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Executive summary
The national context
Our target profile nationally are:
 More addicted than other smokers
 Heavier smokers than others
 Most likely to have started before 16
 Least likely to give up in next six months
 Less likely to believe in success
 Likely to have a lower self-confidence
 Likely to have a poor image of non-smokers
 Smoking plays a significant part of their lives
 Significant peer pressure to smoke
 More likely to opt for ‘cold turkey’
 More likely to have children
Our literature review identified:
 Long-standing engagement issues and health gaps
 Men are less likely to visit current service bases (GP, pharmacy)
 This audience perceives nicotine withdrawal as ineffective
 They are more likely to give up without evidence-based support
 Services are perceived as inconvenient, inflexible
 They have a fear of failure and being judged
 They lack knowledge of existing services
 Require a more personal, tailored and flexible approach to increase
engagement
 BUT evidence that they are just as motivated to quit as others…. Just need
more tailored responses
The national marketing effort has a:
 Focus on enabling access
 Consistent use of national brand to increase recognition
 Focus on those showing a desire to quit
 Three objectives:
o Trigger action
o Engage those who want to quit
o Make quitting successful
 Broad range of channels
 Supplemented by community based approaches
Given the findings of the literature review, it is not surprising that young male routine and
manual workers have not accessed services in any great number to date.
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Best practice
Desk research produced the following national picture:
 The most effective national campaign is the testimonials approach (e.g. young
mum & impact of smoking on her daughter)
 Men, according to research are more responsive to campaigns (80%) than their
female counterparts (60%)
 Word of mouth is considered effective
 Peer recruitment by successful service users has been noted as effective
 Advertising in local media networks is resource-intensive but essential
 Misconceptions need to be faced head on
 A multi-faceted approach needed
 Referral can be improved by linking national websites to local services
Best practice ideas found during desk research:
 Successful workplace initiatives: “Look After Your Lungs” (Roy Castle Lung
Cancer Foundation) has demonstrated success in promoting both long and shortterm behaviour change.
 NHS Coventry – took services to R&M locations e.g. Peugeot, working men’s
 clubs, pubs, sessions immediately after work. Increased quit rates and
 maximised peer influence.
 NHS North Cumbria – advertised services on local football website and
 developed outreach service in social community locations.
 NHS Suffolk – provided patient-based incentives (£100 vouchers for local
supermarket prior to Christmas)… no measurement available, but would expect
low success rates given propensity to drink over Christmas!
 NHS Oldham – community peer recruitment has been used to increase referrals.
 Cardiff University & ISHE: peer-led support in schools has decreased smoking.
 Dundee generated 6166 drop-in session attendees through peer-led recruitment
 for young people.
 NHS North East Essex: peer-led support in schools .
 Cab drivers have been recruited as part of the Change4Life campaign to
communicate health messages to colleagues and clients.
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Insight findings
The local picture before our insight:








Reasonable service knowledge
Lack of understanding of key benefits
Dislike for style of support on offer
Fear of failure and confronting addiction
Expectations of being judged and patronised
Need for service access to be easier
Public awareness campaign focused on:
o Benefits of quitting
o More than just willpower
o To improve perceptions and increase service uptake

Our insight work established the following barriers:











Higher than average levels of alcohol consumption impacting tobacco use
High levels of cannabis use impacting cessation success
High smoking prevalence: the norm
Social influence
Entrenched habit (starting early teens)
Low quite rate (25%)
Perception that service is basic
Poor accessibility
Smoking considered habit not addiction: willpower preferred
Duration of courses offered

Drivers were:







Most effective campaigns make reference to family
Fatherhood is a quit trigger
Health benefits, improved fitness
Web promotion or materials in GP practices (but highest media consumption is
TV & radio), information in pubs, bars, shopping centres, public transport
Timing

Stakeholder consultation revealed:







Low knowledge of target group
Accurate knowledge of low propensity to quit
Friends considered a key influence
Consider services helpless re target group
No information or support tailored to this group currently
Service promotion not perceived as their role

Family/friends consultation revealed:



Most non smokers, some social smokers
Friends and family the key barrier
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Poor health the key driver
Service knowledge high, but propensity to recommend or refer low
National ad campaigns considered ineffective now
Positive encouragement to develop school-based initiatives and prevent smoking
starting

The target audience can be summarised as:
 Unempowered
 Low motivation
 In denial
 Over confident
 Hedonistic
 Short-term thinking
 Short-term memory
 Numb to shock tactics
 Government ban a driver
 Normalised by behaviour
Our research generated the following approach to segmentation:
Proposed segmentation
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Competition analysis is consistent across all segments:

What’s in it for the target audience and what do they have to surrender?
The following diagrams demonstrate the current positioning and future potential
positioning, based on our recommended segmentation.
Current exchange analysis:

Potential exchange analysis: young parent segment
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Service improvements









An individualised approach is needed for this group
Representation in services is required, including community advisers
One-to-one treatment is preferred, not group sessions
Peer-to-peer outreach will be most successful, we believe
We recommend you recruit target segments for service adaptation, then move
them on to advocates
Localise services wherever possible and offer flexible follow up
Make availability and approach more flexible (evenings, weekends, drop-in)
Reduce the seven week commitment, or provide alternative to it

Potential new approaches to service provision and promotion:







Target cab firms to recruit advocates
More work in schools – heavy emphasis from all groups
More mobile units / tents
SMS text messaging service for initial contact and ongoing support
Online service as an alternative (e.g. Weight watchers)
Localise the national ‘Together’ programme
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Marketing recommendations
Incentives to quit are summarised by segment below:

Marketing channels are summarised by segment below:

Messaging/creative







Need to convince them to quit now
Get the most out of your life
Push local, flexible services to suit your needs
Strong CTA to find out more
Messaging specific to each segment
Photographic imagery needs to be peer orientated and reflect competition e.g.
pubs, lads holidays and feature younger family members
 Keep it simple, not subtle
 Be challenging and deliver facts creatively
 Humour/tongue-in-cheek works
Measurement
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Internet – vanity URLs, social networking profiles, Google Analytics (microsite)
SMS keywords
Service requests via hotline – benchmark
Service access – benchmark
Press coverage
Drop in attendance
Road show/event attendance
Stakeholder feedback
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Lessons learnt
Hurdles:
 Inconsistent measurement nationally
 Desk research on best practice impossible to quantify
 Low numbers of target audience in initial channels (providers & employers)
 Data access
 Only 38 service users
 Unresponsive target audience – five times planned effort to recruit!
 Nil response to mystery shopping
Successes:
 Cold recruitment (labour intensive – it took four times the allocated resource - but
it works!)
 Secondary recruitment for family/friends via target audience consultation
Measuring success to date:
 Quarterly reporting since April 08 includes socio-economic data (not before)
 System didn’t include intervention type or identification of good practice –
making it impossible to compare success rates vs research
 Mid 2008/9 now quarterly reviews include intervention type and delivery setting
 Delays in effective monitoring have made it difficult to identify and compare
initiatives
 and campaigns to date
Recommendations for future insight work:
 National measurement/benchmarking repository… NSMC?
 Track and benchmark recruitment methods so ineffective methods can be
removed
 Set out numbers clearly up front to ensure a realistic approach and optimise
response
 Allow time for methodology adaptation to overcome hurdles
 Allow time for restricted aspects: identification, low numbers
 Clarification on contact lead sheets to ensure they’re appropriate for the target
audience OR time/budget/ resource allocated for development of contacts
 Ensure data captured by clients is consistent
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Chapter one
Part one
Introduction
Between February and April 2009 hey moscow was commissioned by NHS Sheffield to
conduct a social marketing insight to inform the future development of the Sheffield Stop
Smoking Service to make it more accessible to male smokers between the ages of 18
and 25, who are manual and routine workers. This local work was commissioned
following the national DH social marketing campaign targeting manual and routine
workers.
The main aim of the insight work was to inform the future development of the Sheffield
Stop Smoking Service. It is intended that these findings will then be used to inform a
social marketing campaign tailored to the needs of the target audience.
The insight findings provide a detailed picture of needs, barriers and gaps in service
provision and provide understanding into the factors that both influence and motivate the
target group. This report includes recommendations on the future development of
smoking cessation services in Sheffield and (includes) a plan for a successful and
sustainable local social marketing strategy, responsive to client needs.
This report:









Increases understanding of the attitudes and behaviour towards both tobacco
and service use among routine and manual workers
Assesses current knowledge & perceptions of local Stop Smoking Services
Identifies barriers and gaps in provision
Explores the impact of current local promotional activity and initiatives on the
target population
Highlights areas for service development
Identifies potentially acceptable and effective approaches to help these smokers
quit
Develops a framework to effectively involve these clients in Stop Smoking
provision
Outlines a strategy for a local social marketing campaign
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The national Context
The White Paper on Tobacco Smoking Kills, 2 sets a target “To reduce adult smoking in
all social classes so that the overall rate falls from 28% to 24% or less by the year 2010;
with a fall to 26% by the year 2015. Smoking is known to be the principal avoidable
cause of premature deaths in the UK. The Government White Paper Choosing Health:
Making Healthier Choices Easier that followed in 2004, promised further action to tackle
tobacco addiction and reduce the 106,000 deaths in the UK caused by smoking every
year 3.
Following this, the Government has set up a nationwide NHS Stop Smoking Service
available across the NHS in England and this now forms a key part of their tobacco
control strategy. These services were launched in Health Action Zones in 1999 and
were set up in all Health Authorities in England by 2001. They provide and support the
use of stop smoking aids such as Nicotine Replacement Therapy (NRT), provide
counseling, one to one support and group work. Most pharmacists, GP practices and
dentists now have trained Stop Smoking Advisers. Services aim to treat at least 5% of
their population per year. Research indicates that smokers are four times more likely to
quit successfully if they get professional help than if they try and do it alone, providing a
clear benefit for those who do seek support in quitting 6.
Significant investment was put into the provision of these services, £138 million was
invested between 2003-2006 and a further £112 million was allocated between 2006 and
2008 6.
However, whilst Stop Smoking Services have been successful in helping a proportion of
the general population to quit there are still marked differences in quit rates between
socio-economic groups. Smoking rates have decreased at a greater rate among
professionals, employers & managers than among semi-skilled or unskilled manual
workers, widening the health gap, 5 Unskilled manual workers smoke more cigarettes
per week (121) compared with professionals (92). The smoking rate among professional
males is 15% compared to 32% in the manual groups. Overall, smokers from manual
and routine workers make up 44% of the total smoking population 14.
As a response to this DH introduced a target:
“To reduce smoking rates among manual groups from 32% in 1998 to 26% by
2010, to narrow the gap between manual and non-manual groups’’.

General population
Manual & Routine worker target

DH Quit Target
21%
26%

This DH target of 26% for manual and routine workers is equivalent to 518,769 quitters
by 2010, which compares to a target of 21% for the general population and 444,000
quitters. 5 Progress against the Public Service Agreement for manual and routine
workers has historically been slower.
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It is this target and the identification by DH of manual and routine workers as a key
audience that has prompted NHS Sheffield to reflect the national priority and to push a
drive to encourage increasing numbers of people from this target group to stop smoking.
Additionally, the numbers of manual and routine smokers are much higher in the
Northern regions where this work is taking place than in London and the Southern
regions.
Distribution of R/M smokers by region:
Region
North East
North West
York & Humber
East Midlands
West Midlands
East of England
London
South East
South West

R/M smokers (% of
England total)
6%
17%
13%
8%
15%
10%
10%
11%
10%

Prevalence of smoking
among R/M group (%)
29%
28%
29%
23%
31%
25%
23%
22%
25%

Source: Office for National Statistics (2009) Smoking and Drinking among adults, 2007.ONS.
www.statistics.gov.uk/statbase/Product

It is known that manual workers are more addicted than other smokers, are heavier
smokers, are most likely to have started prior to 16 and are the least likely to give up in
the next six months. They are less likely to believe in success, have lower selfconfidence and a poor image of non-smokers. Smoking plays a significant part in their
lives and there is significant peer pressure to smoke 25. Evidence also shows that
manual and routine workers are more likely to give up without evidence-based support
and opt for the ‘cold-turkey’ approach which is less likely to lead to a successful
outcome. This group is more likely to have children (39%) compared to 31% of the
general population 14.
However, some progress has been made with this group and data from the Office for
National Statistics shows that smokers from this group dropped by 3% in 2008
compared to 1% of the general population 14.

2. DH (1998). ‘Smoking Kills – A White Paper on Tobacco’.
3. DH (2004). ‘Choosing Health: Making Healthier choices Easier.’
th
6. DH. (2008). ‘Stop Smoking Services & Nicotine Replacement Therapy’. 29 October 2008.
www.DH.gov.uk.en/PublicHealthimprovement
5. DH Smoking & Inequalities. Fullar, Brenda. Regional Tobacco Policy Manager. Government Office for the North West.
th
th
25. World Social Marketing Conference 2008. Brighten & Hove City. 29 – 30 September. 2008.
14. NHS Smokefree.’ Stop Smoking Services. Service and Monitoring Guidance 2009/10’.
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The stop Smoking Services are promoted through a DH national advertising campaign
and helpline 4, enabling people to access their local service and the Smokefree
campaign brand is the recognised brand for all NHS Stop Smoking Services across
England. It is perceived that use of a national brand increased public recognition and
promotional materials are generic. Local areas have been issued guidance to use these
materials to ensure continuity and can download templates and materials on the
Smokefree website www.gosmokefree.co.uk which can be customised. The central
marketing campaign is based upon a robust marketing strategy but these national
materials can be customized locally for local media.
In addition to the DH marketing strategy underpinning the Smokefree campaign, they
have developed a marketing strategy 15, targeting smokers in routine and manual work
in order to achieve the target set for 2010. It focuses on those who show some desire to
quit smoking and there are three overall marketing objectives; triggering action and
engaging with those who want to quit, making quitting successful by encouraging the
use of NHS support and reinforcing motivation. The strategy addresses the need for a
broader range of channels to be used to engage manual and routine smokers.
Nationally, DH will target this group through TV channels but they acknowledge the need
for community-based media campaigns and community action such as face to face
events, local PR and community resources. The recognition for the need for local
intelligence and community-based approaches to marketing for this group is addressed
in the marketing strategy outlined in chapter 3.
Primary care is a central part of the promotional strategy and GPs in local PCTs have
been made aware that they should ask patients about smoking status and refer to the
Stop Smoking Service wherever possible. Pharmacists and dentists have also played a
key role in this referral pathway and this forms part of the ‘Stakeholder Activation’ task
outlined in the marketing strategy. Stop Smoking advisers need specific training which is
accredited by the Health Development Agency. In 2009/10 a new NHS centre for
smoking cessation providers will be established which will include ‘gold standard’,
nationally accredited programmes for practitioners 14.
Smoking cessation outcomes are measured on the basis of a four-week success rate
which incorporates the measures listed below. All Stop Smoking Services have a target
to treat at least 5% of the smoking population and the expected success rate range is
35% to 70% 13.
1) percentage of smoking adult population accessing the service and setting a quit date
2) numbers who report quitting at four weeks
3) number who report quitting at four weeks as a percentage of those setting a quit date
4) percentage of service users lost at four weeks
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NHS Stop Smoking Services are monitored monthly through a reporting system. Since
April 2008 PCTs have been required to submit quarterly monitoring return forms via an
interactive website. At this time socio-economic data also began to be collected to
enable the effective monitoring of targets among the manual and routine groups. It was
also recognised and acknowledged in - 13, that the system did not allow for any analysis
of service results in regard to type of intervention delivered and that the information
collection system has not been sufficiently robust to enable identification of success and
identification of good practice – ‘It is almost impossible to compare the success rates
achieved with those documented in the substantial literature on smoking cessation
because of a lack of information.’ Therefore from mid 2008/2009 it has been a
requirement for these quarterly reviews to include intervention type and delivery setting.
However, because of the delays in establishing an effective monitoring system, it is
difficult to identify and compare initiatives and campaigns to date in a robust or
meaningful way.

4. DH. Tobacco Control Marketing and Communications Strategy. 2008-2010.
th
15. NHS Sheffield. Stop Smoking campaign. Routine & Manual Workers. Social Marketing Strategy Document. 11 June
2008.
14. NHS. Stop Smoking Services. Service and Monitoring Guidance 2009/10.
13. NHS.’ Stop Smoking Services. Service and Monitoring Guidance - 2007/08. Prepared by Tobacco Programme. 2007.
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Part two
The local context
In order to address the inequality and meet the national target of reducing the number of
manual and routine smokers locally, NHS Sheffield aims to increase the uptake of NHS
Stop Smoking Services by them. In line with the DH marketing strategy, 4 they aim to
encourage potential and committed quitters into the stop smoking services and have
developed their own marketing strategy to address this, outlined in 16. The local
marketing strategy developed was informed by DH qualitative research work with this
group and based on local research insight work already carried out in neighbouring
Bradford and Airedale and funded by the local PCT. This research demonstrated that
there was reasonable service knowledge but a lack of understanding of the benefits of
service use, a dislike for the type of support on offer, fear of failure and confronting
addiction, expectations of being judged and patronised in services and a need for
service access to be easier. It is intended that a public awareness campaign will focus
on the benefits of quitting - ‘More than Just Willpower’, increase service uptake and
improve perceptions of services among this group.
Between October and November 2008 Carlson Marketing was procured by NHS
Sheffield to engage and encourage manual and routine workers in Sheffield to access
the local Stop Smoking Services in face to face (F2F) activity in five localities 12. The five
strategically based locations identified were; retail outlets, bus depots, markets, streets
and the Library. The aim was to engage smokers in a simple way using stands and a
friendly approach. The results showed that they managed to achieve 89% of their target
and engage with 658 local people. However, 59% of these were female and 41% male,
a further break down shows that only 30% of these were routine and manual workers,
(41% non working, 18% from other socio-demographic s and 11% unknown). The
results did demonstrate that the local public responded positively to the message and
they identified appropriate locations for future work and recommended the use of
positive quit stories for future community interventions.
NHS Sheffield has developed its own website and local people can use this resource to
search for a Stop Smoking Service near them. They have over 150 services providing
stop smoking support. These consist of Stop Smoking advisers in GP practices,
pharmacies and dentist practices and six community-based Stop Smoking advisers who
carry out work in the community, in homes, run drop-ins and prescribe. The Stop
Smoking advisers offer a seven week programme which is available as a one to one or
in groups. The seven week course consists of advice on the main forms of smoking
cessation medication, recording of carbon monoxide levels, setting quit dates,
developing coping strategies and helping people to stay motivated to stop 26. They have
also developed workplace Stop Smoking schemes with on-site support.

4. DH Tobacco Control Marketing and Communications Strategy. 2008-2010.
16. NHS Sheffield. Stop Smoking campaign. Routine & Manual Workers. Social marketing Strategy Document. 11th June
2008.
12. NHS Sheffield. Sheffield PCT – Lead Generation Social Marketing Campaign Review. October – November 2008.
Prepared by Carlson Marketing.
26. www.sheffieldstopsmoking.org.uk
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NHS Sheffield Stop Smoking services
In terms of local referrals, the data below shows that NHS Sheffield had 199 referrals
from men in 2008 – 2009. However, further analysis of this data by NHS Sheffield has
demonstrated that 38 of these were in manual or routine work. Of those that were
referred the majority managed to set quit dates.

NHS Sheffield referral and quit dates for young men aged 18-25 for 2008- 2009
Data
Total
Total
Quits as
% of
% of
Quit
4
% of
Total
Dates
Week total
Target
Total
Gender
AgeGroup Referrals Referrals Set
Quits Quits
(2672)
Female
Under 18
95
1.72%
65
17
0.82%
0.6%
18-25
362
6.54%
278
98
4.71%
3.7%
26-35
620
11.20%
524
223
10.71%
8.3%
36-44
734
13.26%
663
265
12.73%
9.9%
45-59
683
12.34%
624
275
13.21%
10.3%
Over 60
563
10.17%
505
249
11.96%
9.3%
Female
3057
55.22%
2659 1127
54.13%
42.2%
Total
Male
Under 18
36
0.65%
32
4
0.19%
0.1%
18-25
199
3.59%
182
47
2.26%
1.8%
26-35
534
9.65%
487
204
9.80%
7.6%
36-44
623
11.25%
570
253
12.15%
9.5%
45-59
587
10.60%
541
224
10.76%
8.4%
Over 60
500
9.03%
449
223
10.71%
8.3%
Male
Total
2479
44.78%
2261
955
45.87%
35.7%
Grand
5536 100.00%
4920 2082 100.00%
77.9%
Total
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Literature and research review:
What does the research evidence tell us about the target group?
It is known that manual workers are more addicted than other smokers, are heavier
smokers, are most likely to have started prior to 16 and are the least likely to give up in
the next six months. They are less likely to believe in success, have lower selfconfidence and a poor image of non-smokers. Evidence also shows that manual and
routine workers are more likely to give up without evidence-based support and opt for
the ‘cold-turkey’ approach which is less likely to lead to a successful outcome. However,
this does not necessarily mean that their motivation to quit is lower than for other groups
but rather they may find Stop Smoking services less appealing or be unaware of the
success rates of this type of support 14. Indeed, the HDA in 11, report that clinical trials
and the experience of services do show that those in the lower socio-economic groups
generally are just as motivated to quit but require more tailored responses to service
use.
Researchers from the university of Nottingham, 24 carried out a series of focus groups
with a sample of smokers from socially economically deprived areas who had made an
unsuccessful attempt to quit within the last year, in order to identify the barriers and
motivators to smoking cessation services. Barriers to the use of existing services
included a fear of failure and being judged, a perception that nicotine withdrawal was
ineffective, inconvenient, lack of flexibility of services and lack of knowledge of existing
services. They concluded a more personal and flexible approach was required to
increase engagement.
One of the difficulties in understanding this group is that to date there has been limited
research specifically focusing on their levels of motivation and desire to quit and hence
there are gaps in knowledge. Whilst in contrast there has been a large body of
academic research focusing more generally on health inequalities and outcomes
between socio-economic groups. There is some evidence that cultural norms may
explain variation in health behaviour and that these norms among working class groups
present a barrier to service use and involvement in health promotion activities. Age and
gender have long been established as key influencers on health behaviour with both
women and older populations more willing to engage in healthy behaviour. Men are
less likely to visit their GP or pharmacist which is where the Stop Smoking Services are
currently based. The likelihood of smoking is highest among men aged 25-34 in the
overall population but this drops with increasing age. A survey by the Fiscal studies,
University College London, found that manual workers are likely to experience poor
health two decades before their white collar counterparts. Hence, the difficulties in
engaging this target group in any form of health promotion are significant and longstanding.

14. NHS. Stop Smoking Services. Service and Monitoring Guidance 2009/10.
11. HDA. Health Development Agency. West, R.’ Making Department of Health Smoking Cessation Targets.
Recommendations for service providers’.
24. University of Nottingham. (2006) Roddy, E. Antoniak, M. Britton, J et al. ‘Barriers and motivators to Gaining Access to
Smoking Cessation Services amongst Deprived Smokers’.
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As this insight work is intended as a social marketing exercise with specific outcome
recommendations for the target group, this review focused on research messages that
were tested with the target group and could be used as motivators or influencers for
change.
Within our research sample we identified specific barriers and motivators to quit within
this target group, which supported the research evidence to date and suggests that
specific responses may be required to specific audience segments within this target
population.
In our own Insight work with the target audience we found high levels of cannabis use
among participants which they said influenced their smoking behaviour and in some
cases had contributed to the nicotine addiction. Research by Gourlay et al cited in (14)
shows that smokers who use cannabis are less likely to be successful in stopping
smoking. Additionally, the impact of alcohol on tobacco use has been found to be
significant and this group have higher than average levels of alcohol consumption. We
found that most of the committed quitters failed in their attempts to stop when using
alcohol. This may be something that NHS Sheffield could address in partnership with
drugs workers but it appears to present a significant barrier to successful quitting and
unless a multi-faceted approach is adopted outcomes for this group are likely to remain
poor.
In regard to motivators to quit, in our Insight research we found that the smoking adverts
that had the most significant impact on young men were those that made reference to
the family. However, in our groups we only had a few young fathers. National data
shows that manual and routine workers are much more likely to be fathers (39%,
compared to 31% of the general population). Those that were parents were motivated
quitters and had made attempts to quit. Bottorff et al ,27 (2006), carried out research for
the Fatherhood Institute, into fatherhood and smoking in the perinatal period and found
that fathers experienced discomfort smoking after beginning a family. This research also
found evidence from numerous studies that men who become fathers are more likely to
spontaneously quit and are more likely to have quit two years after the birth of their first
child. Hence, there is a growing body of evidence to suggest fatherhood may be an
incentive to quit smoking. The social marketing strategy outlined in chapter 3 addresses
the potential for targeted interventions with young fathers with-in this group.

14. NHS. Stop Smoking Services. Service and Monitoring Guidance 2009/10.
27. Research Summary: Fathers and Smoking in the Perinatal period. www.fatherhoodinstitute.org
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The research review also confirmed that smoking prevalence across this group of
manual and routine workers was high, (60% of men and 40% of women) as cited in the
DH White paper. Whilst, some had a desire to quit most had grown up in families in
which smoking was the norm and associated with peers who began smoking early. This
could however, indicate that the interventions most likely to work would be those
delivered to the group as a whole such as in workplace or community settings. (This is
addressed in Chapter 3). The Kings Fund, 9 carried out a review of behaviour
interventions aimed at low-income groups and concluded that behaviour intervention
changes can be very effective in low-income groups. They found the most effective
interventions with these groups included facilitation of goal –setting and the sharing of
these goals.

9. Kings Fund (March 2008).’ Low-income Groups and Behaviour Change Interventions. A Review of Intervention Content
and effectiveness’.
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Campaign and marketing identification
In addition to developing recommendations based on the insight findings for the social
marketing strategy we reviewed what work has been done to date with the target group
in order to identify critical campaign success factors for engaging this group with Stop
Smoking Services.
However, as previously highlighted until 2008, data and statistics on the occupation of
stop smoking service participants had not been collated and therefore it has not been
possible to identify services that had been successful with the target group and evaluate
their practice or approach. Similarly, it was only in 2008/2009 that data began to be
collected on service intervention type and hence it has not been possible to date to
identify successful interventions across Stop Smoking Services let alone for the target
group. Robust systems are now in place and, in the future, rigorous evaluation will be
able to be carried out.
Since the development of the DH marketing strategy, 4 in 2008 for manual and routine
workers this work has been driven forward. However, it is still very early to effectively
measure interventions and outcomes in light of the above. The DH marketing strategy
highlights that there will be a national drive aimed at this group through TV channels and
hence local services have not launched specific advertising campaigns for the target
audience. However, a number of localities have already recruited social marketing
companies and some innovative work has taken place, and some preliminary good
practice in social marketing Stop Smoking campaigns for manual and routine workers
has began to emerge.
Below are some lessons learnt from successful general smoking cessation campaigns,
good practice for recruitment into smoking cessation services is identified, schemes
linking national and local work are assessed and specific social marketing campaigns
with the target group are reflected upon and lessons drawn from these.
DH reviews its advertising impact via an independent marketing company (BMRB Social
Research). Evidence suggests that to date the most effective campaign on both men
and women has been the testimonials anti-smoking campaign, featuring a young mother
with lung cancer revealing the impact on her daughter. They have found generally, that
messages on men’s campaigns are more likely to have an impact than on women’s with
some measures and that men are more likely to realise that smoking can affect them
(80% of men, compared with 60% of women). Men’s campaigns have also been found
to make men more likely to think about quitting, 1. This may be that women are more
likely to access a wider resource of health information i.e. women’s magazines etc and
hence the messages are less likely to be new. However, our own Insight research did
not indicate that these male participants were likely to be influenced by advertising
campaigns.

4. DH Tobacco Control Marketing and Communications Strategy. 2008-2010.
1. COI Research Management Summary on Behalf of the Department of Health.
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As part of the ASH Scotland young people’s smoking cessation project a briefing paper
was produced highlighting key lessons in recruiting young people into smoking cessation
services (16). This project was extensive and incorporated eight projects aimed at
specific audiences aged between 13 - 25. Key lessons for recruitment of young people
into these services included; word of mouth. This was a very effective marketing method
with this group. Young people who had used the service and had a positive experience
were probably the best way of recruiting peers, and advertising in local media networks
was resource intensive but essential. They also found misconceptions about the
services needed to be acknowledged and addressed directly and they concluded a
multi-faceted approach was required to bring young people into these services as no
single method worked for all.
Similar findings on peer recruitment into Stop Smoking services were identified by the
Smoking Cessation Service Research Network 21. They piloted a tool in conjunction with
Bath and North East Somerset Stop Smoking Service, to routinely measure levels of
client satisfaction of NHS Stop Smoking Services via a client satisfaction tool. As part of
this Insight, NHS Sheffield were keen to gain the views of existing clients of Stop
Smoking Services in the target group in order to inform service design. However, as
referrals had been low it was difficult to obtain detailed feedback. The SCSRN found that
there were relatively high levels of satisfaction among clients (even those who failed to
quit) and that there was a willingness to recommend the service to others. Hence, they
identified an opportunity to utilise satisfied clients into recruiting smokers into treatment
and suggested recruitment referral cards could be disseminated with client satisfaction
surveys or follow-up. This inevitably also enables providers to engage and sustain
motivation to quit in those who are struggling or who have disengaged with services.
The most effective recruitment method for this insight work identified by hey moscow
was via existing recruits and there may be opportunity to utilise peers to recruit into
services.
The two national routes for referral and hence gaining recruits into local Stop Smoking
services are through the NHS Smoking Helpline and the Smokefree website. Pioneering
work is under way in two pilot sites to evaluate whether there is potential to improve the
links between national and local referral systems. The pilot sites are in the West
Midlands and the South West, 22. One has a direct link-up between the NHS Helpline
and the local website and the other allows services to access local referrals from the
national site using an online tool developed. This work is still underway but if successful,
implementation is likely to take place across England. This essentially makes the
process of referral easier and provides a smoother transition into local services,
preventing potential quitters from having to access two websites. If this is successful,
this may be particularly useful for the target group as our insight findings show that the
internet is their preferred source of health information and national evidence shows that
this group have low motivation to research and access services.

16. NHS. Health Scotland. Designing and Delivering Smoking Cessation Services for Young People – Lessons from the
pilot programme in Scotland.
21. (SCSRN). Smoking Cessation Service Research Network. Client Satisfaction Survey: Pilot Project Report.
22.Smoking cessation services in England. www.tabacoocontrol.com
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The target group is likely to be diverse. However, as well as cultural norms they do share
occupation and therefore work based initiatives for smoking cessation targeted at this
group are reviewed for effectiveness. In 2007, DH recognised and acknowledged the
potential for a number of health based initiatives that were highlighted in ‘Healthier
Choices’, taking place in the workplace. This led to the development of NICE guidelines,
17 on work-based interventions to promote smoking cessation generally. This guidance
emphasised that employers were not obliged to help with smoking cessation but
highlighted the benefits for employers, including reduced sickness, increased
productivity and improvements in morale. Considering, the low levels of motivation
identified by the insight with this group and the problems they identified with service
access, the workplace should be an ideal setting to target initiatives. NHS Sheffield has
already begun outreach work with employers but we found these organisations did not
have high numbers of the target group within them, i.e. young men.
Other localities have already begun implementing specific strategies to target employers
of manual and routine workers. ‘Look after Your Lungs’, 10 is a workplace health
promotion initiative by The Roy Castle Lung Cancer Foundation, which provides a tool to
reach smokers in the routine/manual worker groups. It aims to increase employee
awareness of the need for smoking cessation as a means of lung cancer prevention and
promote the availability and effectiveness of the NHS Stop Smoking Service. The
programme is delivered via employee workshops, and endeavours to work in partnership
with the local Stop Smoking Service. The programme is fully evaluated in three phases,
using self completed questionnaires and it has demonstrated success in recruiting
participants, particularly males, raising awareness, improving knowledge and facilitating
behaviour change in both the short and long term, and the scheme has been promoted
as an effective way to access manual and routine workers and support them to quit. The
programme can be adapted and implemented locally.
Beacon Health Authority, Coventry employed a social marketing company in order to
address the target of reducing the numbers of manual and routine smokers, 20. They
introduced a series of Smoking cessation sessions at a local Peugeot company and held
health events in working men’s clubs, pubs and held sessions immediately after work. In
taking these Stop Smoking Services to the target group in their preferred locations, they
were able to increase the numbers of quitters. They also identified the obvious
advantages of this work taking place with groups in cultural settings among peers who
are often influential in encouraging smoking.
NHS North Cumbria has had the highest number of manual / routine workers quit in the
North West region for 2008. They also developed a marketing strategy to target this
group which involved advertisement of Stop Smoking Services on a popular local
football website and developed an outreach service that went directly into the community
locations where this group socialised.
The evidence from these campaigns does support some of the research evidence that
suggests that this group do have similar levels of motivation to quit but are less likely to
respond or access traditional services.
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NHS Suffolk decided to develop a patient-based incentive approach to encourage
manual and routine workers to quit. They identified the postal code areas where this
group resided and promoted the incentive scheme in these localities. All smokers
quitting in October and November (before Christmas) were given the opportunity to
receive £100 of vouchers for a local supermarket. Our Insight research demonstrates
that many potential quitters by their own admission only engaged with hey moscow
because of the offer of the voucher incentive.
The research evidence to date on effective social marketing campaigns is limited.
However, there is beginning to be identification of good practice and this clearly
demonstrates that this target group will engage with Stop Smoking Services if they are
recruited in community or work-based settings and service access is made easy for
them. In the next chapter we reflect on the findings from our participants and the final
chapter brings together this evidence and the findings, and proposes a way forward in
terms of local social marketing.

17. NICE. National Institute of Clinical Excellence. ‘Workplace Interventions to promote smoking cessation. April 2007.
10. Look after Your Lungs. The Roy Castle Lung Cancer Foundation.
http://www.uknscc.org/2008_UKNSCC/speakers/christine_owens_2.html
20. Reducing Health Inequalities. Beacon Health Authority. 2008 -2009. Smoking Cessation. The Project.
18.http://www.coventry.gov.uk/ccm/cmsservice/stream/asset/;jsessionid=a2fxlo9SG6Ab?asset_id=18606009
www.tcp-events.co.uk/wsmc/downloads/keynotes/BREWER%20PAUL.pdf
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Chapter Two
Methodology
The main aim of the insight work was to inform a social marketing campaign in order to
ensure the subsequent campaign is tailored to the needs of the target audience. The
insight included assessment of attitudes and behaviour towards both tobacco and
service use, identification of barriers and gaps in provision, review of the impact of
current local promotional activity and recommendations for future service development
and marketing campaigns.
hey moscow adopted a multi-method approach in order to gain in-depth understanding
of decision making and behaviour in regard to tobacco use and service utilisation.
SCMH adopted a multi-method approach to the review to draw evidence from a variety
of sources to ensure that the service development recommendations were based on the
most robust findings possible. The insight therefore included interviews with people who
had not accessed Stop Smoking Services, Stop Smoking Services clients, stakeholders
and influencer’s. Additional information was drawn from a literature and documentary
review and review of previous campaigns. The report primarily draws from the interviews
and discussions with young male smokers.
This report therefore incorporates findings from these three interlinked elements:
1. Desk-based research
2. Focus groups
3. Telephone interviews

A documentary, literature and campaign review
We reviewed a variety of local documentation, including marketing strategies, mapping
of provision, targets and quarterly reviews. At a national level we reviewed Department
of Health targets and policies, literature review assessing the evidence regarding
effective strategies for smoking cessation with young male smokers18-25 years (who
are employed in manual and routine labour). We also carried out a review of previous
campaigns aimed at this target group to provide a context and identify successful
promotional strategies.
Focus groups
Focus groups took place with 31 young male adult smokers in the 18 to 25 age range.
Some of these had previous experience of using local Stop Smoking Services to try and
quit. These groups covered smoking behaviour and attitudes to smoking, service use
and knowledge, and media consumption and perceptions of promotional materials.
These groups included presentation of promotional materials to stimulate debate.
Telephone interviews
The Insight included interviews with eight stakeholders and health care providers from
stop smoking services. Interviews focused on current provision, views on health
promotional materials available, the needs of this group and strategies to improve
access to this group.
Fourteen interviews were carried out with those that may influence male smokers from
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the 18-25 age range, which included their friends, family members and peers. The
interviews covered their knowledge of services and support, and peer and social
pressures.
Five interviews were carried out with clients who had used pre-identified Stop Smoking
Services to find out about their experience and impact on smoking levels.
A further 15 interviews were carried out with male smokers from the 18-25 age range,
who are manual and routine workers. These interviews explored in-depth behaviour,
influences and attitudes to smoking, service knowledge, factors that motivate and
prevent service access, media consumption, and the influence of peers and social
networks on smoking behaviour.
Data Analysis
All data was entered into a database and the quantitative information statistically
analysed and compared. Focus groups and interviews were taped (where permission
was given) and analysed following established social science procedures.

The target groups involved in the insight include:
A. Manual workers (aged 18-25) who have accessed the Sheffield Stop Smoking
Service:
1. Male smokers aged 18-25 who have accessed the Sheffield Stop Smoking Service
and have set quit dates but who have never met their quit target
2. Male ex-smokers aged 18-25 who have accessed the Sheffield Stop Smoking Service
and successfully given up smoking as a result
B. Manual workers aged 18-25 who have not accessed the Sheffield Stop Smoking
Service:
1. Male smokers aged 18-25 who have never accessed the Sheffield Stop Smoking
Service because they don’t / haven’t ever wished to quit
2. Male smokers aged 18-25 who have never accessed the Sheffield Stop Smoking
Service but have successfully quit in the past using other methods
3. Male smokers aged 18-25 who have never accessed the Sheffield Stop Smoking
Service but have unsuccessfully attempted to quit in the past using other methods
C. Stakeholders:
1. Influencers of male smokers aged 18-25 - parents and carers/ partners/ children/
healthcare professionals and other service deliverers (e.g. pharmacists/ doctors etc)
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Methodological limitations and lessons learnt
Audience Identification
NHS Sheffield were unable to provide or identify the audience due to data protection and
client confidentiality. Therefore, the approach was to be innovative with audience
selection. Initially, an extensive mail-out with recruitment materials was sent to both stop
smoking providers and employers identified by NHS Sheffield who had already been
involved in stop smoking work. However, despite extensive telephone follow-ups the
response was low. Telephone follow ups to both service providers and employers
indicated that the numbers of male smokers they had aged 18-25 were extremely low.
Quantity
900 x posters
4,200 x flyers
33 x pharmacies contacted
22 x GPs contacts
19 x employer contacts
40 x hours spent calling services and employers
Therefore, a wider selection of employers with a high prevalence of young men was
cold-called and two sets of cold recruitment took place. The cold recruitment approach
was the most effective in these circumstances. From this we were able to identify young
male smokers to attend focus groups and have interviews.
The recruitment of the primary group took considerably longer than anticipated and
required a multi-faceted approach involving several members of staff which delayed the
whole process. Subsequently, we were able to identify their friends, family and peers for
interview but because the identification of the primary group was delayed it was not
possible to get participants from this secondary group to agree to focus group
attendance within the time scales and these participants were interviewed by phone.
However, it still proved difficult to identify Stop Smoking clients in this category who had
used particular Stop Smoking Services. After, Research Ethic Approval we were able to
distribute a further mail-out to these client’s (200) via NHS Sheffield but received no
response. It later transpired that only 38 clients had used services in this category.
Therefore, the only way these clients could be contacted was directly by NHS Sheffield,
who had contact details. If it were known that numbers were so low, this approach could
have been suggested at the outset. As we were unable to identify these clients we were
not able to carry out the mystery shopper exercise. During cold recruitment however we
were able to talk to some young men who had used services but they were unwilling to
take part in an exercise which involved two visits to a Stop Smoking Service and a
further telephone interview. It was advised from the outset that this exercise may prove
too demanding for this target group.
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Despite these obstacles, in a very limited timescale hey moscow was able to consult
with 73 participants. However, in order to learn from this process and for future projects
we would recommend:
a) If the PCT is restricted from assisting with identification of clients (due to
confidentiality) from very specific target groups, then timescales need to be much
longer from the outset to allow for this process.
b) There needs to be clarity on the numbers of clients from target groups between
parties from the outset to ensure that the audience identification strategy
employed is realistic.
c) Clarification is required on the contact lead sheets provided to ensure that they
are appropriate lists for the target audience and, if not, the provider should
develop their own contact leads for the client from the outset and additional time
should be allowed.
d) Methodology selected needs to be realistic and appropriate for the target group
from the outset, as highlighted in the tender i.e. it was unlikely that young men
who were reluctant to use services would agree to attend a Stop Smoking
Service twice as part of a mystery shopper insight exercise.

The Overall Sample:
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Summary of key findings by audience segment
Summary of Stop Smoking Service client feedback:
 The success rate for quitting among those interviewed who used services was
low (25%).
 Health was the main reason these participants were motivated to access Stop
Smoking Services.
 Most participants found out about local services through the internet or local
promotional materials at the GP surgeries.
 Social pressures and situations appeared to be the main reason participants had
returned to smoking.
 Some participants felt the information provided at the services was limited and
basic.
 One participant found the support extremely helpful.
 Accessibility of services was perceived to be relatively poor (i.e. in terms of
opening times).
 Most participants said the media they were most likely to use was either the TV
or radio.

Summary of key findings for all general smokers: (focus groups & telephone
interviews)
 All participants began smoking in their teens and were from families with
smokers.
 The majority of participants began smoking because of the influence of friends.
 The majority of participants did express some desire to quit and the most
influential factor for this would be health. However, participants were more
concerned with short-term health problems, such as lack of fitness, than longerterm consequences and whilst they expressed some desire to think about
quitting, many of them also said this would be when they experienced symptoms
of ill-health, and some perceived that this would not be until they were older. It is
not at all evident that some of the participants were expressing a clear desire to
quit immediately.
 All participants that had tried to quit had done so for health reasons. The main
reason for failure to quit was starting smoking again within a social situation and
drinking alcohol.
 None of the participants said that finance would be a key factor in their decision
to quit.
 Willpower would be the method most participants would use to quit. This was
largely because very few of them perceived that they were addicted to nicotine
and rather perceived it as a habit they could stop if they wanted to with relative
ease.
 The perception that they would be able to quit using willpower alone was the
main reason that participants did not feel they would need to use Stop Smoking
Services in the future.
 The duration of courses at Stop Smoking Services was also perceived to be a
barrier and one of the reasons why participants said they would prefer to quit on
their own.
 The main source of information for all participants was the internet.
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Locally participants would like to see information on Stop Smoking Services in
pubs, bars, shopping centres and at public transport points.
National advertising campaigns were perceived to be only effective in the shortterm, with no long-term impact on their desire to quit.

Stakeholder feedback summary:
 Knowledge of the target group was extremely low as service use was low.
 There was a perception that young men in the target group did not want to quit
and hence use services.
 Friends were perceived to be the key influence on this group.
 Most felt services could do nothing to motivate or encourage use among the
target group.
 None of the services offered tailored information or support to the target group.
 Service promotion was not perceived to be part of their role (other than display of
generic materials).

Friends and family feedback summary:
 Most` friends and family members were non-smokers but some were social
smokers themselves.
 The majority of friends and family members felt the key factor that influenced /
encouraged their friend or family member to smoke was friends.
 Poor health was considered to be the key factor most likely to influence their
friend or family member to decide to quit.
 Knowledge of services among friends and family members was high. However,
none of these participants would recommend services to their friend or family
member as they did not perceive they would be likely to attend or last the
duration of a course.
 Some felt national advertising campaigns were ineffective for the target group as
they had seen these messages so many times before.
 Many felt the key was to target promotional information in schools on Stop
Smoking Services and that initiatives needed to come earlier.
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Findings
Group A - Manual workers (aged 18-25) who have accessed preidentified Sheffield Stop Smoking Service
Five young males who had used pre-identified Stop Smoking Services were contacted
and telephone interviewed by NHS Sheffield.
The sample: The average age of the five stop smoking clients was 23. The average
age they started smoking was 13.

Of those 5 people that had used stop smoking services;
 (3) people had used a pharmacist
 (1) person had used a GP surgery
 (1) person had used a community-based service




They had all used nicotine withdrawal products;
(1) person had quit smoking.
(4) people had not quit smoking.
(4) people who had not quit smoked between 15-20 per day

A. Smoking patterns and influences
Reasons for smoking: One participant said they smoked when either stressed or
bored. Others said they continued to smoke because of addiction and social pressure.
“I do not enjoy smoking. I smoke because of habit, cravings and because mates
smoke. It’s just so tempting”.
“Addiction – there’s nothing enjoyable about smoking”.
Motivations to quit: The majority of participants wanted to quit because of ill health
and one participant wanted to quit for his family. They had all experienced symptoms
such as chesty coughs and shortness of breath.
“I”ve started to feel unwell with stomach cramps. I also play a lot of football and
started to get tired a lot quicker”.
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“My kids. They asked me why I smoked and said they didn’t want me to smoke. I
would be gutted if my kids smoked. I feel stupid when I tell them that when they
grow up they must not smoke and I’m a smoker”.
Government approach: None of the group felt the Government approach to smoking
such as the smoking ban and increased taxes was helpful or influential in their desire to
quit. Some said this had led to people buying cheaper illegal forms of tobacco and
others felt they should not force or influence people to quit.
“Could do more to help people stop smoking. However it’s not right that they try
to force people to quit. It should be their own decision”.

B. Service use and experience
Service knowledge: Two of the participants saw promotional materials at the
GP surgery for the stop smoking services, two used the internet and one person used
the NHS helpline to find out about their local Stop Smoking Services.
“I called the NHS Smoke Free helpline who referred me to the local Stop
Smoking Service”.
“Saw an advert then went online to find out more information about the different
types of support”.
“My GP asked if I had ever thought about stopping and if I did there was a
session running in my surgery”.
Outcomes of service use:
 Overall only one of the five participants who used the Stop Smoking Services
managed to quit.
 One person initially quit for three months then had a second attempt, but
began smoking again on holiday after setting a quit date and has decided not
to go back to the service.
 A second person stopped for two days and then had a second attempt for
financial reasons, but failed and no longer feels that finance is a concern, so
will not return.
 The third person had a reaction to the nicotine withdrawal products and then
decided he could not afford the prescription charges.
 The fourth person relapsed after the first attempt and does not plan to return.
Staff approach and information: It was generally perceived that the information
provided at these sessions was not new and much of it was already known e.g. smoking
is bad for your health and chemical levels in cigarettes. In fact one person said that if
the nicotine withdrawal products were cheaper, fewer people would use services.
“Very basic service offered, nothing ground breaking”.
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“Very basic support at the pharmacy”.
“Not much new information. I did well in biology at school and I know how
damaging smoking is to your health”.
One person said they were very impressed with the staff support and the advisor.
Service improvements: One person thought the service was very accessible and
useful. Another was impressed with what was on offer and the others felt it was merely
satisfactory.
Overall, one participant was very satisfied with the service they received.
“Very happy with the service, I’d give it 10 out of 10. They could improve the
service by offering you a cup of tea while you wait”.
All participants felt that there could be improved accessibility, for example evening
sessions and more regular sessions on offer.
“Accessibility is an issue - do not turn smokers away”.
“The advisor only ran clinics in Walkley once a week, this is not enough. There
should be 2-3 sessions per week at different times of the day”.
“Possibly run sessions in the evenings for those who work full time”.
“I wouldn’t attend a session on a Saturday morning but others might”.
More available “sessions at various opening times”. “More staff at drop-ins to
make sure you are seen quickly”.
“My friend wanted to go along in the evening”.

C. Media use
In terms of personal media use the entire group said they were most likely to use the
television and radio. None of them were keen on receiving written information. They
also felt they were most likely to see information in bars and clubs.
Participants were asked if any health or stop smoking campaigns had been influential.
They could all recall a particular campaign including the Department of Health “Worried”
campaign. However none of them felt that these campaigns influenced them in the longterm.
“The kids’ campaign - DH worried campaign. I’ve not got kids so this does not
influence me”.
“The current approach taken by the media does not affect my behaviour”.
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“No media/marketing campaigns have made me want to stop or think about
stopping smoking”.
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Summary of Stop Smoking Service client feedback









The success rate for quitting among those interviewed who used services
was low (25 per cent).
Health was the main reason these participants were motivated to access
Stop Smoking Services.
Most participants found out about local services through the internet or local
promotional materials at the GP surgeries.
Social pressures and situations appeared to be the main reason participants
had returned to smoking.
Some participants felt the information provided at the services was limited
and basic.
One participant found the support very helpful.
Accessibility of services was perceived to be relatively poor.
Most participants said the media they were most likely to use was either
television or radio.

Although only one of these participants managed to quit after service use, these can be
described as the DH group of motivated quitters and interventions need to focus on
maintaining their motivation.
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Group B - Manual workers aged 18-25 who have not accessed
the Sheffield Stop Smoking Service (or particular services)
- 45% Potential Quitters
Focus Groups:
31 young males who had not used (pre-identified) Stop Smoking Services were
contacted and attended focus groups across Sheffield. These groups were intended to
explore the most significant key themes and messages from this audience segment in
relation to smoking influences, behaviour, media use and campaigns, and desire to quit.
The messages from this group were consistent throughout and are demonstrated below.
The sample: The average age of the 14 stop smoking clients was 22. The average age
they started smoking was 14.

Key statistics from focus groups with general smokers:


100 % (31) people started smoking in their teens before they were 15 years
old.



50 % (15) people felt they started smoking tobacco as a result / consequence
of cannabis use.



45 % (14) people said they had thought about quitting, some of these people
had already tried to quit using their own methods.



13 % (4) people had already used a local GP stop smoking service, none of
these four people had successfully quit using the service, only one of these
four people said they would consider using a service again.

The messages throughout the focus groups were consistent and a profile highlighting
attitudes among the target group has been developed above. The data reflects the
national profile data on manual and routine smokers, which shows they are more likely
to start before aged 16, are more likely to be heavier smokers and least likely to intend
to give up within the next six months.
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A. Smoking patterns and influence
Typical patterns of use:
 Begun in Teens
 Smoking socially
 10-20 a day roll ups preferred choice
 Cheaper tobacco also purchased
Reasons for starting smoking:
 Peer pressure
 Acceptability
“Everyone I know smokes, I don’t want to be the odd one out; its part of being
social isn’t it?”
“It’s pretty acceptable really, no-one’s bothered by it”.”
“When I was younger I absolutely hated my family smoking, I destroyed 20
cigarettes, I don’t think anyone influences you to start, it just happens”.
Reasons for smoking:
 Boredom
 Stress relief
 Social habit
 Habit
 Pleasure
 Smoking ban is perceived to have increased social aspect of smoking i.e.
through creation of additional social areas
 Age
“Youth is on our side”.
“I don’t think I am addicted and will sort it out when I am older, it’s just a social
thing I enjoy right now”.
“You go outside now and you always meet new people”.
Desire to quit:
Factors less likely to motivate to quit:
 Longer-term health risks i.e. cancer
 Perceived to be a problem for consideration in the future
 Cost not seen as prohibitive as cheaper illegal brands can be purchased (friends
share tobacco & roll ups are used)
“At the end of the day it’s a risk I am prepared to take, I know if I smoke for forty
years, I am likely to die of cancer”.
“We know about the cancer, it’s like anything in life you decide to take a gamble
or not don’t you, it’s a risk driving a car”.
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“Its £10 for tabs, at the end of the day you just allow money for it and don’t think
about it, it’s like food”.

Motivators to quit:
 Age i.e. getting older
 Health i.e. impact on fitness levels & sport
 Poor health
 Girlfriends / partners
 Families
“I notice my tight chest when I am in the gym and I really don’t like that feeling”.
“If I am honest I don’t really like it if a girl smokes, it does smell etc and I hate it
when I smell it on someone first thing on the bus”.
“When I wake up in the morning coughing, I do feel like crap I know my skin is
different and the house stinks”.
“My girl puts up with it but she is not happy about it”.
“I don’t want my daughter to see daddy smoke”.

Preferred method to quit:
 Willpower
“It’s just a psychological lift, so should be easy to break the habit”.
“I have tried patches and the inhaler they don’t work”.

Incentives to quit:
 Gym-based vouchers
“I think gym vouchers would be a good idea at the end of the day you want to do
something constructive to take your mind off quitting”.

B. Service awareness and perceptions of services
Knowledge of:
 Reasonable knowledge of service
 Some approached by local health professionals had seen posters
 Seen national helpline adverts
 Outreach nurse seen in town centre
“I know you go to the GP if you want patches”.
“I was approached by my Dentist about attending stop smoking groups”.
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Factors that may increase attendance:
 Outreach Stop Smoking Services in the town centre
 Work based incentives
 Other incentives
 Increased access
“I tried to stop and did go to my local doctors but the pressures got to me and I
gave in, but I would go back”.
“I was offered to go along by my Doctor and I wanted to sign up but to be honest
my main motivation was if my manager let me go and I got some time out of work
for it”.
“If they knocked on my door, I would let them in”.
Reasons for not attending Stop Smoking Services:
 Dislike of groups, embarrassment
 Tobacco use perceived to be habit rather than an addiction
 Not being a heavy enough smoker
 Perception that nicotine withdrawal products do not work i.e. patches ineffective,
prescription charges
 More convenient to go to the supermarket for products
 Desire to avoid carbon monoxide testing
 Duration of courses
 Personal achievement certificates etc seen as patronising
“I went along and got them patches but they did not work”.
“It’s easier to go to Tesco”.
“I don’t want to go along and sit down in the open”.
“At the end of the day you still have to pay £7 for your prescription even if you go
through all that with the GP. I can’t be arsed to try and claim it back either, so
they are not free”.

C. Media use and health campaigns
Participants of focus groups were shown specific images of stop smoking adverts to
stimulate debate and encourage participants to think about the factors that would
motivate them to quit. The images shown and responses are summarised in the social
marketing strategy outlined in chapter 3.
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Main media used
 Internet

Knowledge of stop smoking advertising
 Campaign on cigarette packets with images & the national DH television adverts
were the most noticed & commented on.
Lack of Impact of advertising campaigns
 Most felt advertising does not increase their desire to quit
 Creates short-term discomfort
 More significant impact if seen prior to starting smoking
 Not perceived to be relevant to young peoples’ lives
 Information overload has satirised the messages
 Risks of cancer are well known
“We have seen it all before, the shock value went a long time ago”.
“It’s overkill now. It just hardens you to it”.
“They need to soften the blow a bit now”.
“All the adverts are aimed at those in their thirties or forties, they have all got
kids”.
“In the end you get a sort of numbing effect when you look at these images,
they always depict the worst possible outcome there could be”.

Service promotion and improvements
 Earlier promotion i.e. at schools
 Distribution of nicotine withdrawal products in the same way that condoms are
available in particular outlets
 Postal distribution of products
“They should have stop smoking workers at school, like sex education workers,
Like in drop ins near the bike sheds, at the end of the day that’s where it all
begins”.
“Couldn’t they just send stuff to us in the post?”

Suggestion places for promotion (of Stop Smoking Services):
 Retail outlets
 Bus stops
 Pub toilets
 Gyms
 Schools
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Group B - Manual workers aged 18-25 who have not accessed
the Sheffield Stop Smoking Service (or particular services)
- 67% Potential Quitters
Telephone Interviews:
14 young males who had not used pre-identified Stop Smoking Services were contacted
and interviewed by telephone. These interviews were intended to provide more in-depth
detail and build case profiles of individuals’ influences, behaviour, motivations and desire
to quit.
The sample: The average age of the 14 stop smoking clients was 22. The average age
they started smoking was 15.

Key statistics from telephone interviews with general smokers:










100% (14) people started smoking in their teens before they were 15 years old.
100% (14) people had family members who smoked.
86 % (12) people felt that friends and peer pressure were the key reason they
had started smoking.
33% (5) people felt they started smoking tobacco as a consequence of cannabis
use.
86% (13) people currently smoke over ten cigarettes a day.
33% (5) people said they had absolutely no desire to quit smoking.
66% (10) people said they had thought about quitting, six of these 10 people had
already tried to quit, two of these six tried using nicotine withdrawal methods
and the other four tried using willpower.
20% (3) people had used a local stop smoking service, only one of these three
people said they would consider using a service again. Nobody else who had a
desire to quit said they would consider using a Stop Smoking Service.
20% (3) people had heard of local Stop Smoking Services and had known where
they were based.
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A. Smoking patterns and influences
Patterns of use: All participants in this target group had begun smoking in their teens
with friends and they all had grown up with smokers. The majority felt that the key
influence on them starting smoking was likely to be friends and peer pressure. Most
participants felt that their smoking increased when they were in social situations and with
alcohol use. The majority smoked over ten a day.
“I have smoked since I was twelve”.
“I am a smoker and was about 15 when I started. I was a social smoker at first
but when I was about 17 I started smoking full time. My friends and family know
but I live with non-smokers”.
“I started when I was 15 socially when I went out drinking but I now smoke
everyday”.
“I started when I was about 15 or 16 socially with friends”.
“I started when I was about 12 or 13 with friends”.
“I started when I was about 16 socially, occasionally when I was drinking but only
about 2/3 a day now I have 15 a day. I have always been around smokers and
all my family do and I am used to having smoke around”.
“I started at about 15 and now smoke 20 a day”.
“I started at about 16-17.I smoke about ten a day”.
“I started when I was about 13”.
“I started when I was about 12. I am now on 8-15 a day”.
“I started at about 18 but I am only a social smoker when I go out drinking”.
“I started 2/3 years ago. I smoke about ten a day; it’s more of a social thing when
I am out drinking with friends”.
“Friends I guess”.
“Friend pressuring you like”.
“None of my family smoke but I had an aunty who used to”.
“Everyone I know smokes even my granny, my dad, sister, brother everyone”.
“All my friends did it”.
“I think it was because my older brother did”.
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“I started because my friend did really”.
“All my friends did smoke and I didn’t want to be the odd one out really”.

Some said that smoking was a social habit they enjoy and a means of relieving
boredom.
“I enjoy it socially and because I play a lot of rugby and go to the gym I tend to
think I am fit and it is counteracted really. If it affected my sport it might be
different”.
“It’s a habit I enjoy”.
“I go to the gym regularly and smoke socially so I tend to think I can get away
with it”.
““It helps with stress and boredom”.

Unmotivated quitters
Desire to quit: Only five participants said that they had actually no desire to quit.
Although some implied that they would in the future and that hence they did not consider
their current smoking as a concern.
“I don’t really care about it to be honest, I have no desire”.
“No. I have never had the desire as I am only a light/social smoker and so it’s
not doing much to my health and I enjoy that”.
“No I don’t want to quit really, it’s something I will think about in the future, and I
don’t want to be a smoker for too long though”.
“No, I am still young and have no responsibilities, I only have to look after me and
I would like to quit one day but not now”.

Motivated quitters:
Ten participants said they had some desire to quit and some of these had already
attempted to quit.
“I am motivated to quit now. When I was about 13 or 14 at school I was really
into fitness, but now I have stopped and I think that’s to do with it”.
“I want to quit now but have decided to do it when I go travelling. I am not
addicted, it is a habit so thought I when I change routine completely this will be a
good time to break it all up and stop. I don’t need anything”.
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“I have thought about quitting”.
“I have thought about quitting actually and I tried for a week with willpower”.

Of those that were considering quitting, the main motivator was likely to be health.
“Health would be it. I do have a fear of cancer my Grandma died from it”.
“In ten years I might worry about my health or I would worry more if it became a
big part of my life but it’s not now it’s just a social thing”.
“I think if I did it would be the health and the appearance would be a trigger, I
already do the tooth whitening, all the family uses bleach with gum shields”.
“Probably health. I am a personal trainer and it doesn’t look good for me workwise I feel like a big hypocrite so it would be my job and health”.
“I would not mind quitting. I used to be quite an athlete and do loads of laps
swimming and I am aware it has damaged me, I have a horrible cough and get
out of breath more easily”.
“I think the two things for me would be health and age, if it got to a point where I
noticed it and stuff”.
“I do have some desire to quit it’s a mixture of everything really, finances, health
and exercise and you notice it then”.

Method for quitting: Most of those that said they were considering quitting felt that
they would be able to do these through willpower alone and very few of them perceived
that they would need nicotine withdrawal products.
“I am still young and not worried about longer term health yet but if I was to quit I
know that I could because I don’t believe I am addicted yet that happens when
you are older”.
“Willpower”.
“I have never tried but if I wanted to I would just stop”.
“I would rather do it on my own you know just stop dead than all of that with
services”.
“Willpower, if I made the decision yeah I know I could stop. My nicotine use is all
about habit at work, with a drink etc”.
“If I did quit it would definitely just be willpower. I have tried the gum and it
doesn’t taste nice. It’s like a physical habit not an addiction, a social habit for the
sake of it so if I really wanted to I would just break it”.
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“I think if I wanted to quit I would do so using willpower – I would get someone to
take my cigarettes off me. Those nicorete patches don’t help”.

Of the six people that tried to quit, half of them tried services and nicotine withdrawal.
The main reason for wanting to quit was health.
“I tried and got patches from the supermarket”.
“I have tried to before and went to my local dentist and chemist and was given
gum”.
“I have stopped before for six months and then gave into pressures”.
“I quit a while ago for two months and I want to again when I go on holiday”.
“I have quit before for two years. The main reason was health and it was having
a negative effect on me in every way possible including my mind. It’s a stimulant
and I find stimulants actually make you more anxious and nervous and that was
a big reason for me. I just used willpower”
“My best friend died of throat cancer and I stopped. I looked after him in his last
few months of life. I used the patches from the chemist. My personal experience
was really horrible and I was with him till he died and he could not breathe and
had to use oxygen. If I had not been through this I doubt I would have thought
about quitting”.
“I quit for six months the main reason was money. I used patches; I would not
really want to go to meetings. I didn’t mind buying them because I figured I could
spend £15 a week on them or smoke £35 any way”.

B. Service awareness and perceptions of services
Service knowledge: Only three participants had heard of local Stop Smoking Services
and that was those that had already used them. However, some others had seen the
national information on Stop Smoking Services with the helpline number. Only those
that use services knew where to access them.
“Yes, I went to my GP and saw a Stop Smoking nurse when I was about 20 and
saw someone weekly. It was helpful yeah and the staff were good. The woman
doing it was an ex- smoker herself and she really understood the addiction”.
“Yes I went to the GP first when I wanted to quit and spoke to a Stop Smoking
adviser as I didn’t really have the support of friends. I didn’t find the staff helpful
at all, I passed through and had to blow into a machine. They seemed
judgmental and never once asked how I was actually feeling or why I was there”.
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Those that had neither heard of nor accessed services were told what services did and
involved, and were asked if they would consider accessing them. However, apart from
one participant who had preciously been, none of those, including those with a desire to
quit, said they would use these services.
“For me I would not want to go somewhere and sit down and talk in the open”.
“I don’t think they would help at all, I couldn’t be bothered and would just use
willpower”.
“I think these services need to soften the blow a bit, I imagine them telling you
what to do and how you are going to die a horrible death, it’s all too much.”
“It sounds really inconvenient – six to seven weeks!”
“No, I am sceptical about the doctor, I would only go if I failed to quit three times
or something and needed it.”
“No, I would use Nicorette stuff if I wanted to quit but it sounds inconvenient to
use and I bet they are all older smokers.”
“No I couldn’t attend that; you would need a high level of motivation to do that.”
“No, for the simple inconvenience of having to go down there and all that stuff.”
“I would go back to services.”

C. Media use and health campaigns
Participants all said that the main source of information and media use was the internet.
Many participants had seen the national smoking adverts and whilst many
acknowledged that they were unpleasant, most did not feel that they had any long-term
impact.
“Yeah, the adverts are always quite nasty to see but cigarettes / nicotine is just
so powerful it controls your mind so when you have a drink you have a cigarette.
The ones with family in them stick in my mind the most.”
“I think the campaigns are too hard hitting for young people, they are so extreme
it’s easy to dismiss them. I have never really suffered from smoking but when I
did give up I felt amazing in comparison but they don’t tell you stuff like that.”
“I think they need to target adverts at a younger age group i.e. showing its
disgusting, smelly and not cool and a bit dirty. Young people are superficial and
obsessed with image. They focus on people like Kate Moss who chain smokes
and does not look bad at all and this really doesn’t help.”
“The adverts that affect me most are the ones that show people’s rotten lungs
and stuff but only in the short-term.”
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“The Marlboro packet pictures are bad. I think they are horrible but beyond that I
don’t think much about them apart from the pictures don’t look very nice. “
“The adverts are off-putting of course but you tend to just ignore them.”
“The national ones definitely have an impact, that one with all the arteries
clogging and stuff dripping out but then you dismiss them, they just make me feel
guilty for a bit.”
“The ones on the Marlboro packets are quite good they do get to you but no
there is no long-term impact they don’t make me want to quit.”

D. Service design and promotion
Participants were asked their views on incentives for stopping smoking but nobody felt
this would work.
“I don’t think incentives would work – you have to truly want to quit not decide to
do it to get something for free.”
“Friends and family could give up together.”
“I don’t think you will get many 18-25 year olds wanted to be in a group and they
would need one- to-one support.”
“I think they should do stuff with schools that’s when everybody starts”.
“Ashtrays with pictures on”.
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Summary of key findings for all general smokers:
(focus groups and telephone interviews)














All participants began smoking in their teens and were from families with
smokers.
The majority of participants began smoking because of the influence of friends.
The majority of participants did express some desire to quit and the most
influential factor for this would be health. However, participants were more
concerned with short-term health problems such as lack of fitness than longerterm consequences and whilst they expressed some desire to think about
quitting, many of them also said this would be when they experienced symptoms
of ill health and some perceived that this would not be until they were older. It is
not at all evident that some of the participants were expressing a clear desire to
quit immediately.
All participants that had tried to quit had done so for health reasons. The main
reason for failure to quit was starting smoking again within a social situation and
drinking alcohol.
None of the participants said that finance would be a key factor in their decision
to quit.
Willpower would be the method most participants would use to quit. This was
largely because very few of them perceived that they were addicted to nicotine
and rather perceived it as a habit they could stop if they wanted to with relative
ease.
The perception that they would be able to quit using willpower alone was the
main reason that participants did not feel they would need to use Stop Smoking
Services in the future.
The duration of courses at Stop Smoking Services was also perceived to be a
barrier and one of the reasons why participants said they would prefer to quit on
their own.
The main source of information for all participants was the internet
Locally participants would like to see information on Stop Smoking Services in
pubs, bars, shopping centres and at public transport points.
National advertising campaigns were perceived to be effective in the short-term
but as having no long-term impact on their desire to quit.
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Group C - Stakeholders and influencers
Healthcare professionals:
The sample: Eight stakeholders and health providers were selected. Some of these
were from a selection of pre-identified services and the others were randomly selected.
The sample includes seven Stop Smoking Advisers and one Healthcare Assistant.

A. Knowledge and experience
Overview of roles: The majority of professionals interviewed were employed as Stop
Smoking Advisers in pharmacies and were involved in the direct delivery of NHS
Sheffield approved courses. They were all involved in general healthcare delivery and
smoking cessation only formed part of their role. None of those interviewed had any
contact with other Stop Smoking Advisers from other services.
“I am a Supervisor / Stop Smoking Advisor. I have been in smoking cessation
almost seven years now but of course it’s only a bit of my part. I do one to one
and prescriptions and offer seven week courses where we do carbon monoxide
testing”.
“My role is as a Healthcare Nurse in a GP Practice. As part of my role I did that
GP course on smoking cessation.”
“I am a stop Smoking Service provider listed with NHS Sheffield.”
“I am an approved Stop Smoking Adviser and provide one to one support over 45 weeks.”
“I am a Stop Smoking Adviser and initially we make an appointment for people
for twelve weeks.”
I am a Stop Smoking Adviser, one of the approved advisers and provide one to
one support to clients.”
“I am a one to one adviser and I see about three or four people a week on a one
to one basis over seven weeks, I am NHS approved.”

Typical clients: The majority of stakeholders described their average clients as middleaged and they were more likely to be women.
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“They are the older group over sixty.”
“Middle-aged”.
“The main age group is 50-65 that we see.”
“The main ones are thirty five.”
“They are 30 and over and mainly women.” “My average client is 35 – 45 and
they are all women. I have never had a man come in, let alone a young man.”
Experience with the target group: All of those interviewed had very limited experience
with the target group as service use among this group across Sheffield has been
extremely low. Most of them also described services dominated by women.
“Very little really as they don’t use the service. I think the key is when they leave
school rather than this age group and also the younger women 18-25. We don’t
give advice to many young men at all”.
“At the moment we have eight men in total and three in the 19-24 categories.”
“Well we are near the university. Young men come in for their sandwiches and
trade dinner but that’s it.”
“I have not seen anyone in the 18-25 year old category for maybe two years and
I probably only see about five – eight males per year.”
“I have only ever seen one.”
“I have not seen any 18-25 for six months.”
“We see very few of them in fact I don’t think I have ever seen one in that age
group.”
“We don’t see many men anyway. I think men find it more difficult to talk anyway
so they are less likely to use this type of support, they have not got the patience
to just sit down and talk.”

Influences on this group: Most participants felt that the target group were most likely
to be influenced by friends and some said that they knew that drug use could be high
among this age group and demographic, which inevitably influences tobacco use.
“Family and friends can get through to them.”
“Friends.”
“We find many in this age group are into the wacky backy and, or heroin. It’s their
peers and friends, a number of them have tried and got hooked start young.”
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“I don’t know really.”
“Friends and family probably all smoke.”

Most participants felt that those in this age group did not have a desire to quit and hence
other factors were unlikely to influence their tobacco use.
“They have to want to stop and most of them don’t.”
“They have got to develop a desire to stop on their own.”
“I think they need an incentive to stop and use services. It’s not family or health
that matter to them. With those in their thirties they want to stop for health
because they have families and young children.”

B. Service delivery
Seeking support from services: The majority of participants felt that very little could
be done to encourage or influence young men to seek support from services, primarily
because they felt that they did not want to quit and were too young and hence perceived
their age to be a key barrier to service use. However, a few felt that poor health may
motivate them to seek support.
“I don’t think we can do anything. We would of course try to help but I am really
not sure 20- year olds want to stop. I still think anyone can stop dead in six
weeks if they use services.”
“I don’t think they are at an age where they think it”s a problem.”
“They lack desire.”
“They are too young; it doesn’t mean anything if you say to a 19-year old that it
will shorten their life.”
“Health may influence them in the future, our main age group is the 60-70 year
olds and they come in because they have really bad health, the young people are
unlikely to have suffered.”
“I think that if they get a bad chest or something or high blood pressure which is
common then they begins to think about quitting. It is a reactive thing.”

Service delivery: None of the participants felt that services were ineffective or
inappropriate for the target group in the area or made suggestions for service
improvement. However, most of them had not had clients from this age group and
hence would have had limited feedback. They felt accessibility was fine.
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“I don’t think that access is the problem they just have no desire to quit. You have
got chemists, doctors, dentists doing the stop smoking and they all ask people if
they would like to quit.”
“I think they are accessible, there are signs up and posters in every surgery and
clinic which encourage people to ask for help if they feel they can’t cope any
more.”

Staff approach: All of those interviewed felt that the staff approach would be
appropriate for the target group but again they would have received limited or no
feedback from them to clarify this issue. None of them offered specific support tailored to
this group.
“It’s the same service for everyone.”
“Non-specific”
“We can’t change delivery”.

Information provided: Most participants felt that they had sufficient information from
NHS Sheffield and some emphasised that they had limited space for display. None of
them had information tailored for this age group but most did not perceive this to be a
problem.
“We have no smoking day / leaflets to get help, one off pamphlets but none are
specifically for young men but we have a lot of materials.”
“I think the national adverts promoting local services are very useful.”
“We have information from NHS Sheffield but we are limited in what we can
display and can only put information behind the counter. We were able to put
your small poster up but would not be able to display anything bigger.”
“We have information from NHS Sheffield, we are happy with what we have, it’s
more than enough but I guess we could have different materials for the younger
ones.”
“We have the materials we want from NHS Sheffield.”

Motivation to quit and services: All of the services interviewed said that they felt there
was nothing more services could do to encourage increased use among this group and
this was largely as reflected previously, that they did not believe this group had a desire
to quit and most felt this was age-related.
“Nothing we can do - I think it has to be down to will power at the end of the day
and a strong desire to quit.”
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“Not a lot really, it’s not really our role; we chat to people if they come in and give
them the leaflets. We can’t ring people.”
“It’s not down to services; people have to have their own reasons to stop. I truly
believe you need to have that instilled in you”.
“I don’t think we can really, when they are older they will realise just what they
are doing to themselves but not yet. I think you have to catch them in schools
before they start or then after 30.”

Service Promotion: None of the providers interviewed had ever asked for client
feedback or been involved in promotional activities other than displaying the standard
materials supplied by NHS Sheffield. None of them actively targeted young men or
particular groups and there was a strong feeling that this was not part of their role or
remit.
“I personally don’t require any extra recruitment or promotion. I think individuals
have to decide and then I can offer the standard response.”
“I like the advertising on the telly, it is good and does make people feel awful and
it works.
“NHS Sheffield attract them to use services, we get more young girls in than men
because girls are more open to being health conscious”.
“No and we don’t have much room for display but we did ask the pub over the
road if they would display a poster for us which was helpful as the younger ones
don’t come in here.”

Stakeholder feedback summary







Knowledge of the target group was extremely low as service use was low.
There was a perception that young men in the target group did not want to quit
and hence use services.
Friends were perceived to be the key influence on this group.
Most felt services could do nothing to motivate or encourage use among the
target group.
None of the services offered tailored information or support to the target group.
Service promotion was not perceived to be part of their role.
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Group D - Friends, family and peers
14 friends and family members of young male smokers were interviewed by telephone.
The sample: The average age of the fourteen friends and family members interviewed
was 23. The participants included five brothers and sisters of smokers, one mother, four
girlfriends of smokers and three friends of smokers. Nine of this group were nonsmokers and five smoked themselves, socially. They were all White British.

A. Smoking patterns and influences:
Smoking levels among friends and family: The majority of the friends and family
member participants were non-smokers (60%) and the others were social or light
smokers.
“I smoke socially. My partner smokes more regularly. Everyone I know smokes,
all my family.”
“I smoke myself but only socially if I am out.”
“I only smoke rarely, i.e. one or two if I am in a club.”
“I smoke myself but do really want us both to quit for the kid.”
“My brother smokes and my parents do.”
“I have never started smoking myself but all my friends and family always have
and I manage a bar where everybody used to smoke.”
“I have never smoked, my brother does and my dad always has and all my
friends do.”
“When I was younger I smoked myself but just stopped when they were young. I
think it was just part of growing up. I just gave up no problem and realised I didn’t
really enjoy it anyway. Their dad smokes too and it really upsets him he has
always wanted to quit but just can’t. He is so addicted and he has been ill
through it. Only one of my children smokes and we never allow it openly in the
house.”
“I tried smoking but never really started. My dad smokes and one of my brothers
but the other two don’t.”
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Views on smoking: Some of the friends and family members interviewed had strong
views on smoking and were anti-smoking.
“I have always been against smoking. My personal view is if you are smoking in
the streets people hate you. My mum smoked when I was really young but I
have always been taught it’s not a very good thing.”
“It’s just never appealed to me but I would not judge other people.”
“I am really against smoking, I really hate it. I will have a go at him if I smell
smoke on him.”
“I don’t like it and it is something I would rather not be around. My brother is not
allowed to smoke in the house because of the smell.”

Perceptions on why their friend or family member smokes: Most friends and family
members interviewed felt that their friend or relative smoked because of the influence of
friends and as a social activity, others felt it was just habit. Interestingly, none of this
group of interviewees felt that they smoked because of addiction. The majority felt that
smoking among this group was influenced and increased during social situations
particularly those involving alcohol.
“I have never seen him smoke; it’s with his friends so I guess it is a social habit.”
“I just think everyone he knows does and so he always has.”
“I just don’t know why he ever started, I suppose it was friends but then he has
seen how his dad has struggled and he always told them never to start and his
brother’s never did.”
“I think it’s passed on with family and friends. Everyone does it so you don’t
question it.”
“All my male friends and boyfriend smokes, I think it’s mainly a social thing.”
“All my brother’s friends smoke since school, it’s just a social thing and
everybody seems to like it. My younger brother’s do now as well”
“I don’t know why my brother started smoking; it started at school because he
kept getting caught. My dad has always wanted to quit but he is addicted and
can’t stop and he has been ill from it so that always put me off.”
“I don’t know why he started. I also have friends that smoke and some of them
now want to quit but can’t stop.”
“Habit that he enjoys.”
“I think it’s just habit.”
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“He smokes because it’s habit and out of boredom. We also smoke together
which does not help. I do really want to quit and I am going to go to the GP and I
would like him to as well.”

Perceptions on what would be most likely to influence their friend / family to quit
or want to quit: Friends and family members felt that the most likely factor to influence
young smokers to quit would be if they suffered ill health but many said this would have
to be fairly significant to have a long-term impact. Others felt personal circumstances
and impact on others may influence them and some felt age would be the key factor to
influence them to quit. Emphasised that at the moment they felt they were too young to
be concerned about the ill effects.
“Ill health would make him think.”
“I think he would quit for health if he needed to. It’s the age we are as well, if he
was older with children he might well quit.”
“Poor health would affect anyone I would think.”
“I don’t know, he doesn’t want to quit and I don’t know what would make him
want to. I suppose it would be health i.e. if he had any problems.
“I really don’t know you see recently he had this terrible cough in the mornings
and then he was poorly for a few days and laid up in bed with a terrible throat
really quite poorly but while he was still in bed he asked me to go and buy him
some cigarettes, I refused of course. Now that really surprised me, to see him
struggling like that and then ask for cigarettes and it made me worry that this is
far worse than a social habit and he is going to be like his dad. If being ill doesn’t
motivate him, I don’t know what will. He also used to be a really keen footballer
and fit so I would have though his ill health and lack of fitness would have upset
him but it didn’t.”
“He has got no incentive to quit now he just does it. I don’t know why people do it
but I know he is not going to quit because of money or advertising. It’s not
ignorance either; nobody is stupid and needs educating”.
“Finances and for the kid.”
“I would like him to quit because of the baby.”
“I think it would be if something personal happened to them i.e. if someone’s dad
died of cancer.”
“I think when they have kids they will start to think about it.”
“I think probably age, when he gets older he will stop.”
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“I think finances might have an impact you know, last year he could not afford a
holiday and now he has cut down he can. I also think it’s really going to sink in
when he gets older; when you are young you think you are invincible.”
“He doesn’t want to quit because at our age you don’t think you are in any
danger.”
“I think when he gets older he will just stop but it’s his friends at the moment. I
don’t think it will be a problem in the long-term future.”

Motivating or influencing family members to quit: Although most participants felt
that the main reason their friend or family member smoked was because of friends they
did not feel they would be able to have any influence on them stopping smoking. Some
of the participants said they would try to encourage them to quit or provide information or
advice if required. However, none of these 14 participants felt they would have any
influence over them making the decision to quit and most perceived smoking to be an
informed choice that could only be changed by the individuals themselves. Most did not
perceive this to be their role.
“I would be supportive yeah but I would never try to make him quit if he didn’t
want to because I think he would just start hiding it.”
“I think we do have influence as friends, I would not force my opinions on them
but if they said they wanted to quit I would tell them about what’s on offer with the
NHS.”
“If I thought he was ill I would speak to him about it happily but I smoke
occasionally myself so would feel like a hypocrite if I really went on about it.”
“I would encourage my brother to stop but knowing him it would not be a good
idea. He does not respond if you tell him what to do. He used to be really into his
football and sport so I think the biggest thing for him would be his health, if he
became very unfit.”
“I think your family only really influence you when you are younger. My dad was
always really against it when I was growing up and I think that’s where I got my
views from.”
“I wouldn’t influence anyone. I know the information, I don’t think it’s a good idea
personally even in the short term but I can’t make people feel the same as me.”
“There is enough information out there, we have all read it, seen it on TV and
know the facts, I don’t need to keep my friends informed, they have read it and
made a choice.”
“I don’t know I don’t think you can influence people I suppose he would give up if
he was ill, I don’t think advertising is going to make any difference we all know
the facts and make choices.”
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“All my friends smoke as well, I don’t think I could influence any of them, I think
75 per cent of it would depend on what they have seen or how they feel i.e. if
they are ill or someone close to them is. There is nothing new you can actually
tell them and I don’t think it’s my role to say.”
“I would tell them what I think about smoking but I don’t think I have any
influence.”
“I think at the end of the day the only influence would be ill health and for women
their appearance.”
“I don’t think I could influence anyone to stop. The key thing is that they have got
to want to stop, it’s not down to friends.”
“I don’t think I could influence him to quit but he knows how I feel and won’t
smoke around me because he knows it would cause a row.”
“At the end of the day I don’t think you can influence anyone to quit it’s down to
the individual but I think you can quit together and support each other and I think
that would help.”

B. Services and knowledge and recommendation:
Knowledge of Stop Smoking Services among this group was high. 80% had seen either
advertisements or promotional material and had a good idea what these services offer.
However, none of them felt that they would recommend these services to relatives as
some of them recognised they were not motivated to quit and others said they could not
imagine them considering attending. None of the participants had ever used a Stop
Smoking Service themselves.
“I have seen the posters for services locally.”
“I have seen the adverts on TV. I think stop smoking services are well
advertised.”
“I have seen the adverts.”
“I have seen pamphlets and posters locally.”
“I have seen the local and national information on Stop Smoking Services.”
“No, there is no point recommending services to my brother because he actually
does not want to quit. He doesn’t want to stop, if he did and didn’t know about it I
might tell him.”
“I know you can get nicotine products at the GP over about six weeks. I think it’s
a good idea but I would not recommend it to my son as I don’t think there is any
chance of the young using these services, they would not attend.”
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Those that did not have knowledge of Stop Smoking Services were told about them and
asked if they thought their friend or relative would consider attending but they all felt they
would not because of the time commitment involved.
“It sounds inconvenient and I don’t know but I really can’t imagine him going to
them.”
“I can’t imagine him going anywhere for seven weeks. If he was older I can
imagine him considering.”
“My brother would never go to NHS services or sign up to a six week course, I
think it’s inappropriate for young people with busy lives and he is quite shy.”

Service improvements: Some participants felt that access to Stop Smoking Services
could be improved and others suggested drop in services in the town centre. However,
they all felt that the most significant barrier for their friend or relative would be the length
of time required to attend.
“If there were drop-in services in the centre of Sheffield they may go.”

C. Media use, health campaigns & promotion:
72% of participants said that the media their friend or family member was most likely to
use was the internet to obtain information on health.

Advertising: Most of this group had seen the national advertising campaigns on
stopping smoking and some felt these were very effective.
“I think some of the adverts are horrible, the one that has the kid in it is really sad
but there is nothing targeted at our age group which I think makes people think
there are no consequences.”
“The advert that really got to me was the one with the arteries being clogged. The
pictures on the packets are disgusting too, the throat tumour one really got to me
and that image is entrenched in me”.
“I work in a Co-op so I see how people react to the images on packets, they do
notice them especially the one with the image of a throat on it and they ask for
different packets. My friends have also spoken about them so they do show
people what can happen.”

However, the majority felt that those adverts were unlikely to influence their friend or
family member to quit smoking. Some felt this was because they had all become so
used to this type of information, others felt these adverts were not relevant to young
men’s lives and therefore easy for them to dismiss.
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“We don’t need more advertising we have seen it all.”
“I have seen the films in the cinema and think they are horrible but I think we
have all got used to images showing the bad effects”.
“I think they need to target children. Friends influence each other to start smoking
when they are in their teens but after that you don’t have much influence on each
other.”
“The adverts get to me and I am a non smoker, there is one that has the son on it
“I have got you under my skin”, and now I can’t listen to that song because it
sends a shiver down my spine.”
“I don’t think young men relate to the adverts, no-one likes the adverts with the
young kids in them but at the end of the day they don’t have kids so don’t really
relate this to their lives.”
“I have seen the adverts on the packets, the one with the lady’s face and the
cheek is awful but at the end of the day I think they are too over the top, they
show the extreme but young people can’t relate to this.”
Others felt that it was too late for these adverts to have an impact once people
had started smoking and that advertising campaigns and promotion should be
targeted at a much younger age group.
“They all see the adverts and how horrible they are but I really think it’s too far
on, they don’t influence people once they have started.”
“I have seen all the adverts but to be honest I think it’s a bit too late to influence
him. I think they need adverts aimed at younger people and children because
that’s when it starts. It needs to start in schools and be drilled into them.”

Service promotion: Similarly many of the participants felt it was too late for
promotional materials and that to influence the target group, the information should have
been distributed much earlier i.e. in schools.
“I think they should do more in schools, that’s where it all starts. The gym is also
a good place to have information; young people don’t go to the GP very much.”
“I think this has all got to start much earlier in schools and colleges you know.
You are told not to smoke at school in the sixth form but nobody gives you advice
on stopping smoking at school or college, maybe because they don’t like to think
people that age smoke.”
“I think they should do more with personal stories than they do, rather than just
images.”
“The key is schools, people get suspended if they are caught but they want to
rebel and don’t care but they don’t have any messages on stopping.”
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“Good places for information would be shopping centres and town centres,
nobody really goes to health centres, it’s got to be where young people hang
out.”

Friends and family feedback summary








Most of friends and family members were non-smokers but some were social
smokers themselves.
The majority of friends and family members felt the key factor that influenced /
encouraged their friend or family member to smoke was friends.
Poor health was considered to be the key factor most likely to influence their
friend or family member to decide to quit.
Knowledge of services among friends and family members was high. However,
none of these participants would recommend services to their friend or family
member as they did not perceive they would be likely to attend or last the
duration of a course.
Some felt national advertising campaigns were ineffective for the target group as
they had been seen many times before.
Many felt the key was to target promotional information in schools on Stop
Smoking Services and that initiatives needed to come earlier.
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Chapter three
Social marketing interventions
How to develop attitudes and values in this group to help them
stop smoking
If we consider our target group within the context of the DH Ambitions for Health
Strategic Framework life-stage model, most if not all of our target group fall into the
bottom left hand segment of the “freedom years” profile:

The term “freedom years” resonates throughout our findings, with participants (not
surprisingly for this age group and social profile) thinking short-term, rather than
considering long-term outcomes of smoking.
They all consider national campaigns “not for them” and exposure of continued
campaigning, however hard-hitting, has made them numb to messaging and images
about the ill-effects of smoking, be they related to their own health or that of others.
Whilst one third of telephone respondents had no desire to quit, this leaves a majority
with a receptive viewpoint, however small. An important factor however is that smoking
is considered the social norm in this audience, the most striking difference between
generic behaviours and the routine and manual worker group.
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Freedom also resonates with the perception that the government ban has not minimised
this group socially, but rather created opportunities to meet new people, as social areas
are set aside for smoking. Unlike generic behaviours, this group do not feel
marginalised by their behaviour, instead they feel normalised by it. It offers opportunities
and pleasure to them.
We believe this group should be further segmented to maximise relevance of the service
and its communications and subsequent response.
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Table 1: Recommended segmentation to personalise social marketing approach
The attitudes and values of manual and routine workers varies according to their
circumstances and behaviour. Whilst a peer-led, community-centric approach is a must
for all segments, the approach and potential success varies by segment.
Young
Fit but in
parents
denial
Lazy / popular
Lazy / don’t care
Highly
unmotivated. On
the sidelines
socially. Less
concerned with
appearance.
No desire to quit, Can’t be bothered
to quit. Might
even if their
consider it if
girlfriend has, or
have failed to quit someone turned
up on the
using willpower
Engage in
doorstep or
alone, but are
activity and
popular people at offered postal
have felt illeffects of
nicotine
work / socially.
withdrawal,
smoking, sort of Concerned with
though they
appearance. If
know they
would not follow
should quit, but they quit, could
through
surprise a lot of
are ignoring it /
Father of
consistently with
people and
young children, conscience
clears as soon
treatment and
potentially get
Circumstances new father or
probably relapse
them to consider
as they go out
about to
or
quickly.
quitting too.
become a dad. drinking.
environments
Enjoy social
Enjoy social
aspects of
aspects of
smoking,
smoking,
especially since
Know they
Deny extent of
especially since
should stop.
problem and
ban. Considered ban. Considered
a habit, not
May have tried put off action till a habit, not
Attitude to
addiction.
addiction.
to but failed.
later.
smoking
Some potential
to quit, but hard Unlikely to quit
to compete with unless targeted
Most likely
Very unlikely to
Propensity to
social life.
segment.
quit.
one to one.
quit
Pressure from
Improved
partner or
children to quit, fitness,
or self
decreased
symptoms (lack Improved fitness
awareness,
of breath,
motivated by
and physical
coughing),
the effect on
appearance.
Opportunity to be
children, desire improved
for them not to physical
a social
Following the
Motivation to
appearance.
smoke.
trailblazer.
herd.
quit
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Focus on
positive role
models as
fathers, the
importance of
their role in
family life and
the power they
have to
determine
family success.
Use relevant
role models
and case
studies to build
a network of
advocates and
engender
positive,
proactive
attitudes
How to
develop values through this
approach.
and attitudes

Link fitness and
health to
success, using
relevant role
models like
local football
players to set
the challenge
and engage
young men in
the pursuit of a
better life.
Offer an
alternative
activity to
engage time
otherwise spent
drinking and
smoking, linked
to social
opportunity e.g.
team sport, club

Find key people
in communities
(the connectors
referred to in the
book Tipping
Point) who are
respected and
liked. Work on
them to
encourage
adoption of a new
non smoking
social movement.
Turn these
pioneers, once
developed, into
advocates.

Support
community-led
initiatives and
advocates to
reach this group
last, once those
with a higher
propensity to quit
have been
converted and
lead by example.

Key themes on how to develop the Stop Smoking Service
Personalisation
A key theme throughout all sub-segments was the need for an individualised approach,
rather than a generic “one size fits all” approach.
Stakeholders had little or no knowledge of the target group and felt there was no reason
why existing service provision wasn’t appropriate. However, their perception of the
current service provision is one dominated by women and accessed by middle aged or
older people.
Recognising the need for a more youthful approach is key to engaging this group and
tangible evidence is required to change perceptions, from promotional look and feel to
the type of person offering the service. A male ex-smoker who is young would be ideal.
Group treatment is an absolute no for this group. They feel uncomfortable with the idea
of working in a group and immediately relate to negative comparisons like AA meetings.
Instead, a one-to-one approach is much preferred, with people talking to them on their
terms, with knowledge of their background, values and motivations.
Equally, GPs and other organisations are mis-trusted, suggesting peer to peer outreach
will be more fitting and successful for this group.
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Respect
An important element of any society, with introspective social networks operating in an
opposite way to mainstream behaviour (i.e. not feeling marginalised by their behaviour,
but rather motivated by it), the respect between family and friends needs to be reflected
in service provision.
Family and friends clearly do not consider it their role to pressure male counterparts into
smoking cessation. They state that they will quit when they’re ready and in so doing
respect their position.
Equally, respondents cited information provision as something they already knew. One
stated how well he performed in science at school, so found information repetitive and
obvious. We cannot assume ignorance, even if this is in fact the case.
Focus group attendees agreed that the personal achievement certificate was
patronising, so care is needed to develop an alternative form of recognition that fits.
One final point for consideration is that this target group has grown up in a society which
can have what it wants, when it wants it. The concept of going to a service, rather than
having it come to them, was inconsistent with their views.
Geography
Services were perceived to be inaccessible – this may be due to lack of information or
profile, but town centre based services were mentioned by all participants.
It is interesting to note that from the limited conversations with service users, pharmacies
were the preferred access point. This underlines the need for local services for this
group.
In-depth focus group discussion generated a distinct sense of laziness and ineptitude
towards smoking cessation. Participants were unlikely to actively seek out a service and
visit it when, if they chose to quit smoking, they could simply purchase nicotine
replacement products from a supermarket. Some said they would need services literally
on the doorstep to make them consider accessing them. They suggested that
prescriptions were too expensive and it would be best if they signed up once for the
patches and they are delivered via mail order because they (and most males) can not be
bothered to go back to the GP.

Flexibility / timing
A consistent barrier was the availability of services at evenings and weekends.
Equally, a more flexible approach that did not require a fixed appointment (drop in
sessions) was much preferred by this group.
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The third key issue was an approach that did not require a seven week commitment.
Friends and family in particular raised the seven week commitment as a key barrier.
Tackling the habit earlier
All participants cited schools and colleges as the place to focus prevention and
cessation work on, in order to prevent entrenched habits from developing.
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Review of potential new approaches / additional support
required / service re-design
Outreach / One-to-one support
We note that Smokefree Sheffield currently offers support in the community through its
six community advisers. However, given feedback in the previous section, it is worth
trialling peer-led support for this group and signposting them to young male ex smokers
for advice, rather than the current all-female advisers.
Other successful approaches:
• In the workplace: Coventry City Council/PCT ran an outreach scheme with
Peugeot, designed around shift patterns
http://www.beacons.idea.gov.uk/idk/aio/4420661
• In the community: Residents of Oldham have been recruited to target specific
segments of the community (outcome not known at time of writing)
Peer-led support
With such a tight-knit social group and the key barrier to quitting being social networking
and drinking, a clear way forward is to recruit community members as stop smoking
advocates. We are not aware of any such pilots to date, but have found a similar
scheme operated by Cardiff University and Cardiff Institute of Society, Health and Ethics,
that identified peer leaders in schools at year 8 and trained them to undertake informal
conversations on smoking. Records were kept in a diary. Smoking decreased as a
result.
www.phirn.org.uk/Seminar%209/Presentation%20-%20Laurence%20M.ppt
Peer-led recruitment has also been successful with young people in Dundee, generating
6166 attendances to drop-in sessions through this approach.
http://www.dundeecity.gov.uk/dundeecity/uploaded_publications/publication_1180.pdf
And a similar schools project was launched in Essex. Outcomes not known.
http://www.northeastessex.nhs.uk/Default.aspx.LocID-0cjnew04t.RefLocID0cj002001.Lang-EN.htm
Elsewhere, cab drivers have been successfully recruited as part of the Change4Life
campaign, to communicate health messages to fellow cabbies and passengers. A
similar approach could be trialled in Sheffield for smoking cessation.
Use of mobile units / tents
An obvious solution to geography is using mobile units to target specific locations, be
they workplaces, social hotspots, local events or schools and colleges. This could range
from the well branded and equipped mobile units (are these available to regions from
national budget?) to less costly pop up displays and tents.
We note that Smokefree Sheffield took to the streets in November 08 and would
welcome feedback on response.
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Provision of evening and weekend services
If not already in place, it is worth considering use of an SMS text messaging service for
people to contact its Stop Smoking Service and receive stop smoking support outside
normal working hours (example: www.stopsmokingmanchester.co.uk).
People can send an SMS text to the Stop Smoking Service and then receive a call
providing them with a list of support options, including local trained pharmacists where
they live, nearest drop-in sessions and also to book appointments with specialist Stop
Smoking advisors.
This approach is clearly a good lead generation mechanism that can capitalise on “the
moment” but resources must be allocated to prompt follow up calls and one-to-one
discussion with all leads.
Drop-in sessions
Trialling drop-in sessions at social venues could attract this target group.
Alternative to the seven week commitment
All participants cited the Internet as a primary communication mechanism. Instead of
promoting physical services, consideration should be given to online and telephone
support.
Weight Watchers recently introduced an alternative to the group sessions, an online
service, recently advertised on TV. Clearly this is more for a national approach rather
than local.
The University of London ran a pilot in 2007 using a texting service to help people quit
smoking.
http://www.lshtm.ac.uk/nphiru/research/txt2stop/
The existing Together programme, offered nationally, could potentially work well for this
group.
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How to encourage people to access the services
Drivers and barriers to the current service provision are as follows:

Drivers to
service
access
Barriers
to service
access

Young
parents

Fit but in
denial

Lazy /
popular

Family or
couple
sessions
Right timing
(pregnancy,
birth, early
years)

Drop in
sessions at
gyms, with
voucher
incentives
Early
promotion in
schools

Internet
and/or phone
based service

Childcare

Lazy / don’t
care

All
segments
Ill health,
one to one
support,
more regular
sessions,
peer-led
referral,
early
promotion in
schools.
Timing,
location,
format

Putting aside service improvements referred to in the previous sections, we recommend
that promotion to this target group focus on one-to-one, local service options i.e.
pharmacies, website whilst long-term service enhancements specific to this group are
made.
Considering how to encourage service access, we must also consider competition and
the exchange required – what smokers must give to quit and what they get in return.
Competition
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One consistency with generic behaviour and the NHS approach is the use of will power
and attempts to quit smoking without help. Clearly, the NHS recognises this and both
national and regional campaign messaging focuses on the improved success when
using an NHS service.
Competition is high among this group, considering the importance of friends and a social
life at this age, combined with the prevalence of smoking as the norm. When some
smokers had successfully given up for a while, and they went back on cigarettes alcohol was always a factor in having the first one.
* Optimism and overconfidence.
50% of marriages fail, yet almost 100% of people getting married consider there is zero
chance. The statistics are the same for new businesses. Unrealistic optimism explains
a lot of individual risk taking. Gay men systematically under-estimate the chance they
will contract AIDS, even when they know about risks in general.
This group, more than any, think short-term, not long-term and a key competitive
consideration is their propensity to believe “it won’t happen to them”. Even one
participant who had witnessed a friend’s death from throat cancer was still smoking.
Exchange analysis consideration
The “exchange” concept illustrates what people must give up in order to receive the
benefit. As things currently stand, there is a low likelihood of this group accessing
services.
Current exchange:
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For this target group, it is hard for them to justify what they will get, for what they must
give.
In order to encourage access to services, it is critical to make accessibility as easy as
possible and primarily promote local options at convenient times.
Furthermore, we must tailor the offer to each sub-segment to make each cost and
benefit relevant to the individual circumstances.
The diagram below shows the potential “exchange” for young parents.

Potential exchange: young parents

We recommend that each segment has its own exchange analysis completed as part of
the marketing plan development, working in consultation with relevant potential users.
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Identification of appropriate channels for social marketing
materials & potential marketing campaign
Public places are relevant to all sub-segments for generic promotion such as:
 Bars and pubs (inc pub toilets)
 Shopping centres
 Public transport points
 Schools and colleges
 Community events
Channels and messaging specific to each sub-segment are as follows:
Young
parents

Internet –
social
networking
sites.
Promotion at
pregnancy/
healthcare
contact points
Community
based field
marketing to
develop peer
network.

Marketing
approach

Peer
networking via
children’s
activities and
locations
(weekend
based, when
dads are
around).

Fit but in
denial
Internet –
social
networking
sites.

Lazy /
popular

Lazy / don’t
care

Gym and
workplace
based
promotion,
using gym
vouchers as
incentive.
Develop links
with local
clubs (inc
football clubs)
to generate
attractive
options to
current social
life where
smoking isn’t
the norm.
Develop levels
of
achievement
and reward
and generate
peer
advocates
through
successful
candidates.

Internet –
social
networking
sites.
Community
based field
marketing to
develop peer
network.

Internet –
social
networking
sites.

Advertising
and PR in free
Sheffield
Weekly
Gazette
(119,167)
around TV
listings.

Peer-led
community
based field
marketing
when
advocacy
scheme/pilot
is ready.

74

Promote via
field
marketing.
Advertising
and PR in The
Green “Un
(free
newspaper in
Sheffield with
sports bias
and male
readership x
47,216.

Encourage
leaders to
pioneer a new
concept in
quitting
smoking.

Emphasise
how the
barriers can
be overcome.
Demonstrate
that quitting is
achievable by
using real
dads of this
age who have
successfully
quit.
Emphasise
the positives
for quitting
now, including
being a great
role model
Message
considerations and dad.

Emphasise
the benefits of
better fitness
and health:
happiness,
attractiveness
and success.
Emphasise
the positives
for quitting
now,
demonstrated
by relevant
role model.

Attract those
prepared to
take the lead
and show the
way.
Provide
financial
incentives to
make it worth
their while.

Case study
driven and
peer-led field
marketing.

If you’ve got
the contacts,
commitment
and willpower,
this could be
for you.

Only consider
after previous
phases
tackling earlier
three
segments.
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Effective messages for the target group based on the insight
findings
Messaging for this target group is very different to that of generic campaigns. In the
main, national campaigns are geared to prompting people to quit, whilst local promotions
drive those ready to quit to services.
The issue with this group is that most of them don’t feel ready to quit currently and so
require two key messages to be sold to them:
 Now is the best time to quit – don’t leave it too late to get the most out of life
 We have local, flexible services to suit your needs – call us now to find out more
Messaging for each sub-segment needs to be developed as a result of field marketing
activity, to generate advocates and relevant case studies. All promotional materials
should feature relevant (comparable) people who have successfully quit, stating in their
words how it has changed their life for the better and what they are getting out of it in the
here and now.
If a photographic approach is selected then this should reflect the pressure areas such
as pubs, lads’ holidays etc. Featuring imagery involving younger family members is also
important.
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Systems for robust measurement of impact of future
interventions & marketing
Internet
With the Internet playing such a prominent role, vanity URLs (a distinctive URL that links
to the relevant website or web page) should be used in all campaigns and materials to
enable Google Analytics tracking by campaign / intervention.
Use of social networking sites will also greatly assist measurement and enhancement of
audience understanding. Whilst we have recommended initial psychographic profiles,
one of the founding principles of social networking sites is that users upload their own
unique psychographic profile onto a site so that other members can see important
personal information about them such as their interests and personality.
The information that users upload to the site is (usually) truthful as people genuinely
want to express themselves in their own personal way. Self expression is one of the
most important factors for people to join a networking site. This offers opportunities for
both targeting the correct profile and building on existing marketing information to inform
future communications.
SMS
The Manchester SMS service is also being used in a number of different campaigns and
by utilising different keywords it provides valuable feedback to measure the success of
each marketing effort. For example, the keyword “Galaxy” is being used for a target
campaign with Galaxy Radio and the keyword “Smoke” is being promoted on beer mats
which have been distributed to over 100 pubs in Manchester.
The Stop Smoking Service records all referrals to the service and the method of referral.
Therefore, it can break down the number of people using the SMS service according to
the keyword received by SMS text (linked to each campaign) and the outcome of the
conversation (e.g. referred to specialist advisor/pharmacist/info only, etc).
Service requests to the phone line
A baseline figure of current requests for manual and routine workers needs to be set and
then future requests recorded against this baseline.
Service access
A baseline figure of current requests for manual and routine workers needs to be set and
then future requests recorded against this baseline.
Press coverage
Publicity generated from campaign activity.
Drop in attendance / roadshow attendance
Activity specific attendance figures.
Stakeholder feedback
A regular systematic review of clients’ response to various activities should be
incorporated into all existing benchmarking, feedback and measurement e.g. at initial
client meeting

77

Putting social marketing campaigning into context
Tobacco companies spend millions of pounds every year targeting this profile.
“Problems with self-esteem, has menial boring job, probably leads fairly dull existence,
grooming not a strong priority” according to the US guerilla Truth campaign are all terms
taken from big tobacco firms/companies’ that have been used to describe target
segments for marketing activity.
Against this, national campaigns have not yet focused on a younger age group and the
general response was that whilst the DH campaigns have had an impact, it is not long
lasting.
There are no campaigns currently targeting this audience, but the following information
may be useful:
a) Feedback to campaign creative at focus groups
b) Successful, high profile youth campaigns

a) Feedback to campaign creative at focus groups

Sexual impairment: Attendees found this advert amusing but none felt it would happen to
them. This advert is currently running on most cigarettes, although none had noticed it.

78

This ad was seen as “cool”. They felt that any association with firearms will glamorise
smoking. One even suggested that some people he knows would have this advert as a
tattoo.

Interestingly, they considered that this advert glamorised smoking.

This ad was seen as very popular. It was direct, simple and easy to understand. They
pondered over it for some time. Definitely got the thumbs up

This advert was popular and its sinister overtones were appealing. Its reference to
passive smoking was noticed as positive.
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It was difficult for most
of the group to get what
was going on here! One
had to explain it to the
others, Subtle creative is
clearly not the way
forward.

Some liked the haunting
nature of this advert
although “It doesn’t look
like a smoking ad” For
this group, the copy
needs to be bigger and
if it were crossed
cigarettes then they are
likely to approve.
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This advert completely bamboozled them. They didn’t get the link so we had to help
them out. After they did understand it was rapidly dismissed.

Many of our participants did not have much money and smoking is expensive.
On questioning them about this they explained that they simply worked around it. They
will buy cigarettes from touts in the pubs. These are often poor quality Eastern European
versions of Marlboro and so on. Others will go onto roll ups which again are more
poisonous to them. This type of messaging will not be effective. They know how much
cigarettes cost and they accept it.
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This advert made all the members think hard (a monumental achievement)… even those
without children felt it was effective. It prompted much discussion on how they avoid
smoking in front of children and non-smokers, including family members and their
children.

They felt this was a good advert in its dramatic content, though felt it was more for
women.

Oddly this creative did not prompt childish sniggers. They felt it was rather moving and
poignant.
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b) Successful, high profile youth campaigns
Campaign
The Truth campaign (USA)
Result
A substantial reduction in youth smoking. Cigarette use among high schoolers dropped
from 28% to less than 23% -- a drop of more than 1 million smokers -- in the two years
following the debut of truth, according to the new commission.

http://www.thetruth.com/
Idea
Truth is a hard-hitting media campaign that uses edgy television, radio and print ads
featuring youth-led activism against tobacco companies. The ads often feature youth
confronting the tobacco industry with smoking-related death statistics or exposing the
companies marketing tactics. For example, one campaign, called "Behind the Curtain,"
featured tobacco company documents that showed the company knowingly misled the
public about tobacco dangers.
Media
Television, radio, Internet and print advertising. Supporting this are a number of videoed
guerrilla marketing campaigns. These campaigns are all linked to relevant social
networking sites such as Facebook etc
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100s of battery-operated babies let loose on the street with this tee shirt on
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Video of someone in a giant rat suit dying on the road with this card attached to
them
Further details
Research has shown that the truth campaign is overwhelmingly more effective at
preventing youth smoking. According to a study published in APHA’s American Journal
of Public Health, the percentage of 12 - to 17-year-olds who were aware of any antitobacco campaign doubled during the first 10 months of the truth campaign. Also, youth
exposed to the truth effect were more likely to agree that cigarette companies encourage
young people to smoke and that cigarette companies lie.
Possible findings for Sheffield
• Be challenging and deliver facts in a creative way, even darkly humorous
• Be aware that the audience is very fashion and trend conscious so any
potentially effective campaign will have to be too
• Use the media your target audience uses
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Campaign
Help! for a life without tobacco
Result
There is a large document available on the effectiveness of the campaign available. We
have top lined some findings below.
Awareness of the advertising campaign in Northern Europe on smokers.

Passive smoking came marginally higher

In the younger group the humour was noticed and was very well understood
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Recall and overall appreciation on under 25’s in the UK

Passive smoking is top

Understanding in those less than 25 years old

Impact on smokers (in red)
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Idea
A vast pan European campaign around anti smoking. It covered three aspects:
1) Prevention
2) Cessation
3) Passive smoking
Using a series of ads highlighting the pointlessness of smoking including that it makes
you “look stupid” supported by facts and tips, using humour as a driver.
Media
Campaign television advertising, posters, outdoor media, events. All supported by a
website.

http://www.youtube.com/watch?v=VoyMBMI7eCI

http://www.youtube.com/watch?v=pKKX_i-yZ1o&feature=related
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http://www.youtube.com/watch?v=SMn6Tp83u98

Possible findings for Sheffield
• Humour is noticed in this group
• Passive smoking makes people notice the campaigns more effectively and this
correlates with appreciation
• The opportunity is to turn the social norm into a taboo, but conventional
messaging won’t work here. Tongue in cheek approach may succeed.
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