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1.
Background to Brinnington 

Brinnington and Central (in which the estate of Brinnington lies) forms one electoral ward of Stockport Borough. Although Stockport is considered to have an average level of deprivation (according to the 2000 Index of Multiple Deprivation)
, Brinnington is considered to be significantly deprived. Brinnington ranked in the top 2% most deprived areas for England and Wales in the Index of Multiple Deprivation (based on the 2001 Census). 

Brinnington estate lies adjacent to Stockport Town Centre and the industrial, commercial areas of Portwood and Bredbury. To the south the area straddles the M60 motorway. The houses of Brinnington are mostly council-owned. The main estate area was built in the 1950’s and is made up of a mix of tower blocks, low rise flats, maisonettes and terrace houses. There is accommodation for homeless families in the area (the Council’s Homeless Families’ Hostel), and consequently a small but significant transient population. Some mention of asylum seekers and refugees is made in the literature but the percentage of non-white residents is low. In the centre of the estate are the “Top Shops” – a parade of about 20 shops and a number of community facilities including a library, housing office, community centre, health centre and information point.
 
· Brinnington Neighbourhood Renewal Area has a total population (in 2003) of 7,813
. 
· The percentage of residents aged under 16 to 29 is 44.2% compared to the Stockport average of 35.4%.

· The percentage of residents aged over 60 is 17.5% compared the Stockport average of 21.7%.

· 38.2% of residents are single (never married) compared to the Stockport average of 28.2%.

· Residents in Brinnington are predominantly white (97.4%). From a population of 7,813 approximately 200 people are non-white.

· People in Brinnington consider themselves to have worse health than the Stockport and national average:

· Brinnington has higher levels of people who stated they have a limiting long-term illness than the Stockport and national average; 23.7% (1,860 people from a population of 7,813).

· Brinnington has nearly twice the level of unemployment compared to the national average and over twice compared to the Stockport average.

· People in Brinnington are less likely to have formal qualifications than people across Stockport.

· Brinnington has higher numbers of households containing dependent children and no adults in employment than the Stockport average, and also has higher numbers of lone parent households.

· Brinnington has a much higher amount of residents renting from the local authority (50.6%), and much lower ownership either outright, or by mortgage or loan than the Stockport and national average.

In addition, when asked the question 'How safe do you feel in Brinnington at night'? 32.3% of residents responded as feeling either very or fairly unsafe (Resident Survey 2003). 48.9% of residents consider the general appearance of the estate not to be good. However, 53.5% of people use the park and 22.5% use it regularly (Residents Survey 2003). The nationally acclaimed "Green Flag" has been awarded to the park. Still, the Top Shops have not yet been redeveloped and no regeneration funding was set aside for the activity. 
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Health in Brinnington

The life expectancy for male and female inhabitants in Brinnington & Central ward is 68.8 and 74.8 years respectively. This is considerably lower than the Stockport average of 76.3 years for males and 81.3 years for females and considerably lower than the averages for the affluent Bramhall South ward of 79.0 and 83.9 years respectively. This represents almost a 10 year difference in average life expectancy between Brinnington and Bramhall South
. 

In line with this picture of health deprivation in Brinnington are the premature death data, which show that the average for the ward is above the regional and national averages. In line with the link between deprivation and ill health are the Brinnington mortality rates from cancer and CHD, both of which are higher for this ward than for the regional and national averages. 
Circulatory System Disease (CSD) was the biggest single cause of death in Stockport between 2001 and 2003. 88 people died because of CSD in the Brinnington renewal area, 33.1% of all CSD deaths in Brinnington & Central. Comparisons with Bramhall South show that despite the younger age profile, the number of CSD deaths in Brinnington & Central (266) were higher than Bramhall South (166). 
Coronary Heart Disease (CHD) is the biggest single cause of death within this category with 138 deaths in Brinnington & Central (7.3% of total CHD deaths in Stockport). CHD deaths in Bramhall South accounted for a smaller proportion of the Stockport total at 4.9%. 
Cancer claimed 67 lives in Brinnington renewal area which accounts for 27.1% of the total deaths in the area. The ward data shows that 147 deaths were due to cancer. Lung, breast and prostate cancer accounted for 34.7%, 3.4% and 4.1% of the ward cancer deaths respectively. The Bramhall South figure and the Stockport proportions of cancer deaths were higher at 24.7% and 26.1% respectively, however the SMR values were higher in Brinnington (147.0) compared to Bramhall South (71.3) and the Stockport average (99.0). Also of particular note is the infant mortality rate, which at 10.3 is over twice the local average for Brinnington.

The table below
 shows diseases which were the cause of death for people in Brinnington, Bramhall South (the most affluent Stockport ward) and Stockport for comparison. It shows that for all causes except breast and prostate cancer, death rates are higher in Brinnington than the national average and in some cases over twice the national average, e.g. respiratory disease and lung cancer. As known results of smoking, these statistics are of particular concern. For some causes rates are three times higher in Brinnington than Bramhall and more than double the Stockport average.

	
	Bramhall South
	Brinnington &

Central
	STOCKPORT

	
	SMR

	Deaths
	SMR
	Deaths
	SMR
	Deaths

	Circulatory System

Disease
	87.7
	166
	170.9
	266
	104.2
	3728

	Coronary Heart

Disease
	99.5 
	93 
	180.9 
	138 
	107.1 
	1889

	Cerebrovascular

Disease
	87.6 37 
	37 
	171.6 
	60 
	105.4 
	843

	Respiratory disease
	64.1 
	41 
	209.2 
	110 
	99.2 
	1197

	Malignant Neoplasm's
	71.3 
	88 
	147 
	147 
	99.0 
	2320

	Lung Cancer
	75.8 
	20 
	243.2 
	51 
	102.6 
	508

	Breast Cancer
	78.4 
	8 
	60.2 
	5 
	99.9 
	197

	Prostate Cancer
	158.6 
	13 
	94.8 
	6 
	86.1 
	130

	Digestive diseases
	84.3 
	18 
	204.3 
	37 
	98.7 
	408

	Injuries and

Poisonings
	99.6 
	9 
	154.7 
	14 
	97.9 
	186

	All causes
	74.2 
	356 
	164.6 
	659 
	97.3 
	8907


The Health Inequalities report also found a higher comparative number of deaths in people under 50 in Brinnington ward and a steeper rise in the curve for the 70s age group. Smoking remains the biggest cause of premature deaths.

GPs consulted for the Health Inequalities report commented that statistically there are higher numbers of people with mental health problems living in Brinnington than other areas of the borough. 
	Rates of mental illness in Brinnington compared with other Stockport wards

	 
	Brinnington Practices
	Stockport Practices

	People on the disease register for
	Depression
	594
	23,345

	
	Mental Health
	111
	3,929

	
	Dementia
	116
	1,442

	Population
	8,566
	294,752 (2.9%)

	Crude rate
	Depression
	69.3
	79.2

	
	Mental Health
	13.0
	13.3

	
	Dementia
	13.5
	4.9


The GPs also raised their concern that despite this fact there was no additional resource and indeed the counselling service at the Health Centre is under threat.

Perceived health is also lower for Brinnington than other Stockport wards. The regional average percentage of individuals perceiving their health to be ‘not good’ on a three point scale is 12.0%. In Brinnington it is 15.4%, which ranks in the worst 4% of wards nationally.

Brinnington also has a higher rate of teenage conception than other Stockport wards.
2.
What is occurring?

1.1 [image: image29.png]


Brinnington smoking prevalence
The SHS found that smoking prevalence in Brinnington ward was 40.1% (as a percentage of respondents answering the question on smoking). Using the key below, the ASH data illustrated in the graph clearly shows that Brinnington ward’s smoking prevalence is the highest in Stockport.

	A
	West Bramhall

	B
	East Bramhall

	C
	Cheadle

	D
	Cheadle Hulme South

	E
	South Marple

	F
	North Marple

	G
	Heald Green

	H
	Heaton Moor

	I
	Heaton Mersey

	J
	Cheadle Hulme North

	K
	Hazel Grove

	L
	Romiley

	M
	Davenport

	N
	Bredbury

	O
	Great Moor

	P
	Manor

	Q
	Edgeley

	R
	North Reddish

	S
	South Reddish

	T
	Cale Green

	U
	Brinnington
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This SHS data, illustrated in the diagram below, corroborates ASH’s findings:
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A January 2007 survey of 600 Brinnington estate residents, however, found that over half currently smoke     (54%). ( Neighbourhood Renewal areas 

Residents’Survey)
1.2 Brinnington cessation service analysis

GPs
	
	2005/6
	2006/7

	GP practice
	Attempts
	Quits
	%
	Attempts
	Quits
	%

	Brinnington Health Centre
	75
	29
	38.67
	165
	76
	46

	Non-Brinnington GP practices (seeing Brinnington residents)
	159
	59
	37
	196
	72
	36

	Dr Azmy?
	35
	11
	33
	28
	11
	39

	Dr Pal
	
	
	
	7
	6
	85

	Totals
	269
	99
	37%
	396
	165
	42%


The quit results shown above suggest that the quit rates for GPs are lower than the Stockport average of 42%.  
The quit figures for Brinnington Health Centre increased to 46% in 2006, higher than the Stockport average. The quit rate for other GP’s remained lower than the Stockport average similar to the previous year.
159 Brinnington residents did access out of area GP practices for cessation services. In 2006/7 the figure increased to 196.  
Data for the most popular are as follows:
	
	2005/6
	2006/7

	Health Centre name
	Attempts
	Quits
	%
	Attempts
	Quits
	%

	Heaton Norris Health Centre (Drs Adya/Marshall/Murthy
	49 
	10
	20
	79
	24
	30

	Manor Medical Centre 

(Dr Parkinson &  Part
	22
	9
	41
	20
	9
	45

	Shaw Villa Medical Centre 

(Dr Travenen):
	10
	5
	50
	13
	5
	38

	Lowfield Surgery (Dr Proctor 
	tbc
	
	
	14
	7
	50

	Bramhall Park Medical Centre (Dr Devine & Partners) ¿ has nearby Branch
	tbc
	
	
	18
	2
	11


These GP practices are plotted on the map below, showing their proximity to Brinnington. In 2005/6 their combined quit rates were not significantly different to the Brinnington Health Centre’s 37%. In 2006/7  their combined quit rates were 33% substantially lower than the improved quit rate from Brinnington of 46%
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  1

  2

  3

  4

  5

  6

  7

  8

  9
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Adswood Pharmacy

Asda Pharmacy

Aubrey Glass

Boots The Chemists - Bramhall

Boots The Chemists - Cheadle

Boots The Chemists - Edgeley

Boots The Chemists - Heaton Moor

Boots The Chemists - Marple

Boots The Chemists - Stockport

Bridge Pharmacy

Co-op Pharmacy - Hazel Grove (2)

Co-op Pharmacy - Hazel Grove (3)

Co-op Pharmacy - Heaton Moor

Co-op Pharmacy - Higher Hillgate

Co-op Pharmacy - Longford Road

Co-op Pharmacy - Marple Bridge

Co-op Pharmacy - Marple (1)

Co-op Pharmacy - Marple (2)

Co-op Pharmacy - Romiley

Davenport Pharmacy

David Carter

Dialstone Pharmacy

Fir Road Pharmacy

H M Odell

Hunt & Marsden

Jaybee Pharmacies

Knights Pharmacy

Lilley's Pharmacy

Lloyds Pharmacy - Cheadle

Lloyds Pharmacy - Edgeley

Lloyds Pharmacy - Heaton Norris

Lloyds Pharmacy - Heaviley

Lloyds Pharmacy - Higher Bents Lane

Lloyds Pharmacy - Shaw Heath

Lloyds Pharmacy - Stockport Road

Lloyds Pharmacy - Wellington Road South

Peak Pharmacy - Shaw Heath

Peak Pharmacy - High Lane

Peter Marks Chemist

Rowlands Chemist

Sainsbury's Pharmacy - Hazel Grove

Sainsbury's Pharmacy - Cheadle

Scorah Chemists - Hazel Grove

Scorah Chemists - Cheadle

Scorah Chemists - Bramhall

Singer Chemists
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Cedrics Chemist

Centre Pharmacy

Cheadle Hulme Pharmacy

Cohens Chemist - Cheadle Heath

Cohens Chemist - Heaton Chapel

Cohens Chemist - Heaton Mersey

Cohens Chemist - Reddish

Co-op Pharmacy -Brinnington

Co-op Pharmacy -Reddish

Co-op Pharmacy -Hazel Grove 1
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Superdrug Stores

Taylors Pharmacy

Village Pharmacy

2004 Ward boundaries

Lloyds Pharmacy - Woodley

Mai's Pharmacy

Co-op Pharmacy - Offerton

Co-op Pharmacy - Reddish
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Success of quit attempts at 4 weeks by LSOA
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Dr. Adams & Partners

Dr. Allister & Partners

Dr. Armstrong & Partner

Dr. Azmy

Dr. Chanda

Dr. Cole & Partner

Dr. Dawson & Partners

Dr. Day C. & Partners

Dr. Day J. & Partners

Dr. Dean & Partners

Dr. Hope & Partners

Dr. Hussain & Partners

Dr. Jeffs & Partners

Dr. Lennox & Partners

Dr. Levy & Partners

Dr. Lightowler

Dr. Lloyd

Dr. Lund & Partners

Dr. Marshall C. & Partners

Dr. Mather & Partners

Dr. Mathewson & Partners

Dr. Milson & Partners

Dr. Mishra & Partner

Dr. Murthy

Dr. Murugan & Partners

Dr. Pal

Dr. Parker & Partner

Dr. Parkinson & Partners

Dr. Patel & Partner

Dr. Procter & Partner

Dr. Rafique

Dr. Rees & Partners

Dr. Riley & Partners

Dr. Sharma

Dr. Shepherd & Partners

Dr. Spreckley & Partners

Dr. Tinsley & Partner

Dr. Travenen

Dr. Webb & Partners

Dr. Wells & Partner

Dr. Wild

Dr. Wright & Partners

Dr. Wynne-Jones & Partners

Little Moor Surgery
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Dr. Deering & Partners

Dr. Devine & Partners

Dr. French & Partners

Dr. Geary & Partners

Dr. Ghafoor

Dr. Gill & Partners

Dr. Gilman & Partner

Dr. Hardman & Partners

Dr. Herbert & Partner

Dr. Hick & Partners

STOCKPORT

This map has been reproduced with the kind permission of Ordnance Survey on behalf of The Controller of Her Majesty's Stationery Office.

Crown copyright. Unauthorised reproduction infringes Crown Copyright and may lead to prosecution or civil proceedings. All Rights Reserved. HA100005991 Stockport PCT 2004.

LSOA outline

10

10

Main Surgery

Branch Surgery


[image: image34.emf]Attempts and quits at Brinninton Health Centre 

by age and gender, 2005-6

0

2

4

6

8

10

12

14

16

18

UnknownUnder 1616-2425-3435-4445-5455-6465-74Unknown16-2425-3435-4445-5455-6465-74

Male Female

Number of attempts or quits 2005-6

attempts

quits


The data (in the graph below) suggests that the Brinnington Health Centre is accessed by more women than men, and that there are more white British service users than with other ethnic origins. There are, however, very low numbers of non British white residents of Brinnington.
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The data (in the graph below) also suggests that women and men in the 35-44 age group are most likely to attempt to quit and that women in that age group are most likely to succeed. Although not as many attempt, the 55-64 year old age group for both genders is most likely to succeed. There were the least attempted quits in the 65-74 age group for both genders and for the 16-34 age group amongst males only. There were a surprisingly high number of attempts made in the 16-34 age group amongst women
 but fewer successful quits. 45-54 year olds amongst both genders showed both few attempts and few (none in the case of males) successful quits. IT would be useful to view data on the employment status of people who accessed the service. It may be, for example, that employed people do not access the Quit for Life service because it is run on a Monday morning during working hours. However, information on employment status and occupational group is only currently collected by the specialist service.

One-to-one sessions

Paul Ansbro, Practice Manager for the 2 GP practices at the Brinnington Health Centre, explained that Maggie McMasters also has one-to-one clients at a smoking cessation clinic 5 days a week in one of 3 different time slots – either morning, lunch time or mid-afternoon. The figures for these sessions are combined with the Quit for Life sessions, evaluated below. Ideally, the demographic break down for both services would be able to be viewed separately and assessed for obvious gaps in the reach of the service. 
Paul Ansbro claimed, anecdotally, that about 10 smokers see Maggie each week through either GP referral or self-referral. When patients are unable or unwilling to visit the one-to-one clinic or group clinic, a nurse is on hand to discuss cessation advice and prescribe NRT.

Quit for Life
Quit for Life group is a partnership between the specialist service, Brinnington Joint Practice and community volunteers. Figures from Quit for Life group in 2006/7 were not collated separately from Brinnington Joint Practices. A mechanism is required to ensure the impact of QFL can be specifically measured. Maggie McMasters, the health worker who joint-runs the Quit for Life service, has recently evaluated the service. Part of her winning formula, she feels, is her active follow up of clients, often leading to referrals by clients of members of their family or social group. Her evaluation results have not yet been made available.
Suggested Issues

· Anecdotally, attendees are older community members, although Public Health Nurse Amanda Huddleston emphasised that there is no current understanding of the spectrum of residents attending the Quit for Life group.

· There is no real comprehension as to whether smokers in Brinnington would require further group cessation services.

· Amanda ’s perception is that there is no availability of staff at the moment. She believes there to be limited funding, and out of hours staffing is more expensive. It has been suggested by Sarah Clarke that funding would be available to recruit staff for further sessions.
· She also emphasised that a service in the evening would be ideal, as Monday mornings are only accessible by unemployed or retired people. However, in addition to not having the staff resource, there are currently no safe venues for evening sessions.

Recommendations from healthcare workers
The Community First building is due to open in April 2007. This building will contain a community library, gym, coffee shop and meeting rooms. Amanda  Huddleston suggested that if further research shows the Quit for Life model to be appropriate for (and desirable by) the target groups, this building would be ideal for out of hours smoking cessation support groups.

Break the Habit

Break the Habit has only been run once. It is a 3-week programme providing a once-per week alternative therapy session. All the 9 participants either quit successfully or significantly reduced their smoking.

Suggested Issues

Maggie feels that young mums are the hardest group to reach and that Cannabis use is prevalent in Brinnington and overlooked by the standard services. Many of her clients at the Quit for Life service, she explained, have been prolific cannabis users. 

Maggie also made the point that mental health and smoking prevalence are closely linked. It is known that Brinnington has a high number of residents with mental health illnesses and anecdotally, Maggie claims most of her clients at Quit for Health have mental health issues. Maggie explained that in her experience, smoking by and large is linked to anxiety and stress and that smoking is used as a management tool for mood and emotions and to overcome depression and self-esteem problems. She found that with success in changing smoking behaviour, that weight management, eating behaviours and other health behaviours were also improved and that more of a health life balance could be approached.

Recommendations from healthcare workers
Maggie feels strongly that the success of the Break the Habit sessions indicates that there should be more provision for alternative therapies in Brinnington. As a trained Community Psychiatric Nurse, she feels she could use the further benefits of aromatherapy, neuro-linguistic programming and hypnotherapy to increase quit rates in Brinnington. Maggie felt strongly that an integrated approach between smoking cessation services and other healthy living services is necessary.

Brief interventions

There has been no tracking of the referral rate and subsequent quit rates from incidental brief interventions. Paul Ansbro claims that all patients at the Brinnington Health Centre are asked their smoking status during consultation. 

Suggested Issues

Amanda Huddleston felt that there is still a prevalence of smoking amongst health workers, who therefore feel uncomfortable directing patients to cessation services due to ‘internal guilt.’
Recommendations from healthcare workers
Amanda Huddleston mentioned she would like to see more training given to health workers across all disciplines to encourage more consistent brief interventions (signposting smoking cessation services). 

Out of area services

Other smoking cessation services are open to Brinnington residents. Of particular note is the central Specialist Service, which is open to anyone in Stockport and technically is in the Brinnington and Central ward although actually is some way from the hub of the estate itself. The table below illustrates the results for the central services (Chestergate) and 4 other services which have been accessed by Brinnington residents.

	
	2005/6
	2006/7

	Service
	Attempts
	Quits
	%
	Attempts
	Quits
	%

	Chestergate specialist service
	49
	18
	36.73
	34
	11
	32

	Antenatal associate
	17
	5
	29.41
	8
	3
	38

	Occupational health associate
	1
	0
	0
	0
	0
	0

	Young People’s stop smoking advisor
	1
	0
	0
	0
	0
	0

	Health visitor/clinical services
	2
	2
	100
	5
	2
	40

	Totals
	70
	25
	36
	47
	16
	34


The results show a 36.73% success rate in 2005/6,  which is slightly above the average success rate for Brinnington, although still lower than the average Stockport success rate of 42%.  In 2006/7 the quit rate was similar  but the numbers accessing the services fell from 70 to 47. It should be noted that the figures for the specialist service include clients targeted and supported by two key specialist service programmes, the hospital and workplace programmes.
Suggested Issues 
Amanda Huddleston pointed out that 2 buses are required to reach the centre from Brinnington. Although the journey itself is only a few miles, the bus trip is slow and laborious and can take up to an hour. 
It is important to note that 159 Brinnington residents in 2005/6  and  196 in 2006/7 did seek quit smoking services at GP practices other than the Brinnington Health Centre in the 2005-6 period compared with 75 in 2005/6 and 165in 2006/7 at Brinnington Health Centre. 

There is no pharmacy scheme on the Brinnington estate itself. However, the figures below show Brinnington residents who accessed pharmacy schemes in other parts of Stockport in 2005/6. Although low numbers with only 26 attendees, the figures suggest a high success rate of 50%. Numbers accessing pharmacy scheme fell slightly in 2006/7 and the quit rate fell to 40% 





     
	
	Brinnington ward clients only
2005/6
	2006/7

	Pharmacy name
	Att.
	Quits
	%
	Att.
	Quits
	%

	Asda, Stockport
	12
	8
	66.67
	0
	0
	0

	Boots, Cheadle
	2
	2
	100
	0
	0
	0

	Boots, Merseyway
	3
	0
	0
	13
	5
	38

	Cohen's, Reddish
	1
	1
	100
	1
	1
	100

	Co-op, Reddish
	1
	1
	100
	1
	1
	100

	Superdrug, Mersey Square
	7
	1
	14.29
	0
	0
	0

	Lloyds, Wellington Road
	
	
	
	2
	0
	0

	Lloyds, Heaton Norris
	
	
	
	1
	1
	100

	Peak, Shaw Heath
	
	
	
	2
	0
	0

	Totals
	26
	13
	50
	20
	8
	40


 
The figures below show results for all pharmacy schemes across Stockport, and show a 56% success rate overall, 6% higher than the Brinnington-only results.  The numbers accessing the pharmacy schemes across Stockport fell significantly in 2006/7 to 488, the quit rate was 34%.
 All clients (Brinnington and non-Brinnington together)
	Attempts
	Quits
	%
	Pharmacy name

	16
	9
	56.25
	Adswood

	61
	38
	62.30
	Asda, Stockport

	39
	22
	56.41
	Aubrey Glass, Cheadle Hulme

	3
	0
	0.00
	Boots, Edgeley

	10
	6
	60.00
	Boots, Cheadle

	6
	5
	83.33
	Boots, Heaton Moor

	38
	16
	42.11
	Boots, Merseyway

	135
	59
	43.70
	Cohen's, Reddish

	43
	23
	53.49
	Co-op, Reddish

	5
	3
	60.00
	Co-op, 26 Reddish Road

	3
	2
	66.67
	Co-op, Hazel Grove

	12
	9
	75.00
	Co-op, Marple, 'The Hollins'

	2
	2
	100
	Lloyds, 236 Wellington Rd South

	27
	6
	22.22
	Lloyds, Edgeley

	94
	30
	31.91
	Lloyds, Cheadle

	40
	11
	27.50
	Superdrug, Mersey Square

	11
	8
	72.73
	Tims and Parker, Heald Green

	2
	2
	100
	Village Pharmacy, Bramhall

	547
	251
	56

	Totals


 
N.B. our figures from Rosie G aren’t the same – this needs clarification
  
Conclusion: What works best?

The evaluation above suggests the following attempt and quit rates for cessation services accessed by Brinnington residents in the 2005-6 period:
	
	2005/6
	2006/7
	

	Service
	Attempt figure
	Quit rate
	Attempt 06.07
	Quit rate
	

	GPs (including Dr Azmy)
	269
	37%
	396
	42%
	

	Quit for Life
	Not available
	Not available
	29
	65%
	

	Break the habit
	9
	100%
	
	
	

	Brief interventions
	Untracked
	
	
	
	

	Out of area services
	Chestergate Specialist Service
	49
	37%
	34
	32%
	

	
	Antenatal
	2
	29%
	8
	38%
	

	
	Health Visitor
	2
	100%
	5
	40%
	

	
	Pharmacies
	26
	50%
	19
	50%
	


The results clearly show that the attempt rates for Brinnington residents are the highest at the GP run services. 
The low sample numbers for the antenatal, Health Visitor and Break the Habit services make the quit rate results unreliable and further tracking is required. The quit rate results for GP services and the Chestergate Specialist service are the same were the same in 2005/6 but the quit rate for GP’s was higher in 2006/7  due to the a combination of the increased success rate at Brinnington Health Centre and the lower quit rate for clients of the specialist service. Although the pharmacy quit rate is higher, the extra effort required to reach these out of area service may suggest that attendees were particularly motivated. The low number also means the results are not necessarily reliable. Overall, it can be said that the GP results show the best attempt and quit rates for Brinnington, although the high results for the out of area pharmacies suggest that further investigation should be organized to ascertain the potential for a pharmacy service in the hub of the Brinnington estate itself.
3.
What should be occurring?

Firstly, fewer people should be smoking in Brinnington ward. The January 2007 survey of 600 Brinnington estate residents found that over half currently smoke and (Neighbourhood Renewal areas Residents’ Survey ( 54%). The national smoking rate in working class communities is 33%, far lower than the most conservative Brinnington rate. The Greater Manchester smoking rate is only 31%. 
More specifically, given the high numbers of smokers in Brinnington, there should be 
a) more quit attempts than there are from residents of the estate

b) more successful quits than there are from residents of the estate.
3.1
Cessation trends for Stockport
The Local Area Agreement claimed that “overall performance [of smoking cessation services in Stockport] is down in 2006 and this is a pattern being seen across the country, driven by a number of factors including the lack of a national advertising campaign in the latter half of 2006 year and anecdotal evidence that due to the ban on smoking in public places coming into force in July 07 people are delaying their quit attempts”.

For much of the year activity was 30% lower than in 2005/6 and despite an increase in activity in quarter 4 performance was 94% of target set.

	Q1
	Q2
	Q3
	Q4
	Total

	2005/6 target
	431
	431
	431
	666
	1,960

	2005/6 performance
	
	
	
	
	2071

	2006/7 target

 
	492
	443
	443
	591
	

	2006/7 performance 
	342
	270
	365
	875
	


	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


3.2
Brinnington cessation attempt figures
Against this backdrop of declining activity, the 2005/6 figures show that there was an 8.4% attempted quit rate in the most deprived quintile of Stockport, which would include Brinnington. 

	Quintile of Deprivation (1=most deprived)
	05/06 number of quit attempts
	Estimated number of 18+ smokers
	Estimated quit attempt rate

	1
	843
	10091
	8.4%

	2
	1150
	10649
	10.8%

	3
	1023
	10897
	9.4%

	4
	552
	6114
	9.0%

	5
	611
	7327
	8.3%

	1&2 (40%)
	1993
	20741
	9.6%

	Stockport
	4179
	45078
	9.3%

	 
	 
	 
	 

	 
	05/06 number of quit attempts
	Crude estimated number of 18+ smokers (16.1%)
	Estimated quit rate

	Service total
	4986
	37267
	13.4%


An estimated 9.5% of Brinnington smokers made quit attempts in 2005/6.
3.3
Quit success rates
In December 2006, it was noted that in 2005/6, the overall successful quit rate across Stockport was 42%. This compares with Brinnington, which only has a 35% quit rate out of people using SSS services. 
 In 2006/7 both number of attempts increased and quit rate for Brinnington improved to 42%, slightly above the Stockport rate. 
	Quit attempts
	Successful quits
	% success rate
	Quit attempts
	Successful quits
	% success rate

	Stockport Borough
	4604
	1932
	41.96
	4303
	1720
	40

	Brinnington Ward
	330
	117
	35.45
	460
	168
	42


The graph below shows that Brinnington ward’s success rates for smoking cessation  in 2005/6  are the second lowest in Stockport: Figures for 2006/7 will be inserted to show how this position is improving.
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To demonstrate the problem further, the pharmacy data suggests an overall 56% successful quit rate for all pharmacies across Stockport, but the Brinnington residents only achieved a 50% success rate. Similarly, the average successful quit rate from the GP services across all 18 Stockport wards is 42.12%
, nearly 10% higher than Brinnington’s 33.76%. It is noted that these figures are for Brinnington ward, not just the estate.

These figures are in line with the Independent Inquiry into Inequalities in Health, which identified the fact that not only is smoking prevalence higher among men and women in lower socio-economic groups, they also have lower cessation rates. Since 1973 rates of cessation have more than doubled in the most advantaged groups, from 25% to over 50%. In the least well off groups, there has been a very limited increase in cessation rates from 8% to 9% cessation in 1973 to 10% to 13 % in 1996 (Acheson 1998)
. Lowey et al (2003) wrote that “For smoking cessation to optimally tackle inequalities, services need a greater understanding of why, once in contact with services, people from deprived areas are less likely to quit and how services may be changed to improve success for these key groups”.

4.
Who is affected and to what degree?

Brinnington estate is a poor community with high numbers of unemployed or minimum wage residents. The increased financial burden of smoking will seriously affect the mental and financial health of residents, adding stress to their lives and preventing them from affording necessary items for a decent quality of life. The physical health problems associated with smoking are well known but it is necessary to point out that health behaviours rarely occur independently. For example, “Low physical activity has been shown to correlate with other negative health behaviors (e.g., smoking, lower fruit and vegetable use, etc.) in both adults and adolescents”
 (Dutta and Bodie, 2006). It is likely that the high smoking rates in Brinnington severely impact on the ill health already present in the area.
5.
What could happen if the problem isn’t addressed?

Smokers have reduced life expectancy. The mortality ratio from all cancers for Brinnington ward is 147.0 compared with an England and Wales ratio of 100.0, a North West ratio of 109.7 and a Stockport ratio of 102.0. The wealthy ward of Bramhall South has a mortality ratio from cancer of just 71.3. These statistics suggest that health behaviours contributing to cancer, such as smoking, are particularly prevalent in Brinnington and warrant particular attention by policy makers and health professionals alike. The high smoking prevalence in Brinnington is currently contributing to the mortality ratio and death by smoking-related diseases and these figures will likely worsen if the problem is not addressed.

6.
Health problems analysis

	Indirect contributing factors
	Direct contributing factors

	Deprivation factors:

· Lack of education

· Unemployment

· Unattractive and run down physical environment

· Low incomes
	High stress

· Financial

· Family pressure (eg. Teenage pregnancy)

	Lack of leisure facilities, green spaces
	Limited health-orientation, external or chance locus of control.

	Cut off from Stockport, insular
	Inward-looking, lack of visibility or engagement with alternative ‘healthy’ life-paths.

	Lower life expectancy and poor general health of population
	Fatalistic attitude to health and mortality

	High stress

· Financial

· Family pressure (eg. Teenage pregnancy)
	Smoking as a social norm, a social prop and a stress-coping strategy.

	
	High incidence of mental health problems, drug misuse and chaotic lifestyles


The above table is based on a review of the behavioural theories and current knowledge pertaining to smoking behaviour in low socio-economic communities. A full review of these theories and this knowledge is now included.
6.1
Chance Health Locus of Control

The Health Locus of Control Model may be helpful in explaining the low numbers of quit attempts by people in Brinnington. Steptoe and Wardle (2001)
 explain that individuals have different types of perceived control over their health:

a. Internal control: A person believes they have control over their current and future health through their own choices and behaviour. 

b. External control: A person believes that powerful others, such as doctors or family, have control over their health.

c. Chance control: A person believes the state of their health is down to chance, such as genetics.

Steptoe and Wardle found that people with high internal health locus of control will choose to engage in health promoting activities such as enrolling in a cessation service, while people with external or chance loci believe they have limited control over their own health. The model itself does not attempt to draw a link between class and locus of control, but Steptoe and Wardle (2003) in later national cross-sectional research did find that the “strong beliefs in the importance of chance in health were inversely associated with social class”. 
If chance control is linked both to lower socio-economic groups and to unwillingness to engage in healthy behaviours, it is likely that Brinnington residents also experience chance locus of control which may contribute to an unwillingness to engage with local smoking cessation services. It is suggested this may be found to be correct given the figures relating to uptake of cervical and breast cancer screening. In Brinnington cervical screening was at 83.0% and breast cancer screening at 65.3%. Both were lower than the Stockport averages of 84.1% for cervical and 72.0% for breast screening. This information may be indicative that Brinnington residents have limited internal health locus of control. 

6.2
Seldom thinking about the future

Steptoe and Wardle (2003) also found a strong correlation between the likelihood of seldom thinking about the future and socio-economic status. This has been corroborated by other research, which found a prevalence of fatalism amongst groups with lower socio-economic status
 (Pierpont and Davidson, 2004; Klein, 1948
). The link between fatalism and lower socio-economic status is likely to have significant impact over Brinnington smokers’ willingness to visit cessation services, because of a subsequent limited drive to voluntarily act to improve life expectancy through changing a health-related behaviour.

6.3
Seldom thinking about things that can be done to keep healthy.

Strongly linked to the previous two psychological barriers to uptake of smoking cessation services is the link found by Steptoe and Wardle (2003) between low socio-economic status and consideration of actions possible to improve health. Steptoe and Wardle (2003) found that “the odds of seldom thinking about things that can be done to keep healthy were greater in classes III and IV/V than in classes I/II”, which suggests a chance that Brinnington smokers may not actively think about using a cessation service to improve their own health.

6.4
Attitudes towards smoking

As has been discussed in the previous section, the social norm amongst deprived, working class communities is often to smoke. This is corroborated by the prevalence of 40% in Brinnington. Attitude to smoking, therefore is unlikely to be negative.

The Theories of Reasoned Action and Planned Behaviour tell us that attitude leads to intention which leads to action:


If the attitude of Brinnington smokers is that smoking is an accepted behaviour, this will have significant impact on intention to give up and therefore enrolment in a cessation program.
6.5
Motivation to quit

Smoking is now commonly recognised as nicotine addiction and, as an addiction, produces symptoms of dependence and withdrawal germane to addictive behaviour and obstructive to cessation attempts. Like other addictions, trying to give up smoking has a remitting and relapsing element.
 For an attempt to stop smoking to be successful, the smoker must want to stop. Allegedly, over 70% of smokers say they would like to quit.
As the TRA above indicates, motivation to comply with the social norm has an effect over attitudes and subsequently intention and action to change behaviour. The 40% smoking rate in Brinnington indicates that it is the social norm to smoke. It is posited here that the social norms within deprived housing estates such as Brinnington can be strengthened as a result of the particular type of social capital particular to people living in these conditions. Motivation to comply with social norms, therefore, can be particularly strong.

Research has proven that there is wide knowledge of the health dangers of smoking (Lambert et al, 2002)
. Given the constant exposure to the anti-smoking message in the national media, it could be logically asked why greater numbers of working class people do not make lifestyle choices to defy their social norm, thereby organically shifting quitting towards the tipping point of cultural acceptance.

It is posited here that working class people such as those living in Brinnington have limited social capital, which affects their perceived self-efficacy to quit. Perceived self-efficacy (PSE) can be described as motivation or personal drive. It is important to consider PSE on 2 levels. Firstly, a smoker in Brinnington must have the PSE to overcome social norms. Secondly, a smoker must have the personal drive and PSE to overcome their addiction. In this section the first issue (overcoming social norms) will be discussed and in the next, personal motivation will be explored. 

It is suggested here that working class residents of Brinnington will have both limited social capital and bonding social capital. It will be discussed here how a combination of these leads to the type of social capital which appear to lead to limited meaningful visibility of alternative lifestyle choices, including non-smoking. This limited visibility is likely to strengthen the working class social norm of smoking.

Social capital refers to the “networks that link individuals and the resources embedded in those linkages (Kraig and Hipp, 2005). Someone with a large and diverse social network can be said to have a great deal of social capital. Someone with a small and analogous social network can be said to have limited social capital. The positive benefits of social capital are well documented as Kraig and Hipp (2005) explain:


Social capital promotes social support, boosts physical health, 
improves academic performance and increases job contacts.
It is no coincidence that the listed benefits are often associated with middle class existence: Middle class people are known to be healthier than working class people, have higher academic qualifications and by definition more rewarding jobs. It is a settled view that middle class people have more social capital than their working class counterparts.

The reasons for Middle Class people having more social capital are logical. As a result of their extended network, they are often able to pursue a far greater number of different opportunities, hobbies, activities, holidays, sports, clubs and interests. The result of diverse and numerous opportunities is a broad horizon which in turn places middle class groups in contact with a diverse and extended group of people (and more social capital). 




By this argument, working class people, with less social capital, will be presented with fewer fresh opportunities and therefore fewer chances to increase and diversify their social capital. 






As the discussion has shown, it is likely that the social networks of working class people are considerably more compact than middle class social networks because there is a tendency for working class people to settle in the same small geographical area in cascading generations; (whereas middle class school leavers scatter as they attend universities across the country). This may be largely due to a lack of income, which limits housing choice to council housing estates. 

It is also suggested here that although the working class group have far smaller and less diverse social networks, the social bonds which tie community members together can be extremely strong. The key social network of many working class people is with family, who often live on the same housing estate. The simplistic diagram below illustrates that a middle class individual’s social bonds, apart from the strong bonds with close friends, are likely to be more diverse and less tight than the strong but analogous bonds of a working class individual.
Model to illustrate the bonding and limited social capital of working class groups






Robert Putnam distinguished between these two types of social capital. He suggests there is ‘bridging’ social capital and ‘bonding’ social capital. It is suggested that there is a high chance that Brinnington residents will have considerable ‘bonding’ social capital, “in which linkages are mainly or exclusively among members of the same group” (Kraig and Hipp, 2005). These bonds are strong but condensed and not diverse. By contrast, evidence suggests that as well as having more social capital, middle class people have more of the ‘bridging’ type, “in which linkages exist among members of different communities” (Kraig and Hipp, 2005). [It is noteworthy that middle class society can be lonelier than working class life because of the weaker nature of their social bonds.]

Description of the social capital owned by different classes

	Description of the social capital owned by different classes



	Middle class social capital
	Large social networks

Diverse social networks

Considerable social capital

Bridging social capital

	Working class social capital
	Smaller social networks

Less diverse social networks

Less social capital

Strong bonds: Bonding social capital


There may be significant implications of these differences on the working class social norm and their image incongruency with non-smokers. Putnam suggested that “if there is only bonding social capital it can result in hermetically sealed communities, like in Belfast or Bosnia.” It is suggested that working class communities such as Brinnington, although not to the extent of Belfast or Bosnia, can appear hermetically sealed. 

A result of a limited but strongly bonded ‘hermetically sealed’ community, coupled with the negative environment of deprivation, is a lack of visibility of a life where other social norms exist, such as not smoking. This lack of visibility is very likely to strengthen social norms within the group and prevent individuals from defying that strong social norm. 

To conclude, the bonding and limited social capital of working class people suchas Brinnington residents is likely to lead to strong social norms. Motivation to comply with social norms is therefore likely to be high in Brinnington. This would impact smokers’ motivation to defy the social norm by enrolling with a cessation service to quit smoking.

6.6
Perceived self-efficacy to quit 

As mentioned in the previous section, motivation or drive stretches beyond an individual’s ability to defy social norms to their ability to personally change their unhealthy behaviour. Perceived self-efficacy is a frequent feature of the behaviour change literature, as it is considered central to the success of change. Key mentions of the construct are in the Social Cognition Theory and Transtheoretical Model.

The Transtheoretical Model (Stages of Change Model) focuses on the “varying degrees of readiness experienced by individuals engaged in a new behaviour” (Marcus et al, 1994).

The Transtheoretical Model


The model specifies that a person’s ability to move through the stages is dependent on their perceived self-efficacy. As the stages are conquered, self-efficacy is said to increase. Similarly, pre- or serial-contemplators who have a history of failure will likely have low perceived self-efficacy (Prochaska et al, 1991; Marcus et al, 1994)

. 
 

Schwarzer and Fuchs (1995)
 explain that the Social Cognition Theory’s key component; perceived self-efficacy: 


Perceived self-efficacy represents the belief that one can change risky 
health behaviours by personal action, e.g., by employing one's 
skills to resist temptation. 

Schwarzer and Fuchs explain that efficacy beliefs will affect the intention to initiate exercise, and dictate the amount of effort that can be expended to attain the goal, and the persistence to continue striving in spite of barriers that undermine motivation. 

Bandura explained that low perceived self-efficacy can lead to failure:


Those who judge themselves as inefficacious are more inclined to 
visualise failure scenarios that undermine performance by dwelling on 
how things will go wrong.


(Bandura, 1989)

This model implies that given the prevalence of smoking amongst C2DE group (to recap, 35% compared with 15% amongst ABC1 adults nationally), it is possible that low perceived self-efficacy is a characteristic of target group members. 

The Theory of Planned Behaviour builds on the Theory of Reasoned Action by including the concept of perceived behavioural control, which has been said to be similar to perceived self-efficacy. 





Griffen (2004) explains that “PBC represents the relative controllability of behaviour and is based on a perception of ease or difficulty in performing behaviour.” PBC is related to past experience, skill, ability and confidence and is a “reflection of perceived barriers, such as time, opportunity and money” (Griffen, 2004)
.
The literature suggests that working class people may demonstrate lower perceived self-efficacy than middle class people. There are 3 suggested reasons for this:
i
Low social capital can lead to low self-efficacy. 

It is suggested that low social capital creates limited exposure to different opportunities, activities or experiences. A natural consequence of this limited experience is a lack of confidence because trial leads to self-awareness, competency and prowess. Wide experience also dilutes failure with successes of different magnitudes. A lack of confidence is a prime cause of low perceived self-efficacy and may in part be caused by unemployment, which is an immediate limiter of the experience of success and also a limiter of social capital. It has already been noted that there is high unemployment in Brinnington.

ii
Money can buy opportunities, increasing social capital and 
therefore confidence

It is undeniable that financial capital can open doors to more opportunities. Holidays, hobbies, activities and travel all costs and being able to afford these opportunities (as middle class people with higher incomes are likely to be able to do) leads to increased social capital, confidence and PSE. 

iii
Unrewarding employment leads to low self-esteem and lack of 
self-efficacy

It has been discussed that financial capital can lead to improved PSE. Middle class financial capital is most likely to have been earned through a well remunerated occupation, and it is suggested that other aspects of a rewarding job also contribute to higher confidence and PSE. A well paid occupation most likely involves responsibility, job security and prospects. Indeed these elements were used by Goldthorpe, in addition to occupation and income, to differentiate between working and middle classes (Goldthorpe, 1987)
. 

Boardman and Robert (2000) corroborate the suggested link between low PSE and socio-economic status in their research, which indicates that high proportions of neighbourhood unemployment and public assistance are associated with low levels of self-efficacy
.

It is therefore suggested that the smokers in Brinnington may not have high enough levels of PSE to drive themselves along the stages of change to quit. Boosting their PSE, therefore may be necessary to have a positive effect on desire to quit and subsequent enrolment in available cessation services.

6.7
Beliefs in health benefits and risks
The Health Belief Model states that motivation to change an unhealthy behaviour principally depends on how much an individual believes he or she is at risk from a health problem (Elder et al, 1999)
. The literature suggests that when smoking is prevalent in an individual’s life, such as when family members, community members or neighbours are seen to be smoking regularly, perceived risk is lessened (Rodriguez et al, 2007)
. It is likely that given the high smoking prevalence, this situation is true for Brinnington. It may be that the low attempt-to-quit rate is as a direct result of Brinnington smokers not perceiving themselves to be at risk from the well-documented health risks of smoking. This is of course strongly linked with the sense of fatalism discussed in the previous section on health locus of control.

6.8
Perceived barriers to healthy lifestyle

The difficulty of life in a deprived environment must not be underestimated. With serious financial limitations, limited opportunities, low education levels, unrewarding or no employment, poor quality housing, a dirty and dangerous neighbourhood and few quality yet affordable public facilities, taking control of health may seem beyond the personal scope of residents. Maslow’s hierarchy of needs is a useful way of looking at this problem.
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This model suggests that when the physiological or safety layers are a daily battle, those of self-esteem or self-actualisation, including taking care of personal health, go unheeded. The struggle to meet physiological or safety needs in deprived communities is yet another factor contributing towards low self-esteem (and therefore low perceived self-efficacy), mental health illness, lack of visibility of alternative behaviours and lack of health belief. It may be that Brinnington residents demonstrate a lack of willingness to enrol in cessation projects because giving up smoking is not a priority when there are other daily struggles to overcome.

A summary of the previous discussion is included in 10.3.
Recommendations

It is recommended that primary research is undertaken in Brinnington to assess the extent to which these psychological factors have impacted the uptake (and as will be explored in section 10.3, success) of local cessation services.

6.9
The link between mental illness and quit attempt levels. 
An informative ASH report by Dr Ann McNeill states that with the right treatment, mental illness does not necessarily reduce quit success rates but rather attempts:


There is some suggestion that mental health problems may undermine 
attempts at quitting rather than ability to stop.

McNeill quotes a US study which found that quit rates amongst mentally ill people can be high. The study found that over a third of patients with any history of mental illness reported having quit and that 30% of those with mental illness in the last month reported having quit. Quitting isn’t the problem, then, but rather making the attempt.

It was suggested in the previous section that mental ill-health often leads to smoking and that the high levels of mental illness in Brinnington may be one reason why smoking rates are especially high. Here, it is suggested that the mental ill-health of many Brinnington residents also leads to lower attempt rates but that the right treatment can be successful. Dr McNeill reported that in a survey of schizophrenics, around half wanted to give up and most were aware of the health risks. She suggested that access to appropriate services may be the problem. 


It is important to be able to respond appropriately to requests for 
support and 
also to be proactive in reaching out to smokers with 
mental health problems in 
the community. 

Her key findings were that

· although the link between mental illness and smoking is known, there is “no guidance for health professionals running cessation services as to how best support smokers with mental health problems”.

· psychiatric nurses were in the ideal position to intervene to start a cessation program (but that timing is crucial so as not to exacerbate vulnerable illnesses). “Mental health professionals have an important role to play in encouraging supporting smokers attempts to stop”.

· there is significant evidence that combining behavioural treatments for mental illness with smoking cessation treatment had excellent results. “Effective treatments include group therapy, NRT and Buproprion
. There is some evidence that adapting the treatment program for smokers with mental health problems may enhance efficacy.”.

Recommendations

In line with the advice in Dr McNeill’s ASH report
 (and suggestions from the previous section), it is recommended that primary research be undertaken to fully understand the scope of the mental health problem in Brinnington and that more thought be given into how to reach smokers in Brinnington who have a mental health illness. 


There is some evidence from a qualitative Australian study that 
smokers with mental health problems feel excluded from mainstream 
smoking cessation programs.
6.10
Why are the quit success rates in Brinnington so low?

Smoking is extremely addictive. Commenting on the New Year ‘hooked’ anti-smoking advertising campaign, Robert West, Professor of Health Psychology at University College London, said that "smoking is not just a habit - for many smokers it's a complex and powerful addiction. The nicotine in cigarette smoke can be as addictive as heroin and crack cocaine.”
 To the question ‘why do most attempts [to quit] fail, Copeland et al (2005) suggest that “many smokers appear to use the most ineffective method - cold turkey - and few smokers report receiving help”.
 This suggests that giving up smoking is extremely difficult and that considerable psychological strength and socio-cultural support is likely to be required to succeed.

For his ASH report, Crozier (2001) concurred with the suggestions made in the previous sections by suggesting that possible explanations for the lower quit rates observed among people from the lower socio-economic groups include 

· levels of motivation to quit

· higher levels of dependence on nicotine 

· greater stress. 

He mentioned research which has shown that poorer smokers are indeed more dependent on nicotine. Commentators have argued that this may be due to a number of factors, including the use of cigarettes as a form of self-medication for stress. It may be due to the earlier age of starting to smoke observed among poorer smokers. Also, it may be due to economics: each cigarette is worth more, and therefore smoked more intensively (Jarvis 2000).

The following discussion builds on Crozier’s findings and the previous suggestions to explain the lower levels of cessation success in Brinnington.
a.
Facilities

Mistrust in GPs a potential problem
The analysis of the Brinnington cessation services poses the suggestion that there may not be enough of a presence of smoking cessation services within Brinnington. To recap, on the hub of the estate itself, there is only the one-to-one service run at the health centre, the Quit for Life group sessions held on a Monday morning also at the health centre and Dr Azmy’s one-to-one clinic. There is no pharmacy service. Brief interventions may be taking place but are untracked and it has been suggested they have limited impact. Crucially, there is no pharmacy service.
A key finding which arose through discussion with health workers, was the possibility that some Brinnington residents are fearful of telling their GP about their smoking habit for fear of denial of other treatments. In their paper ‘We shed tears, but there is no one there to wipe them from us’: narratives of (mis)trust in a materially deprived community
, Ward and Coates (2006) describe their qualitative study of a materially deprived locality in northern England, where mistrust in local general practitioners (GPs) was widespread. A widespread mistrust of 'authority' was narrated through a shared history of disinvestment and loss of services in the locality and 'broken promises' by a range of institutions, which precipitated feelings of social exclusion. 

In addition, a study by researchers at Johns Hopkins School of Medicine in the US corroborates that GPs are often not best placed to refer smokers to cessation services. The report, discussed in an article in the Sidney Herald, Australia (January 26th, 2007), found a big gap between what patients tell their GPs and the reality. The article claims that “Patients… lie about how much they smoke and whether they are taking their medicine. They minimise how much they drink and overstate how much they exercise”.  Whether these results were due to fear or mistrust or other reasons, a major repercussion of this dishonesty is the difficulty of making referrals to cessation services. 
In addition, Pilnick and Coleman (2006) describe their findings which state that the issue of smoking is often de-emphasised by patients in front of their GP in the face of other 'troubles'. They also found that 'defensive expansion' is prevalent, where the patient over-emphasises deficiencies to avoid discussion of their smoking addiction.
 
Pilnick and Coleman (2006) explored the perspective of GPs in consultation with a suspected smoker. They suggested that GPs often can not pursue the topic of smoking because of an overarching fear of damaging the GP/patient relationship. The second reason related to clinical judgement, where it was feared that an attempt to stop smoking might exacerbate a patient's existing condition, particularly their mental health.
If found to be true for Brinnington residents, evidence of mistrust or at the least miscommunication may have significant impact on quit attempts through the cessation services, given that referrals to the one-to-one service are always made through the GP. The Quit for Life scheme, although run as a drop in session, is also held at the Brinnington Health Centre so there may be perceived connotations with the GPs. Dr Azmy’s clinic is populated entirely by his referrals.

The lack of pharmacy service in Brinnington has an effect on quit attempts
It would appear that the lack of pharmacy service on the Brinnington estate has had a major impact into smoking cessation rates. According to the location map from December 2006, there are 3 pharmacy cessation services in Brinnington and Central ward. These are at the Asda pharmacy, Boots the Chemist and the Superdrug store. However, these pharmacies are all centrally located in the shopping area of Brinnington, away from the hub of the Brinnington estate itself. As a result, the numbers of Brinnington residents who have attended them are small at only 26.
It appears that the lack of pharmacy services has a significant impact on the number of smokers making quit attempts. The map below illustrates the prevalence of quit attempts by area (2005-6) and clearly shows that the southern part of Brinnington and Central ward had 40-60 quit attempts whereas the northern part only 20-40. Given that there are no pharmacy services in the northern part of the ward, it may be that that the pharmacy cessation services increased the number of quit attempts. [There are 2 GPs in both the southern part (Dr Azmy and Dr Pal) and northern parts (Dr Allister & Partners and Dr Gilman & Partners) of the ward]. 





The introduction of a pharmacy cessation service in the northern hub of the Brinnington estate may increase the number of quit attempts. 

[It is important to note that the success of the quit attempts does not correlate with the existence of pharmacy services. In the area with 3 pharmacy services, the quit success rate is only 25-45% whereas the area to the north which has no pharmacy services has a quit success rate of 55-100%. 





This anomaly may be because the Brinnington Health Centre and GP practice, which have the highest attempt and quit rates, are based in this dark blue area.]

7.
Audience segmentation

The group, in behavioural terms, most likely to be responsive to intervention are those who want to quit smoking but have either been unsuccessful in previous attempts or have yet to attempt to quit. These are contemplators and preparers. It is not considered appropriate, given the intervention’s budget and time restrictions, to target precontemplators, who have yet to seriously consider a quit attempt.
Geographically, the intervention will be restricted to those living on the Brinnington estate itself. This way, current facilities and services in the hub of the estate can be used.

In terms of demographics, it is suggested that adults over 25 are targeted. Motivation to smoke for adolescents involves a separate and complex set of psycho-social and cultural influences. 

In terms of gender, at this stage it is not possible to determine whether one specific gender should be targeted, but it may be that service redesign or enhancement is used to target a specific gender by better meeting their needs.

Those with mental health difficulties or drug dependency will not specifically be the target of the intervention.

8.
Underpinning the intervention - Behavioural theories 
It is important in social marketing that the interventions are theoretically grounded so that they are rigorously thought out and possible to evaluate. It is suggested, based on the extensive discussion above, that the following pointers from behavioural theory are used to underpin the intervention in Stockport:
1. Transtheoretical model

The central tenets of this theory are the stages of change, decision balance, change processes and self-efficacy. Of particular note, it will be important for us to target the intervention at contemplators (using the stages of change), provide the contemplators with positive reasons to quit to reinforce their decision to quit (decisional balance) and also to bolster quitters perceived self-efficacy (make them believe in their ability to succeed).
2. Theory of planned behaviour/reasoned action

These theories point out that social context, including salient beliefs and social norms, strongly effect attitudes to a behaviour and intention to do it or change it and subsequently effect the behaviour itself. It is import, therefore, to make sure that social norms and salient beliefs of the Brinnington population are fully understood and this insight incorporated into the intervention.

3. Health locus of control

People with internal locus of control (strong belief in their own ability to effect their health) will behave differently towards their health than those with external or change loci of control. It is understood that in Brinnington the internal drive of residents to change or effect their own health may be lacking and therefore strong positive external influences may be a central tenet of the intervention.

4. Health belief model
This model states that those who have a strong sense of their own risk to ill health will be more motivated to act. Research may prove this to be important in Brinnington. If the target segment considers itself at risk, this may be a useful way of motivating behaviour change.
9.
What can we do about the health problem?
In this section a full literature review of interventions is summarised for a picture of possible ways of combating high smoking prevalence.
These interventions include:

1. Nicotine replacement and other prescribed pharmaceuticals
2. Non- NHS support, including community support groups, aromatherapy and hypnosis

3. NHS support, including pharmacies, GP support and health visitors

4. Brief interventions by a spectrum of health workers
5. Policy interventions, including smoke free workplaces and the imminent English national ban

6. Other social marketing interventions, including mass media and school-based interventions

In general, it is noted that NICE have reviewed reports which found that previous quit rates, age, gender and level of addictedness are external factors which consistently influence the success of any intervention. Females, for example, set more quit rates than males but are less likely to succeed in quitting. Older smokers are more likely to quit than younger smokers. Heavily addicted smokers find it hard to quit. 

It was also found that several sub-populations face unique barriers in attempting to quit smoking. Pregnant women, smokers with manual occupations and institutionalised populations all face substantial barriers impeding cessation attempts. (source: NICE
)
8.1
Prescribed pharmaceuticals

Nicotine replacement 

Nicotine in cigarettes renders them addictive so that smokers generally find it extremely difficult to give up their habit. Most smokers (~70%) say they would like to stop but some express an unwillingness or inability to do so in the near future. Nicotine replacement therapies attempt to substitute the nicotine obtained from smoking with that derived from gum, inhaler or patch, so that smokers are enabled to quit smoking and then gradually become independent of nicotine.  
There are two broad types of NRT use; that which enables determined quitters to stop smoking abruptly, and that which enables unwilling quitters to cut down their smoking over an extended period while supported by NRT so that they may eventually become able and willing to attempt to quit altogether. It has also been commented that NRT could be used in a new way, to prompt unwilling quitters to smoke by reducing their craving.

Results

A Cochrane Review
 based on 123 trials, (103 of which contributed to the primary comparison between NRT and a placebo or non-NRT control group) found that NRT achieved 1.5- to >2- fold increases in smoking cessation rates. The main outcome measure used was abstinence from smoking after at least six months of follow up. It was also mentioned that there is some evidence that a combination of the possible delivery methods (gum, patch, nasal spray, inhaler, sublingual tablet or lozenges) is more effective than one alone. 
A NICE report
 reviewed 7 randomised placebo controlled trials, although none of were primarily designed to investigate effectiveness of a smoking reduction in terms of sustained smoking cessation. In five trials, smokers received NRT gum or placebo, in two an inhaler or placebo and in one, smokers exercised free-choice of NRT or placebo type. Results for sustained abstinence from smoking, point prevalence of smoking abstinence, sustained smoking reduction and point prevalence of smoking reduction, demonstrated statistically significant superiority of NRT relative to placebo
.  

However, the proportion of participants that achieved sustained abstinence within 6 weeks was low (about 2% of those in receipt of NRT). Even with NRT support, smokers who had expressed unwillingness or inability to quit in the short term would be unlikely to stop within six weeks. Using a more relaxed criterion of 12 months for sustained abstinence, the review indicated statistically significant superiority of NRT vs. placebo. It was acknowledged that counselling may also be required to eventually achieve a successful cessation. NRT was analysed as being economically viable.

Bupropion

Buproprion, also known as Zyban, does not replace the nicotine a quitting smoker would otherwise inhale through smoking but rather affects some of the messages in the brain to reduce the craving itself. 1 150mg tablet is prescribed to smokers (willing quitters) over 18 years old for a week followed by 2 tablets the next week. In week 2, smoking is stopped. There are side effects with Bupropion such as fitting, and the drug is ill-advised to be prescribed to a patient taking other medication.

Results

NICE reported clear evidence that Bupropion is more effective than the placebo. It was shown to be effective in smokers with chronic obstructive pulmonary disease, cardiovascular disease and those who have failed in the past to achieve abstinence.  It was not, though, found to be superior to NRT.

8.2
Non-NHS treatments
NICE review
There are many smoking cessation services outside the NHS which boast success rates higher than the 15% long-term abstinence rate achieved by the NHS services. NICE performed a systematic review of reviews to assess the success of acupuncture, Allen Carr’s Easyway, hypnosis, NicoBloc, Nicobrevin, St. John’s Wort, aversive smoking, cytosine and glucose in achieving comparable smoking cessation rates.

Results

The NICE review suggested that acupuncture, St John’s Wort and NicoBloc are probably not effective. There was insufficient evidence to determine the effectiveness of Allen Carr’s Easyway Program and Nicobrevin. Hypnosis has not been found to be more effective than simple advice. Studies of glucose showed mixed evidence of efficacy. Rapid smoking may have some efficacy, but its implementation within the contemporary treatment format is problematic. Cytisine (Tabex) also showed evidence of efficacy
.
Review of story-based interventions

Ritchie et al (2007) suggest that stories between smokers at different stages of change can be effectively used to prompt cessation by being used to locate the process of change within people's daily lives as well as to enable people to engage in a supportive process with others. The intention to change is perceived by many smokers to be unstable and requires opportunities for longer-term support. Including people at the different stages of change seems to be positive and the report suggests that participants appear to incorporate without difficulty those who are still smoking with those who have stopped. 

Results

Ritchie et al (2007) claim that the findings of this study challenge current smoking cessation guidelines and suggest highly structured standardized 6-8 week programs in smoking cessation are insufficient to meet the needs of many smokers. The hypotheses generated by the work suggest that flexible services that offer support to a range of smokers are beneficial and valued. In addition, programs that are tailored to the individual's context and culture, as well as the individual's personal life situation, through the medium of the story, are valued and acceptable to the participants.
Buddy systems
Buddying is a volunteer-based approach to deliver emotional and practical support. It allows interventions to be delivered within the community and ASH recommend that it is found to be particularly useful in low-income groups.

The ‘buddy’ is an individual who is given special responsibility to help a smoker in their attempt to stop, by providing support at regular intervals or as problems arise. They can be from an existing social structure or someone previously unknown to the smoker. They may be a non-smoker, another smoker trying to stop, an ex-smoker, or even a current smoker. In the ASH Scotland Project, ‘buddies’ are members of the public who have undertaken training to support smokers in their attempts to stop, who are committed to helping and who are non-smokers or ex-smokers.  

No results have been found which demonstrate the effectiveness of buddying.
8.3
NHS Support Services

The NHS services in England provide various interventions designed to encourage smoking cessation. These include one-to-one counselling sessions or group counselling session. They can be GP, pharmacy or nurse-led
.

Results

Indicative results suggested that NHS Support Services are effective in the short term of 4 weeks. In the long term of 52 weeks, between 13-23% of the short term successful quitters remain abstinent (based on self-report).

· It was found that 20% of pharmacy-delivered interventions achieved CO-validated cessation rates at 4 weeks. 

· It was found that group intervention may be more effective than those delivered one-to-one, although “both types of intervention are essential for the continuation of the services.” ‘Buddy’ systems were not found to increase the effectiveness of group interventions but did increase the effectiveness of one-to-one interventions.

· There was indirect evidence suggesting that inpatient interventions in hospital settings are effective.

· External factors such as timeliness and target setting seem to have influenced the effectives of intensive smoking cessation interventions.
· There was no significant difference in the effectiveness of individual counselling and group therapy.
Brief interventions
The NHS also provide brief interventions, where health professionals suggest smoking patients access a cessation service whilst treating them for sometimes unrelated ailments. Brief interventions can be implemented by any health professional from a physiotherapist to a health visitor. NICE recommendations include:

· Everyone who smokes should be advised to quit, unless there are exceptional circumstances

· People who smoke should be asked how interested they are in quitting. 

· GPs should take the opportunity to advise all patients who smoke to quit when they attend a consultation. 

· Nurses in primary and community care should advise everyone who smokes to stop and refer them to an intensive support service (for example, NHS Stop Smoking Services). 

· All other health professionals, such as hospital clinicians, pharmacists and dentists, should refer people who smoke to an intensive support service (for example, NHS Stop Smoking Services). 

· Community workers should refer people who smoke to an intensive support service (for example, NHS Stop Smoking Services).  

· Smoking cessation advice and support should be available in community, primary and secondary care settings for everyone who smokes. Local policy makers and commissioners should target hard to reach and deprived communities, including minority ethnic groups, paying particular attention to their needs. 

Results

ASH
 tells us that brief opportunistic advice has a low efficacy but because of the huge number of people health professionals see in the course of any year, it can have a very significant public health impact. Brief advice mainly triggers attempts to quit (and may do so in 40% of smokers given such advice) but many smokers will need further support.

Takahashi et al (2006)
 report on a study where brief interventions were found to be effective. They talk about the 5As (asking, advice, assess, assist, and arrange follow up).
8.4
Policy interventions

Smokefree workplaces
NICE reviewed evidence on the extent to which workplace policies stimulate, support and utilise smoking cessation with a view to determining the likely effects of the introduction of national smoke-free legislation in England in 2007.

Results

It was found that cessation programs aimed at the individual when combined with an institutional approach (providing environmental support) were effective in facilitating smoking cessation. It was also found that smoking restrictions positively impacted the uptake of smoking cessation resources. In addition, Moher et al (2003) found consistent evidence that workplace tobacco policies and bans can decrease cigarette consumption during the working day by smokers. They found conflicting evidence, however, about whether they decrease prevalence of smoking or overall consumption of tobacco by smokers.

The most effective workplace programs were those with proven effectiveness in other settings. Financial incentives can improve recruitment rates (if not cessation rates), whereas ‘buddy’ support seems to have had limited effect.  Intensive interventions were more effective than minimal interventions and workplace health assessments with feedback may also have a role to play, although evidence was inconclusive. NICE acknowledged the potential for Allen Carr seminars, online smoking cessation support and integrated smoking cessation and occupational health and safety programs, although evidence on the effectiveness of these was limited.

National smoking ban
:
The English smoking ban will come into effect on July 1st 2007, making smoking in public places illegal.

Results

Research from other countries, including Norway, suggests that attempts to quit will increase if treatments are made easily accessible. Andrew Hyland, associate member of the Roswell Park Cancer Institute, New York, explained what has been seen in the wake of smoking bans elsewhere:


The air is cleaner and health improves, people support the regulations 
and support increases over time. Hospitality economies are not 
devastated and appear to suffer no adverse consequences.


When smokers decide they are ready to quit, a smoke-free 
environment makes it easier for them to stop successfully. For some 
people, they will decide to 
quit right away when the law is implemented 
or even beforehand, but for many others they will make that decision in 
the weeks, months and years ahead.

The Pharmaceutical Journal goes on to explain that easily accessible and flexible smoking cessation services will be essential if smokers are to be motivated to quit in the wake of the smoking ban in bars and public houses in England. 

8.5
Social marketing interventions

ISM review

Stead et al from the Institute of Social Marketing reviewed 35 social marketing interventions aimed at reducing alcohol, tobacco and substance misuse. 35 studies were found to meet the NSMC’s benchmark social marketing criteria and therefore could be called social marketing interventions. 9 of these were smoking cessation interventions. It is important to note that many interventions were non-UK based.

Key techniques used:
1. School-based approaches

Most of the school-based programs were informed by the social influences approach which comprises 3 components; psychological inoculation, normative education and resistance skills training. Stead et al found that school-based programs using this approach are consistently more effective than curricula adopting other approaches.
2.
Community programs

These interventions were generally underpinned by theories of community organisation and community participation.

3.
Media advocacy
4. 
Family-focused interventions

These interventions drew on models of problem behaviour to develop models of factors which would protect against the development of substance use, such as family cohesion and managing emotions and conflict.

Results

· 2 had significant impact on cessation

· 5 had modest or weak impact

· 2 had no or unclear effects

Of the interventions with significant impact, 2 were mass-media based programs. The North Coast Quit for Life program was a 2 year mass media campaign in Australia. Lower smoking prevalence in the intervention communities was found after 2 years. Similarly, a media program for Vietnamese American men found higher likelihood of being a quitter in the intervention communities after the 2 year intervention.

Those interventions with modest of weak effects included:

a. A church-based community project based around church coalitions and individually-focussed activities.

b. 3 multi-component community cardiovascular disease interventions.

c. The Stanford Five-City Project; a 5 year long multi-community intervention

d. The Minnesota Heart Health Program; comprising media, community organisation, training of professionals and community cessation support. This had a significant impact on women’s smoking prevalence but not on men’s.

e. COMMIT trial had limited effect on heavy smokers but significant effect on moderate smokers after its 5 year period.

f. Hispanic Americans mass media-based program.

Those interventions which appeared to be ineffective:

a. The Pawtucket Heart Health Program: A community trial with no impact on smoking prevalence

b. US university worksite intervention

NICE review of mass media interventions

Nice reviewed mass media interventions which aimed to help people quit smoking and also prevent relapse. The systematic review takes 1 of 7 media in turn and assesses it for its content, message and overall effect.

Results

Educational interventions
No effect of multi-channel mass media on cessation was found, nor any effect on the smoking intentions of children.

No-smoking days
It was found that a quit rate of 11% at three months could be achieved with a No Smoking Day in the UK. [Ben Youdan, chief executive of No Smoking Day, the charity which co-ordinates the campaign, said the introduction of NHS stop smoking services had helped many people to quit:


We know that stopping together with others gives smokers an extra 
boost, and our figures show that you're twice as likely to succeed if you 
give up today, No Smoking Day.]

Quitlines (for targeted populations)

There was evidence suggesting that for pregnant women and their partners from lower socio-economic groups, multi-channel mass media advertising has no evidence of effect on changing smoking behaviour but calls to quit lines increased by 14%. Similarly, this medium had little effect on quit rates for women with young children. It was found, however, that on No Smoking Day, calls to national smokers’ help lines are typically four times the normally level.
Competitions and incentives
There was found to be a small effect of ‘Quit and Win’ contests of community prevalence of smoking. Less than 1 in 500 quits were achieved because of the contests. The competition and incentive intervention was not found to be effective beyond 6 months but were found to be effective in the short term, as 35% of the population self-reported that they had quit two months after the contest.

Multi-component interventions/community interventions
It was found that multi-media mass media campaigns (combined with other interventions) are effective in increasing tobacco use cessation. Cessation rates ranged from 3.9% to 50% in follow-up periods of 6 months to 5 years. It was found that adding peer group support and lottery incentives to mass media-based self help interventions led to abstinence levels of 19.5% in control group compared with 30% in intervention group at 2 years.

Interventions targeting young people
It was found that dissonance arousing messages targeting girls can have positive short term effects on quit rates. Graphic mass media messages about the negative consequences of smoking among adults were found to have a positive effect on quit attempts among young people and media campaigns advertising internet websites can increase quit attempts.

Interventions targeting ethnic/cultural groups:

Campaigns targeting male rural oral tobacco users with culturally appropriate materials were found to be positive.

Current government stop smoking campaigns

A key strand of the Government’s tobacco control program is the provision of an ongoing media/education campaign. There are four overall strands to the campaign, as recommended by international best practice.
 

· Motivation: provides smokers with new and motivating reasons to quit 

· Support: outlines the choice of NHS support available 

· Reducing exposure to second-hand smoke: demonstrating that second-hand smoke is dangerous, not just unpleasant 

· Product and Pack: links the health messages back to the product, giving the smoker another reason to quit. 

The campaigns, which include advertising, PR and direct marketing, aim to motivate smokers to quit, to highlight the NHS support available to them, as well as to educate the public about the dangers of secondhand smoke.

The current campaign is ‘Get Unhooked’:
TV ad campaign:

	



	



	



	





Advertising Posters:

	



	



	



	




Results

In 2005, advertising continued to be the biggest prompt for people giving up smoking (27%) ahead of 'something said by doctor' (22%) and 'something said by friend or family member' (20%). Campaigns also helped generate nearly 400,000 calls to the NHS Smoking Helpline, and nearly 600,000 visits to the campaign website: www.givingupsmoking.co.uk. 
It is important to note that the prominence of anti-smoking national media is likely matched by other media campaigns targeting problem health behaviours in Brinnington. A full competition analysis in this respect has not been done here, but social marketing interventions should take into consideration other potential influences over the target market’s attention. 
8.6
NICE report into Behaviour Change

The 2006 NICE report ‘Behaviour Change: Synopsis of Evidence’
 found that targeting individuals, interventions which showed a positive effect in reducing tobacco usage include 
· advice from health professionals, 
· the rapid smoking form of aversion therapy, 
· self help materials, 
· telephone counselling (compared to less intensive interventions),

· nursing interventions, 
· group counselling (which is also more effective than self help) and 
· oral examination and feedback for reducing smokeless tobacco use. 
In addition, interventions to promote smoking cessation or reduction with pregnant women were generally found to be effective across the range of intervention types and indicate that pregnancy may be a point in the lifecourse that is amenable to positive behaviour change. Relapse prevention interventions were also successful with pregnant women, although this was only supported by a single study. 
Less clear, poor quality or inconclusive evidence of effect was found for 
· social support interventions (e.g. buddy systems or friends and family), 
· relapse prevention, 
· biomarker feedback or biomedical risk assessment, 
· exercise, and 
· interventions by community pharmacy personnel or dentists.

Interventions that had evidence of no effectiveness included 
· hypnotherapy, and 
· stage-based approaches to changing smoking behaviour. 
Interventions which showed an effect in the workplace (on a community level) included those aimed at encouraging individual’s to quit — whether they are more effective than in other settings, such as health clinics, is not clear. Interventions included 
· group therapy, 
· individual counselling,
· self help materials, 
· smoking bans and restrictions and 
· competitions and incentives. 
Although cessation rates have not been shown to differ significantly, recruitment rates can be improved by rewarding participation, which may be expected to deliver higher absolute numbers of successful quitters. 
· Interventions in schools and colleges that showed some effect included education, 
· social and refusal skills training, 
· positive identity reinforcement, 
· individual and group counselling and 
· smoking policies and restrictions. 
There is some evidence that these interventions are not effective in the long term. 
Interventions aimed at the wider community included multi-component interventions and those which use multiple channels to provide reinforcement, support and norms for not smoking. These showed limited effectiveness. 
Finally, NICE reviewed 7 systematic reviews which evaluated population level interventions to prevent the uptake of smoking or reduce smoking rates. Interventions which showed evidence of a small effect in preventing the uptake of smoking included mass media interventions. Interventions which show a small effect on smoking cessation include ‘Quit and Win’ contests and reducing smoking in public places (although the before and after study design makes it difficult to determine the extent to which the outcomes were directly related to the intervention). Other interventions such as interventions to reduce tobacco sales to minors have little evidence of effectiveness.

8.7
Conclusion: What works best?

The Stockport Stop Smoking Service (SSSS) Equity Profile tells us that it is now considered that the optimal treatment for tobacco dependence consists of structured behavioural support, especially when combined with nicotine replacement therapy or bupropion.

Moher et al (2003) concur with this combination, as they found strong evidence that interventions directed towards individual smokers increase the likelihood of quitting smoking. These include advice from a health professional, individual and group counselling and pharmacological treatment to overcome nicotine addiction. Self-help interventions are less effective. There was limited evidence that participation in programs can be increased by competitions and incentives organised by the employer. 

Similarly, in her ASH report, McNeill states that:


Evidence based and professionally endorsed national smoking 
cessation strategy involving brief opportunistic advice to quit from 
health professionals, with a prescription for effective pharmacological 
treatments, backed up by intensive specialist cessation support for 
those smokers who need it.

10.
Strategy team

The strategy team for the scoping phase of the intervention will comprise
· Jane Pilkington

· Sarah Clarke

· Fiona Spotswood

· Simon Armour

· Duncan Weldrake

Simon and Duncan are the PCT leads for alcohol and STI prevention. They will be pivotal in offering insights into different behavioural problems also effecting Brinnington and will use their knowledge gained from our discussion in the guiding of their own work.

11.
SWOT analysis
	Factors/Variables
	Internal 
	External 

	Positive
	Strengths
	Opportunities

	
	· Quit for Life well received and successful

· Maggie McMaster well respected and liked

· Motivated health professionals
	· Large GP practice

· New pharmacy with recently added consultation room but no smoking advice as yet

· High desire to quit

· High awareness of dangers of smoking to themselves and children

· The smoking ban in public places (eg, smokefree community centre and pub)

	Negative
	Weaknesses
	Threats

	
	· Limitations of current services for men and workers
· Limitation of current services to just smoking not other health issues or general lifestyle advice and coaching
· Limited number of volunteers
· Volunteers considered not be valued enough or remunerated suitably
· No creche
	· Local residents do not necessarily have respect for the GP’s opinions
· Residents do not contemplate asking  the pharmacist for smoking advice.

· The pharmacy’s consulting room is across the other side of the large room, and customers are allegedly embarrassed of making the very public ‘walk of shame’ across the room to the consultation room to ask private advice.

· Smoking is highly prevalent, making it the social norm.
· Alcohol misuse and abuse is common as is drug misuse. These contribute to the incidence of smoking.

· The deprivation of Brinnington causes stress to residents and smoking is used as a mood regulator.


12.
Competing interventions
	
	Control

· Legislation
· Regulation

· Enforcement

· Requirement

· Standard setting

E.g. Legislation about wearing seat belts

E.g. Setting hygiene standards for food outlets
	Design 

· Design & engineering for the environmental & physical context

· Increasing availability

· Improving distribution

E.g. Road calming schemes
	Support

· Providing support

· Servicing support

· Responding to what people need, want and/or value

E.g. Providing advice services

E.g. Smoking cessation services
	Educate

· Informing

· Advising

· Building awareness

· Persuading

· Inspiring

E.g. Information campaign highlighting a new disease

	Local level
	
	
	
	

	Regional level
	
	
	
	

	National level
	
	
	
	


13.
Market research proposal
Based on the knowledge learnt from the scoping work, a market research proposal was written to guide the primary research phase.

Background

Prospective intervention target audience: 
· Brinnington adult smokers who have accessed but dropped out of the smoking cessation services prematurely

· Brinnington adult smokers who are contemplators but have not accessed the smoking cessation service

Behavioural goals: 

Service users

· increase access of current cessation service

· increase quit success rates

Service providers/Brinnington health workers

· Increase brief interventions

· Increase awareness of relationship building with current and past service users
Aim


To gather exploratory data to inform a social marketing intervention to increase smoking cessation in Brinnington. The research will be confidential and for use for informing social marketing interventions only.

Objectives


Service users: to explore the limited use of current cessation services 

· to explore attitudes to services

· to explore experiences of successful quitters and those who have dropped out

· to explore limited success of current cessation services (experiences and reasons for failure)

Service provision

· to explore possible changes and development of cessation service to make it more consumer-centric. 

Data required

The nature of the research problem suggests that exploratory techniques will be required to gather the relevant data.


Research methodology

Qualitative research is recommended in order to provide rich data which explores in depth the attitudes and beliefs of Brinnington smokers and ex-smokers.

There are numerous methods available to us to do qualitative research. The recommended methods are focus groups and one-to-one interviews.

In all cases the confidentiality of the research will be stressed and anonymity guaranteed.

Focus groups
Advantages are the speed and richness of the data produced. Participants often feel happier discussing issues with like-minded people. 

A disadvantage may be the pressure to conform to social norms or inability to speak in front of people with a strong character. One-to-one interviews are also recommended, therefore.

Sampling

Focus groups will need to be held with 

· 6-8 ex-service users (unsuccessful – still smoking)

· 6-8 contemplators who smoke but haven’t approached a service but want to give up

The groups can be mixed gender but with all participants from the Brinnington area within the age range of 25-55 years.

The groups will be held in the community centre where possible and be recorded using digital MP3 recording facilities. A full transcript will be produced and a full analysis document.
One-to-one interviews

One to one interviews are recommended for the following groups:
· 5 current service users

· 5 ex-service users (unsuccessful)

· 5 ex-service users (successful)

· 5 contemplators who haven’t approached a service

· 3 precontemplators who don’t want to quit
It is recommended to have face to face interviews of this nature so that a detailed discussion may be had about their attitudes and feelings towards smoking and the services provided in Brinnington. There may be questions that individuals feel uncomfortable answering in front of a group of their peers.

Focus group and interview participants will be incentivised with £20 per head.

Validity and Reliability

It is not possible to test the reliability and validity of focus groups or interviews. Not only are the results not projectable onto the population because the sample is purposive and therefore non-representative, but the data is so rich that it would be extremely difficult to prove that the same results had been gathered again with a different instrument. 

The results will be reported to the client and manager in oral form. A written report will also be produced.

Estimated Timings 

The first 12-15 interviews and 2 focus groups will be conducted on 9th – 11th July. Analysis and transcription for these will be conducted in the subsequent 2 weeks.

Further interviews will be conducted when the quota can be reached.

Estimated Costings.
	Activity
	Notes
	Costs

	Writing research design and module guide
	Fiona’s time x 1 day
	£200 

	Interviewing
	Aim is 23 interviews and 2 focus groups. This is 6 days of interviews plus a day for focus groups.
	£1400

	£20 incentive for participants
	39 participants
	£780

	Expenses
	7 nights in a hotel

Travel (2 journeys of 332 miles)
	£385

£265

	Transcribing
	£10 per hour (3hrs for a 1hr interview)
	£1170

	Analysing and writing up
	7 days of Fiona’s time
	£1400

	Total
	
	£5600


Ethics
Committee will not need to be approached

Research Questions (moderator’s guide)

It is stressed that these questions are used as a guide only. Further themes will be introduced as they are uncovered during the course of the interviews.
In each case at the end of each interview a five minute speech sample will be included, to encourage the interviewee to talk about any aspect of smoking they like in order to gauge their emotional reaction to the topic.
Interviews

Name

Age

Address

How long have you lived there?

Can you describe your neighbourhood to me?

Do you like it?

What are your neighbours like?

Can you describe a typical day for me right from the moment you wake up?

Do you still smoke?

How much do you smoke?

How long have you smoked for?

Can you remember why you started?

What do you think about your smoking?

What do you think about the ban? 

Do you want to give up? Why?

What do you/did you like about smoking?

What didn’t you like?

What do you think about people who smoke/don’t smoke?

Do you worry about any of the following in terms of your smoking?

· money

· health

· health of people around you

· Children’s health

· Smell

· Appearance

What was it that made you want to give up?

What is so hard about giving up?

What do your friends and family think about you wanting to give up?

What are you going to do when you have given up? Treat? Holiday? 

Will you feel different when you aren’t a smoker any more?

Can you tell me how you ended up seeking advice? What happened?

What was it like? Your first visit? Subsequent visits? Can you describe them?

Would you ever as a pharmacist/GP for advice? 

Would you ever go to a specialist service?

What do you think other people you know think about getting smoking cessation advice?

Do you believe you are going to be able to give up? Can you give me an example to show me how determined you are?

What changes would you make to the service you received? 

What do you think other people might need?

Focus groups

Introduction

· taping

· confidentiality and anonymity

· reassurances (no right answers)
Warm up

Name

Thing you’re most looking forward to at the moment and why.

Favourite way of spending your time

Questions

1. What part does smoking play in your life?

· when do you smoke

· why do you smoke

· what do you like about it?

· Why did you start?

· Do your friends smoke?

· Do you like being ‘a smoker’
· What do you think about the ban? Will it change things for you?
2. What are your views about giving up?

· Why do you want to give up?

· What tipped you over the edge? What changed?

· What appeals about being a non-smoker?

· What do you think of non-smokers?

· Can you imagine yourself being a non-smoker?

· What do you imagine when you think about yourself in a year’s time. Do you think just that you will be a non-smoker? What about other changes?

· What is the hardest thing about giving up?

· What worries you? 

· What are you looking forward to?

3. What advice and support have you had?

· How have you gone about giving up? What is your instinct and why?
· Who would you ask to support you? How would you go about trying to give up?
· What do you think about using local cessation services? [What puts you off]
· What are your experiences of giving up?

· What do your friends and family think? Have they helped?

4. What do you think of the cessation services? [ex-service users only]

· What did/do you think of your cessation advisor?

· Tell me about the experience. What happened

· What was in your opinion lacking?

· What was good?


14.
Market research results and analysis

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. Appending this analysis report 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

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. 
15.
Service redesign evaluation and case studies

The following discussion uses examples of smoking cessation service design and redesign in comparable areas of high deprivation in the UK and discusses any implications which may become clear for attempts at successful client-oriented redesign in Stockport.

Introduction

To frame the smoking cessation service redesign, we first outline the recommendations for smoking cessation, as published in 2003 by the NHS' HDA in the document Meeting Department of Health smoking cessation targets Recommendations for primary care trusts by Robert West and Ann McNeill of St George’s Hospital Medical School and Martin Raw of Guy’s, King’s and St Thomas’ School of Medicine.
Overall, the HDA makes the following recommendations to PCTs to meet their targets for smoking cessation:

[image: image26.emf]
Further detail can be found in the full document, but it is emphasised that all service redesign should fall within this framework.

Mapping review

Durham University’s School for Health performed a mapping review for NICE of interventions which improved access for people in disadvantaged areas or segments of the UK. The report, entitled Guidance for the NHS and other sectors on interventions that reduce the rates of premature death in disadvantaged areas: proactive case finding and retention and improving access to services: 
Mapping review, was undertaken by Linda Marks, Jean Brown, Helen Jennings-Peel and David J Hunter. 
The review quoted the following as key ways of addressing the ‘barriers to access’ (p.37)

· remove delays to service entry; 

· more flexible and user-focused schedules; 

· convenient time and location of clinics; 

· improve strategies to reach priority groups, especially pregnant smokers; 

· greater collaboration between health promotion services and stop smoking services; 

· remove barriers to the use of NRT; 

· improve marketing and publicity for NHS stop smoking services; 

· improving outreach in deprived areas; 

· wider availability of NRT, particularly to manual groups, through local authority outlets;

· improving community services for pregnant women, particularly those on low incomes (PCT); 

· enforcing the advertising ban and the prohibition on underage cigarette sales;
· advice to households on fire safety from Fire and Rescue 
(Extracted from North Tyneside Local Area Agreement 2007-10)
These form excellent guidelines for Stockport’s redesign process. Of particular note are those highlighted, which have the greatest relevance and potential impact in Brinnington.

The following discussion outlines the review’s key findings: best practice for increasing access to smoking cessation service for disadvantaged smokers. Examples are given of tactics that may be useful to bear in mind and also those that helpfully align current practices in Brinnington with practices in other deprived communities.

a. Expansion in numbers and locations of staff providing advice 
· Newham provides one-to-one interventions in the community through a network of over 170 level 2 advisers, usually pharmacists and practice nurses. They also provide intensive group support, which is particularly suitable for more heavily dependent smokers. These groups are run by level 3 trained advisers from within the core stop smoking team based at the PCT. They attribute the success of the stop smoking service on a willingness of pharmacists and practice nurses in particular to undergo further training to become stop smoking advisers. This means that smokers who want to quit can find professional support in every neighbourhood. 

· In City and Hackney PCT, a map of existing advisers was produced (2006) to identify areas of poor coverage and organisations were then targeted accordingly. The tPCT is training staff in organisations that come in contact with smokers with level one advisers in a wide range of settings in a range of statutory, community and voluntary organisations, including benefits agencies and voluntary workers. 
· Different approaches are taken to increase capacity for out-of-hours services. In Gateshead and South Tyneside, the stop smoking services have 280 intermediate advisers providing stop smoking support from a variety of settings, including GP practices, pharmacies, Sure Starts and community settings. 

· In County Durham and Darlington PCTs additional support sessions are available in pharmacies, community settings and through leisure services, including increased out-of-hours support at weekends and evenings. This has been developed with LAA grants. Also, in Walsall, sessional advisers increase service provision in the evenings and at weekends. 

· An expansion in venues where stop smoking advice takes place, as well as in the range of people trained to offer level one advice, is widespread.

Key point

More cessation staff means more impact.
b. Drop-in models 
Drop ins are an alternative model of service to the typical smoking cessation format of one-to-one sessions or group support for an hour a week for several weeks. Drop-ins are less formal than groups, with visits lasting approximately 15 minutes. Referrals are taken via formal referral systems or clients can self-refer. Participants set a quit date on week one, then may attend weekly for four weeks. 

There are different models, with some areas combining drop-in centres and a group (Chiswick, Hampshire, Southampton). They may also be run as separate events with media coverage (Hartlepool, Newcastle, Gateshead, South Tyneside (see case study below)).
	Case study
Title: Drop-in 2 Quit 
Aims: To attract more people to the stop smoking service to meet targets. 
Target population: smokers resident in the disadvantaged area of South Tyneside. 
Methods: The coordinator attended training delivered by South Birmingham Stop Smoking Service, to learn from their experiences of developing and delivering a large scale successful ‘Drop-in’ programme. 
Letters were sent from GPs to smokers and there was distribution of posters, leaflets and fliers, along with emails to PCT and LA staff (as major employer). Local media promotion included a radio advertising campaign. 
Thirty staff were involved, including stop smoking advisers, pharmacists, administrative staff and crowd control staff. A local community venue was used and sessions ran on Saturday mornings for eight weeks, with NRT provided free of charge for this period. It was a one-stop shop, with the client pathway comprising: administrative staff; stop smoking adviser; NRT adviser and pharmacist/dispenser. 
Background: Gateshead and South Tyneside Stop Smoking Service covers a mainly urban geographical area. The population of the South Tyneside part, an area of historically poor health, is around 150,000. 
The service has evolved since 1999, delivering a mixture of one to one, group support and home visits where necessary. 
An ambitious PSA stretch target was set and it was felt that an innovative approach to attracting larger numbers of clients to the service was required to achieve the target. 
Outcomes: The total cost was £72k. Almost 700 people accessed the service and set quit dates. This was more than the numbers accessing the general service during the same time period. The quit rate was 55%. 
Comments: This case illustrates the successful use of several techniques. The drop-in element allowed easy access to the service. Free NRT provided an additional incentive. Saturday morning sessions enabled those with standard working weeks to attend easily and the multi-agency approach enabled a simple one-stop experience for the smokers. The media campaign ensured good publicity. The fact that more people accessed this programme than the general service suggests that these factors played a very important part. 
Sources: 
Brown J, Williams M. (2007). Increasing access to stop smoking services: drop-in sessions in South Tyneside. UKPHA Conference. 
Williams M, Carter D. Development and Delivery of a ‘Drop-in 2 Quit’ smoking cessation programme. PCT paper. 
Personal communication. 
(Maria Williams, Gateshead and South Tyneside Stop Smoking Service, Maria.Williams@stpct.nhs.uk) 


Drop-in sessions are provided in a wide range of locations which include: town centres (Barnsley, Bradford, Doncaster, Hull (Whistle Stop drop-in sessions)), and are often designed to provide better access to services in disadvantaged areas. There are many ways of capitalising on the flexibility of drop-ins. For example, in Newcastle city centre, people could drop-in to see a trained adviser without an appointment on each Saturday in January (building on New Year resolutions). Drop-in sessions in North Tyneside were held prior to the non smoking ban and at the end of a seven week period, people were referred to on-going drop-in clinics should they still need support. Drop-in centres may be provided over limited and specified periods with media coverage (South Tyneside, Drop-in 2 Quit (see case study) or at one stop shops in community venues. They are often combined with incentives such as free NRT for up to 7 weeks (for example, in North Tyneside). 

Drop-in services can easily be targeted at deprived communities, for instance, Croydon provides them in NRF areas in the district. Similarly, Ealing and Hounslow’s drop-in clinics and motivational groups are located in areas where there are disadvantaged groups. Sutton and Merton offer drop-in services with free NRT for those not registered with GPs. Tees almost totally relies on drop-in services. 


c. Rolling groups

Rolling groups are a mixture of drop-in clinic and a group. This integrates clients at different stages of their quit attempt. Chiswick Health Centre runs rolling groups using cognitive behavioural therapy and there is a pharmacy on site. Four-week quit rates are on a par with the national average but as clients continue to visit after 4 months it is assumed that 52 week quit rate is higher. Findings from Hampshire and Southampton suggest that rolling groups are more successful in urban than rural areas. 

d. Mobile services 
Mobile services have been used in various settings, in both rural and deprived urban areas. 

• The Yorkshire and Humber Smokefree Region bus, which has been operating for about five years, is used by all the services in the region, and is taken to disadvantaged areas. Sometimes stop smoking groups are run on the bus as well, as the drivers are trained in smoking cessation. 

• In Herefordshire, an outreach bus visits travellers’ sites, giving healthcare information and service. At least one staff member is a trained stop smoking adviser. 

• Health buses can be targeted at specific wards and neighbourhoods. For example, Hartlepool ‘Drop-in for Health’ Health Bus is a mobile health service, partly funded by the local NDC. The project offers a drop-in health facility at four sites in the NDC area and is staffed by six part-time practice nurses from local GP practices. The bus provides an easily accessible venue for smoking cessation clinics, national promotional campaigns such as National Heart Week and demonstrations on healthy eating, oral and personal hygiene. The health bus is used by approximately 40 people per two-hour session. 

• In Sandwell, there is a Mobile Lifestyle Awareness Unit which delivers a service in targeted areas of the borough. 
Key point

Outreach and ‘presence’ in areas with high smoking rates is important.
e. Community pharmacies 
Pharmacies are accessible, with long opening hours, including Saturdays, are widely dispersed and are relatively informal. Staff often live locally and are well positioned to identify smokers. They are, therefore, a key avenue for providing stop smoking services and this is reflected in the growth of pharmacy-based stop smoking services and the provision of intermediate level support in pharmacies. In addition to general advice with considerable results, the following schemes were considered successful:

• In Blackpool, a scheme is planned (from September 2007) for pharmacies to distribute NHS Stop Smoking Service cards with pregnancy test kits. 

• In Camden, through LAA funding, a pharmacy is working to target Somali and Bangladeshi groups. Initiatives targeted at black and minority ethnic groups through the LAA are linked to disadvantaged areas. 

• In Liverpool, a drug company recently funded a leaflet (with a list of the groups in that specific area) to be put in prescription bags at the local pharmacies. 

• Warwickshire has also made use of information in prescription bags. 

• Boots has a personalised quitting plan (with QUIT’s stop smoking counsellors giving additional support). 

• Lloyd’s pharmacies are planning to offer a cessation service across the country. 

f. Dental practices 
Dentists are well placed to identify and advise smokers. There is a “shock factor” when a smoker realises that smoking has a visible effect on teeth and mouth appearance. 

In Salford, a pilot project has been established where a dental nurse has been trained to provide intermediate advice to patients wanting help to quit smoking. This has been running in one dental practice since June 2005. If the results of this are favourable, they will be used to encourage other dental practices to be involved. In Central Lancashire they are working in collaboration with dental practices to incorporate brief interventions and referral into routine care. 

A three year project is under way to understand the range of services related to smoking cessation in dental practice in Leeds (funded through Leeds PCT Research Consortium). 
g. Times and locations of clinics 
Many services now provide clinics outside standard working hours. Evenings and Saturday mornings are the most usual options. In Liverpool, numbers of people (new and returning) attending sessions are monitored and if sessions continue to be poorly attended, despite targeted advertising, they consider moving to another venue or altering the time of the session. 

· Camden organises open groups in the day time, targeting people who are retired, unemployed or mothers with young children. 
· In Easington district, transport networks are poor and there is low car ownership, therefore a service is provided in every GP practice. Drop-in groups are offered throughout the district to provide accessible sessions. 
· Central Lancashire makes use of hospital outpatient clinics, where appointments can be made around other hospital visits. 

h. Home visits, telephone support and other technologies 
Home visits are generally offered for those who are housebound or for pregnant women. However, there are examples of home visits being more widely used. The Bangladeshi Tobacco Cessation Project in Tower Hamlets provides culturally sensitive support, NRT, and male or female workers where appropriate. They provide home visits to those who cannot access the service. The Blackpool stop smoking service regularly carries out telephone consultations with clients who cannot come to a one-to-one clinic appointment. Central Lancashire has a telephone support programme in place for disabled or housebound clients, with daytime calls agreed on a weekly basis. Buckinghamshire has links to web-based support for patients who work shifts or are unable to attend groups. 
h. Realignment and integration of stop smoking services and clinics 
In this review, interventions have been considered separately, but in practice, they may occur together. For example, Roy Castle FagEnds (Liverpool) is a flexible client-centred service which includes ex-smokers from the community as advisers, offers drop-ins in a wide range of community venues and at different times and provides NRT vouchers. Their database allows them to text clients and they are also using social marketing techniques. 
Lewisham has a weekly town centre stall on Saturday, a health bus visiting a disadvantaged estate, a NDC project to begin Fulham-style telemarketing to smoking clients on GP lists, and a ‘Stop before the Op’ programme in preparation. 
 

Incentive schemes 
i. Local Enhanced Services: GPs and dentists

Research into the effect of GP incentives (Millett et al. 2007) concluded that financial incentives introduced in UK primary care appear to have increased cessation advice being given by primary care staff and reduced the percentage of people with diabetes who smoke, with improvements generally greatest in the groups with the poorest performance before these incentives were introduced. 

However, achievement of smoking targets is patchy. For example, Barking and Dagenham PCT set a target to ensure that 78% of the population had their smoking status recorded in the previous 15 months, but records showed that only 48% of the population were checked in this period. The PCT intends to work with local practices to improve this figure in future years. 

j. Incentive schemes for smokers and businesses 
Incentives are being used to encourage smokers to quit, although such an approach has been evident in national campaigns for some time (such as ‘Quit and Win’, for example). Free NRT is one route and this is often combined as an added incentive to specific campaigns, such as special drop-in events. In North Tyneside, seven weeks free NRT was made available by a ‘join in to quit’ held every Saturday in June prior to the ban on smoking in public places in July. At the first meeting, it was reported that over 50 people took advantage of free NRT and expert support from stop smoking advisers. Trained stop smoking advisers can provide NRT direct and free of charge for up to seven weeks, at which point, people will be referred to on-going drop-in clinics should they still need support. Central Lancashire also has a voucher scheme, targeting clients without referral to GP and providing a more streamlined service. South West Essex offers 8 weeks NRT for the price of one script. 

There is a wide range of other schemes, often dependent on local contexts and opportunities. For example, in Rochdale (2007), home match tickets (meeting the players and VIP treatment) were made available for those quitting for over 4 weeks and the promotion was timed to coincide with New Year resolutions. Camden has a refer-a-friend scheme for people who have used the service and for local businesses, under which cinema tickets are provided for every person who attends (and another, if they quit). In Manchester, both pregnant women and staff that support them have been offered prizes on quitting. 

Although the remit is wider than for smokers, the Sandwell Healthy Passport Programme is an incentive scheme, aimed at over 50s, with health targets (which include stopping smoking or health checks) in return for points which can be exchanged for prizes. This was funded through NRF. 

Funding for such schemes can be difficult to obtain. Newham considered an income maximisation approach with the local social inclusion unit, which would have been linked to credit unions. The idea was that smokers wishing to quit could open a savings account with their local credit union and if they were successful at 4 weeks, 3 months and 6 months they would get a cash bonus to add to their savings. Participants would have been encouraged to save the money they would normally have spent on cigarettes. Unfortunately they were unable to gain funding for this proposal. 
k. Smoke-free homes 
Smoke free homes are open to all, but targeted to families and young children (and pregnant women) in Sure Start areas. West Yorkshire Smoking and Health, a tobacco control alliance, was funded as a pilot project by the DH in 2002 to develop a smoke free homes campaign, subsequently rolled out across the region. It is now available in many Sure Start areas, and therefore focused on areas of disadvantage.

Combined approaches 
l. Cessation combined with other health interventions 
It has been argued that the effectiveness of smoking cessation services may be enhanced through being combined with other activities. One example is the combination of smoking cessation advice and leisure initiatives. There are ‘Quit and Get Fit’ initiatives across the country, often carried out with support from councils or specialist advisers based in sports and leisure centres. For example, Sheffield stop smoking services and Sheffield International Venues (SIV) joined forces to encourage smokers to adopt healthier lifestyles through vouchers redeemable at SIV. Other projects include stop smoking in combination with aerobic classes (‘stepping for stopping’) and exercise referral schemes (from GPs and specialist advisers) for smokers. Projects of this kind, which are targeted at areas of deprivation, include the Cardio-Wellness Charity, which has tailored, culturally sensitive multi-lingual programmes specifically targeting minority ethnic communities. 
m. Working with other agencies 
There is much scope for other statutory agencies to become involved in smoking cessation. For example, Islington carries out joint marketing with strategic partners and the fire service, community police and schools work with primary care teams to enhance referrals. The Fire Service has occasional opportunities to assess the smoking status of a household, following a fire, and to recommend the stop smoking service. Lancashire Fire and Rescue makes use of its Home/Fire Safety checks to raise awareness and refer clients to the stop smoking service. When fire officers carry out home visits to fit smoke alarms in Liverpool, they ask whether there are any smokers living on the property and give out appropriate information. Bury PCT is offering training for fire officers in giving intermediate advice. 

Preventing relapse 
During the quit attempt, various factors have been identified by respondents as significant, including: 

• service ease of access and availability; 

• length of expected contact with clients; 

• social support; 

• reminding clients of appointments; 

• and discussion of relapse prevention. 

Drop-ins (discussed earlier) have been cited as easy access options, offering clients the ability to attend without having to arrange appointments. They are often out-of-hours, which easy access for people who work standard days. Tees offers support for a minimum of three months at clinics. 

As social support has been found both to improve quit rates and reduce relapse, a range of interventions has been developed to include ‘buddy systems’ and working with other family members. An ASH project (see appendix 8) recommended that buddying should be offered alongside other smoking cessation services, but another study showed that buddy systems did not add substantially to success rates (May et al. 2006). However, the authors argue that there could be merit in different forms of buddying. 

Several services telephone or text clients to remind them of appointments. In Enfield and Haringey those who book in to clinics and do not attend the first session are telephoned and invited to attend the second session. This has led to an improvement in those who fail to attend. To prevent those attending in community settings from dropping out, advisers are encouraged to offer some sessions as telephone consultations. It is reported that this can help keep clients from giving up on the quit attempt. 

In Gateshead and South Tyneside, advisers are encouraged to discuss relapse prevention throughout quit programmes. Clients are also provided with leaflets, a helpline number is given out at the end of the session and postcards are sent at specific times throughout the quit attempt (for pregnant smokers only); Burnley, Pendle and Rossendale sends letters to those who fail to attend, offering services if needed and finds this a successful approach. 

A good relationship with clients means that they are more likely to return to the services if they relapse. Several services make use of motivational messages with follow-up contact. In 2002, Bristol and North Somerset began sending motivational postcards to clients who quit with the aim of providing ongoing support and preventing relapse. This was reported to be successful. South West Essex sends text messages or cards post quitting at 3, 6 and 9 months in an attempt to increase the 52-week quit rate. It also re-invites clients lost-to-follow-up. It reports that many clients do re-enrol after contact. Sunderland, however, had a poor response when it sent a postcard to all clients at 6 months to remind them that if they relapsed they could try again with the stop smoking services. 

Contractual arrangements are sometimes in place to address the problem. Croydon encourages Level 2 advisers to be proactive in contacting lost-to-follow-up clients and has instigated a “no quit no fee” payment scheme. Hammersmith and Fulham also uses a no success, no reward approach, decommissioning the service if success rates drop to less than 10%. Buckinghamshire’s direct supply protocol means that patients need to come back weekly to get their NRT. 

Combinations of approaches are adopted by many services. In Central and Eastern Cheshire, a number of methods have been adopted to reduce the drop out rate: 

• service level agreements have a specification which states that pharmacist and GP services must fall within a maximum ‘lost to follow up’ rate of 20% or payment may not be made; 

• there is ongoing training for all advisers to stress importance of follow up; 

• data collection methods are regularly revised; 

• clients are encouraged to make a new quit attempt as soon as possible if they relapse, and will be fully supported. 

In Central Lancashire the following methods have been adopted to try and reduce the drop out rate: 

• telephone follow-up is offered for clients, as part of the programme of support; 

• agreeing text, email and mobile phone communication methods; 

• terms of agreement, which are discussed and agreed at the outset of the support programme; 

• clients are reminded they can re-register with the stop smoking service for further support; 

• accessible clinics in local communities are held during the day and evening; 

• easy access to drop-in clinics; 

• clear information/expectations are given at first point of service by admin staff; 

• 52 week follow-up offers further support. This encourages many smokers who have relapsed to access the service and set a new quit date. The 52 week follow up has encouraged smokers to feel comfortable about accessing the service again as this acts as an invitation to return for support (a letter with tear off slip and sae). 

• all smokers who have accessed the service are invited to contact for further help and support in event of relapse. 

They have found that a high number of clients who relapse will access the service for further support. 

Case studies

The following casestudies and literature review seeks to give an overview of service design and redesign in areas of high deprivation across the UK. The intention is that this insight will bolster decisions made in Stockport and offer suggestions for the implementation of service redesign ideas.

1. Gateshead and South Tyneside Smoking Cessation Service
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This HAZ offers a comprehensive, widely advertised service in a variety of locations, with nine full-time staff for a populatic
of 350,000 as well as 130 additional trained advisers. All advisers are given ongoing training and support. The four-week C(
validated cessation rates are high. In 2001-02, the service had the highest number of four-week quitters per 100,000
population in England (691 compared to a national average of 196).

PCT(s) Two: Gateshead, South Tyneside
Strategic health authority Northumberland and Tyne and Wear
Service established 1999

HAZ Yes

Population 350,000

Adult smoking prevalence 34%

Rural/urban/mixed Mixed, though predominantly urban
Level of deprivation Very high

Service provision

Full-time specialist clinics in primary and secondary care; specialist groups in
various community settings; home visiting service to pregnant women and
housebound clients (75% one-to-one; 25% group). Community adviser support
available in 92% of South Tyneside and 78% of Gateshead general practices, and
in 12 community pharmacies, all one-to-one

Current staffing in FTEs

Nine: one FTE coordinator; four FTE specialist advisers (also two FTE vacancies,
about to recruit); two FTE administrators. (Note - all staff about to go permanent.)

Total staff in service

Nine as above, plus 130 intermediate advisers

2001-02 budget

£332,000 (£270K core; £32K pregnancy; £30K manual workers)

2001-02 throughput

4,965 set quit dates

Core service

681 set quit dates (over 1,000 referrals)

Primary care

4,284 set quit dates

2001-02 four-week successes

2,570 CO validated (52%) from 2,758 self-reported quitters

Core clinic

400 CO validated (59%) from 401 self-reported quitters

Primary care

2,170 CO validated (51%) from 2357 self-reported quitters

Description of service

Established in November 1999, and fully operational from February 2000. Integrated smoking cessation model. Team of
specialist advisers and coordinator, with large team of trained community advisers. Deliver intensive weekly behavioural
support linked with NRT and bupropion; abstinent contingent prescribing protocols in place. All four-week NRT quitters are
then followed up fortnightly (face-to-face) for up to 12 weeks (abstinent-contingent model). All short-term quitters from
core service are routinely followed up to 52 weeks.

Backed up by brief advice within primary and secondary care, expanding this brief advice into education and community
development settings (the latter being used as a signposting service)

The service is widely promoted (paid press, promotional materials in general practices, hospitals, community centres, local
colleges, PR in council newsletters, paid advertising in community leisure guides) throughout the boroughs and is open to
all motivated smokers, no age restrictions. Smokers can self-refer to the service - telephone line (not free call) available Mon
to Fri, 9am-5pm, and staffed by an administrator. Callers are advised where they can get support, and the service arranges
the most suitable option, eg one-to-one, group, home. Clients can also approach advisers direct within primary care

Community advisers are all trained to deliver intensive support, adhering to the Department of Health standards. From the
beginning all advisers have offered face-to-face weekly support for at least the first four weeks of quit attempts (telephone
support is allowed in week 3, although the majority of advisers make face-to-face appointments). All advisers have been
provided with CO monitors and from day one it has been routine to take CO readings at each appointment.

Specialist advisers have been concentrating on service developments and seeing clients who are manual workers, pregnant,
young, suffer from smoking-related iliness or who are at high risk of developing one, or have not succeeded in quitting
following community support. Clearly defined roles, although very flexible when needed

In 2002-03 the specialist advisers have opened up to all motivated smokers and increasing numbers of groups are being
offered, mainly to increase capacity to meet growing demand







2. Peterborough PCT service redesign, March 2007

In order to meet its annual smoking cessation 4-week quit rate target (GPPCT

n=1650) Peterborough Quit Smoking (PQS) needs to support up to 1400 new

smokers to set a quit date by the end of March 2007 (success rate approx.

50%). They employed a service redesign consultant to do this.

Actions:

1. The Medical Director wrote to all GPs to remind them of the NICE Guidelines on prescribing NRT whilst also referring to the service.

2. PCT planning for the launch of a ‘Stop before your Op’ project to provide smoking cessation advice at pre-op assessment clinics as an integral part of the assessment process.

3. A Media Strategy is being developed to run alongside the Action Plan:

· Hand-delivered flyer to all city centre businesses

· Leaflet distribution company will deliver a flyer to the two most deprived

· wards offering free NRT for a limited period (households 8k)

· Re-brand PQS on PCT and PCC websites, consider more direct webbased referrals

· Paid-for advertising in local print media

· Market stall during No Smoking Day week

4. New projects in 2007/08 they are considering include:

· pilot locally enhanced service for smoking cessation

· pilot choose and book scheme and/or web-based smoking cessation referral system

· further media work based on impact of current media campaign

· preparation for the new legislation on smokefree workplaces, public places, underage sales and mental health institutions.


3. 
Wirral PCT tobacco service

Actions in 2007:

· Cessation services now available out-of-hours 

· Health Equity audit completed on cessation services 

· Multi-agency focus on achieving Smoke-Free Wirral 

Key Achievements this year have included:

· Clean Air Awards gained by all GP practices (and we were the first area in the country to have ALL our GP practices receive this award), 45 pharmacies, 24 dental practices and 27 schools 

· 7,000 quitters from 2002-2006 

· 203 Intermediate advisors have been trained including practice nurses, pharmacists, hospital staff, school nurses and community nurses 


5. Heart of Birmingham tPCT family health service, 2004
. 

An existing building, locally known as Ronnie’s Roller Rink, has been converted into a pushchair/wheelchair accessible building now known as The Centre for the Aston Family – Apna in conjunction with SRB5. HoBtPCT smoking cessation team will be located in designated health rooms in this building 


6. Cut down to stop

This link http://www.uknscc.org/2007_UKNSCC/presentations/paul_aveyard_1.html is to a presentation delivered at the 2007 smoking cessation conference which discussed the impact and success of cut down to quit programmes. In summary, an 8.6% quit rate for people using NRT to cut down to quit was considered a success. The programme intends people to cut down completely within 9 months and to stop using Nicorette within 12 months. Critically, the programme is only considered viable if it attracts precontemplators who would otherwise not attempt to quit. If it attracts people who would attempt to quit completely it has a net negative impact. 

Document in progress

The following document is expected in June 2008: Proactive case finding and retention and improving access to services in disadvantaged areas. This will be guidance for the NHS and other sectors on what works in driving down population mortality rates in disadvantaged areas where risk of early death is higher than average.
16.
Market research evaluation

Review & refine initial insights in light of findings from research into customer insights
	Initial insights
	Stockport PCT agrees– no need to amend 
	Stockport PCT agrees, but need to refine 
	Stockport PCTdisagrees – need to amend
	Stockport PCT opinions vary – need to reassess insights

	Presenting issue/ problem behaviour
	Limited quit attempts/registration at current cessation services and limited success of quit attempts
	y
	
	

	Audience
	Contemplators, adult, smokers, Brinnington
	
	
	Y

	Ways to segment audience
	Those who have previously attempted but given up giving up, contemplators, adults over 20, Brinnington estate residents, by gender 
	
	
	Y

	Behavioural influences
	Stress, poor health, money, children, alcohol, mental health, cannabis, peer groups (fear of ostracisation), social
	
	
	Y

	Key behavioural influencers
	Money, children, health, social norm
	
	
	Y

	Behavioural focus
	As above – impossible to pin down on 1 only
	
	
	Y

	Behavioural goals
	To increase client-centredness of cessation service, to increase quit attempts, to increase quit successes
	
	
	Y

	Possible interventions
	Service redesign/ enhancement and concurrent marketing communications
	
	
	y

	Ethical issues
	None other than general debates about the ethics of behaviour change in social marketing.
	
	
	


17.
Market strategy
Summary 





high number of residents under 16 yrs


high numbers of unmarried and single


predominantly white


self-reported poor health and considerable limiting life-long illness


twice level of unemployment than national average


less people with formal qualifications than Stockport or nationally


high numbers of council rented accommodation





The recorded 40.1% prevalence of smoking amongst 25-55 year old adults in Brinnington and Central ward is higher than any other ward in Stockport and significantly higher than the local average of 16.2% and national average of 24%. The Greater Manchester prevalence is 31%.








New figures from  the Neighbourhood Renewal areas 





Residents’Surveysxxx state that in the Brinnington estate itself the 





smoking prevalence is 5465%...








Brinnington Health Centre





Dr Murthy/Marshall/ Adya (Heaton Norris Health Centre) 





Brinnington











Dr Parkinson & Partners (Manor Medical Centre)





Dr Travenen (Shaw Villa Medical Centre)





The problem statement


Nationally, the smoking rate in working class communities is 33% but in the Brinnington estate, the smoking prevalence has been estimated at 54%65%, which is over double. 





National studies show that more people living in deprived areas are contacting smoking cessation services than in non-deprived areas. � This contradicts the data from Stockport, which shows that a low number (8.4%) of people who made a quit attempt in 2005-6 were from the most deprived quintile compared with the other quintiles. An estimated 9.5% of Brinnington smokers made quit attempts in 2005/6. 





In 2005/6, the overall successful quit rate across Stockport was 42%. This compares with Brinnington, which only has a 35% quit rate out of people using SSS services. 








smoking





40-60 quit attempts (dark blue) compared with 20-40 attempts further north (lighter blue)





Location of pharmacy services (southern part of ward)
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34-45% successful quit rates (where there are no pharmacy services)





�





34-45% successful quit rates (where there are no pharmacy services)





55-100% successful quit rates (where there are no pharmacy services)





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.





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.





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.





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’.





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








Key point


It is claimed that drop-ins are successful in attracting smokers because of the flexibility and lack of appointments as well as community-based convenient locations. It is believed that they are, however, better suited to urban than to rural locations. 





Key point


The pharmacy in Brinnington is underused, as there is considerable evidence that pharmacies can have great impact in deprived communities.





Key point


Training dental practitioners in Brinnington to offer immediate advice or even signpost services could be a way – as part of an integrated programme - of increasing the uptake of services.





Key point


Although the services in Brinnington may have reasonable success rates, the inflexibility of their hours and limitation in terms of number may be logistically preventing quitters to attend. 





Key point


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. 





Key point


The ways in which different interventions are combined and the extent which they are effectively targeted are likely to influence success.





Key point


Stockport PCT could consider incentivising uptake of services through the GP practice, or perhaps referrals to the Quit for Life programme.





Key point


If funding is available it could be a good way of increasing quit attempts in Brinnington, especially considering the financial deprivation of the ward.





Key point


Using a combined approach to cessation 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.





Key point


Having a process for preventing relapse should be an important part of any cessation strategy. This can include drop in centres, telephone or email communication and contractual agreements with the quitter.





Key points:


fully integrated model


4 week quitters have fortnightly follow up (face to face)  for 12 weeks


Short term quitters have follow up routinely for 52 weeks


Strong emphasis on brief advice in education, community development and health care


Wide promotion using paid and unpaid media





Key points


It is arguable whether or not this is complete service redesign or essentially just promotion


However, the emphasis on marketing communications emphasises existing services


Web based referral system and interesting concept





Key point


Although no further information on this service design could be located, the out of hours service availability struck as important given findings for Stockport.





Key point


This is a market-oriented change, providing facilities that will break down barriers for mothers with children so that attending cessation clinics will be easier for them. 








� Key Facts on Stockport’s Health


� Brinnington Neighbourhood renewal Local Area Strategy and Action Plan November 2004. 


[� HYPERLINK "http://216.239.59.104/search?q=cache:r1ZGFidvntkJ:www.stockport.gov.uk/content/communitypeopleliving/communityneighbourhood/neighbourhoodrenewal/nrpdfs/brinningtonstratpdf%3Fa%3D54+brinnington,+population&hl=en&ct=clnk&cd=2&gl=uk" ��http://216.239.59.104/search?q=cache:r1ZGFidvntkJ:www.stockport.gov.uk/content/communitypeopleliving/communityneighbourhood/neighbourhoodrenewal/nrpdfs/brinningtonstratpdf%3Fa%3D54+brinnington,+population&hl=en&ct=clnk&cd=2&gl=uk�]


� Social Care and Health Scrutiny Committee, Health Inequalities in Brinnington: April 2006


� Social Care and Health Scrutiny Committee, Health Inequalities in Brinnington: April 2006


� Social Care and Health Scrutiny Committee, Health Inequalities in Brinnington: April 2006


� SMR is the rate of deaths relative to the national average rates after adjustments have been made for the age structure and relative social status (or deprivation of the study population).


� It has been commented that desire to get pregnant may be a factor and may require further research.


� This information is from the report LDP/D of H Smoking Cessation Targets 2006-7 (November 2007)


� GP-only figures by 2004 ward.


Attempts�
Quits�
%�
2004 Ward Name�
�
263�
94�
35.74�
(unclassified)�
�
82�
38�
46.34�
Bramhall North�
�
63�
43�
68.25�
Bramhall South�
�
137�
62�
45.26�
Bredbury & Woodley�
�
192�
92�
47.92�
Bredbury Green & Romiley�
�
234�
79�
33.76�
Brinnington & Central�
�
124�
35�
28.23�
Cheadle & Gatley�
�
147�
56�
38.10�
Cheadle Hulme North�
�
84�
38�
45.24�
Cheadle Hulme South�
�
215�
93�
43.26�
Davenport & Cale Green�
�
214�
72�
33.64�
Edgeley & Cheadle Heath�
�
84�
40�
47.62�
Hazel Grove�
�
77�
38�
49.35�
Heald Green�
�
141�
66�
46.81�
Heatons North�
�
163�
82�
50.31�
Heatons South�
�
165�
77�
46.67�
Manor�
�
104�
33�
31.73�
Marple North�
�
171�
65�
38.01�
Marple South�
�
140�
62�
44.29�
Offerton�
�
182�
76�
41.76�
Reddish North�
�
248�
102�
41.13�
Reddish South�
�
77�
41�
53.25�
Stepping Hill�
�
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� It was acknowledged that mixing medication with buproprion can be dangerous.


� McNeill, A; (Dec 2001): Smoking and Mental Health: A review of the literature: [www.ash.org.uk/html/policy/menlitrev.pdf]
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� A rapid and systematic review of the clinical and cost effectiveness of Bupropion SR and NRT for smoking cessation (11th April 2002) [http://www.nice.org.uk/page.aspx?o=30634] 


� NICE: http://www.nice.org.uk/page.aspx?o=404622


� Ritchie, D, Schulz, S & Bryce, A, Feb 8th 2007. Public Health: One size fits all? A process evaluation-the turn of the 'story' in smoking cessation.


�ASH: [http://66.102.9.104/search?q=cache:XfBvVV-7qg8J:www.ashscotland.org.uk/ash/files/How%2520to%2520set%2520up%2520and%2520run%2520a%2520Buddy%2520project.doc+success,community+stop-smoking+projects.&hl=en&ct=clnk&cd=6&gl=uk]


� Lancaster, T and Stead, L F, 2000. Cochrane Database Syst Rev: Individual behavioural counselling for smoking cessation. Vol 2::CD001292


� NICE: [http://66.102.9.104/search?q=cache:iFb6fMZcukIJ:www.gpiag.org/news/smokingcessation/nice_smoking_interventions_quick_reference.pdf+brief+interventions+for+deprived+communities&hl=en&ct=clnk&cd=1&gl=uk]


�ASH: [www.ash.org.uk/ntml/policy/menlitrev.pdf]


� Takahashi K, � HYPERLINK "http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=pubmed&cmd=Search&itool=pubmed_AbstractPlus&term=%22Saso+H%22%5BAuthor%5D" \o "Click to search for citations by this author." �Saso H�, � HYPERLINK "http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=pubmed&cmd=Search&itool=pubmed_AbstractPlus&term=%22Saka+H%22%5BAuthor%5D" \o "Click to search for citations by this author." �Saka H�, Saso H, Iwata M, Hashimoto I, Naito M, � HYPERLINK "http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=pubmed&cmd=Search&itool=pubmed_AbstractPlus&term=%22Hamajima+N%22%5BAuthor%5D" \o "Click to search for citations by this author." �Hamajima N�; Jan-Mar 2006. Asian Pac J Cancer Prev: A pilot study on inducement of smoking cessation by a simple 5A (asking, advice, assess, assist, and arrange) approach at outpatient clinics. Vol 7(1):131-5. 





� Moher, M, Hey, K & Lancaster, T, (2003): Cochrane Database Syst Rev.(2): Workplace interventions for smoking cessation. CD003440. ��Update in: Cochrane Database Syst Rev. 2005;(2):CD003440. 


� The Pharmaceutical Journal, (1 July 2006). Vol 277 No 7407 p8


� Thousands prepare to quit smoking, (9th March 2005): [http://news.bbc.co.uk/1/hi/health/4327133.stm]


� Schar and Gutierrez, (November 2001): Smoking Cessation Media Campaigns from Around the World. Recommendations from lessons learned





� West, R. (2002): Helping patients in hospital to stop smoking. BMJ: 324:24


� 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.
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