you feel good about yourself at that point then its hard for you to see any point really isn’t it. You need to feel like you are putting in the effort that you know that you are putting in, and for that to be recognised”.

MS’s experience is of a pushy midwife you put so much pressure on her to quit that she ended up smoking more:

“When I was having the twins, the midwife she didn’t really say what I should do other than ‘you shouldn’t be smoking, how many are you smoking?’ She used to be constantly asking me how many are you smoking, and I would say I probably increased during that time rather than decreased, cause I felt that she was picking on me anyway so I might as well…”

By contrast, she comments that Maggie is supportive rather than bossy: “when you go and see Maggie she is more supportive and if you do have a cigarette don’t go thinking that’s the end of the world you know, don’t think you have lost, just try not to have any more.”

Of interest also were SR’s concerns about attending the Quit for Life group for the first time. She said: “Well, I was a bit nervous at first ‘cause I thought like what if they have a go at me like, but no they were really good, really supportive.”
JC had smoked for 60 years and had been an alcoholic. He walked out of AA and had a drink because he didn’t like their tone and yet appreciated Maggie’s calm and supportive technique:

“There was no pushing and shoving and telling you, you have to do this, and you have to do that you know, it was just a chilled and relaxed manner as well you know”.

JC was another interviewee who reacted against prescriptive authority and warmed to support and encouragement.
ST was asked to analyse what works and what is not likely to work in smoking cessation services. His answer included a comment on the tone of advice given by advisors:

“Probably getting preached about it doesn’t help: You need to do this, you need to do that. If you are not in the right state of mind forget it. It’s just like moral support, you are not here to badger them, you are here to offer them help and advice for them to help with their will power for them to give up.”

A lady from Focus Group 1, (an ex-smoker who had used the service), commented in their concluding comments that another lady had succeeded in quitting because “you quit because we cared not because we were judging you.”
According to Focus Group 2, the reputation of the support given at Brinnington Health Centre is patronizing and ineffectual. When asked if they had sought advice in the past, one member replied: “No but I have seen people that have sought advice here and it’s just so patronising, it’s patronising the way they have spoke to her.”


Smoking a cultural norm

Prevalence of smoking:
BK illustrates that smoking is the norm by commenting on the proliferation of smoking amongst his family members: 
“My mum and dad had smoked, I think both my brother and sisters had smoked at some time and my older sister still smoked at that time… Umm… my brother didn’t cause he was too bloody tight um… and my other sister I think she gave up when she started to have children which is a good a reason as any”.
A lady in Focus Group 1 corroborates this but explaining how integral smoking is to the local culture:

“Especially in an area like this which is, you know, not a very affluent area. People don’t have a lot of money. They have a few simple pleasures, one of which is smoking”.
Statistically, CT pinpoints the smoking prevalence very accurately:

“Yeah I mean right outside our house, I mean like right outside the front door is a bus stop and even if, I mean the first bus in the morning is like twenty to six and if you open our bedroom window before that first bus all you can smell is cigs from the night before because so many people stand there smoking. It’s a constant thing. If there is only even say two people at the bus stop one if not two of them will be smoking. Which shows you how many… how high the rate is of smokers”.

TL simply comments that a lot of people smoke around here, and MS explains that her family and friends are ‘smokers’: “I come from a family of smokers anyway so most of them, and my social group, well the majority [smoke]…” SR also comments that “dad smokes, all my mates [smoke].”

JB adds another twist on the smoking culture evident in Brinnington by explaining that she knows someone who buys her 12 year old son cigarettes to stop him from stealing them. This clearly illustrates how ingrained smoking is in the local culture: “This woman she buys her son cigs and he is 12 years of age, and she says she’d rather buy them him than him go out to pinch to buy them”.

Focus Group 1 was fairly vocal about how important smoking is to the local culture. Not only do they say that because people have little money, smoking is one of the few local pleasures, but also comment that “And standing at the corner… and having your fag putting the world to rights… That’s what people do”. Clearly this has repercussions when a Brinnington resident decides to give up and feelings of ostracisation are inevitable. This is discussed as a separate theme. What is important to this section is that smoking is central to life in Brinnington
Interestingly, one of the smokers in Focus Group 2 actually started smoking because they felt left out in their circle of family and friends because they didn’t smoke enough. Another member of the group admitted that most of her family had stopped smoking in the last few weeks so now they were the social outcast!

CT was specific about her analysis of the neighbourhood and how smoking and drinking (and drugs) are an integral part of the local culture:

“Around here everybody smokes and drinks. And a lot of people take drugs as well. And you know draw? And smoking weed and what have you. I mean it’s such a big thing round here. I’m sure if I turn round and say oh I don’t smoke I don’t drink, I don’t smoke weed, and they’ll say well why are you even here. You shouldn’t be here”.
The issue of not fitting in because you do not smoke is picked up in the next section, ‘Fitting in’.
Non-smokers have to fit in with smokers:
BK comments that upon his return from hospital after a serious heart attack, his family did not stop smoking, despite his delicate health: “But when I came home both my mum and dad smoke… My partner smoked, his family smoked”. This shows that not-smoking is considered abnormal and that it is a non-smoker’s responsibility to fit in with smokers, no matter what the circumstances.
Interestingly, several interviewees commented that other people smoking around them after they had quit was not a concern, as though they accepted that the normal way of things was that non-smokers have to fit in with smokers. Not smoking is considered the abnormality and it is perhaps the non-smoker’s felt responsibility to fit in with smokers rather than the other way around.

One insight that comes from the fact that Brinnington has a smoker’s culture is the repercussions that were visible when someone had successfully quit. It was evident throughout the interviews that there was often a snowball effect when someone quit. Many smokers, most of whom had family and friends who also smoked, told how their successful quitting had been inspirational to those around them, inspiring many into quitting themselves. 

Fitting in

Smoking means you belong:
CT described a classic situation where smoking became the symbol which kept a group of young people together as friends. It illustrates that smoking is an important symbol of belonging in this community:
“…And I found that all my friends were starting to smoke and I was becoming the odd one out, and that was initially what drew me into it. And then that was just it, the more, the further into it you got, the more, you became more part of it, I don’t know, you belonged. If you smoked you belonged in a group, if you didn’t smoke you belonged on your own.”

This may be considered to be expected behaviour for teenagers who are image conscious and in the process of honing in on their eventual identities. However, CT is adamant that the sense of belonging which is signified by smoking is still strongly in existence in Brinnington:

“I think with teenagers certainly... Round here I think adults certainly as well. If you don’t drink and you don’t smoke then you don’t fit in. And I don’t do either so I don’t fit in anymore”.

Not smoking means you can feel ostracised:
Focus Group 1 threw up some interesting insights into the social significance of smoking in Brinnington. The majority of the ladies at the group had recently quit and so were in an excellent position to comment on their new identity and social status as non-smokers. The general consensus was that non-smokers can feel like they are ostracised. One Focus Group 1 member commented, “They class you as a traitor”. 

One lady in the group explained that giving up smoking means that “you do feel ostracised sometimes” and particularly at work when others go for a cigarette break, “You know like you say they go for a fag at break time and they do feel ostracised then.” This may become a barrier for potential quitters.
For ladies in the Quit for Life group, the group itself has enabled them to feel like they still fit in to some sort of group, even though they feel ostracized from their previous smoker’s social circle. One lady explains: “You need to still feel part of a crowd, you’ve lost that crowd and so you’re with another crowd but you still sort of feel that you belong but this [Quit for Life Group].” To back this up, at the end of the discussion, one of them says “We’re in with the in crowd”.

Drinking culture

DF commented that she is a light smoker but smokes heavily when she drinks:

“I’m not a heavy smoker really, I smoke but when I go out and have a drink I’ll probably go through about 40 a night, but you know I don’t know what it is with me and drinking”
SR also commented that drinking without smoking is particularly difficult and that drinking is a big part of her leisure time:

“And when I first decided to quit I found it really hard to drink and not smoke. Cause we went to a BBQ at Thatched House, and oh my god it was terrible, I were supposed to be enjoying myself, horrible, I was there with me Smirnoff ice and I thought I can’t have a fag… that was the thing I found the hardest, the drinking and not being able to smoke.”
SR’s weekends are spent drinking on her sofa at home. When asked what she does when her father takes her daughter she replied: “Get drunk and sleep and you know just have some me time, or go out and see friends or go and see me boyfriend or whatever”. She later admitted, “I just like getting off my face”.
SB puts his finger on the importance of drinking in Brinnington amongst his social group: “All the people I know are drinking and smoking… so I’m going to have to lose some mates or have to have a very, very strong will to put up with it, seeing them light a cigarette up, and… as soon as you smell it you want a go”.
JD sheds a new light on the local leisure time culture by suggesting that most people are cannabis users. He says: “I smoke a bit of cannabis, like I think most people do, especially if you have been brought up in areas like this, if not cannabis marijuana”. It was suggested in previous conversations with Maggie that there is considerable marijuana use in Brinnington and this may be something that a cessation intervention should take into account, particularly as JD’s prime concern is that although he is keen to continue with his quit attempt, he does not know how to roll joints/spliffs now that he can’t smoke tobacco. He asked on several occasions: “Is there a substitute for rolling tobacco?”

JD and his wife clearly have been involved with hazardous drinking behaviour as well. He mentioned this in terms of trying to find out what was causing his wife’s ill health: “She thought it was beer at first, you know larger in the evening, four cans of larger or whatever, and we always used to do all inclusive on our holidays where you can really have a good taste”. Eventually they discovered it was caffeine making her ill. JD admits that since he quit smoking he has been drinking a lot.
When Focus Group 2 was discussing ways of managing stress, they were asked what alternatives to smoking there might be. With no hesitation they replied “Drink”. Although they later added “or knit” to the list, drinking was clearly seen as an automatic choice for local people.


Health concern

It was suggested to DF that being young, her health is unlikely to be a significant motivator for her to give up. She disagreed and said: “It is, it is ‘cause a lot of my family have had you know cancer and that, so I want to do it for that”.
CT had serious health concerns which have eased since she quit: 

“I had very bad lungs, I kept getting chest infections that I’d keep for 5-6 months and couldn’t shift them. And I constantly had the doctor and had me mum and everyone on me back saying oh if you didn’t smoke it wouldn’t be as bad and I of course didn’t believe them cause I have had chest infections and that since I was like 15 and I was smoking. And I was like well I can’t really see it ever being any better. And touch wood since I quit smoking I have not had one chest infection”.

Again, MS had been sick with a chest infection for a long time before deciding to quit to improve her health: “I got a really bad chest infection, had been doing every 2 years on the run.”  

SR’s story was similar. She had constant chest infections and then her toddler became regularly ill as well. This clearly worried SR considerably, which prompted her to try and quit smoking. She explains that her daughter “kept getting really bad coughs, so I sort of associated that with the smoking and I though I’ve got to pack it in. Now Zoë is ill as well and every time I got a cold or something it was always 10 times worse cause I smoked, so I just thought I’ve got to pack it in.”

SR continues: “I was in [the doctor’s] every 2 weeks with another cough or another chest infection, it was just getting over the top really, I was getting ill too much.” SR is in her very early twenties and such ill health at this young age was a significant concern for her.
SB had smoked from the age of 9 and had his first attempt at quitting (failed) at 53. His health concerns are his main motivator:

“Well basically it’s me health more than anything, and I have started feeling where I can hardly walk and I’m puffing and I’m puffing and I’m panting and I have only gone about 15-20 yards… and I’m puffing and panting and I never used to be like this.”

JB also cites health concern as the main reason she is trying to give up after 20 years of smoking: “No, it’s cause of me health that I need to give up, ‘cause I’m still having these like little TIA’s (mini strokes)”. She also states that her constant chest infections prompted her previous quit attempts.
When explaining his new found health, ST commented “I can play with me kids more, I don’t smell, me taste buds have come back, and I have got a hell of a lot more energy than I used to have”.


Finances

Finances an incentive to quit

BK is worried about the financial impact as he gets older: “Next year I’ll go onto my pension and I don’t know whether its going to be more or less my incapacity benefit, I haven’t got a clue. But if the cigarettes keep on going up and up something’s got to give.”

CT also commented that her 15 cessation attempts were motivated by financial worries: “it was money wise, we used to talk each other into it like when we quit we can do this, we can save up and do that…”
CT paints a bleak picture of how smoking can compound financial difficulty for Brinnington residents. She explains that she used to choose between buying cigarettes and paying off debts but that smoking always won. This left her living in fear of debt collectors with permanently closed curtains:

“if it was just kind of like the milkman, catalogue, and say one other thing that needed paying you had to kind of weigh up who was going to be more angry if you can’t pay them. And which ever one was going to be more angry you’d pay them then the other one would have to wait till next week”.

CT is adamant this is the case for other Brinnington residents:
“You see the curtains shut and you see them peeping out, people not wanting to see people. See them peeping out and you think well they are hiding from someone obviously and the highest probability is that it’s someone that wants money”.

When contemplating life without smoking, SB looks forward to the prospect of having more money: “we’ll get more money together for what ever we want out of life you know then we can buy more fishing tackle which will make me more happier so I can see the benefits of it then”.

Noticeable improvement to finances after quitting

DF is one interviewee who is unemployed and copes financially by living hand-to-mouth, surviving on benefits. She has not smoked as much since January (through a failed cessation attempt) and has noticed that she has had more money to spend: 
“Yeah the financial side, but like I say I have not really smoked that much since January. You don’t see much of a change per day, well I suppose you do cause I have a couple of quid more when my son comes home from school, and can we stop at the shop, yes, ‘cause I have a couple of pound on me, rattling about my pocket”.

Similarly, after CT and her husband stopped they managed to save the money they would have spent on cigarettes and buy a new suite they had had their eyes on. 

SR is case in point. She says she has “loads of money lying around now” she has given up but before was “skint”. “When I were smoking, I couldn’t even afford to pay the TV licence. When I quit I started putting the money in this little like safe thing, and I bought Jen some clothes with it and bought me something…” 

JC gave up after 60 years and comments that “I have always got money in me pocket now when I didn’t have before with drinking and smoking”. On the same note, JB cites money as a key reason for trying to quit; “Price really isn’t it. £5 a packet is a lot of money.” ST put his finger on it by saying: “I worked it out with us smoking we burnt down an £85k house in the time we were smoking together”.

Guilt: children
Guilt about smoking in front of children
Although she smoked during pregnancy, DF commented clearly that “I think smoking in the house is not right for children.” DF explained that her friends were the same as her: “They don’t do it in front of the kids, they smoke out the door in the garden or whatever”.
BK also feels guilt about smoking in front of children and comments that “But even now if somebody comes to my house now and they have a baby I don’t smoke. My partner doesn’t. If we want one we’ll go outside”.

Although her principles are a little confused, CT was also aware that smoking around children felt wrong. When asked if she smoked around her own children, she replied: “Not when they were very little, for some reason when they were getting older I thought it was ok. I don’t know where that came from either. But when they were very little I used to smoke in the garden”. She admitted that in retrospect she thought it was wrong and in fact ended up quitting in part due to pressure from her teenager.
Again, for MS, the thought of smoking around her husband and children, and of being a role model to her now-smoking oldest daughter, had a significant impact over her decision to quit: 

“I thought it’s ok me doing this to me but have I got a right to do this to my husband, to my twin girls who are now 9 to my son who is now 10? And one of my daughters who is 18 does smoke and I think in hindsight I was a role model”.

MS comments that the babies she looks after in her crèche often smell of cigarettes and that clearly appalled her; that their parents were smoking around them.

Even ER, who was adamant that there was inconclusive proof that passive smoking was harmful and that we had all been brainwashed to believe it was, admitted that “If someone brings their new born baby or baby to our house we don’t. We make it a rule that we don’t. It’s not fair. We don’t, know. I suppose I’ve just contradicted my argument there haven’t I?”
SR is a young Mum and she also comments that “I only smoked outside, cause I wouldn’t want [my daughter] getting poorly”. Even SB, an alcoholic with mental health issues, comments clearly that “I disagree with smoking around kids….” He also comments of his friend that “he won’t smoke like in front of his son… well I have never seen him smoke in front of his son like you know”.

JC had smoked for 60 years before giving up, mainly due to feelings of guilt for smoking around his large family:
“Yeah it takes some thinking about and I was a pretty heavy smoker, you know, I was. I smoked all my life and I didn’t see any reason to give it up. You know at one time I thought I have got this old now why bother, you know. But I did think about the people you know, my wife she doesn’t smoke and my daughters don’t smoke you know and I wasn’t really being very fair to them. They get the secondary smoke in the house you know”.

Even Mary, who admits that when she smoked it was her ‘passion’ and that she enjoyed her cigarettes more than anything felt ashamed about smoking when her grandchildren were around: “I’ve got a granddaughter that I was ashamed, I would never smoke in front of her because I knew but I was ashamed in case she could smell it on me”.

Several of the hardened smokers in Focus Group 2 refused to admit they wanted to give up and yet one of these admitted, “The only thing that makes me feel guilty not giving up is the kids.” This shows how strong this sentiment is amongst Brinnington smokers.

Direct pressure from children
ST explained how the pressure from his teenage son contributed to his will to stop: “Oh he used to say ‘You smell. You are killing us as well as yourselves’. That upset me most of all cause yeah I am actually, I’m killing you as well”. ST, a fairly emotionless middle aged man, openly admitted to finding the anti-smoking advertisements on television involving children deeply moving. When asked what might nudge people towards wanting to quit, he replied: “Well  if you have got family then the ones on the TV with the kids, cause that upsets me ever time I see it” .

DF has a 5 year old son, Harry. She explained that: 
“My son had noticed that I didn’t have a fag and he was ‘oh well done mummy you didn’t have a fag this morning’, and I started again and he said ‘what have I told you it’s going to kill you that, why are you smoking when you give it up and that you did so well last time?’ He’s like an old man. I don’t want him to admire me but if I say oh Harry I have not had a cigarette now for a week and he says nice one mum, and it’s nice to hear him say that.”

This suggests that Harry’s gentle pressure and encouragement has a significant effect over DF’s will to quit.

JD as well cited his quit reason to be due to pressure from his children: “It’s the kids, mainly, ‘cause the eldest one, she keeps going on at me all the time about it. The wife isn’t that bothered”. He doesn’t consider smoking his cannabis a problem in terms of his health, however, but will not smoke in front of his children: “You see I go down the garden to have my spliff ‘cause I don’t want the kids to see me lighting up”.
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Relationship with GP
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	Interviewee name
	Summary of relationship with GP
	Supporting quotation

	DF
	Disinterest, lack of notice or heedance
	So presumably at some point they [your GP] have said that you should try and give up or…

Yeah, but that just goes in one ear and out the other really. Depends what mood you are in really when you go to the doctor’s really

	BK
	Trust in health advisor’s advice. Trust in GP.
	Would you ask your GP about cessation advice?

I think I would probably, ‘cause I know people at this health centre I would probably approach somebody like Sheila Whittle, and whatever she said do I would follow, if she said go see your doctor rather than coming to this Monday morning thing I would do that.

	CT
	Support from GP not as good as expected.
	Initially I didn’t think the support was as good as I thought it was going to be.

	TL
	Feels doctors are authoritative and prescriptive rather than supportive.
	Well I have got a lot of serious illnesses and I’m at the stage where I know I’m smoking and I just don’t go to the doctors even though I’m really poorly ‘cause I’m sick of them bombarding me with it.
They just ram it down your throat, you know, when you go. You don’t need it.

	MS
	Respects the authority of her GP.
	No specific quote but it was her instinct to visit her GP for a prescription and advice.

	MS’s friend
	Is too frightened to tell her GP she smokes for fear of his reaction.
	She wont go to her GP cause she is so scared of what he’ll say…

	SR
	Found her GP sympathetic and understanding. It was her instinctual reaction to seek help immediately from him.
	So when you came to the doctors did you find them sympathetic and understanding and did the offer you lots of support?

Yeah, yeah they were very encouraging as well.

	SB
	Has never consulted his GP about smoking cessation and wouldn’t consider it.
	Who Dr Gill? I have never even seen him about anything like smoking or anything like that. You know we have a relationship where smoking doesn’t come into it like or ‘owt like that you know and I have never confronted him on it

	JC
	Did not go to the doctor for cessation advice.
	A simple ‘no’ when asked if he went to the doctor for cessation advice.

	JB
	Happy with support of the GP
	A simple ‘yeah, yeah’ when asked if she was happy with the support she was given.

	MR
	Trusts GP implicitly
	So you know him well, and you trust him?
Oh implicitly. We have got 2 doctors there and they are both absolutely brilliant.

	ST
	Instinct was to visit GP
	You want to stop smoking, you go and see your GP. That’s how I thought about it anyway. 

	JD
	Thought going to his GP for cessation advice was a waste of time
	It’s a waste of time

	Focus Group 1
	GPs don’t practice what they preach (ie they smoke)
	Why did you come to the Quit for Life Group?

Because there are GP’s and pharmacies and things, but what I said to the ladies is that I needed somewhere where I could get more.

Because they don’t practice what they preach do they?

	Focus Group 1
	GPs don’t have enough time to support cessation attempters.

GPs aren’t very supportive.

GPs are judgemental.
	They don’t tell you a lot.

But they weren’t supportive.

No they didn’t have the time.

And they were very judgemental and they, like Mary said, they were pushed for time.

And you know, you feel like, I don’t know, as thought you shouldn’t be there because you’re not ill.

	Focus Group 2
	GP advice is patronising
	I have seen people that have sought advice here and it’s just so patronising…

I came here and I felt that small when I came out, I really did.

Yeah, and I felt really intimidated, and I told our Sharon, I’m not coming again.

	Focus Group 2
	GPs smoking is hypocritical 
	They are hypocritical if they are going to sit in the surgery and say give up smoking and then they walk out on their own and have a fag when they go to the car.

	FG
	GP smokes and never comments on FG’s smoking.
	When I was laid up I was off me feet for about a fortnight. He came to see me. He said ‘cut out the smoking and the drinking til you’ve cleared up’. Then he went out for a fag. He can’t say to me pack in smoking… Nobody mentioned it. Not even when I had the chest infection. Nobody mentioned it.


Of particular note are the discussions in both Focus Group 1 and 2 and with interviewee EF, which were concerned with the fact that GPs were often seen smoking, and therefore that it was difficult to accept cessation advice from them because of this. Another comment was that they were not sure if smoking was as bad as it is pictured to be, since the GPs smoke. “Do they know something we don’t know?” It seems that GPs are viewed as ‘real’ people and integral to the Brinnington community rather than faceless health experts and that their behaviour and significant repercussions on their patients.
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Pharmacist advice 
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DF was asked whether or not she would ask a pharmacist for advice. She said no. Likewise, even though BK said he would trust his health advisor’s word, he said he would argue with her if she suggested he visit a pharmacist for smoking cessation advice.
When asked if she would go to the pharmacist for advice, CT replied: “I don’t think it would cross my mind to be honest with you”. SR had similar opinions, saying “I hadn’t thought about that, no” when asked whether she would go to the pharmacist for smoking advice and medication.

JC also said that even though he likes his pharmacist, he would not have considered asking him for cessation advice. He qualifies this by saying that now the pharmacy has a private consultation room he would ask personal advice: “I wouldn’t go where he was before cause all the staff, and they look at you and go oh yes arrr. But I would go to that one now”. JB also says she had never really thought about going to a pharmacist for advice on smoking, although she would for minor problems, especially now that the new Brinnington pharmacy has a small private consultation room.
ST would not go to his pharmacist. He is adamant that he would only ever consider visiting his GP:
“No, and we wouldn’t have [gone to the pharmacist]. You want to stop smoking, you go and see your GP. That’s how I thought about it anyway”. 

ST added that he thought this to be a general consensus in the area.

The ladies in Focus Group 1 had specific comments about their experiences in pharmacists. One said: “you go in and sometimes you feel like you’re being told by a shop girl. And I’m not making shop girls because I go into all sorts of shops, but do you know what I mean? They don’t know what they’re talking about”. The general consensus amongst all the focus group attendees was that they visit the pharmacy for cures for minor ailments but would not go there for prevention or cessation advice.
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Stress
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DF commented that her recent cessation attempt failed because of stress: “Yeah and I forget it’s hard and I was a bit stressed last time yeah and I think that’s why I went back to it”. BK also admits that “if I’ve had problems… then I will smoke more”. Similarly, TL clearly had strong will power and managed to lose 10 stone in one year but the stress in her life caused her to turn to the cigarettes again: “With the pressures I have been under I just went back to smoking”. Finally NW cited stress as the reason she would likely never succeed in giving up; “I know I’d turn to a cig the minute my nerves went”.
The stress of financial hardship can cause Brinnington residents to smoke, despite the obvious irony due to the cost of smoking. BK told a story which highlighted this irony and emphasized the reliance on smoking as a stress-coping strategy for Brinnington residents:

“I know somebody that’s going through real financial problems at the moment, and she still smokes. And I try and turn round and say well if you give them up… she could have bought other stuff but she needs those cigarettes at the moment, she’s desperate…”

MS explains that in her experience people smoke more when they experience family deaths. The stress of the situation leads to more cigarette smoking: 
“And then in January me mums partner died which made it worse, ‘cause when people die people increase what they are smoking… and then in March me husband well my mother in law, her husband died, again added pressure and I had a cigarette.”

SB has mental health issues and is an alcoholic and admits that “me, I am a smoker ‘cause it calms me nerves down and things like that.” He had quit for 2 weeks but the stress of the cravings led him back to smoking again. 

JB’s health worries are causing her stress which means she is postponing her quit attempt because she knows she relies on cigarette smoking to help her deal with stress: 
“I have got abnormal cells, I have got cancer of the womb and I have got to go and have that done in August, so then it’s just worry after worry so I can’t at the moment give up until I have had all these tests done and I am fine and then I will give up.”
When asked how she was going to deal with stressful situations in the future, she explains, “Just not have any cigarettes around the house. But like people do don’t they if they are like depressed or stressed, they go for a cigarette”. 

Focus Group 2 had a long discussion about stress and the benefits of smoking to ease a stressful situation. Apart from the pharmaceutical benefits of cigarettes, the group found that the physical act of smoking took the heat out of a discussion because it enabled the smoker to take a few minutes to reflect before getting involved: “It depends on the situation as well, if it’s some sort of heated discussion it sort of removes you from it as well”.
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Desire to quit
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Nothing good about smoking:
When asked what she thought the good things about smoking were, DF commented that “There’s nothing good about it ‘cause it’s all just bad isn’t”. BK also said there aren’t any good things about smoking. Several other interviewees suggested that either there was nothing good about smoking or that the bad things far outweighed the good.
Focus Group 1 was honest about the positive social side of smoking and also about how it gave them ‘me time’; a moment away from their stress or daily routine just for themselves. They admitted they would miss this but then all admitted the positives of having quit far outweigh these positives of smoking. Some were particularly adamant that quitting was the best thing they had ever done.

Desire to quit:

Even Focus Group 2, the hardened smokers who claimed they did not want to quit, were asked who thought they’d be smoking in a year’s time. None replied affirmatively. All of them hoped to be quit in 12 months time.
Attempting to quit an inevitability:

ST explains how most of his nephews and nieces smoke but because they are young are not concerned about their future health or worried by financial uncertainty. Even these relatives, however, always talk about how they want to give up, ST explains. 

CT also views giving up smoking or at least wanting to give up smoking as an inevitability. When asked if she feels superior, she said: “Not superior. I have overcome something that they have yet to overcome”.

A few interviewees claim they do not want to give up, but even this statement was caveated by ‘at the moment’ in most cases. It appears that they really meant they can not rather than don’t want to give up at the moment. MR explains this phenomenon: “I think if you ask me every single smoker wants to give up, but a lot of them deny it because they think that they can’t do it before they even try”.
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On the ban

Many interviewees commented that the ban had helped them with their quit attempts. This seems to be a common opinion. MR, for example, when asked what it was like being a non-smoker commented: “Well at the moment with all this pub ban and everything brilliant, but I have done it well before the pub ban, I have always tried to give up, but that helps I think because you go out now and nobody smokes”.

Other interviewees were generally angry with the ban because it felt like they were being ordered how to behave, which was not well received. JD, for example, was adamant that his quit attempt had nothing to do with the ban: “No, and it’s nothing to do with this new law that’s come in either”. Many admitted they thought there was nothing wrong with the old way of having a Best Room and a Vault in pubs, where smokers and non smokers could segregate themselves out of choice.
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Time

A few ex-smokers commented that now they have quit they find they have a lot more time on their hands and achieve more than when they were smokers. This is a small point but potentially encouraging to smokers who are looking for more positive reasons to quit and positive things to look forward to once they have quit:
“I don’t know how I found the time to go for a cigarette now. I get a lot more done. I find I have a lot more time at home I don’t know how, ‘cause I must have been sitting there smoking all day long if I was at home, but I find I have more time. I can get so much more done now, probably cause I don’t think oh I’ll have a fag and then I’ll do that, or I’ll have a fag and then I’ll do that, I just all them 10 minutes I have still got at the end of the day”.

A lady in Focus Group 1 also comments that “Yeah I’ve found that stopping smoking has really given me a different, a different life all together”, referring to the fact that she sees her new-found time as freedom to explore areas of life she never previously had time to explore.

Many interviewees also found that their success in having achieved their goal of quitting smoking meant that their perspective on life had changed. Many found that they felt they could achieve other goals as well, such as losing weight or taking up new hobbies.
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It should be noted that these major themes were firmly corroborated in the second wave of interviews. The main emphases of the second wave of interviews were

· financial strain from smoking

· desire to quit due to financial strain

· guilt about smoking in front of children and acute awareness of role model status of adults 

· inability for working adults, particularly shift workers, to regularly attend Monday morning group.

Specific comments about local cessation services

· On the Brinnington stop smoking services in general: 
“I think they are pretty good, you know at the end of the day they are good services and I think that when people say they don’t know what’s going on then they are not actually looking. As soon as you go into the doctor’s these groups are just plastered everywhere for this that and the other”. (DF, ex-service user, unsuccessful)
“I think it’s brilliant, I really do”. She also said she would have everything she needs when she decides to quit. (TL, smoker, not engaged with any service)

“It’s more personal than just going and buying them from the chemist yourself. It’s that there is somebody there writing the descriptions talking to you g’ing you on, you know it’s the package. It’s just as easy to go and buy the stuff from Superdrug or Boots or wherever, but when you are dealing with the clinic it’s just better ‘cause you know there is somebody at the end of that line if you need them you know. So I was just going to say thank you for that.” (MR, ex-smoker, ex-service user)

· About cessation advisors in general: 
You have got to get that fine line between somebody who is advising and talking sense, trying to understand why people smoke and why that particular person either won’t give up or can’t give up. I think if you have got people like that going around helping and advising then it will start to work. But I think as long as you have got the wagging finger type, holier than though, that’s not going to work, and somebody has got to teach these people how to do it. I mean some people just haven’t got the people skills.” (BK, smoker, unengaged with any cessation service)
· When asked about the strength of the Quit for Life group: 
“It was like setting the date and trying to build up the inner strength that I think you need before you can quit. you have to go through a lot of I suppose building up a tower of strength really before you can go forward with it, otherwise you’ll just have attempts that are going to fail. I mean you know when you have got to that stage and I think the right to come before the quit, I think the right to come and just build up on other people, which is what they are technically doing. They are taking strength from other people and just helping to get themselves ready”. (CT, non-smoker, ex-service user)
“You want to be with other quitters, and you know, it might be something that can help you take your mind off your struggle.” (Focus Group 1, ex-smoker, ex-service user)

· On the Quit for Life Group: 
“But it was so friendly, it was like a matter of a few weeks in and everybody knew everybody first name basis and everybody knew how long everybody else had been quit for…” (CT, non-smoker, ex-service user)
“Probably a bit more scary, but not as I imagined it, and it was a lot more relaxed than I imagined it… It was quite relaxed that group and it was quite nice, I quite enjoyed going to the group”. (MS, ex-service user, ex-smoker)

“I suppose [I like] the fact that they can sort out your prescriptions for you. It’s just that it’s a really supportive group and they are really friendly people”. (SR Rooney, ex-smoker, service-user)

“Most GP’s you’d have to wait, like here it’s a drop in centre, you just drop in and say you’d like to stop cause you have a nurse here as well so they can help you with advice  as well as your GP.” (ST, ex-smoker, ex-service user)

“To be honest personally, really 100%, I don’t think I would have been able to quit if I didn’t have this [Quit for Life] to come to. I wouldn’t have”. (Focus Group 1, ex-smoker, ex-service user).
[On Mary Dutton]: “Please can we have some recognition for the work that that our local community worker’s done… Credit where its due if it wasn’t for this we wouldn’t have all stopped smoking and that’s all down to you.”

(Focus Group 1, ex-smoker, service-user)

· On the difficulty for men coming to Quit for Life

“It’s full of women. Yeah it is a bit daunting cause it is mostly women, [the men] don’t stay long…”. (SR Rooney, ex-smoker, service-user)

“I felt like a fish out of water”. (ST, ex-smoker, ex-service user – discussing the female-domination of Quit for Life”.

“A lot of the blokes just come call in, and have a drink and then just come in for prescriptions and things and so”. (Focus Group 1, ex-smoker, ex-service  user).

· On the difficulty of Quit for Life being on a Monday morning: “The only reason we stopped coming was because he started work and it got more difficult then”. (CT, non smoker, ex-service user)
“I can’t access them all the time ‘cause I do work. That is another downside cause I feel that it caters better for people who don’t work rather than people that do work, so I think we need to look at the workplace, especially now since the ban has come in.” (MS, ex-smoker, ex-service user).

“I suppose she could do an evening one. It might help more people who can’t make it in a morning. I mean Brinnington is known for people not working and 1 parent families and things like that, but obviously there is people who do work like myself, I mean if she could do it 3-5 or it’s not giving the people who might want to stop the chance to stop”. (JB, smoker, service-user)

“I can’t remember [how I found out about it], it might have been on the computer, something like that. But never came cause it was always on a Monday”. (JD, ex-smoker, service user)
· Comments on the expense of NRT after the allotted NHS-funded quantity had been used up and the potential negative effects of this outlay. (CT, non-smoker, ex-service-user)
· Comments that the Quit for Life group should be openly promoted for people not yet ready to quit but who are considering it (contemplators) with no pressure to set a quit date immediately. (CT, non-smoker, ex-service user)
· On the benefits of the Quit for Life moneybox: “I tell you one thing I do think is a good idea, when I joined the quit for life group here they provided us with a quit for life money box thing, and I think that is so good, I really do think it is brilliant, because I save up £1 coins in that now and every now and then I empty it and think that is just a fraction of what I would have spent on cigarettes”. (CT, non-smoker, ex-service user) 
· On the carbon monoxide reader: “I think the 1-1 with Maggie was really useful because obviously I did breath into that machine”. MS (ex-service user, ex-smoker) thought that having something to work towards in terms of the meter reading was a powerful incentive.
· On Maggie McMaster: “when you go and see Maggie she is more supportive and if you do have a cigarette don’t go striking and that’s the end of the world you know, don’t think you have lost, just try not to have any more”. (MS, ex-service user, ex-smoker)
“I was comfortable with Maggie”. (MR, ex-smoker, ex-service user)

“Oh yeah, Maggie she’s fantastic…She’s alright Maggie, I saw her at the community centre you know and I tell her that, you know”. (JD, ex-smoker, service-user)
“Maggie is fine, yeah. She’s an ex-smoker herself. So she doesn’t come in here and pontificate, you know she’s been here and done it.” (Focus Group 1, ex-smoker, service user)
· On paying for prescriptions: “You know another thing as well that does stop people is paying for the prescription with these tablets and these patches you have got to pay. I know it is cheaper than a pack of cigarettes when you have stopped but £7 is £7. I think really you should be getting them free.” (JB, smoker, service-user)
“If you have to buy the prescriptions it costs you a small fortune.”
“I think if the prescriptions were free for anybody whether you worked or not, that would encourage a lot more people I think.” (Focus Group 2, smoker, non-service user)
“Basically just get them prescriptions free.” (Focus Group 2, smoker, non-service user)
· Offers to help with running a cessation group

JC
ST
CT
Focus Group 1, however, commented forcefully that Mary Dutton is not valued nor suitably funded and that other local people were put off getting involved with helping quitters because of Mary’s poor experience and struggle.
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Conclusions and recommendations
It is suggested that a 2 stage approach is required to increase quit attempt targets.

1. service redesign

2. effective consumer-centric communication of service redesign.

A literature review of other service redesign interventions has been included in Appendix 4, and key points included in this section, to give an overview of what has been attempted previously and to map those suggestions next to findings that came directly from the primary research.

Little effort needs to be undertaken to motivate smokers to move from the pre-contemplation to contemplation stages of change because a desire to quit seems to be standard. Our target group should be Brinnington smokers who are contemplators or even preparers but for whom
a. the service does not as yet accurately meet their needs

b. they have yet to be nudged towards the service using the appropriate triggers.
Possible Service provision changes

a.
Volunteers
Quit for Life is perceived as being supportive and positive. It is well received in the community. A major reason for this is its perceived community-leadership. The first recommendation, therefore, is that 
· current volunteers are publicly applauded and made to feel valued

· more volunteers are recruited, trained and actively encouraged to become stakeholders in Brinnington’s smoking cessation service. Suggestions to start with are JC, ST and CT who all volunteered their services during the interviews. Other successful ex-service users could be approached. 
b.
Men
It is suggested that Quit for Life is not a men-friendly environment. It is possible that men may find the perception of Quit for Life off putting. Possible options are:

i. A men-only support group

ii. A separate time for men to collect their prescriptions and receive brief and targeted advice, possibly by a male advisor. Many interviewees commented that men tend to try and quit ‘off their own back’ without any support, as though seeking support seems to be admitting weakness.

iii. Encouragement to wives to bring along their husbands to Quit for Life. ST would not have gone on his own but went with his wife. He even stated “us blokes don’t go on our own”. This obviously excludes single blokes and ST commented “I don’t think that single blokes would come to this”.
iv. A men-oriented email support service. ST used email when he was feeling stressed and felt it worked. Alternatives to face-to-face appointments were reviewed as successful by the Appendix 4 review. A key point made is that convenience is crucial and if one-to-one appointments can not be met that resources, including telephone, email and web, need to ensure a continuity of support. 
c.
Mondays
Monday mornings are inappropriate for people who are working. Services in Brinnington were considered by some to exclude those who work. Alternative times could be considered. This approach is corroborated by the review in Appendix 4. Many services country-wide experimented with different service times in order to maximise the availability to the target population.
d. Contemplators 
· The Quit for Life group could be promoted as also being open to contemplators who have not set a quit date and are not ready to set a quit date but just want to see how the clinic works.

e. GPs

· Various criticisms were made of the GPs approach to cessation. No concrete patterns of behaviour were observed, although it is recommended that this report is made available to Brinnington Health Centre. Some of the findings in Appendix 4 show that communication with health professionals drawing their attention to findings and guidance has a positive effect on reemphasising the importance of vigilance when it comes to offering smoking cessation advice and support in a client-oriented manner. Health practitioners should be seen as a social marketing target group in their own right, and communications should be oriented towards them and approach the situation from where they are coming from.
f. Pharmacy

· Similarly, the pharmacy may benefit from knowing their reputation when it comes to cessation advice so they can consider addressing this and making it known if they have private consultation rooms for expert cessation advice. The service design study in Appendix 4 suggests that the pharmacy may be a critically underused resource in Brinnington. It appears that pharmacist advice in other deprived communities is popular and successful due to the flexible and opportunistic nature of the advice and the long opening hours of pharmacists as well as the pharmacist’s own integration in the community. In addition, pharmacies have the flexibility to run additional marketing programmes, such as offering smoking cessation advice with every pregnancy kit sold – they see a broad overview of health needs.
g. Dentists

· The service redesign appendix draws attention to the use of dentists in other areas to signpost cessation advice or even offer the advice first hand. This may be a simple way in Brinnington of increasing uptake of cessation services.
h. Incentives

· The service redesign appendix draws attention to the success of incentivising quit attempts in other areas. Given the financial hardship in Brinnington, offering free NRT, if funding is available, could be a good way of increasing quit attempts.
i. Combined services

· The appendix also draws attention to the successes of other combined service approaches in other areas. Combining the service with fitness or healthy eating clubs may make the most of the improved perceived self-efficacy felt by quitters and bolster success of the quit attempt by providing a social framework, a hobby and another experience of success to support the quit.
j. Relapse prevention

· The issue of preventing relapse should not be overlooked. Continued use of drop in centres, motivational communications after the client has moved on through the service and buddy systems have all be cited as ways that relapses can be reduced.

x. data collection

· In addition, a rigorous and simple data collection process should be implemented so that data from the Quit for Life group is collected and made available after each session. 

xi. Service integration
· The Appendix 4 review makes the important point that although interventions can be considered separately, often it is the informed blend of various interventions which has the most impact on smoking cessation quit attempt rates in a community.
Insights for social marketing interventions

The service redesign will ensure that cessation services in Brinnington accurately meet the needs of Brinnington’s contemplators and preparers. Consumer-centric communications material will also need to be developed which 

· advertises the presence of the services

· reduces barriers to enrol and increases motivations to enrol

· encourages action to enrol

The following table and discussion briefly outlines the findings of this research in terms of barriers and motivations to quit smoking by Brinnington residents. These findings can be used to inform the creative brief for the marketing communications element of the social marketing mix for Brinnington.
	Barriers
	Motivations

	Being told what to do
	Better health

	It is the norm to smoke in Brinnington
	Alleviating financial concern

	Fear of being ostracised
	Protecting children

	Smoking and drinking go hand in hand
	New lease of life

	Smoking as a stress-coping strategy


Barriers

i. Being told what to do

Clearly, the relationship participants have with authority needs to be a significant consideration in any future social marketing intervention. These comments make it clear that being ‘told what to do’ is likely to lead to rebellion or at best the advice to be ignored. It seems that the tone of the cessation advice, advisor and any supporting marketing material needs to follow the guidance given by these interviewees: Supportive and encouraging and firmly set within a framework or equality rather than superiority.

ii. It is the norm to smoke in Brinnington. 
Indicative barriers are as follows:

· defying cultural norms by attempting to quit is likely to be very difficult 

· the local culture does not support quitting or non-smoking behaviour

· targets of the social marketing intervention will live within a social structure of smokers, making quitting and non-smoking behaviours difficult

Social marketing communications need to acknowledge that smoking is the norm and that it is difficult and often unappealing to defy this norm. This barrier needs to be downplayed and overcome.
iii. Fear of being ostracized

Fear of being ostracized through becoming a non-smoker may be a significant barrier to Brinnington smokers and a reason for the low attempted quit rates. Social marketing materials may need to seek to acknowledge and reduce this barrier. Individuals in the Quit for Life group feel they have formed a new group to compensate for no longer being welcome in the ‘smokers crowd’ and this may be one way of reducing this barrier.

iv. Smoking and drinking go hand in hand

Drinking alcohol is a big part of life in Brinnington and smoking when drinking a significant problem for Brinnington quitters. Social marketing material will need to address this social behaviour in order to help quitters overcome this barrier. 

v. Smoking is a stress-coping strategy

Brinnington residents seem to face serious stress in their daily lives through a combination of financial hardship, family disruption and ill health. Social marketers need to acknowledge the part that smoking plays in the community’s way of dealing with this stress, because the possibility of losing this coping mechanism may be a significant barrier for smokers who wish to quit. Offering an alternative coping strategy may reduce this barrier for potential quitters.
Motivations

i. Better health

Brinnington residents suffer ill health and are seriously concerned about ill health. Social marketing interventions and communications material would be well advised to highlight the potential for improved health as a positive benefit of quitting smoking.

ii. Alleviating financial concern
Financial worry is a major concern to Brinnington’s smokers and therefore the possibility of the alleviation of financial worry may be a significant incentive to Brinnington smokers who want to quit. Social marketing material may be well advised to focus on this.

iii. Protecting children

Brinnington has a family-oriented society. Smoking in front of children is known to be harmful to their health and knowingly harming children is considered immoral within the local culture. Social marketers could use this knowledge to create a barrier to smoking (harming children) and a motivation to quit (improving the health of children).

iv. New lease of life

Some interviewees found that quitting has given ex-smokers a lease of life by improving their perceived self-efficacy (belief in their ability to achieve success) and also giving them more free time and improved opportunities. A lady in Focus Group 1 said, “I know I can lose weight now. I know I can because Christ, if I can give up smoking…” Social marketers may present life without cigarettes as one full of opportunity and freedom, with time to explore and learn.

Budget
	Activity
	Total planned costs
	Costs to date

	Writing research design and module guide
	Fiona’s time x 1 day
	FREE demo site day

	Interviewing
	Aim is 23 interviews and 2 focus groups. This is 6 days of interviews plus a day for focus groups.
	9th – 11th July:

3 days: £600
27th September 

1 day: £200


	£20 incentive for participants
	39 participants
	9th – 11th July

5 in 1st focus group

7 in 2nd focus group

12 other interviewees

Total: £480
27th September

4 interviewees

Total: £80

	Expenses
	7 nights in a hotel

Travel (2 journeys of 332 miles)

1 night in a hotel

Sundries including food

batteries

Half of mileage from Oxford and back to Bristol (other half for dissemination day)
	9th – 11th July 2 nights at £120.50

Other expenses £42.59

Driving £142.40

Total: £305.49
£60.25

£16.79

£3.45

£67.50

Total: £147.99

	Transcribing
	£10 per hour 
	£800 (1st lot) – Helen Pugh

£120 (2nd lot) – Fiona Spotswood

	Analysing and writing up
	5 days of Fiona’s time (1st lot)

2 days (2nd lot)

1 day (service redesign research)
	£800

£400

£200

Total: £1400

	Total
	
	tbc


In actual fact, incentives came from a different funding source, so if £2773 is payable to Fiona Spotswood and £800 to Helen Pugh, this leaves £976 for almost 5 more days of associate time.
Final conclusion

There is considerable scope in Brinnington to significantly improve quit attempt figures using existing services. Key points raised from the primary research are as follows:

· Availability of services needs to be a priority. Time and place need to be considered. Services need to be easy and convenient to attend.

· Gender issues should be considered. Men are likely to have different needs and these are not being currently addressed.

· Volunteers need to be mobilised and trained. Community-led initiatives will likely be most successfully received.

· Promotions of services needs to be fully integrated and have a strong impact. The desire to quit is already there, but the support is shakey.

· Innovative ideas could be used, such as incentives and joint programmes with other behavioural initiatives.

The next stage is setting up a solutions team who can guide the redesign strategy, development of the intervention and manage its implementation. 
Many interviewees commented that they prefer an encouraging rather than authoritative approach to cessation. Receiving advice from those considered to be in authority does not seem to be effective and in fact any perceived enforcement of behaviour is actively disliked. Rather, encouragement from peers or those viewed as non-threatening seems to be accepted and thereore likely to be more effective.





Conclusion


Clearly, the relationship participants have with authority needs to be a significant consideration in any future social marketing intervention. These comments make it clear that being ‘told what to do’ is likely to lead to rebellion or at best the advice to be ignored. It seems that the tone of the cessation advice, advisor and any supporting marketing material needs to follow the guidance given by these interviewees: Supportive and encouraging and firmly set within a framework or equality rather than superiority.





Community volunteers should be a key part of the Brinnington cessation services.





Conclusion


Fear of being ostracized through becoming a non-smoker may be a significant barrier to Brinnington smokers and a reason for the low attempted quit rates. Social marketing materials may need to seek to acknowledge and reduce this barrier. Individuals in the Quit for Life group feel they have formed a new group to compensate for no longer being welcome in the ‘smokers crowd’ and this may be one way of reducing this barrier.





Quit for life should be presented as ‘fun’, ‘easy’ and ‘popular’.





Brinnington is clearly a close-knit community. Family live close to each other and neighbours have often known each other all their lives. Although often friendly, the flip side is that symbols associated with fitting in have accentuated significance. One of these symbols appears to be smoking.





Evidence and statistics show that in Brinnington it is the norm to smoke. Implications are as follows:


defying cultural norms by attempting to quit is likely to be very difficult 


the local culture does not support quitting or non-smoking behaviour


targets of the social marketing intervention will live within a social structure of smokers, making quitting and non-smoking behaviours difficult





Conclusion


Evidence shows that in Brinnington it is the norm to smoke. Implications are as follows:


defying cultural norms by attempting to quit is likely to be very difficult 


the local culture does not support quitting or non-smoking behaviour


targets of the social marketing intervention will live within a social structure of smokers, making quitting and non-smoking behaviours difficult





Social marketing communications need to acknowledge that smoking is the norm and that it is difficult and often unappealing to defy this norm.





Hazardous alcohol consumption is a common way for Brinnington residents to spend their leisure time. This often involves smoking as well as having other well known dangers. 





Conclusion


Drinking alcohol is a big part of life in Brinnington and smoking when drinking a significant problem for Brinnington quitters. Social marketing material will need to address this social behaviour in order to help quitters overcome this barrier. 





Many interviewees cited health concerns as a major motivator to have quit or to try and quit smoking. General health in Brinnington seems to be poor, which is corroborated by the statistics found for the original scoping report.








Conclusion


Brinnington residents suffer ill health and are seriously concerned about ill health. Social marketing interventions and communications material would be well advised to highlight the potential for improved health to the individual and their family as a positive benefit of quitting smoking. Advisors should not be reticent about highlighting this fact.








Many interviewees commented that the financial drain caused by smoking was a significant incentive to quit. Interviewees also commented that an increase in disposable income is a positive and highly noticeable repercussion of having quit. 








Conclusion


Financial worry is a major concern to Brinnington’s smokers and therefore the possibility of the alleviation of financial worry may be a significant incentive to Brinnington smokers who want to quit. Social marketing material may be well advised to focus on the possible freedom from financial worry associated with quitting.








A significant insight that came from the interviews was the impact that children have over the smoking parents’ desire to quit. Parents are aware that smoking is not good for their children and feel guilty for smoking in front of them. Direct pressure from children also has some effect over desire to quit.





Conclusion


Brinnington has a family-oriented society. Smoking in front of children is known to be harmful to their health and knowingly harming children is considered immoral within the culture. Social marketers could use this knowledge to create a barrier to smoking (harming children) and a motivation to quit (improving the health of children).





Relationships with GPs varied from interviewee to interviewee, but in a significant number of cases GPs were considered to be unsupportive, unsympathetic or patronising. The table below summarises the findings.








Conclusion


Social marketers should not take it for granted that potential quitters would automatically turn to their GP for smoking advice. Nor should they presume that quitters would heed and respect the advice given by their GPs. Social marketing material should make it clear that Quit for Life also can prescribe NRT.





Many interviewees commented that they would not consider approaching  pharmacists for smoking cessation help. 








Conclusion


Brinnington residents do not appear to see their pharmacist as an appropriate or viable outlet for cessation advice. Therefore, social marketers should avoid suggesting that potential quitters visit their pharmacists, as this may add an additional barrier to the cessation process.








A significant consequence of living in Brinnington on a low income is stress. Poverty, ill health and an often disrupted family life all lead to stress and stress is managed very often through smoking. Examples of the cycle from attempted cessation to stress to failed cessation can be seen in many of the interviews.








Conclusion


Brinnington residents seem to face serious stress in their daily lives through a combination of financial hardship, family disruption and ill health. Social marketers need to acknowledge the part that smoking plays in the community’s way of dealing with this stress, because the possibility of losing this coping mechanism may be a significant barrier for smokers who wish to quit. Offering an alternative coping strategy may reduce this barrier for potential quitters.








Most interviewees had a strong desire to quit and felt there was little or nothing positive about smoking. Attempting to quit, or quitting smoking, was seen as an inevitable occurrence.








Conclusion


Most interviewees desired to quit and saw attempting to quit as an inevitability. This could be down to the fact that quitting or intention to quit has become a culturally accepted norm in modern British society and it is positive that it is no longer acceptable to be happy and contented with status as a smoker. Social marketers should capitalise on this desire to quit and emphasise that the desire to quit is normal and that being a non-smoker is becoming increasingly normal.








Conclusion


Social marketers should be careful when using the ‘ban’ in social marketing material as opinion on it is divided.








Conclusion


Some interviewees found that quitting has given ex-smokers a lease of life by improving their perceived self-efficacy (belief in their ability to achieve success) and also giving them time and improved opportunities. Social marketers may present life without cigarettes as one full of opportunity and freedom, with time to explore and learn.








Conclusion


Quit for Life is friendly and supportive


Quit for Life may not be appropriately targeted at men, who prefer a less hands-on support mechanism and are often intimidated by the female-domination of the groups.


Working people struggle to visit Quit for Life on a Monday morning and shift workers struggle to fit Quit for Life in regularly.


Maggie is appreciated as a good cessation advisor


Community-run, community-oriented cessation support is considered to be appropriate and effective


Some help has been offered by ex-service users with future cessation workshops and clinics











� If it were considered these areas could be intervention targets, the PCT could look at how to market the pharmacy cessation services in a customer-focused way, with a particular emphasis on ‘place’ or ‘physical surroundings’ because anecdotally the open plan pharmacy and large glass windows prevents residents from openly seeking advice there.  Similarly, the GPs could be encouraged to focus on smoking cessation as a key priority of their work. For example, their own smoking and the rushed nature of consultations are considered detrimental to patients’ motivation to quit.





