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Thesis Summary  
 

Background: There is a higher prevalence of smoking among individuals with mental 

health difficulties (MHDs) internationally. This thesis aimed to establish impact of smoking 

on those with MHDs in Ireland in terms of smoking-related diseases and to evaluate 

current cessation care in both secondary and community mental health (MH) settings, 

using three interrelated studies guided by the Medical Research Council framework.   

 

Methods: Study 1, a cross-sectional retrospective secondary analysis (n=8,175), 

established the prevalence of smoking and smoking-related disease in a nationally 

representative sample of community living adults aged 50 and over. Individuals with 

evidence of MHDs were compared to their general population counterparts through 

adjusted regression analyses, including mediation and moderation assessments. In study 

2 cessation care in MH settings was explored. A survey of inpatients (n=246) with 3-

month follow-up established current levels of care and quit rates in a private inpatient 

setting. Finally, study 3 involved a qualitative process evaluation of the recent 

implementation of a community-based smoking cessation service in public adult MH 

centres, involving interviews with 20 service users and 4 focus groups with 17 facilitators.    

 

Results: Older adults with MHDs had increased prevalence of smoking ((25-39%) RRRs 

1.84 [1.50 to 2.26] to 4.31 [2.47 to 7.53]) and of smoking-related disease ((53-60%) ORs 

1.24 [1.01 to 1.51] to 1.62 [1.00 to 2.62]). Very few psychiatric inpatients report cessation 

advice from any HCP in the past year (13%), but numbers wanting to quit (75%) and 3-

month quit rates (17%) are similar to non-psychiatric inpatient samples. Key enablers and 

barriers emerged at facilitator and participant levels in community MH centres, which 

also have implications for other settings. 

 

Conclusions: Individuals with MHDs are disproportionately impacted by smoking yet 

remain undertreated. While cessation care is improving in community settings, a joined-

up approach across all sectors of the health service is needed.  
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Chapter 1  Introduction  to the Thesis  

1.1 Introduction  

The aims of this thesis are threefold: to explore the impact of smoking on individuals with 

mental health difficulties (MHDs)1 in Ireland in terms of smoking-related comorbidities; to 

assess the quality of cessation support currently provided in a psychiatric setting; and to 

evaluate the implementation of smoke free policy and cessation support in community 

mental health services. Each of these aims is addressed in a separate study. Chapter 1 

briefly describes the background to this thesis, introduces the aims and specific objectives 

for each component and briefly discusses the relevance of this thesis in relation to 

population health and health services research in Ireland.  

1.2 Background  

1.2.1 Smoking and Smoking-related Diseases 

Over 60 years since Doll and Hill provided the first evidence of a causal link between 

smoking and fatal lung cancer (1), smoking remains the leading global cause of 

preventable death, killing approximately six million people and causing more than half a 

trillion dollars of economic damage per year (2).  

Harming almost every organ of the body, smoking tobacco has been causally linked to 

chronic diseases including coronary heart disease, chronic obstructive pulmonary disease, 

diabetes, tuberculosis, numerous cancers and events such as stroke or cerebrovascular 

accident. Figure 1.1 overleaf illustrates the list of cancers and chronic diseases which have 

been causally linked to smoking to date according to the US Surgeon General (3).  

 

                                                      
1
 Nomenclature note: The term ΨmŜƴǘŀƭ ƘŜŀƭǘƘ ŘƛŦŦƛŎǳƭǘƛŜǎΩ ǿƛƭƭ ōŜ ǳǎŜŘ ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ ǘƘŜǎƛǎ ǳƴƭŜǎǎ 
ǊŜŦŜǊǊƛƴƎ ǘƻ ƻǘƘŜǊǎΩ ŦƛƴŘƛƴƎǎΦ    
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Figure 1. 1 Cancers and Chronic Diseases causally linked to smoking 

(Source: Adapted from a figure developed by the Centers for Disease Control and 

Prevention and first published in the 2014 SurgŜƻƴ DŜƴŜǊŀƭΩǎ wŜǇƻǊǘΥ The Health 

Consequences of Smokingτ50 Years of Progress (p. 4) (3) 

Note: Each condition presented in red text is a new disease that was causally linked to 

smoking in this report. 

1.2.2 Mental Health Difficulties in Ireland  and Internationally  

Mental and behavioural disorders are common and affect more than 25% of all people at 

some time during their lives (4). A 2008 report indicated that 389,258 people in the 

Republic of Ireland are experiencing mild to severe mental health problems at any given 

point in time. This figure, which equates to 12% of the adult population, is based on 

GHQ12 scores (a shortened version of the General Health Questionnaire (5), widely used 

to assess psychological distress in community samples) as well as censuses of inpatients 

and high support community residents conducted in 2006 (6), and is similar to 

international estimates, from the World Health Organisation, of 10% of the adult 

population experiencing a mental or behavioural problem at any given time (4).  
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In relation to older adults, the WHO report approximately 15% of adults aged 60 and over 

suffer from a mental disorder (7), while in the US the prevalence of any past-year mood 

disorder, anxiety disorder and substance use disorder among those aged 55 and over is 

6.8%, 11.4% and 3.8% respectively with 14.5% meeting criteria for a personality disorder 

(8).    

1.2.3 Smoking and Mental Health Difficulties  

Current General Population Smoking Prevalence in Ireland and Internationally  

In 2015 worldwide it was estimated that 22.5% of adults were smoking tobacco products 

(9). In relation to older adults, European data, representing 17 countries, has revealed a 

current smoking prevalence of 11.5% among those aged 65 and older (10). Among the 

Irish general population (in those aged 15 years and older) according to the latest figures 

smoking prevalence has fallen to an all-time low of 17.6% with rates of 18.4% and 8.3% 

seen in those aged 55-64 and 65 and over respectively (11). The prevalence in Ireland 

tends to be similar, but slightly higher, to that seen in the UK which saw a prevalence of 

16.1% (in those aged 16 and over) in 2016 (12) and the USA where 15.1% (of adults aged 

18 and over) were current smokers in 2015 (13). However, these overall prevalence 

figures mask significant heterogeneity among subgroups, such as those with lower 

socioeconomic status or those with MHDs.  

Smoking Prevalence among those with Mental Health Difficulties  

Smoking is around twice as common among people with mental disorders (7, 14), and 

more so in those with more severe mental health problems (14, 15). According to 

international research, prevalence rates of 40-50% have been found among people with 

depressive and anxiety disorders while patients with schizophrenia display rates as high 

as 70% (16).  

Precise data on the prevalence of smoking in those with mental illness in Ireland is 

lacking, but the association between negative mental health and smoking has also been 

demonstrated here. For example, a nationally representative survey, of adults living in 

private households demonstrated that in Ireland individuals who smoke were 2-3 times 

more likely to report psychological distress or to be assessed as having a generalised 

anxiety disorder (17).  
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Globally, the prevalence of daily tobacco smoking has decreased by an estimated 25% 

since 1980 (18). A decline has also been observed in Ireland where prevalence has been 

reducing over time with general population prevalence in Ireland decreasing by 10.2% 

since the implementation of a ban on smoking in the workplace in 2004 (19). Those with 

MHDs have not however experienced the same decreases in smoking rates as the general 

population. In the UK for instance, while general population prevalence is known to have 

reduced significantly in the last two decades among those with a mental health condition 

smoking rates appeared to remain stable at 40% (20). Similarly in the US, in spite of 

steady general population declines, smoking rates remain high among those with mental 

illness (15, 21-23).  

It seems that while recent public health efforts and tobacco control strategies have 

successfully decreased smoking in the general population, they have had little impact 

among those with mental health conditions (15, 20). Factors likely playing a role in this 

discrepancy include inadequate and less frequent cessation support (24-27) (as discussed 

below, Section 1.2.6) as well as the tendency to have smoke-free policy exemptions in 

psychiatric settings (21, 28-31). For instance, the above-mentioned 2004 Irish smoking 

ban all workplaces including educational facilities, public transport, restaurants, bars, 

entertainment venues and hospitals (32) excluded hotels, prisons, nursing homes and 

psychiatric units (30, 32), which were all deemed places of residence (33). All in all, given 

the apparent immunity to public health campaigns, it appears a more targeted approach 

in relation to smoking in those with MHDs is needed in order to make an impact among 

this extremely vulnerable population (15, 20).  

1.2.4 Impact of Smoking on Physical Health of those with  Mental Illness   

Given the many harmful effects of smoking (3) and its increased prevalence among those 

with MHDs (7, 14-16), the well-established association between mental illness and poor 

physical health (34) is not surprising.  

According to a recent meta-analysis of 203 studies across 29 countries and six continents, 

the annual risk of death for those with mental disorders is more than twice that of the 

general population and people with serious mental illness die on average 10 years 

younger (median based on 24 studies) than the general population (35). The greatest 
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cause of this excess mortality in people with severe mental disorders is not suicide, but 

rather the high proportion of chronic health conditions or preventable physical diseases 

they experience (35-37). In a study of public mental health clients in eight states in the 

US, Colton et al. found the majority of mental health clients died of natural causes similar 

to the leading causes of death nationwide. These included heart disease, cancer, 

cerebrovascular and respiratory and lung diseases (38). Cardiovascular disease itself is the 

most common cause of death overall in individuals with serious or severe mental illness 

(39, 40).  

In the general population, life expectancy for smokers is reduced by at least ten years (3). 

However, people who have mental illness and are smokers are reported to be dying on 

average 25 years prematurely in the US (41), with comparable estimates of life years lost 

reported in Australia, Canada and New Zealand (41, 42). A recent cohort study of 328,110 

adults in the US showed current smoking doubled the risk of death among those with 

serious psychological distress, and overall life expectancy was reduced by 14.9 years in 

smokers who had serious psychological distress compared to a reduction of just 5.3 years 

in non-smokers with serious psychological distress (43). This suggests that smoking may 

account for up to two thirds of the difference in life expectancy seen in those with serious 

mental illness (43).  

Beyond mortality, research has also noted the increased rate of physical comorbidities in 

those with mental illness during their life course. For instance, serious or severe mental 

illness including schizophrenia is associated with impaired lung function and increased risk 

of pneumonia, chronic obstructive pulmonary disease, chronic bronchitis and emphysema 

(44, 45). Also, Sokal et al. report that in comparison to the general population, adults 

receiving outpatient psychiatric care are more likely to have comorbid medical illnesses 

and the odds of diabetes, lung diseases and liver problems in particular are significantly 

higher (46).  

All of these physical illnesses, have, as previously described, been causally linked to 

smoking (3), giving tobacco its status as the leading preventable cause of death among 

individuals with mental illness and the single largest contributor to the premature 

mortality seen in this group (14, 20). In the US, tobacco is estimated to account for 



23 
 

200,000 deaths annually among individuals with mental illness (41). The UK meanwhile 

report that smoking-related disease among those with mental health conditions cost the 

Health Service an estimated £719 million in 2009/2010 (20). 

However, Irish data in relation to the health impact of smoking on those with MHDs 

remains lacking and at the initiation of this thesis no population-level study had 

attempted to assess the impact of smoking on the physical health of individuals in Ireland 

with MHDs. The present study aimed to address this gap. 

1.2.5 Smoking Cessation 

According to a recent HIQA report, the average quit rate among control groups in RCTs is 

7.8% 12 months later (47). The treatment of tobacco dependence has been established as 

a clinically effective and highly cost-effective intervention (48). Successfully quitting 

smoking has been shown to result in an increase in life expectancy of up to 10 years if it 

occurs early enough (49) and Reid et al. have argued that as a preventive strategy the 

importance of smoking cessation is beyond comparison (50).    

1.2.6 Smoking Cessation in Mental Illness  

While smoking prevalences are higher among those with mental illness (7, 14), there is 

now some good evidence available indicating that they are capable of quitting (51, 52). 

Furthermore, although in general quit rates in those with mental illnesses are lower than 

those in general population, rates as high as 38% have been achieved in those with a 

history of major depression (7) while quit rates of between 10% and 30% have been 

achieved in those with schizophrenia (53, 54). Hall et al. found that a stepped-care 

intervention tailored to depressed smokers' readiness to quit resulted in a 25% 

abstinence rate at 18-month follow-up (55) which mirrored that found in general 

population unmotivated smokers with use of similar stage-based interventions (56). 

Treatments that work in the general population have also been shown to work in those 

with severe mental illness and according to one review are approximately equally 

effective (52).  

Further to the well-established physical benefits of quitting smoking (48-50), evidence 

ǎǳƎƎŜǎǘǎ ǘƘŀǘ ǘǊŜŀǘƛƴƎ ǇŀǘƛŜƴǘǎΩ ǎƳƻƪƛƴƎ ŘƻŜǎ ƴƻǘ ƘŀǊƳ ǘƘŜƛǊ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǊŜŎƻǾŜǊȅ (57, 

58) and may even enhance it (59, 60). A systematic review on smoking cessation in severe 
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mental illness found that treating tobacco dependence does not worsen mental state in 

patients with stable psychiatric conditions (52) and in one RCT, which achieved a 20% quit 

rate, hospital readmissions were significantly lower in the smoking cessation treatment 

group, potentially demonstrating significant cost savings for such interventions (59). 

Moreover, in the UK, a recent study conducted on tailored tobacco dependence support 

for mental health patients in inpatient and community services found that there was a 

clear demand from patients themselves for such a service (61). 

 

A systematic review of 26 studies has also shown that cessation is associated with 

reduced depression, anxiety and stress and improved positive mood and quality of life in 

those with and without psychiatric disorders (60). Furthermore effect sizes were equal to 

or greater than those of antidepressant treatment for mood and anxiety disorders (60), 

indicating cessation is as effective as medication in terms of improving mood.  

In spite of this evidence, cessation care provision unfortunately remains poor in health 

settings in Ireland (27, 62, 63). Just 38% of smokers in the general population report being 

advised to quit during a visit to their GP (63) and a survey conducted at a general hospital 

found just 61% of hospitalised patients were asked for their smoking status, while only 

44% of smokers recalled receiving cessation advice (62). However, no such similar data is 

available for psychiatric settings. 

In Ireland, tobacco dependence is undertreated in general, but especially among those 

with mental health issues. Psychiatric hospitals were exempted from the smoke-free 

regulations (30), while psychiatric facilities rank among the lowest in terms of delivering 

cessation services (27). A nationwide survey of smoking cessation service providers has 

revealed the scope and structure of cessation services in psychiatric and other settings 

(27), but to date patients have not been surveyed in a psychiatric setting in Ireland in 

relation to smoking cessation services. Data on the degree of cessation care provision 

therefore remains limited. From a Health Services Research perspective there is a clear 

need to ascertain the current quality of care for cessation support. A survey of patients in 

these settings will help to clarify the scope of the problem here and may highlight the 

need for improved services in this area.  
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1.2.7 Implementation of Smoking Cessation Service s for those with Mental 

Health Difficulties  

As yet little is known about the experiences of people with mental illness in smoking 

cessation interventions, especially in the case of those with more severe mental illness 

(64). There have been calls for further research on the motivations for smoking and 

experiences with smoking cessation among adults with serious mental illness (SMI), 

including investigations into smoking cessation programmes designed for the general 

population or for adults with SMI (65). Interviews with staff are also an important 

component in exploring the implementation of a curriculum (54, 66, 67), and when 

combined with participant data regarding their experiences with a programme the data 

generated is argued to be particularly valuable (54). In 2016 the Irish health service 

(Health Service Executive) commenced implementation of a smoke-free policy and 

smoking cessation programme in adult community mental health services. The present 

study aimed to explore the implementation of this programme from both service user and 

staff perspectives, thus broadening knowledge on experiences of smoking cessation 

programmes in these settings. In addition to contributing to current knowledge on the 

experience of individuals with MHDs in smoking cessation programmes, the evaluation 

will also likely provide valuable data to further inform and shape the further 

implementation of this programme. 

1.3 Relevance to Population Health and Health Services Research in Ireland  

The impact of smoking on the health and mortality of those with MHDs in Ireland remains 

unknown. The last and only study to explore this in Ireland, an investigation of cause of 

death in patients who had schizophrenia (68), had a sample of only 122 cases and is now 

over 30 years old.  A number of studies have since been conducted elsewhere (69-71), but 

no studies have attempted to clarify the scope of the problem here. Furthermore studies 

have tended to focus on individuals with schizophrenia (68, 70, 71) and there is a lack of 

evidence in relation to the impact of smoking on the physical health of individuals with 

MHDs beyond schizophrenia. Individuals with MHDs in general are more likely to smoke 

and therefore impacts on this group as a whole need to be established.   

This is a vulnerable population with neglected needs and a lack of research as evidenced 

by the recent legislation on smoking bans (30) and lack of smoking cessation service 
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provision witnessed in psychiatric settings (27). This research helps to clarify the scope of 

the problem and highlight the need for improved services in this area. It will inform best 

practice implementation of cessation services by qualitatively exploring and evaluating 

the implementation of same in community mental health settings in Ireland. This thesis is 

therefore not only highly relevant to population health and health services research in 

Ireland, but provides results which are highly useful internationally also. 

1.4 Thesis aims and objectives  

The over-arching aim of this thesis is, using the MRC framework (72, 73), to explore the 

impact of smoking and quality of cessation support provided in those with mental health 

problems in Ireland, and to observe and evaluate the implementation of a strategy to 

combat this problem via implementation of cessation support in community mental 

health services. The thesis first establishes the scale of the issue (as per Medical Research 

Council guidelines (72, 73)), then explores the current provision of care in two separate 

settings. Study 2, relating to the provision of care, is also evaluated under the RE-AIM 

evaluation framework (74). An overall thesis summary is as follows:   

1.4.1 Study one:  

Exploring smoking, mental health and smoking-related disease in a nationally 

representative sample of older adults in Ireland ς a retrospective secondary analysis  

Aim 

Establish, in the best national sample data available, the prevalence of current smoking 

and of smoking-related disease in those with MHDs in comparison to the general 

population. 

1.4.2 Study two:   

Provision of smoking cessation care in a psychiatric setting in Ireland  

Aim 

Profile the smoking cessation support currently provided to inpatients in a private 

psychiatric hospital in Ireland with a nationwide catchment area.  
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1.4.3 Study three:  

The implementation of a smoking cessation programme in adult community mental 

health day services: a process evaluation.  

Aim 

Conduct a process evaluation of the implementation a smoking cessation programme 

across centres from both a service user and staff perspective.  

1.5 Thesis summary  

Chapter 2 provides a review of the literature in which this thesis is based and an overview 

of the current policy context in Ireland.  

In Chapter 3 the Theoretical Framework upon which the thesis is based is evaluated. 

Justification of the pragmatic approach taken and rationale for the use mixed methods 

are also outlined.   

The results of Study 1 are presented in Chapter 4. This is a secondary analysis of a 

nationally representative dataset showing the associations between MHDs and smoking 

and between MHDs and smoking-related disease in older adults in Ireland.  Study 2 

profiles current cessation care in a psychiatric setting in Ireland and involved a survey of 

inpatients at a private psychiatric hospital, review of casenotes and follow-up 3-months 

later. Survey results based on both patient interviews and casenotes reviews are 

presented in Chapter 5. Study 3 formed the qualitative component to the thesis. 

Following the implementation of a smoking cessation programme in public community 

mental health day services, the experiences of both services users and facilitators were 

explored through in-depth interviews and focus groups and these findings are presented 

in Chapter 6. Finally, Chapter 7 provides the overall discussion of the thesis findings, how 

they relate to the existing literature and their implications for population health and 

health services research and policy, including recommendations for future planning of 

service provision relating to smoking in those with MHDs. Overall methodological 

strengths and weaknesses of the thesis are also reflected upon before final conclusions 

are drawn.    



28 
 

 Chapter 2 Literature Review  

2.1 Smoking and MHDs - Current policy context in Ireland  

As previously mentioned, smoking remains undertreated in Ireland in general but seems 

especially so among those with MHDs. At a national level government launched a policy in 

нлмо ŀƛƳƛƴƎ ŦƻǊ ǘƘŜ ŎƻǳƴǘǊȅ ǘƻ ōŜ Ψ¢ƻōŀŎŎƻ ŦǊŜŜΩ ōȅ нлнрΣ ǘƘŀǘ ƛǎ ŦƻǊ ƭŜǎǎ ǘƘŀƴ р҈ ƻŦ ǘƘŜ 

population to be smoking at that time (75). Specific action in relation to those with MHDs, 

a group for whom smoking prevalence is known to be disproportionately high (17), 

however remains lacking.    

Following the implementation of the workplace smoking ban in 2004 which exempted 

prisons, psychiatric units and other residential settings (30)Σ ŀ I{9 bŀǘƛƻƴŀƭ Ψ¢ƻōŀŎŎƻ CǊŜŜ 

/ŀƳǇǳǎ tƻƭƛŎȅΩ ǿŀǎ ƭŀǳƴŎƘŜŘ ƛƴ нлмнΦ !ǳǘƘƻǊǎ ŀƎŀƛƴ ǊŜŦŜǊǊŜŘ ǘƻ ǇƻǘŜƴǘƛŀƭ ŜȄŎŜǇǘƛƻƴŀƭ 

circumstances, referring in this case to service users who are mentally or terminally ill or 

ƭƻƴƎ ǘŜǊƳ ǊŜǎƛŘŜƴǘ ƻƴ ŀ I{9 ŎŀƳǇǳǎΣ ǎǘŀǘƛƴƎ Ŧǳƭƭ ŀǇǇƭƛŎŀǘƛƻƴ ƻŦ ǇƻƭƛŎȅ Ƴŀȅ ǊŜǇǊŜǎŜƴǘ άŀ 

Ǌƛǎƪ ǘƻ ŀ ǇŀǘƛŜƴǘΩǎκǎŜǊǾƛŎŜ ǳǎŜǊΩǎ ǿŜƭƭōŜƛƴƎ ƛΦŜΦ ǿƘŜǊŜ ǘƘŜ Ǌƛǎƪ ǿƻǳƭŘ ōŜ ŘƛǎǇǊƻǇƻǊǘƛƻƴŀǘŜ 

ǘƻ ŀƴȅ ōŜƴŜŦƛǘ ŀŎƘƛŜǾŜŘ ōȅ ǇǊƻƘƛōƛǘƛƴƎ ǎƳƻƪƛƴƎέ (76)[p.9]. However, it is unclear how such 

risks were to be calculated. According to the 2016 update in the 2016 Annual Report on 

Tobacco Free Ireland implementation rates for Tobacco Free Campus Policy were at 70% 

for Mental Health Approved Units and 45% Mental Health Residential Services. 

Ψ.Ŝǎǘ tǊŀŎǘƛŎŜ DǳƛŘŜƭƛƴŜǎ ŦƻǊ ¢ƻōŀŎŎƻ aŀƴŀƎŜƳŜƴǘ ƛƴ ǘƘŜ aŜƴǘŀƭ IŜŀƭǘƘ {ŜǘǘƛƴƎΩ ǿŜǊŜ 

published by the Irish Health Service and Health Promoting Hospitals Network in 2008 

(77) to assist in providing protection for both workers and residents (75), but appeared to 

focus much more on protection against exposure to environmental tobacco smoke with 

limited guidance in relation to cessation care for smokers. The included recommendations 

advised service providers to treat smoking as a care issue for all clients, and incorporate 

smoking into care plans with appropriate pharmacological support and management of 

medications during the quitting process, along with the use of awareness campaigns to 

bring about cultural change (77). While authors specified that all organisations/services 

should have a smoking cessation service, or access to a service with a smoking cessation 

facilitator trained in mental health, the recommendations regarding education and 
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training of staff were quite tentative - ŎŀƭƭƛƴƎ ŦƻǊ ƛƴŦƻǊƳŀǘƛƻƴ ŀƴŘ ǘǊŀƛƴƛƴƎ ǘƻ ōŜ ΨƻŦŦŜǊŜŘΩ 

to staff in a seemingly voluntary or opt-in approach. The incorporation of training into 

undergraduate education meanwhile, while labelled ideal, was deemed only a potential 

future possibility (77).  

Since then, according to annual reports, a specialty on-line module on smoking and 

mental health was launched in 2014 (78), while 2016 saw the publication of a briefing 

ŘƻŎǳƳŜƴǘ ƭŀōŜƭƭŜŘ Ψ{ƳƻƪƛƴƎ /Ŝǎǎŀǘƛƻƴ ŀƴŘ aŜƴǘŀƭ IŜŀƭǘƘ - A briefing for front-ƭƛƴŜ ǎǘŀŦŦΩΣ 

as a tailored resource for mentŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎ ƎƛǾŜƴ ΨǘƘŜ ǳƴƛǉǳŜ ŎƘŀƭƭŜƴƎŜǎ ŀǊƛǎƛƴƎ ŦǊƻƳ 

ŜǎǘŀōƭƛǎƘŜŘ ǇǊŀŎǘƛŎŜǎ ŀƴŘ ƳƛǎŎƻƴŎŜǇǘƛƻƴǎ ŀǊƻǳƴŘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŀƴŘ ǎƳƻƪƛƴƎΩ (79) [p.3]. 

As of December 2016, 15 HSE staff were reported to be trained in the specialty on-line 

module on smoking and mental health (78).  

2.2 Associations between MHDs and smoking  

As described in Chapter 1, MHDs are associated with increased smoking prevalence. 

Various indicators including diagnostic or clinical interview, medical records, current 

psychiatric treatment, reported doctor diagnosed conditions or medication use, are 

consistently associated with higher smoking prevalences with rates cited ranging from 

25.5 to 59% (7, 45, 80-84). Overall smoking is reported to be 2-3 times more prevalent 

among those with mental illness compared to the general population as shown by UK, US 

and Australian data (7, 14, 41, 84-86). Increased smoking rates are most pronounced in 

those with substance use disorders and more severe mental illness (SMI) diagnoses such 

as bipolar disorder, schizophrenia or psychosis (7, 15, 82, 87-89).  Prochaska et al. report 

prevalence is almost fivefold greater for those with schizophrenia, bipolar disorder, post-

traumatic stress disorder and alcohol/illicit drug use disorder diagnoses (41).  

In addition to being more likely to smoke, those with MHDs also tend to smoke more 

heavily than other smokers (7), display greater nicotine dependence (41) and appear to 

be less likely to quit smoking (7, 90, 91). Those with schizophrenia appear to be less likely 

to quit smoking (92),  and common mental illnesses such as anxiety or depression also 

seem to affect quitting behaviour(93).  For instance, meta-analyses have shown that in 

patients with chronic respiratory conditions or coronary heart disease (CHD) patients with 
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depressive symptoms are less likely to quit smoking than those without such depressive 

symptoms (94, 95). 

2.3 Health Impacts of Smoking on those with MHDs  

As described in Chapter 1, this higher prevalence of smoking has been associated with 

significant health consequences in people with MHDs and those with mental illness are 

disproportionately affected by smoking-related morbidity and mortality (41). In the US, 

Callaghan et al. found significantly heightened patterns of tobacco-related mortality in 

terms of respiratory disease, smoking-related cancers and cardiovascular disease in 

patients with schizophrenia (standardised mortality ratio [SMR] 2.45 95%CI 2.41-2.48), 

bipolar disorder (SMR 1.57 95%CI 1.53-1.62) and depression (SMR 1.95 95%CI 1.93-1.98) 

(69), while a recent large scale meta-analysis of 92 studies involving over 3 million cases 

found patients with severe mental illness have significantly increased risk of CVD and 

CVD-related mortality (96).  Earlier studies have also shown increased risk of death from 

cardiovascular disease (42, 80, 97, 98) and cancer (42, 97)  and morbidity studies have 

shown those with SMI have a significantly higher prevalence of pulmonary illness (44-46, 

99-103), cancer (46) and cardiovascular diseases (including stroke, congestive heart 

failure, angina and myocardial infarction) (46, 99, 100) compared to matched samples or 

general population counterparts (44, 46, 99-101).  

 

While smoking is thought to account for the majority of morbidity and mortality in these 

populations, studies have also found associations between mental illness and respiratory 

disease, cardiovascular disease and risk of death from cardiovascular disease which 

seems to persist after adjustment for smoking (46, 80, 104). However, the literature is 

limited by the range of conditions investigated, the measurement of mental health, and 

the samples used are not always generalizable to other settings or conditions. For 

example, many of these studies focus on schizophrenia-related disorders and psychosis, 

though some have also included affective disorder diagnoses (44, 46)Φ tŀǊǘǘƛ Ŝǘ ŀƭΦΩǎ ǎǘǳŘȅ 

of respiratory disease was population-based but only explored psychosis (45), while 

other studies were based on clinical populations using small samples ranging from 80-

100 (44, 46, 100). As previously stated, the last study to address the impact of smoking 

on the physical health of those with MHDs in Ireland is now over 30 years old, was 



31 
 

specific to schizophrenia and was not population-based (68).  More generally, morbidity 

and mortality studies have tended to rely upon one or two indicators, such as structured 

clinical interviews, medical records, medical service claims or scale scores, but never 

more than two indicators when identifying those with MHDs (45, 69, 80, 98, 99, 104, 

105).  The use of a number of different methods is preferable to enhance the reliability of 

the findings. 

 

In addition, chronic diseases such as cardiovascular disease and cancers usually occur 

later in life. Most cancer diagnoses occur in individuals older than 65 years (106), while 

CHD risk increases in both men and women after age 55 (107).  In spite of this, some 

studies of smoking prevalence in those with MHDs have been limited to younger samples 

with age ceilings of 54 and 64 (7, 87), and there are almost no studies of smoking or 

smoking-related morbidity or mortality specific to older populations. To our knowledge 

only one study exploring excess mortality in those with MHDs concerns those aged 65 

and older (98). The impact of smoking on the physical health of older adults with MHDs 

therefore remains unclear. 

In summary, few population studies have explored smoking-related morbidity in older 

individuals with MHDs and there are no recent studies addressing the health impacts of 

smoking in those with MHDs in Ireland. The current thesis had two aims in this regard. 

Firstly, to determine whether there is a higher prevalence of smoking and of smoking-

related disease in older adults with mental health problems. Secondly, to assess whether 

smoking mediates or moderates the relationship between MHDs and smoking-related 

disease at a population level. Given the absence of diagnostic interviews, Study 1 

employed several indicators both individually and in combination to reliably identify those 

with MHD. It was hypothesized that persons with MHDs would be more likely to have 

higher levels of smoking-related diseases, which would be explained by a higher rate of 

smoking. 

2.4 Smoking Cessation among those with MHDs  

In spite of the increased smoking prevalence, historically tobacco dependence treatment 

in those with MHDs has been limited (41). A survey of doctors in the US previously 

revealed that psychiatry was the specialty least likely to address tobacco, with just 23% 
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reporting they provided smoking cessation assistance (108), while in a UK survey of 

clinical staff in inpatient mental health units less than half agreed that smoking cessation 

care was their responsibility as a mental health professional and only half felt they could 

make time to treat smoking in their working routine (109).  In Ireland, tobacco 

dependence also appears to be particularly undertreated among those with MHDs with 

psychiatric facilities exempted from smoke free regulations and ranking among the lowest 

in delivery of cessation services (27, 30). 

No data is available in Ireland in relation to smoking cessation among psychiatric patients. 

Recent inpatient psychiatry studies elsewhere have found current smoking prevalences of 

53.6-91.4% (83, 110-115), with average nicotine dependence scores of 4.6-6.4 (110-112, 

114, 115), indicating low to high dependence (116). These studies have also shown 

psychiatric patients are motivated to quit, with 46.9% and 59.4% making at least one quit 

attempt in the past year (110, 115), and 18.8% making more than one attempt (110). 

These studies were however often limited by small sample sizes (N ranging from 116-135; 

(112, 113, 115), low population coverage (28.3%)(110) and response rates (34.2%; 

55.6%)(113, 114) and were sometimes restricted to certain age groups (115), to men 

(115), secure services (114), or emphasized the acutely psychotic in recruitment (115). 

Additionally, the data provided were cross-sectional only with no subsequent quit rates 

included (83, 110-115). 

2.4.1 Cessation Care in Inpatient Psychiatric Settings  

Psychiatric hospitalisations represent an opportunity to address tobacco use and 

treatment (117). In spite of the high levels of motivation found however, rates of patient-

reported and documented cessation advice in psychiatric settings are sub-optimal. 

Studies conducted in Canada and South Africa, for instance, found that 36.2% and 43.4% 

of psychiatric inpatients reported receiving smoking cessation advice (111, 115). While no 

studies have been conducted in psychiatric settings in Ireland, recent studies in general 

hospital inpatient settings have shown that smoking is still undertreated,  with 32% 

reporting discussion of smoking during admission (118),  and 38-44% reporting receipt of 

advice from any healthcare professional in the past year (62, 119).  
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Beyond patient report data, reviews of medical records have also revealed low levels of 

documented cessation care in psychiatric settings. In a review of psychiatric inpatient 

records in the US, Prochaska found despite high smoking prevalence, documented 

interventions to treat smoking were rare; and while 56% of smokers were prescribed NRT, 

smoking status was not included in treatment planning for any patient (24). Similarly in 

Australia Wye at al. have shown recording of any nicotine dependence treatment in a 

large psychiatric hospital to be negligible at less than 1%, and pointed to this failure to 

diagnose nicotine dependency and document treatment as a failure to conform to clinical 

practice guidelines (120). These findings demonstrate that, for whatever reason, smoking 

care is deemed a low priority in these settings. In Ireland, evidence in relation to 

psychiatric settings once again is lacking.  

In summary, current smoking prevalence, attitudes to cessation and rates of cessation 

care in psychiatric settings in Ireland remain unknown. Meanwhile International studies 

have been limited by small samples (112, 113, 115), low population coverage (110) and 

response rates (113, 114)  and a focus on recruitment of specific subgroups (114, 

115).The longer observation period employed in the current study, together with a 

hospital-wide recruitment approach, will allow for a larger, more representative sample 

across all adult wards. Furthermore, the inclusion of data from casenotes provides 

evidence beyond patient report and allows comparison with general settings in Ireland 

(118), as well as psychiatric settings abroad (24, 120). Finally the inclusion of a follow-up 

survey allowed the researcher to ascertain 3-month quit rate among psychiatric patients 

in the context of usual care. Study 2 therefore sought to fill a gap in national knowledge 

while also adding to the evidence internationally in terms of current levels of cessation 

care in psychiatric settings, attitudes of psychiatric patients towards quitting and advice, 

and actual quitting behaviour among this group.   

2.4.2 Barrier to Smoking Cessation and Smoking Cessation Care among those 

with MHDs  

Reasons for low levels of cessation care provided in secondary care settings, and more 

specifically among those with MHDs, are further explored next.  
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A recent systematic review of clinician-reported barriers to provision of smoking cessation 

advice in inpatient settings found lack of time, lack of knowledge, lack of perceived 

patient motivation to quit smoking and lack of support (from colleagues, the hospital and 

the wider healthcare system) to be the most common barriers reported (121). In relation 

to mental health professionals in particular, a mixed methods meta-analysis of 38 studies 

revealed similar barriers,  including lack of time, training and confidence, negative 

attitudes to cessation such as beliefs that patients are not interested in quitting and that 

cessation interventions are not effective, as well as permissive attitudes towards smoking 

(122). The authors concluded that, in line with previous research (123), there is a need for 

greater prioritisation of smoking cessation treatment in mental health care, specialist 

training in smoking cessation interventions and wider education to address 

misconceptions about smoking cessation in the context of mental health (122). In Ireland, 

no published research has explored barriers to cessation treatment among HCPs in 

mental health settings specifically, but a survey of HCPs in general revealed low levels of 

delivered advice with lack of time, training and competing work priorities as key barriers, 

in spite of the majority (94%) feeling they should advise all smokers to quit (124). 

Individual-level barriers to cessation among those with mental illness appear to be well 

established (125, 126). In a systematic review of qualitative and quantitative studies 

Twyman et al. noted low motivation, symptom management, concerns about ability of 

cessation services to handle mental health issues, identity and belonging as self-reported 

barriers to cessation for people with mental illness (60). They called for further research 

in relation to systems-level changes which may support cessation in people with mental 

illness (126). This was later echoed by Trainor et al. who called for further qualitative 

exploration of external barriers to cessation for people with severe mental illness 

including systemic, health provider and treatment factors (125). 

At the level of implementation, Parker et al. provided qualitative data on 

barriers/facilitators for cessation services in community and inpatient settings in the UK. 

They concluded that in spite of clear demand from patients, establishing cessation 

treatment services proves difficult due to complex systemic barriers. In addition to policy, 

systems and procedural barriers, including the regular facilitation of smoking, themes 

related to knowledge, skills and attitude and illness-related factors such as attentional, 
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cognitive and motivational factors  emerged (61). Service user perspectives on 

implementation barriers were omitted from this study and qualitative data was collected 

through structured recording sheets which were discussed with the project team, rather 

than a more in-depth approach which may have revealed further and perhaps 

unexpected barriers. 

2.4.3 Smoking Cessation Care in Community Mental Health Settings ɀ A 

potential solution?  

One reason for the lack of cessation care in secondary care settings may relate to the 

emphasis traditionally placed on GPs as well as primary care settings more generally 

concerning the delivery of cessation care (79, 127-133), which may lead to the belief 

that this care is provided routinely there. In reality, however, it is not clear that this is 

actually the case and delivered rates in primary care settings in actuality appear low (63, 

134-140). Furthermore, in relation to those with MHDs specifically, evidence from the 

UK based on over 30,000 patients with a mental illness has indicated that, on a per 

consultation basis, primary care professionals are significantly less likely to intervene with 

smokers with a mental health condition compared to those without (26).  

Internationally, the evaluation of smoking cessation programmes in community mental 

health settings remains understudied (141, 142). While overall few studies have 

evaluated tobacco treatment programmes in community settings that serve those with 

MHDs, those that have tend to focus on quantitative methods (141, 143-147), brief or 

summary  outcomes data (141, 145-149), and often have a small sample of fewer than 

30 (143, 145, 148). 

Studies which have taken a more in-depth approach (64, 150, 151); often included 

qualitative data for staff only (150, 151), omitting service user views altogether (150), or 

relying on surveys with no in-depth exploration of their experience included (151). 

Conversely, Rae et al. provided rich qualitative data of the experience of those with SMI 

on two smoking cessation interventions, but neglected to include any data, qualitative 

or otherwise, detailing the views or experiences of those delivering these interventions 

(64). 
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The available evidence however suggests that community programs are able to reach a 

high proportion of smokers  and when tailored can be effective for those with mental 

illness for quitting (141, 147), or reducing smoking (144). In the case of untailored 

approaches, however, effects can be modest (149), or non-existent compared to 

controls (148), supporting the notion that existing tobacco treatment approaches may 

need to be modified for those with mental illness in community settings (147, 148). 

Qualitative data from a provider perspective revealed that a tailored tobacco cessation 

curriculum tested well, was feasible and was well-received in a psychosocial clubhouse 

environment (151), while interviews with individuals with severe mental illness based 

on their experiences of a smoking cessation intervention delivered by a community 

mental health agency, suggested the importance of choice and flexibility, a variety of 

treatment options and responsivity to the changing needs and preferences of individual 

service users (64).  

 

Richer accounts of the experiences of both staff and service users are needed to allow us 

to take full account of the complex issues which can shape the process of programme 

implementation and of successful quitting at the individual participant level. It was the 

goal of Study 3 therefore to provide such rich qualitative data, integrating the views and 

experiences of both service users and facilitators, in relation to the implementation of a 

smoking cessation programme in community mental health settings. This would inform 

on experiences in this setting in general in addition to shaping the implementation of this 

programme going forward.  

2.5 Summary  

Overall, the Irish policy context has been slow to tackle smoking and mental health with a 

seeming focus on protection against exposure to environmental tobacco smoke, while at 

a national level the training of mental health staff in cessation care appears to remain in 

its early stages. The international literature provides strong evidence of the increased 

smoking prevalence among those with MHDs, yet there is a lack of evidence in relation to 

this association in Ireland and moreover in relation to its associated impact on the 

physical health of those with MHDs. Furthermore in spite of increased smoking rates, 

internationally cessation care for this group has historically been limited and to date no 
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study has surveyed psychiatric patients in Ireland in relation to smoking cessation. While 

barriers such as time and a lack of training persist in secondary settings, the treatment of 

tobacco dependence in community mental health settings can it seems be effective 

especially where tailored to this population though evidence remains limited. Therefore, 

there remains significant gaps in the literature that will be addressed by the current 

thesis.   
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Chapter 3 Theoretical and Methodological Rationale of the Thesis  

3.1 Introduction  

This chapter outlines the theoretical framework adopted within this thesis as well as the 

rationale for same. Initially, this thesis was planned in line with the Medical Research 

Council framework for developing complex interventions (72, 152) (i.e. two observational 

studies leading to the development of a feasibility study of a complex intervention). 

However, as described later, challenges in obtaining research ethics approval and 

associated delays led to significant revisions and the use of multiple study settings. The 

current process involves identification of the evidence base (72, 152) in relation to impact 

of smoking in Study 1 and in relation to current cessation care in Study 2. RE-AIM (74) was 

also applied to Study 2 findings to develop a more in-depth understanding of current 

care. Study 3 was a qualitative process evaluation conducted in line with MRC guidelines 

for process evaluations of complex interventions (153), as detailed below. Finally in 

relation to methodology, the adoption of a pragmatic approach employing mixed 

methods in conducting this research is explained and justified.  

3.2 Theoretical Rationale  

3.2.1 Originally Proposed Framework  

As stated above, this thesis was initially planned within the Medical Research Council 

(MRC) framework for developing complex interventions (72, 152). Study 1 would help to 

identify the evidence base in relation to the impact of smoking on those with MHDs in 

Ireland. Study 2 would survey patients and review casenotes, in a psychiatric hospital 

setting, in order to identify the evidence base in relation to levels of current smoking 

cessation care and assess the effectiveness of same in a longitudinal follow-up. Finally 

Study 3, in the same setting, would consist of implementation and feasibility testing of an 

intervention developed based on the knowledge gained in Studies 1 and 2. However, as 

detailed in Chapter 5, there were significant ethical approval complications at the 

proposed site for Studies 2 and 3, with changes requested which would have 

compromised the scientific integrity of the studies. These complications eventually led to 

the transfer of Study 2 to a new setting whereupon ethical approval was secured with no 
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amendments required. These delays left insufficient time for the development and testing 

of a bespoke intervention. Study 3 therefore assessed a recently-implemented smoking 

cessation support service in community mental health settings. Given these changes and 

the resultant incorporation of two distinct setting types, psychiatric hospital and 

community mental health day services, it was necessary to re-envisage the theoretical 

framework of the thesis.  

3.2.2 Revised framework  

Given the inclusion of various settings, rather than building towards designing a single 

intervention for a particular site as originally planned, the thesis instead employed MRC 

guidelines as a broad framework to assess overall implementation, impact and overall 

quality of care, thus providing a comprehensive overview which was representative of 

both community and secondary care settings. 

Identifying the Evidence Base ɀ Impact:  Study 1  

In this Thesis Study 1 provides the epidemiological context.  Epidemiological context 

shows the distribution of disease or conditions in a population, the attributable burden of 

disease and reveals key determinants of need (154), in this case evidence of MHDs.  

Through a secondary analysis of nationally representative data, Study 1 establishes the 

impact of smoking on older adults with MHDs in Ireland in terms of smoking-related 

disease (155). Epidemiological context is one of the seven domains of context identified 

by Pfadenhauer et al. as key areas for reflection when attempting to address context and 

implementation in an integrated way.  Along with ethical and socio-economic issues, 

these three domains in particular are reported to be rarely considered despite their 

considerable impact on the uptake, reach and effectiveness of interventions (155).  

Identifying the Evidence Base ɀ Care: Study 2  

Study 2 identified the evidence base in relation to current care, assessing the current 

levels of implementation of smoking cessation care in a hospital setting. While guided by 

the MRC framework, findings were reported according to the RE-AIM evaluation 

framework (74), to provide a more in-depth understanding of current care. 
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RE-AIM  

RE-AIM is a widely cited evaluation framework which originated in public health and is 

commonly used to provide a structure for evaluating implementation endeavours (156). It 

was developed by Glasgow et al. in 1999 (74) who aimed to provide an alternative to 

clinical trials, which have limited external validity, and allow researchers to evaluate the 

implementation of interventions in complex, real world settings (74, 157). RE-AIM 

specifies five implementation aspects that should be evaluated as part of intervention 

studies referring to Reach, Effectiveness, Adoption, Implementation and Maintenance 

(74, 156) (see Table 3.1 below). Described by Gaglio et al. as both a planning and an 

evaluation model (157), its five domains are said to provide a more complete picture of 

the public health impact of a given intervention (74).   It should be noted however that 

although five dimensions are specified not all studies employing RE-AIM assess all five 

aspects. A recent systematic review found that just two thirds of studies reported on all 

five dimensions (157). Similarly, Kessler et al. reported following a content review that the 

majority of grants use only some elements of the model (less than 10% contained 

thorough measures across all RE-AIM dimensions) and few cases meeǘ ŎǊƛǘŜǊƛŀ ŦƻǊ ΨΨŦǳƭƭȅ 

ŘŜǾŜƭƻǇŜŘ ǳǎŜΩΩ ƻŦ w9-AIM. Indeed the developers themselves stated that it may not be 

necessary to assess all 5 components in every study (74).  

!ƭǘƘƻǳƎƘ ƴƻǘ ŘŜŜƳŜŘ ŀ ΨƳǳǎǘ ƘŀǾŜΩ, recently the use of additional qualitative 

components to understand domains has also been recommended as has the inclusion of 

costs (158), however both were unfortunately beyond the scope of the current study.   

Application of RE-AIM 

Brief smoking cessation advice provided in hospital settings has been shown to be 

effective for promoting quitting (118, 159-161). It is unknown however to what extent 

brief advice is effective for patients in a psychiatric setting (162). Study 2 aimed to add to 

knowledge on smoking cessation care in psychiatric patients by surveying patients and 

reviewing casenotes and following smokers up 3-months later. Applying the RE-AIM 

framework, this study addressed the Reach, Effectiveness, Adoption and Implementation 

aspects. Reach here refers to the prevalence of smoking cessation care i.e. what 
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proportion of patients who smoke were having status recorded and/or receiving any 

smoking cessation advice? Effectiveness was evaluated in terms of exploring the 

association between receiving smoking cessation advice and cessation outcomes 3-

months later. The Adoption aspect of the RE-AIM framework was addressed by assessing 

which professionals were providing smoking cessation care/advice, while Implementation 

was assessed in terms of the consistency with which staff were capturing smoking status 

and/or addressing same. Greater detail on Study 2 findings in relation to RE-AIM domains 

will be provided in Chapter 5.  

While the RE-AIM framework was developed to assess key dimensions of an intervention 

(163), in this case smoking cessation care, Study 2 was concerned with current routine 

care rather than the evaluation of an intervention designed and implemented by the 

researcher. 
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Table 3. 1 RE-AIM domains and application of same in Study 2 

 

How assessed in Study 2 
 

Percentage asked smoking status (self-report). 
Percentage received smoking cessation care (self-report). 
 
Percentage for which smoking status was recorded in casenotes. 
Percentage for which smoking cessation care was recorded in casenotes. 

Effectiveness of smoking cessation care in terms of associations with quit 
rate at 3-month follow-up for self-reported and casenote-recorded 
cessation advice. 

Representation of various HCP groups in delivery of smoking cessation 
care according to (i) patient self-report and (ii) as documented in 
casenotes. 

Extent to which status was recorded and care was consistently 
implemented by staff members based on (i) patient self-report and (ii) as 
documented in casenotes (location in casenotes and frequency). 

Relates to longer-term follow up and was therefore beyond the scope of 
this thesis. 

 

Source: Left column in above table based on a figure in 2017 review by Forman et al. (163)
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Understanding Change Process ɀ Assessing the Implementation of a Potential 

Solution in a Community Setting: Study 3       

Study 3, a qualitative process evaluation, involved the triangulation of service user and 

staff data collected through focus groups and in-depth interviews. The aim here was to 

evaluate the implementation of a quit smoking programme across various community 

adult mental health centres to better inform future practice and policy. 

 

MRC guidance provides a framework for conducting and reporting process evaluation 

studies. Aims, as defined by Moore et al., include enabling evaluation to inform the 

development of effective interventions, through understanding their mechanisms and 

contextual contingencies (153). In other words, how an intervention works in a given 

setting. Specifically, this study focused on context and explored how it affected 

implementation of the Quit Smoking Programme and outcomes through identifying key 

barriers and facilitators at both implementation and participant levels.  

 

It has been argued that the adoption of a methodological theory is not necessary to in 

order to conduct qualitative research (164), and similar to a recent qualitative process 

evaluation by  AI-HadiHasan et al. the current study applied a pragmatic approach with a 

focus on answering the research questions and explaining the qualitative data without 

the restrictions of a particular theory (165).   

 

Both investigation and initial analyses were therefore performed using a largely inductive 

approach. In relation to data collection this meant that while interview schedules were 

initially guided by the pre-existing literature, they were reviewed and adapted in light of 

knowledge gained from initial interviews and thus the research was somewhat shaped by 

the participants providing ǘƘŜ ƻǇǇƻǊǘǳƴƛǘȅ ŦƻǊ ǎŜǊǾƛŎŜǎ ǳǎŜǊǎ ŀƴŘ ŦŀŎƛƭƛǘŀǘƻǊǎ ǘƻ ΨǎŜǘ ǘƘŜ 

ŀƎŜƴŘŀΩΣ ŀƴŘ ŀƭƭƻǿƛƴƎ ǊŜǎŜŀǊŎƘ ƛƴǎǘǊǳƳŜƴǘǎ ǘƻ ōŜ ǎƻƳŜǿƘŀǘ ƎǳƛŘŜŘ ōȅ ǘƘŜ ŦƛƴŘƛƴƎǎ (166). 

In line with the realist approach adopted interview guides were not restricted to fit the 

domains of a given theory or framework (167). The lack of literature in this area also 

meant that a more deductive approach would currently be somewhat inappropriate. 

Instead more flexible guides based on the literature and study context allowed for a more 
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authentic and exploratory approach where unanticipated and unprompted issues were 

truly allowed to emerge (168, 169). This approach has previously been employed in health 

services research (169).  

 

Thematic analysis, which is argued by Braun and Clarke to provide an accessible and 

theoretically flexible approach to analysing qualitative data (170), was then conducted 

prior to mapping of the emergent themes onto an emergent framework of barriers and 

facilitators, thus allowing the data to speak and themes to emerge organically.  

Links between studies  

By establishing smoking prevalence and prevalence of smoking-related disease Study 1 

set the epidemiological context and evidence base for the thesis. Study 2 went on to 

assess smoking prevalence and current cessation care in a psychiatric patient population. 

This allowed the researcher to compare smoking prevalence across populations with 

MHDs at both a population and clinical level. Study 2 also assessed cessation care 

provided by healthcare professionals, a theme which was also explored in Study 3 among 

service users in community mental health day services. More broadly however, Study 3 

ǎŜǊǾŜŘ ǘƻ ŜȄǇƭƻǊŜ ǿƘŜǘƘŜǊ ŀ ŎƻƳƳǳƴƛǘȅ ǎŜǊǾƛŎŜ ŎƻǳƭŘ ōŜ ΨǘƘŜ ǎƻƭǳǘƛƻƴΩ ǘƻ ǘƘŜ ǇǊƻōƭŜƳ 

highlighted by Study 1 and Study 2.   

More detail on how findings integrate will be provided later within the discussion chapter. 

3.3 Mixed Methods: A Pragmatic Approach  

This thesis took a pragmatic approach, which is to say that the focus was on investigating 

the factors that have the most impact on the chosen subject matter and deciding the way 

in which to investigate those factors (171). In general, pragmatism as an approach is 

deemed beneficial for its redirection towards methodological concerns and proved apt 

given the need to modify the approach in this thesis, as described above. It is also 

considered particularly appropriate when combining qualitative and quantitative methods 

(171), given the specific justification it provides for same (172). In the current programme 

of research, Studies 1 and 2 were quantitative while Study 3 adopted a qualitative 

approach.  
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Pragmatism provides an effective alternative to emphasising the distinctions between 

purely quantitative and purely qualitative approaches and allows the researcher to 

transcend the dualism of purely quantitative and purely qualitative approaches (171). 

Rather than treating the broad tendencies of these methodologies as defining 

characteristics it allows for a more iterative process in which the researcher is working 

back and forth between the extremes commonly emphasised by each methodological 

approach. Table 3.2 below displays the alternative approach offered by pragmatism.  

 

Table 3. 2 Pragmatic approach to methodology 

 
Qualitative 
Approach 

Quantitative 
Approach 

Pragmatic 
Approach 

Connection of theory and data Inductive Deductive Abductive 

Inference from data Context Generality Transferability 

Relationship to research process Subjective Objective Intersubjective 

(Source: Morgan ((171) p.71)) 
 

For instance, in relation to the linking of theory and data, the use of abductive reasoning 

transcends a purely grounded inductive or purely top-down deductive approach instead 

moving back and forth between induction and deduction (171, 173). Abductive reasoning 

involves the logical connection made by researchers between data and theory (174).  As 

Feilzer writes, datasets may be analysed separately at first, then moving back and forth 

between the datasets with the knowledge produced by each one and then finally bringing 

them together enables the interpretation of data from a multidimensional perspective 

where each dataset is informed, questioned and enhanced by the others (173).   

 

Secondly, in relation to inference from data, or the extent to which study results can be 

inferred to other settings, pragmatism calls for transferability. Rather than in quantitative 

research where generalisability is a key concern, or qualitative research where results are 

often considered context specific, Morgan argues that the focus in pragmatism is on what 

one can do with the knowledge they produce. This is achieved through investigating the 
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factors that affect whether knowledge can be transferred. For example, assessing 

whether results from a particular programme evaluation have implications for the 

implementation of similar programmes in other contexts (171). 

 

Finally, while qualitative and quantitative research are commonly regarded as taking 

subjective and objective approaches respectively, others argue this is an artificial 

summary of the relationship between the researcher and the research process and that 

complete objectivity and complete subjectivity are equally impossible (171). Pragmatism, 

as a third paradigm, offers an alternative to these arguably unrealistic goals (171, 172). 

¢Ƙƛǎ ƛƴǘŜǊǎǳōƧŜŎǘƛǾŜ ŀǇǇǊƻŀŎƘ ŀǎǎŜǊǘǎ ΨōƻǘƘ ǘƘŀǘ ǘƘŜǊŜ ƛǎ ŀ ǎƛƴƎƭŜ άǊŜŀƭ ǿƻǊƭŘέ ŀƴŘ ǘƘŀǘ ŀƭƭ 

ƛƴŘƛǾƛŘǳŀƭǎ ƘŀǾŜ ǘƘŜƛǊ ƻǿƴ ǳƴƛǉǳŜ ƛƴǘŜǊǇǊŜǘŀǘƛƻƴǎ ƻŦ ǘƘŀǘ ǿƻǊƭŘΩ ό(171)p.72).  

  

3.4 Rationale for mixed methods thesis  

While pragmatism offers a legitimate approach to combining qualitative and quantitative 

methods it is also important to explore why mixed methods are appropriate to the 

current programme of research in the first place. Justifications offered for the use of 

mixed methods in Health Services Research include: the need for comprehensiveness and 

the complexity of health care; the need  to focus on processes as well as outcomes and 

the range of methodological approaches required to do this; as well as ensuring 

disempowered or marginalised groups in society are given a voice (175). 

 

In relation to complexity, the use of mixed methods by health services researchers is 

commonly justified on pragmatic grounds given they work in an applied field and study 

complex issues in complex environments. For instance, employing qualitative components 

allows researchers to study a range of aspects of an intervention or service (175). In the 

current programme of research, Study 3 sought to evaluate a complex, changing 

intervention which was not highly controlled, with implementation varying across 

centres, thus presenting real world conditions which represented a complexity beyond a 

quantitative approach. Here pragmatism dictated that a qualitative approach be 

employed in order to provide richer and more useful data in light of the actual research 

question and context.  
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Another argument for mixed methods research lies in the perceived strength of 

qualitative methods in accessing the views and voices of service users and providers and 

the importance of same in grounding the research in the real world (175).  The need to 

emancipate marginalised and vulnerable groups in particular has often been presented in 

justifying the inclusion of a qualitative component within a programme of research (175). 

Given Study 3 aimed to evaluate a service provided to a vulnerable group (community 

mental health service users) this was particularly pertinent, not to mention the applied 

and pragmatic approach taken in the thesis in general which commanded the inclusion of 

both patient and provider voices.  

 

Overall, in the current thesis a mixed methods approach was taken for its intrinsic value 

and ōŀǎŜŘ ǳǇƻƴ ǘƘŜ ǊŜǎŜŀǊŎƘŜǊΩǎ ǇǊŀƎƳŀǘƛŎ stance which emphasized the centrality of the 

research question in determining methods employed at all stages (175). This is the 

pragmatic justification for using mixed methods in Health Services Research i.e. the 

practical need to use a range of methods and the need to choose most appropriate 

method to answer the research question while also considering the research context. In 

the current thesis pragmatism therefore demanded the use of mixed methods (175), 

while also lending  

itself to the legitimate combination of qualitative and quantitative methods and allowing 

for the possibility of working back and forth between the two approaches (171). 

3.5 Summary  

Overall this thesis broadly adopted MRC guidelines as its theoretical approach. While 

epidemiological context in relation to impact was set in Study 1, Studies 2 and 3 

established the evidence base in relation to care in secondary and community settings. To 

facilitate a greater understanding of current care, findings from Study 2 and 3 were also 

mapped onto the RE-AIM and MRC Process Evaluation Frameworks respectively. In 

relation to stance a pragmatic approach was adopted. Pragmatism emphasizes the 

centrality of the research question in determining methods employed and offers a 

legitimate approach to the combination of qualitative and quantitative methods.  In this 

thesis a mixed methods approach was demanded by the research questions, by the 
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complexity of the field which is commonly the case in health services research and 

crucially by the need to truly access stakeholder voices and views.  
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Chapter 4: Secondary Analysis of the Irish Longitudinal Study on 

Ageing  

4.1 Introduction  

Study 1 was a secondary analysis of a nationally representative dataset of community 

living adults aged 50 and over, the Irish Longitudinal Study on Ageing. As described in 

Chapter 3, it was necessary for this thesis to first set the epidemiological context in 

relation to the impact of smoking on those with MHDs in order to build the evidence base 

for health service policy in the Irish context. Smoking prevalence and the impact of 

smoking in relation to prevalence of smoking-related diseases were therefore established 

in individuals with MHDs compared to the general population. STROBE guidelines for 

observational studies were employed in reporting of both methodology and results of this 

study (176). This study has been published in the Journal of Psychosomatic Research 

(177). 

4.2 Study design 

This study was a retrospective secondary analysis of cross-sectional data from a 

longitudinal cohort study, conducted in an effort to examine the association between 

MHDs and smoking and between MHDs and smoking-related diseases. 

4.3 The Irish Longitudinal Study on Ageing (TILDA)  

TILDA is a large-scale, longitudinal study on ageing involving a nationally representative 

cohort of over 8,000 respondents aged 50 and over and resident in Ireland. The current 

analysis involved the first wave which was collected between 2009 and 2011. Data 

collection involved an extensive face-to- face computer assisted home interview, a self-

completion questionnaire for data deemed more sensitive and a health assessment. At 

wave one 5,894 (72.1%) of the 8,175 participants aged 50 and over completed a health 

assessment. Health assessments were conducted at TILDA Assessment Centres in Dublin 

and Cork, or for those not willing to travel to TILDA Assessment Centres a shorter 

assessment carried out in their home by a qualified, trained nurse was offered. At wave 

one 5,894 (72.1%) of the 8,175 participants aged 50 and over completed a health 

assessment. All variables included in the current analysis were collected at both health 
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centre and home assessments. Through the home interview and questionnaires detailed 

data on smoking and physical health was collected. Data on medication use and self-

reported doctor diagnosed mental health conditions was also collected as was scale data 

relating to anxiety and depression symptoms. Thus TILDA provided the best national 

sample data for the establishment of the extent of smoking-induced disease in those with 

enduring mental health problems in Ireland.  

4.4 Participants  

TILDA provides a stratified clustered nationally representative sample of community 

dwelling adults aged 50 and over living in Ireland (178). Private residential dwellings were 

assigned to clusters stratified by geography and socioeconomic group to produce a 

population representative sample of older adults. Across households where it was 

possible to make contact to confirm eligibility a response rate of 62% was achieved (179). 

Population weighting was employed to counteract bias introduced by differential 

nonresponse (179). The main sample was compared to Quarterly National Household 

Survey respondents on age, sex and educational attainment and consequent weights 

assigned (178). A more detailed description of the study sample and response rates has 

been described elsewhere (180). While a nationally representative sample of community 

living older adults was achieved the use of private dwellings as a sampling frame means 

individuals who were homeless or in residential care are not represented in the data. 

Though not recorded in a systematic way the study team have also advised that eligible 

participants in community dwellings who were too unwell to participate were excluded. 

4.5 Variables  

4.5.1 Outcomes 

Smoking status:  Self-reported current smoking status i.e. current, former or never 

smoker. 

Those who reported ŜǾŜǊ ǎƳƻƪƛƴƎ ΨŎƛƎŀǊŜǘǘŜǎΣ ŎƛƎŀǊǎΣ ŎƛƎŀǊƛƭƭƻǎ ƻǊ ŀ ǇƛǇŜ Řŀƛƭȅ ŦƻǊ ŀ ǇŜǊƛƻŘ 

ƻŦ ŀǘ ƭŜŀǎǘ ƻƴŜ ȅŜŀǊΩ were defined as ever smokers (lifetime prevalence). Ever smokers 

answered further smoking questions and those who answered Ψ¸ŜǎΩ ǿƘŜƴ ŀǎƪŜŘ ƛŦ ǘƘŜȅ 

smoked at the present time (including if smoked in past 3 months) were categorised as 

current smokers ǿƘƛƭŜ ǊŜǎǇƻƴŘŜƴǘǎ ǿƘƻ ŀƴǎǿŜǊŜŘ ΨbƻΩ ǿŜǊŜ ŘŜŦƛƴŜŘ ŀǎ ŦƻǊƳŜǊ ǎƳƻƪŜǊǎ.  
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This smoking status outcome variable was also assessed as a potential mediator and 

effect modifier in modelling smoking-related disease.  

Smoking-related disease: The presence of any one or more smoking-related diseases 

i.e. respiratory disease, cardiovascular disease and smoking-related cancers.  

 

For the purposes of this analysis smoking-ǊŜƭŀǘŜŘ ŎŀƴŎŜǊ ǿŀǎ ŘŜŦƛƴŜŘ ŀǎ ŀƴǎǿŜǊƛƴƎ Ψ¸ŜǎΩ 

when asked if they were ever told by a doctor that they had cancer in any of the following 

sites: Lung; Colon or rectum; Stomach; Oesophagus; Bladder; Liver; Cervix; Kidney; 

Pancreas; Oral cavity; Larynx; Other pharynx (including nasopharynx, oropharynx, 

laryngopharynx or hypopharynx). These sites were identified based on the 2014 Surgeon 

DŜƴŜǊŀƭΩǎ ǊŜǇƻǊǘ (181). Cancer of the lip, the renal pelvis and acute myeloid leukaemia 

were not included as these were not specified in the TILDA study.  

 

wŜǎǇƛǊŀǘƻǊȅ ŘƛǎŜŀǎŜ ǿŀǎ ŘŜŦƛƴŜŘ ŀǎ ŀƴǎǿŜǊƛƴƎ Ψ¸ŜǎΩ ǿƘŜƴ ŀǎƪŜŘ ƛŦ ǘƘŜȅ ǿŜǊŜ ŜǾŜǊ ǘƻƭŘ ōȅ ŀ 

ŘƻŎǘƻǊ ǘƘŀǘ ǘƘŜȅ ƘŀŘ άchronic lung disease such as chronic bronchitis or emphysemaέΦ  

 

/ŀǊŘƛƻǾŀǎŎǳƭŀǊ ŘƛǎŜŀǎŜ ǿŀǎ ŘŜŦƛƴŜŘ ŀǎ ŀƴǎǿŜǊƛƴƎ Ψ¸ŜǎΩ ǿƘŜƴ ŀǎƪŜŘ ƛŦ ǘƘŜȅ ǿŜǊŜ ŜǾŜǊ ǘƻƭŘ 

ōȅ ŀ ŘƻŎǘƻǊ ǘƘŀǘ ǘƘŜȅ ƘŀŘ ΨŀƴƎƛƴŀΩΣ Ψŀ ƘŜŀǊǘ ŀǘǘŀŎƪ (including myocardial infarction or 

ŎƻǊƻƴŀǊȅ ǘƘǊƻƳōƻǎƛǎύΩΣ ΨŎƻƴƎŜǎǘƛǾŜ ƘŜŀǊǘ ŦŀƛƭǳǊŜΩΣ ΨƘƛƎƘ ŎƘƻƭŜǎǘŜǊƻƭΩΣ Ψŀ ǎǘǊƻƪŜ όŎŜǊŜōǊŀƭ 

ǾŀǎŎǳƭŀǊ ŘƛǎŜŀǎŜύΩ ƻǊ ΨaƛƴƛǎǘǊƻƪŜ ƻǊ ¢L!ΩΦ  

 

For the purposed of this analysis, respiratory disease, cardiovascular disease and smoking-

related cancers were combined to indicate having a chronic disease (score=1) or not 

(score=0) due to low numbers in two categories. 

4.5.3 Exposure variables  

MHDs: A number of variables were taken as indicators of evidence of MHDs and used 

individually and in combination to model the association between MHDs and smoking and 

between MHDs and smoking-related disease.  

!ƴ ŜƳƻǘƛƻƴŀƭΣ ƴŜǊǾƻǳǎ ƻǊ ǇǎȅŎƘƛŀǘǊƛŎ ǇǊƻōƭŜƳ ǿŀǎ ŘŜŦƛƴŜŘ ŀǎ ŀƴǎǿŜǊƛƴƎ Ψ¸ŜǎΩ ǿƘŜƴ ŀǎƪŜŘ 

ƛŦ ǘƘŜȅ ǿŜǊŜ ŜǾŜǊ ǘƻƭŘ ōȅ ŀ ŘƻŎǘƻǊ ǘƘŀǘ ǘƘŜȅ ƘŀŘ άany emotional, nervous or psychiatric 

problems, such as depression or anxiety έΦ 
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Psychiatric medication use: Participants were asked to bring medications to interviewer 

during face-to-face home interview and all anxiolytics, antipsychotics and anti-

depressants were included (ATC codes: N05B; N05A; N06A). Any participant who was 

taking one of these medications was considered to have MHDs. 

Psychometric scales: Standardised z-scores for depression and anxiety scales, as follows. 

CES-D: The Center for Epidemiologic Studies Depression Scale (CES-D) is a 20-item self-

report depression scale designed for epidemiological studies of depression (182). Each 

item is measured on a 4-point Likert scale reflecting frequency of occurrence and a cutoff 

ǎŎƻǊŜ ƻŦ җ мс ƛǎ ǎŀƛŘ ǘƻ ƛƴŘƛŎŀǘŜ ŎƭƛƴƛŎŀƭƭȅ ǎƛƎƴƛŦƛŎŀƴǘ ƻǊ ǎŜǾŜǊŜ ŘŜǇǊŜǎǎƛǾŜ ǎȅƳǇǘƻƳǎΦ ¢Ƙƛǎ 

measure was administered during the face-to-face computer assisted home interview 

(179) and 8,044 (98.4%) responded to all 20-items.  

HADS-A: The HADS-A is the 7-item anxiety subscale of the Hospital Anxiety and 

Depression Scale (183). This self-report measure with a four option Likert-type response 

format was included in the self-completion questionnaire and returned by 6,635 of the 

8,175 (81.2%) TILDA participants aged 50 and over.  

4.5.4 Covariates 

Demographic variables (age, sex, education and marital status) were adjusted for when 

predicting smoking status. In models predicting smoking-related disease socio-

demographic variables (age, sex, education) as well as other known confounders (physical 

activity, waist circumference, alcohol use and diabetes (self-reported doctor diagnosed)) 

were included. Age and waist circumference were continuous, while all other covariates 

were ordinal/categorical. Physical activity was assessed using the short form 8-item 

version of The International Physical Activity Questionnaire (IPAQ) (184), which estimates 

time spent performing physical activities (moderate to vigorous) as well as inactivity (time 

spent sitting) (185). Alcohol problems were identified using the CAGE questionnaire, a 

widely used and extensively validated screening tool for alcoholism, which was included 

in the self-completion questionnaire. A CAGE test score of 2 or more is said to identify 

problem drinkers (185, 186). Waist circumference was measured at the health 

assessment during wave one and so was only available for participants completing that 

component.  



53 
 

4.6 Statistical analysis  

Key variables and demographic characteristics of the sample were compared according to 

smoking status using analysis of variance models and chi-square statistics as appropriate.  

Multinomial regression analysis was performed to investigate the association between 

MHDs and smoking. The models were weighted and adjusted for age, sex, education and 

marital status as these were all significantly associated with the outcome smoking status. 

The margins command in Stata provided adjusted prevalence estimates. 

Multivariate logistic regression models were then employed to explore the association 

between MHDs and smoking-related disease. These models were weighted and adjusted 

for potential confounders including socio-demographic characteristics (age, sex, 

education) and additional known risk factors (physical activity, waist circumference, 

alcohol use and diabetes (self-reported doctor diagnosed)). These covariates were 

identified based on the literature.  

.ŀǊƻƴ ŀƴŘ YŜƴƴȅΩǎ ŦƻǳǊ ǎǘŜǇ ŀǇǇǊƻŀŎƘ ǿŀǎ ŜƳǇƭƻȅŜŘ ǘƻ ǘŜǎǘ ŦƻǊ mediation (187). Firstly, 

as above, regression analyses were run to see if the independent variable, MHDs, 

predicted the dependent variable smoking-related disease. Secondly, and also already 

encompassed in aim one, regression analyses were conducted to see if MHDs predicted 

smoking. Thirdly, it was assessed whether the mediator, smoking status, predicted 

smoking-related disease even while adjusting for MHDs. Finally, smoking status was 

added to models predicting smoking-related disease and changes in the association 

between MHDs and smoking-related disease were observed for any mediational effects.  

Finally, interaction terms were built and added to models to test for any moderating role 

of smoking in the association between MHDs and smoking-related illnesses. 

Data analysis was performed using Stata 13.0 (188). 
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4.7 Results 

This analysis of TILDA included 8,175 participants aged 50 years and over. As described 

above, due to missing values related to issues such as health assessment attendance and 

completion of the HADS-A the analytic sample ranged from 5,024 to 8,158. Sample sizes 

for each model are included below (Tables 2-4).  

 

4.7.1 Descriptive data  

Table 1 summarises the demographic aspects of the sample, by smoking status 

(current/former/never). Overall self-reported current smoking prevalence was 18.24% 

while 38.1% were former smokers. Sex, age, education and marital status were all 

significantly related to current smoking status. Current smokers were younger and 

prevalence was highest in those with lower levels of education and among those who 

were separated or divorced. More of the men in the sample were former smokers while 

more of the women were never smokers. 
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Table 4. 1 Demographic profile of TILDA respondents aged 50 and over categorised by smoking status at baseline including  Anova and Chi-
square analyses (n=8,174) 

  Current smoker 

(n=1,491) 

18.2% 

Former smoker 

(n=3,117) 

38.1% 

Never smoker 

(n=3,566) 

43.6% 

  

Continuous  Mean SD Mean SD Mean SD F p Value 

Age 61.3 8.87 64.9 9.82 64.0 9.93 69.7 <.001** 

         

 Categorical N % N % N % ˔2 p Value 

Women 

 

811 18.3% 1,387 31.3% 2,233 50.4% 220.0 <.001** 
Men 680 18.2% 1,730 46.2% 1,333 35.6%   

Education         

Primary/None 571 22.8% 990 39.5% 942 37.6% 113.2 <.001** 
Secondary 619 19.0% 1,165 35.7% 1,479 45.3%   
Third/Higher 300 12.5% 960 39.9% 1,144 47.6%   

Marital status         

Married 920 16.3% 2,179 38.7% 2,538 45.0% 110.8 <.001** 
Never married 162 20.5% 311 39.3% 318 40.2%   
Separated/Divorced 186 33.8% 186 33.8% 179 32.5%   
Widowed 223 18.7% 441 36.9% 531 44.4%   
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The prevalence of MHDs ranged from 1.60% (self-reported alcohol or substance use 

problem) to 9.49% (severe depressive symptoms as per CES-D) based on the various 

indicator variables.  Almost half of respondents (45.9%) had at least one smoking-related 

disease at baseline. Cardiovascular disease was most prevalent (43.1%), followed by 

respiratory diseases (4.04%) and finally smoking-related cancers (1.65%).  

All exposure variables, outcomes (overall and contributing variables) and covariates were 

significantly associated with current smoking status (Table 1.2). In relation to outcome 

variables, both overall and in the case of each individual disease variable former smoking 

was more prevalent than current or never smoking. Those reporting a diagnosed 

respiratory disease had however also retained a high rate of current smoking (32.4%). 

Physical activity was less strongly related to current smoking status in comparison to 

other covariates, though the association was still statistically significant.
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Table 4. 2 The presence of MHDs (exposure variables), smoking-related illnesses (outcome) and confounding variables by smoking status 
(n=8,174) including Anova and Chi-square analyses 

  Current smoker 

(n=1,491) 

18.2% 

Former smoker 

(n=3,117) 

38.1% 

Never smoker 

(n=3,566) 

43.6% 

  

 N % N % N % ˔2 p Value 

MHDs indicator variables 

(Exposure variables) 

        
Emotional, nervous or psychiatric 

problem (self-reported doctor 

diagnosed) 

  

190 27.4% 254 36.6% 249 35.9% 45.7 <.001** 

         Psychiatric medication use 

(antidepressant, antipsychotic or 

anxiolytic) 

(Self-reported)     

200 27.2% 269 36.6% 266 36.2% 46.4 <.001** 

Antidepressant 148 26.4% 206 36.8% 206 36.8% 28.8 <.001** 
Antipsychotic 40 36.0% 32 28.8% 39 35.1% 23.9 <.001** 

Anxiolytic 49 28.6% 65 38.0% 57 33.3% 14.6 .001* 
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  Current smoker 

(n=1,491) 

18.2% 

Former smoker 

(n=3,117) 

38.1% 

Never smoker 

(n=3,566) 

43.6% 

  

 N % N % N % ˔2 p Value 

         
         

Alcohol/substance abuse (self-

reported doctor diagnosed) 

57 43.5% 50 38.2% 24 18.3% 66.2 <.001** 

Depression (CES-D)  (n=8,044)            
None/mild (7 or less) 737 15.2% 1,873 38.7% 2,230 46.1% 129.4 <.001** 

Moderate (8-15) 422 19.0% 856 38.5% 944 42.5%   
Severe (16+) 296 30.2% 342 34.9% 343 35.0%   

Anxiety (HADS-A) (n=6,637)          

Normal (7 or less) 756 15.1% 1,978 39.4% 2,286 45.5% 78.6 <.001** 
Possible (8-10) 199 19.4% 381 37.2% 444 43.4%   
Probable (11+) 172 29.0% 201 33.9% 220 37.1%   
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  Current smoker 
(n=1,491) 
18.2% 

Former smoker 
(n=3,117) 
38.1% 

Never smoker 
(n=3,566) 
43.6% 

  

 N % N % N % ˔2/F p Value 

Outcomes         
Any smoking-related disease 
(self-reported doctor diagnosed) 
 

648 17.3% 1,573 42.0% 1,526 40.7% 44.0 <.001** 

Respiratory  107 32.4% 143 43.3% 80 24.2% 70.0 <.001** 
Smoker-related cancers  26 19.3% 69 51.1% 40 29.6% 12.3 .002* 
CVD  583 16.5% 1,479 42.0% 1,463 41.5% 40.0 <.001** 

         Other covariates         
IPAQ (Physical Activity)(n=8,096) 
Current  

        
Low 517 19.9% 955 36.8% 1,120 43.2% 11.5 .022* 
Moderate 459 16.5% 1,087 39.0% 1,241 44.5%   
High 500 18.4% 1,044 38.4% 1,173 43.2%   

Alcohol problem (n=6,758)                 
(CAGE score of 2 or more)  

215 26.4% 390 47.8% 210 25.8% 142.9 <.001** 

Diabetes (self-reported doctor 
diagnosed)  
 

110 17.3% 293 46.2% 231 36.4% 20.2 <.001** 

Waist cm (n=5,863)  
(mean and (SD)) 

93.77 (13.9) 97.79 (14.0) 93.95 (13.5) F=55.9 <.001** 
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4.7.2 Predicting smoking status using MHDs  

Multinomial logistic regression was employed to predict smoking status based on 

evidence of MHDs and adjusting for age, sex, education and marital status. Variables 

indicating evidence of MHDs  were; a self-reported doctor diagnosed emotional nervous 

or psychiatric problem (Model 1), self-reported psychiatric medication use (Model 2), self-

reported doctor diagnosed alcohol/substance abuse (Model 5) and scores on 

depression(Model 7) and anxiety scales(Model 8) the CES-D and HADS-A respectively. 

Models combining multiple mental health indicator variables were also employed with 

the aim of exploring associations with smoking at various levels of evidence. Model 3 

combined a self-reported emotional nervous or psychiatric problem and self-reported 

psychiatric medication use while in Model 4 the predictor variable was the presence of 

either one of these. Model 6 was the presence of either a self-reported emotional, 

nervous or psychiatric problem or an alcohol/substance use problem. Decisions regarding 

the combination of variables within models were made based on both logic and the need 

to provide a sample size which would provide sufficient power for regression analyses.  

As shown in Table 4.3, all models indicating evidence of MHDs were significant predictors 

of current smoking status. Relative risk ratios for former and current smoking ranged from 

1.26 to 1.99 and 1.84 to 4.31 respectively while adjusting for potential confounders. 

Never smoker was the base category. Across models the adjusted current smoking 

prevalence ranged from 25-39% and was highest in the alcohol/substance abuse group. 

This compares to the crude smoking prevalence of 18.24% in the sample overall. Adjusted 

former smoking prevalence ranged from 38-41% which compares to 38% in the overall 

sample. The prevalence of never smoking was particularly low in the self-reported doctor 

diagnosed alcohol/substance abuse group (Model 5) at 22%, albeit from the initially low 

absolute prevalence of 1.6%. 
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Table 4. 3 Adjusted multinomial regression models of smoking status (current/past/never) according to various indicators of MHDs for 
TILDA cohort 

Model   n Adjusted 
prevalence  

Adjusted 
prevalence 

for no 
MHDs  

Adjusted 
RRR 

95% CI P value 

1 Emotional, nervous or 
psychiatric problem (self-
reported doctor 
diagnosed) 

8,154      

 Never smoker   34% 44% (base)   
 Former smoker  39% 37% 1.33 1.10-1.60 .003* 
 Current smoker  26% 19% 1.84 1.50-2.26 <.001** 

2 Psychiatric medication use  
(Self-reported)           

8,158      

 Never smoker   35% 44% (base)   
 Former smoker  38% 38% 1.26 1.05-1.52 .012* 
 Current smoker  27% 19% 1.84 1.51-2.25 <.001** 
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Model   n Adjusted 
prevalence  

Adjusted 
prevalence 

for no 
MHDs  

Adjusted 
RRR 

95% CI P value 

3 Self-reported doctor 
diagnosed emotional, 
nervous or psychiatric 
problem and self-reported 
any psychiatric medication 

8,158      

 Never smoker   33% 43% (base)   
 Former smoker  41% 38% 1.44 1.11-1.86 .006* 
 Current smoker  26% 19% 1.90 1.40-2.55 <.001** 

4 Self-reported doctor 
diagnosed emotional, 
nervous or psychiatric 
problem or self-reported 
any psychiatric medication  

8,158      

 Never smoker   35% 44% (base)   
 Former smoker  38% 38% 1.26 1.08-1.46 .003* 
 Current smoker  26% 18% 1.87 1.58-2.21 <.001** 

5 Alcohol/Substance abuse 
(self-reported doctor 
diagnosed) 

8,158      

 Never smoker   22% 43% (base)   
 Former smoker  38% 38% 1.99 1.19-3.33 .009* 
 Current smoker  39% 19% 4.31 2.47-7.53 <.001** 
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Model   n Adjusted 
prevalence  

Adjusted 
prevalence 

for no 
MHDs  

Adjusted 
RRR 

95% CI P value 

6 Alcohol/Substance abuse 
or Emotional, nervous or 
psychiatric problem (self-
reported doctor 
diagnosed) 

8,158      

 Never smoker   34% 44% (base)   
 Former smoker  38% 38% 1.33 1.11-1.60 .002* 
 Current smoker  28% 18% 2.04 1.68-2.47 <.001** 

7 CES-D                            8,029       

 None/Mild (base)      

 Never smoker   46%  (base)   
 Former smoker  38%     
 Current smoker  17%     
 Moderate       
 Never smoker   41%  (base)   
 Former smoker  38%  1.14 1.01-1.29 .036* 
 Current smoker  21%  1.33 1.15-1.54 <.001** 
 Severe       
 Never smoker   35%  (base)   
 Former smoker  38%  1.37 1.15-1.63 <.001** 
 Current smoker  26%  2.27 1.88-2.75 <.001** 
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Model   n Adjusted 
prevalence  

Adjusted 
prevalence 

for no 
MHDs  

Adjusted 
RRR 

95% CI P value 

8 HADS-A                        6,626      

 Normal (base)      
 Never smoker   45%  (base)   
 Former smoker  38%     
 Current smoker  17%     
 Possible Anxiety       
 Never smoker   41%  (base)   
 Former smoker  39%  1.12 0.96-1.32 .141 
 Current smoker  21%  1.30 1.06-1.60 .011* 
 Probable Anxiety       
 Never smoker   36%  (base)   
 Former smoker  38%  1.27 1.02-1.59 .034* 
 Current smoker  25%  2.02 1.59-2.56 <.001** 
Weighted and adjusted for age, sex, education and marital status. 
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4.7.3 Predicting smoking -related illnesses using MHDs   

A number of multivariate logistic regression models were conducted to assess the 

association between various indicators of MHDs and the presence of smoking-related 

disease. Employing the same eight models used to predict smoking status above, the 

relevant outcome was the presence of any one or more smoking-related diseases i.e. 

cardiovascular disease, respiratory disease or smoking-related cancer as detailed above in 

methods section. Covariates adjusted for were age, sex, education, physical activity 

(IPAQ), waist circumference, alcohol problem (CAGE) and diabetes.  

All models were predictive of presence of smoking-related disease with odds ratios 

ranging from 1.24 to 1.62 (Table 4.4). The adjusted prevalence of smoking-related disease 

ranged from 53 to 60% and was highest in those reporting a diagnosed alcohol/substance 

abuse problem. This compares to a crude prevalence of 46% in the overall sample. 
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Table 4. 4 Adjusted logistic regression models of any smoking-related disease (respiratory disease, cardiovascular disease or smoking-
related cancer) according to various indicators of MHDs for TILDA cohort  

Model  

n 

Adjusted 

prevalence 

smoking-related 

disease 

Adjusted 

prevalence 

smoking-related 

disease for no 

MHDS  

Adjusted 

OR 95% CI P value 

1 Emotional, nervous or psychiatric 

problem (self-reported doctor 

diagnosed) 

5,176 53% 48% 1.24 1.01-1.51 .036* 

2 Psychiatric medication use  

(self-reported) 

5,176 55% 48% 1.38 1.12-1.70 .002* 

3 Self-reported doctor diagnosed 

emotional, nervous or psychiatric 

problem and self-reported any 

psychiatric medication 

5,176 57% 48% 1.46 1.11-1.93 .007* 

4 Self-reported doctor diagnosed 

emotional, nervous or psychiatric 

problem or self-reported any psychiatric 

medication 

5,176 53% 47% 1.27 1.07-1.50 .006* 
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Model  

n 

Adjusted 

prevalence 

smoking-related 

disease 

Adjusted 

prevalence 

smoking-related 

disease for no 

MHDS  

Adjusted 

OR 95% CI P value 

5 Alcohol/Substance abuse  

(self-reported doctor diagnosed) 

5,176 60% 48% 1.62 1.00-2.62 .048 

6 Alcohol/Substance abuse or Emotional, 

nervous or psychiatric problem  

(self-reported doctor diagnosed) 

5,176 54% 48% 1.30 1.07-1.58 .008* 

7 CES-D                              5,114      

 None/mild  46%     

 Moderate  50%  1.10 0.96-1.26 .160 

 Severe  54%  1.44 1.18-1.75 <.001** 

8 HADS-A                           5,024      

 Normal  47%     

 Possible anxiety  51%  1.10 0.93-1.29 .261 

 Probable anxiety  55%  1.50 1.21-1.85 <.001** 
Weighted and adjusted for age, sex, education, physical activity (IPAQ), waist circumference, alcohol problem (CAGE) and diabetes. 
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4.7.4 Mediation analysis  

!ǎ ǇŜǊ .ŀǊƻƴ ŀƴŘ YŜƴƴȅΩǎ Ŧƻǳr steps for mediation, the independent variable, MHDs, 

therefore predicted the dependent variable smoking-related disease thus fulfilling the 

ŦƛǊǎǘ ǎǘŜǇ ƛƴ .ŀǊƻƴ ŀƴŘ YŜƴƴȅΩǎ ŀǇǇǊƻŀŎƘ (187). As already displayed above in Table 4.3, 

the independent variable, MHDs, also predicted smoking status thereby fulfilling the 

ǎŜŎƻƴŘ ǎǘŜǇ ƛƴ .ŀǊƻƴ ŀƴŘ YŜƴƴȅΩǎ ŀǇǇǊƻŀŎƘ ǘƻ ƳŜŘƛŀǘƛƻƴ ŀƴŀƭȅǎŜǎΦ  

In order to assess ǘƘŜ ǘƘƛǊŘ ǎǘŜǇ ƛƴ .ŀǊƻƴ ŀƴŘ YŜƴƴȅΩǎ ŀǇǇǊƻŀŎƘ (187), further regression 

analyses were conducted which confirmed that smoking status predicted smoking-related 

disease, with significant associations for former smoking (step 3).  

Lastly smoking status was added to all models predicting smoking-related disease to 

ŀǎǎŜǎǎ ǘƘŜ ŦƻǳǊǘƘ ŀƴŘ Ŧƛƴŀƭ ǎǘŜǇ ƻŦ .ŀǊƻƴ ŀƴŘ YŜƴƴȅΩǎ ŀǇǇǊƻŀŎƘ ǘƻ ƳŜŘƛŀǘƛƻƴ ŀƴŀƭȅǎŜǎΦ !ǎ 

shown below in Table 4.5, the addition of smoking status to models had virtually no 

impact on odds ratios. Changes observed were negligible and therefore failed to fulfil step 

four indicating that the association between MHDs and smoking-related disease was not 

mediated by smoking.     
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Table 4. 5 Adjusted logistic regression models of any smoking-related disease according to various indicators of MHDs for TILDA cohort and 
with mediational analysis adjusting for smoking status (never/past/current) 

Model 
      

Mediation analysis 

  

n 

Adjusted 
prevalence 
smoking-
related 
disease 

Adjusted 
prevalence 
smoking-
related 

disease for 
no MHDS 

Adjusted 
OR 95% CI P value 

Adjusted 
OR 

95% CI P value 

1 Emotional, nervous 
or psychiatric 
problem             
 (self-reported  
doctor diagnosed) 

5,176 53% 48% 1.24 1.01-1.51 .036* 1.23 1.01-1.51 .039* 

2 Psychiatric 
medication use 
(self-reported) 

5,176 55% 48% 1.38 1.12-1.70 .002* 1.38 1.12-1.70 .002* 

3 Self-reported 
doctor diagnosed 
emotional, nervous 
or psychiatric 
problem and self-
reported any 
psychiatric 
medication 

5,176 57% 48% 1.46 1.11-1.93 .007* 1.45 1.10-1.92 .008* 
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Model       Mediation analysis 
  

n 

Adjusted 
prevalence 
smoking-
related 
disease 

Adjusted 
prevalence 
smoking-
related 

disease for 
no MHDS 

Adjusted 
OR 95% CI P value 

Adjusted 
OR 

95% CI P value 

4 Self-reported 
doctor diagnosed 
emotional, nervous 
or psychiatric 
problem or self-
reported any 
psychiatric 
medication 

5,176 53% 47% 1.27 1.07-1.50 .006* 1.27 1.07-1.50 .006* 

5 Alcohol/Substance 
abuse (self-
reported  
doctor diagnosed) 

5,176 60% 48% 1.62 1.00-2.62 .048 1.63 1.01-2.61 .044* 

6 Alcohol/Substance 
abuse or Emotional, 
nervous or 
psychiatric problem 
(self-reported 
doctor diagnosed) 

5,176 54% 48% 1.30 1.07-1.58 .008* 1.30 1.07-1.58 .008* 
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Model 
      

Mediation analysis 
 

 

 n 

Adjusted 
prevalence 
smoking-
related 
disease 

Adjusted 
prevalence 
smoking-
related 

disease for 
no MHDS 

Adjusted 
OR 95% CI P value 

Adjusted 
OR 

95% CI P value 

7 CES-D                              5,114         
 None/mild  46%        
 Moderate  50%  1.10 0.96-1.26 .160 1.10 0.96-1.26 .190 
 Severe  54%  1.44 1.18-1.75 <.001** 1.43 1.18-1.74 <.001** 

8 HADS-A                           5,024         
 Normal  47%        
 Possible anxiety  51%  1.10 0.93-1.29 .261 1.10 0.93-1.30 .256 
 Probable anxiety  55%  1.50 1.21-1.85 <.001** 1.50 1.21-1.85 <.001** 
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4.7.5 Moderation analysis  

In order to assess moderation, interaction terms for smoking and MHDs were built. 

Results from the moderation analysis are presented in Table 4.6 (see Appendix 3 for full 

models). All smoking and MHDs interaction terms were non-significant when main effects 

were included in the model, except one. Past smoking appeared to have a negative 

moderating effect on the association between self-reported doctor diagnosed emotional, 

nervous or psychiatric problems and smoking-related diseases while current smoking had 

no significant moderating role, although effect sizes were similar. This would suggest that 

those who self-reported a doctor diagnosed emotional, nervous or psychiatric problem 

and were former smokers were less likely to have a smoking-related disease, although the 

fact that this result was not replicated in any other model suggests this may represent a 

spurious finding.  
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Table 4. 6 Moderation analysis: Odds ratios for smoking and MHDs interaction terms for any smoking-related disease (respiratory disease, 
cardiovascular disease or smoking-related cancer)  

Model   n Adjusted OR 95% CI P 

value 

1 Emotional, nervous or psychiatric problem  

(self-reported doctor diagnosed) 

5,176    

 x Past Smoking  0.62 0.39-0.98   .041* 

 x Current Smoking  0.66 0.38-1.15 .142 

2 Psychiatric medication use  

(self-reported)  

5,176    

 x Past Smoking  1.10 0.69-1.74 .699 

 x Current Smoking  1.14 0.68-1.91 .627 

3 Self-reported doctor diagnosed emotional, 

nervous or psychiatric problem and self-

reported any psychiatric medication  

5,176    

 x Past Smoking  1.02 0.53-1.96 .962 

 x Current Smoking  1.26 0.63-2.55 .513 
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Model   n Adjusted OR 95% CI P 

value 

4 Self-reported doctor diagnosed emotional, 

nervous or psychiatric problem or self-reported 

any psychiatric medication  

5,176    

 x Past Smoking  0.76 0.52-1.11 .160 

 x Current Smoking  0.77 0.49-1.21 .257 

5 Alcohol/Substance abuse  

(Self-reported doctor diagnosed) 

5,176    

 x Past Smoking  2.08 0.52-8.34 .301 

 x Current Smoking  0.83 0.22-3.08 .779 

6 Alcohol/Substance abuse or Emotional, nervous 

or psychiatric problem  

(Self-reported doctor diagnosed) 

5,176    

 x Past Smoking  0.74 0.47-1.15 .177 

 x Current Smoking  0.68 0.41-1.13 .139 
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Model   n Adjusted OR 95% CI P 

value 

7 CES-D                                        

Moderate 

5,114    

 x Past Smoking  0.93 0.70-1.24 .638 

 x Current Smoking  0.84 0.56-1.25 .389 

 Severe     

 x Past Smoking  1.03 0.67-1.57 .899 

 x Current Smoking  1.14 0.69-1.88 .605 

8 HADS-A                                                        5,024    

 Possible Anxiety     

 x Past Smoking  1.23 0.85-1.77 .270 

 x Current Smoking  1.20 0.76-1.91 .437 

 Probable Anxiety     

 x Past Smoking  1.05 0.65-1.70 .834 

 x Current Smoking  0.86 0.50-1.48 .588 

Weighted and adjusted for age, sex, education, physical activity (IPAQ), waist circumference, alcohol problem (CAGE) and diabetes. 
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4.8 Discussion 

This study revealed a number of important findings in a population-based dataset of older 

people, using multiple indicators of MHDs to ensure robustness of findings. MHDs, as 

evidenced by self-reported doctor diagnosed problems, psychiatric medication use and 

scores on anxiety and depression scales, were associated with smoking status in 

community living adults aged 50 and over in Ireland. MHDs were also associated with the 

presence of a smoking-related disease i.e. respiratory disease, cardiovascular disease or a 

smoking-ǊŜƭŀǘŜŘ ŎŀƴŎŜǊ ƛƴ ǘƘƛǎ ŎƻƘƻǊǘΦ /ƻƴǘǊŀǊȅ ǘƻ ƻǳǊ ƘȅǇƻǘƘŜǎƛǎΣ ǊŜǎǇƻƴŘŜƴǘǎΩ ǎƳƻƪƛƴƎ 

status did not mediate the association between MHDs and smoking-related disease. 

While it was expected that higher rates of smoking would be an important factor in the 

relationship between MHDs and smoking-related disease, smoking did not fully explain 

the increased disease prevalence in this population. The various indicators of MHDs 

revealed similar results. Associations with both current smoking and with smoking-related 

disease were strongest for self-reported doctor diagnosed alcohol/substance use. This 

was the first study to examine the burden of smoking on the physical health of those with 

MHDs in Ireland at a population level.  

 

The first aim of the current study was to establish the prevalence of smoking and the 

prevalence of smoking-related disease in older adults with MHDs in Ireland. The higher 

rates of smoking among those with MHDs compared to the general population have 

already been established in the UK, the US and Australia (7, 14, 84). Between 2009 and 

2011 the general population smoking prevalence among those aged 15 and over in 

Ireland fell from 24.6% to 22.9%(189). In the current study adjusted current smoking 

prevalences of 25 to 39% were found among those with MHDs while former smoking 

prevalences were 38 to 41%. This compares to current smoking prevalences of 25.5 to 

59% among those with MHDs (7, 45, 80-84) found in previous studies and lifetime 

prevalences between 55.3 and 81% with higher rates observed in those with psychosis (7, 

15, 87).   

 

Increased rates of tobacco-related disease (44-46, 99-102) have also been shown. The 

adjusted prevalences of smoking-related disease in the current study ranged from 53 to 

60%. Previous studies have found prevalences ranging from 0.9 (peripheral vascular 
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disorder) to 61% (raised cholesterol) for cardiovascular conditions including cardiac 

disease and stroke. In relation to respiratory conditions, COPD prevalences of 6.8-45.7% 

(44, 45, 99-101) have been reported in previous studies. Cancer morbidity studies 

reporting prevalence according to MHDs appear to be rare though a number of mortality 

studies have been published.   

 

The second aim of this study was to uncover the impact of smoking on the association 

between MHDs and smoking-related disease. However, although the diseases included 

were selected by the authors to show the burden of tobacco on the physical health of 

those with MHDs in Ireland, in the current study smoking did not mediate this association. 

In general, smoking status had no moderating role in the association between MHDs and 

smokingςrelated diseases either. The only exception was a significant negative 

moderating effect of past smoking on the association between self-reported doctor 

diagnosed emotional, nervous or psychiatric problems and smoking-related diseases. 

However given this was present in just one model and not a pattern seen across exposure 

variables no strong conclusions can be drawn. Smoking intensity, in terms of pack years, 

was also assessed for mediation and moderation effects, given mental illness is associated 

with heavier smoking (88), but no effects were found (data not shown). Previous studies 

involving psychiatric populations or those with SMI have found elevated odds of 

respiratory illness, cardiovascular disease and risk of death from cardiovascular disease 

which were not fully explained by smoking (46, 80, 104). Researchers have suggested 

antipsychotic medications, diet, exercise (80) smoking intensity (dose-response 

relationship), inhaling more deeply (as has been indicated in schizophrenia) (190, 191) 

and greater second-hand smoke exposure (46) may form part of the explanation. It 

should also be noted that in the current study, cardiovascular disease, which is known to 

have risk factors beyond smoking, accounted for the vast majority of smoking-related 

disease. High cholesterol was also responsible for a large proportion of this CVD and 66% 

of the overall smoking-related disease outcome variable was accounted for by those with 

high cholesterol alone. However, only minor changes were present in a few models when 

cholesterol was excluded as an outcome, and the overall pattern of results remained (see 

Appendix 4). Respiratory disease and smoking-related cancers accounted for just 4% of 

the smoking-related disease outcome modelled. Other risk factors for cardiovascular 
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disease such as physical activity were assessed in this study but may not have been 

accurate enough to account for all excess risk. For instance, while the IPAQ is said to have 

reasonable measurement properties for 18-65 year olds (184) its reliability with those 

aged 65 and over has been questioned (192). It is also possible that other risk factors that 

were not assessed may be more important.  

 

Overall, individuals with MHDs are known to die younger (38, 42, 193-195) and tobacco-

related deaths specifically also seem to occur at an earlier age than in the general 

population (196). Given that the current study involved those aged 50 and over it is likely 

that a proportion of those with MHDs are missing from the dataset as they have already 

died or were terminally ill and therefore not participating. Support for this is provided by 

the fact that for most MHDs indicators (with the exception of medications) case 

respondents were significantly younger compared to the rest of the sample (data not 

shown). Only one of the studies cited above in describing excess morbidity and mortality 

was limited to an older population and it concerned those aged 65 and older and 

hospitalised for acute myocardial infarction (98). Another study, linking 1,213 inpatient 

records to death index data, found cigarette smoking contributed to an increased risk of 

death in schizophrenia patients particularly in those aged 35-54 years but that in older 

ages (55-69 years) mortality risk was actually lower for smokers (70). Similarly, Bandiera 

et al. found persons with MHD, including substance abuse, experience tobacco-related 

deaths at earlier ages than the general population but that after age 70 this pattern is 

reversed and tobacco-related deaths occur more often in the general population (196).  

Although descriptive data indicated that former smokers had higher estimates of 

smoking-related disease and only former smoking (and not current) was predictive of 

smoking-related disease, as stated results from the mediation and moderation analysis 

show that past smoking did not explain the association between MHDs and smoking-

related disease. It should be noted that in this older sample 38.1% were former smokers. 

Furthermore as stated this is a relatively healthy sample, missing those who have already 

died or were too unwell to participate. 
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4.8.1 Strengths and Limitations  

Strengths of the current study include the large nationally representative sample of older 

adults. The TILDA study with its robust methodology provides a detailed and rich 

population weighted dataset and the necessary power to adjust for many confounders. 

This large representative sample means results can be generalised to the population of 

older adults (179). This study also included multiple measures of MHDs from self-reported 

doctor diagnosed conditions to medication use to standardised scales.     

 

This study was limited in that it is representative only of those aged 50 and over who are 

living in the community. Datasets which do not include younger people or other sectors of 

society, such as those not living in the community do not provide a full picture and are 

therefore likely to underestimate disease prevalence, particularly if those excluded tend 

to experience higher rate of disease and decreased life expectancy as is the case for those 

with severe mental illness (38). Osborn et al. accessed the UK General Practitioners 

Research Database and achieved a large nationally representative community sample of 

people with SMI which included those in long-term care. However, as they acknowledged, 

homeless people may not be well-represented and as such the estimated risk of CHD 

death may still be even greater than it appears (80). This is again especially relevant in the 

case of MHDs given, as noted in the UK, the striking disparity of prevalence 

of psychiatric disorders in different subsections of the population (197). In addition to 

these challenges in gaining representative samples of those with SMI the exclusion of 

those in residential care is also an issue as while this covers only around 2% of those aged 

50 and over, it represents a greater proportion of those in older age categories and 

people in residential care tend to have more chronic disease (198).  Future research could 

look to include surveys of institutions and the homeless in addition to households.    

This study also largely relied on self-reported doctor diagnosed conditions and involved 

an older population introducing issues including under diagnosis of conditions and under-

reporting. This older sample in particular may potentially under-report conditions and 

medications due to memory but also due to stigma and social desirability bias (199), 

particularly in the case of questions around mental health within the context of a face-to-

face interview. A 2007 national survey in Ireland revealed just over half of respondents 
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ŀƎǊŜŜŘ ǿƛǘƘ ǘƘŜ ǎǘŀǘŜƳŜƴǘ ΨLŦ L ǿŀǎ ŜȄǇŜǊƛŜƴŎƛƴƎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎΣ L ǿƻǳƭŘƴΩǘ ǿŀƴǘ 

ǇŜƻǇƭŜ ƪƴƻǿƛƴƎ ŀōƻǳǘ ƛǘΩ (200). Self-report data in relation to smoking has however been 

shown to be accurate in most studies (201).  

 

In addition to potential underreporting, psychiatric medications such as benzodiazepines 

can be prescribed for short term conditions such as insomnia or as muscle relaxants for 

pain and thus would not necessarily indicate MHDs.  Furthermore the role which 

psychiatric medications themselves can play in terms of weight gain and metabolic effects 

is also a factor (202). Nonetheless the similar pattern of results across models (including 

those based on self-reported doctor diagnosed MHDs and scale scores) provides 

reassurance that this alone was not responsible for the increased risk of disease in those 

with indicated MHDs after controlling for smoking. The use of multiple models was also a 

limitation however, given multiple testing increases the risk of type I error. 

 

Arguably some models were overfitted due to the inclusion of the CAGE questionnaire 

(for consistency of models) as a covariate when modelling the presence of smoking-

related disease based on self-reported doctor diagnosed alcohol/substance abuse, 

meaning alcohol was included as confounder while also a component of the exposure 

variable, however removal had little impact on results (data not shown). As with all 

observational studies the potential for residual confounding cannot be ruled out. Finally, 

the fact that it was not possible to include cancers of the lip, the renal pelvis and acute 

myeloid leukaemia is a further limitation.  

 

4.8.2 Conclusions 

Among older community living adults in Ireland indicators of MHDs was associated with a 

higher prevalence of current smoking and self-reported doctor diagnosed cardiovascular 

disease, respiratory diseases and smoking-related cancers. This increased risk of smoking-

related disease remained even after adjusting for smoking status. 
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Chapter 5 Survey of Provided Smoking  Cessation Care in a Psychiatric 

Setting  

5.1 Introduction  

Study 2 assessed current levels of cessation care in a psychiatric setting in Ireland through 

a survey of service users and review of casenotes. Results were analysed according to the 

RE-AIM evaluation framework which allows researchers to evaluate the implementation 

of interventions in complex, real world settings (74, 157). STROBE guidelines for 

observational studies were employed in reporting of both methodology and results (176).  

5.2 Study design 

The study used a cross-sectional survey design at baseline, with a longitudinal follow-up 

at 3 months post-baseline survey for current smokers.  

5.3 Setting 

5.3.1 3Ô 0ÁÔÒÉÃËȭÓ 5ÎÉÖÅÒÓÉÔÙ (ÏÓÐÉÔÁÌ 

{ǘ tŀǘǊƛŎƪΩǎ ¦ƴƛǾŜǊǎƛǘȅ IƻǎǇƛǘŀƭ ƛǎ ŀƴ ƛƴŘŜǇŜƴŘŜƴǘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ƘƻǎǇƛǘŀƭ ƭƻŎated in Dublin 

ǿƛǘƘ ŀ ƴŀǘƛƻƴǿƛŘŜ ŎŀǘŎƘƳŜƴǘ ŀǊŜŀΦ  Lǘ ƛǎ LǊŜƭŀƴŘΩǎ ƭŀǊƎŜǎǘ ƛƴŘŜǇŜƴŘŜƴǘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ 

service provider and provides both inpatient and outpatient services.  The hospital 

consists of 241 beds across eight adult wards as well as a 14-bed adolescent unit. Baseline 

interviews were conducted between January and October 2016 with 3-month follow-up 

telephone interviews completed from April 2016 to March 2017. While the study was 

originally planned for two other sites, both private and public, research ethics approval 

for the same protocol was denied and the project was therefore moved to the St. 

tŀǘǊƛŎƪΩǎ ǎƛǘŜ όǎŜŜ !ǇǇŜƴŘƛȄ с). 

5.3.2 Ethical approval  

¢ƘŜ ǊŜǎŜŀǊŎƘ ŀǇǇǊƻǾŀƭ ŀƴŘ ŜǘƘƛŎǎ ŀǇǇƭƛŎŀǘƛƻƴ ǇǊƻŎŜǎǎ ōŜƎŀƴ ƛƴ {ǘΦ WƻƘƴ ƻŦ DƻŘΩǎ ǎƛǘŜǎ ƛƴ 

February 2015. The committee decision in May requested changes that compromised the 

integrity of the study and the research was therefore switched to SPUH. Full ethical 

approval was granted by the {ǘ tŀǘǊƛŎƪΩǎ aŜƴǘŀƭ IŜŀƭǘƘ {ŜǊǾƛŎŜǎ ethics committee on 

September 29th 2015 (See Appendix 7 for approval letter) subject to standard conditions 

ŀƴŘ ŎƭŀǊƛŦƛŎŀǘƛƻƴ ƻƴ ƻƴŜ ǉǳŜǊȅ ǊŜƭŀǘƛƴƎ ǘƻ ΨƻǇǇƻǊǘǳƴƛǎǘƛŎ ǎŀƳǇƭƛƴƎΩΦ  CƻƭƭƻǿƛƴƎ ŎƭŀǊƛŦƛŎŀǘƛƻƴ 
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of this and one or two additional minor amendments to the survey (i.e. the inclusion of 

electronic cigarettes and the separation of questions regarding asking smoking status 

versus advising to quit) chair approval was received on 30th November 2015 (see 

Appendix 8).  

5.3.3 Participants  

¢ƘŜ ǎǘǳŘȅ ŎƻƘƻǊǘ ŎƻƳǇǊƛǎŜŘ ƛƴǇŀǘƛŜƴǘǎ ŀǘ {ǘ tŀǘǊƛŎƪΩǎ ¦ƴƛǾersity Hospital over the period 

13th January ς 20th October 2016. A number of outpatients were also surveyed at the 

request of the medical director of this hospital although this sample ultimately proved too 

small to be conclusive, so were omitted from the current analysis. This was because there 

proved to be logistical issues with recruiting outpatients in a similar way to inpatients 

given the limited opportunities and time constraints (see Appendix 10). 

5.4 Procedure  

5.4.1 Baseline survey 

Patients meeting eligibility criteria on each ward were approached to participate. 

Eligibility criteria were that they were a current patient and that they provided fully 

informed consent. Those with dementia or significant intellectual disability were 

excluded, as were those who were deemed acutely unwell at the time of the study, as 

advised by clinical staff. All eight wards included were adult only and so all participants 

were 18 and over. It was also planned to exclude any patients who were non-English 

speaking, but no such exclusions were required.    

Prior to commencing recruitment on each ward the researcher presented the study to 

staff at multidisciplinary team meetings. Inclusion and exclusion criteria were explained 

and any patients deemed inappropriate to approach were highlighted. Recruitment then 

began on that ward and while ongoing the researcher would check in regularly with a 

member of staff to ensure all patients were still currently suitable to approach. Once 

common areas had been exhausted the researcher approached patients in bays and 

bedrooms. The aim was to approach every patient who met eligibility criteria, however 

due to limited resources and patients transferring to other wards, single night admissions, 

day leave, spending time off wards or patients not responding to bedroom calls, it was 

usually not possible to invite every patient to participate. A pragmatic approach was 
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taken and when the researcher was spending a lot of time waiting to approach only 1-2 

remaining patients the study moved on to the next ward. In the case of the Special Care 

Unit the researcher had to approach patients and conduct surveys accompanied by a 

member of staff.  

Patients were informed of the purpose of the study, provided with an information sheet 

(Appendix 12), and once written consent (Appendix 13) was provided, participants were 

interviewed by the researcher. In the case of those not participating reasons for exclusion 

were recorded e.g. missed, refusal to participate, or due to exclusion criteria, for example, 

significant dementia.  

Participants who were current smokers and completed a baseline interview were also 

asked to consent to a 3-month follow-up telephone survey, casenote review and a carbon 

monoxide breath test should they quit in the period between baseline and follow-up 

surveys. This study was a replication of surveys recently conducted at Beaumont and 

Connolly hospitals (62, 118, 119) and represented the first application of this type of 

survey in a psychiatric hospital in Ireland thus allowing comparison of psychiatric and non-

psychiatric settings.  

Baseline interviews lasted 5-10 minutes and included assessment of demographic details, 

smoking history, Motivation to quit (Motivation to Stop Scale;(203), cigarette dependence 

(Fagerstrom Test for Nicotine Dependence; (116), recent quitting history, acceptability of 

advice, beliefs about quitting and recall of smoking status questions and of smoking 

cessation advice during the current admission as well as in the past 12 months (Appendix 

14: Baseline survey). It was decided to limit questions about advice at baseline to the 

preceding 12 months due to potential recall bias (204, 205). During interviews the 

limitations of the survey items became clear. Therefore, data relating to smoking 

cessation care received was recoded post-data collection, but prior to analysis, in order to 

create additional variables which were felt to better capture care reported in a more 

meaningful way (Appendix 15: Data cleaning). These additional variables were created at 

the data entry stage in order to fully capture all actual reports of smoking interactions by 

respondents after the original cessation care questions proved limited by interpretation 

biases and staggered recall/reporting. All available data arising from both responses to 
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open-ŜƴŘŜŘ ǉǳŜǎǘƛƻƴǎ ǊŜƎŀǊŘƛƴƎ ΨǿƘŀǘ ŀŘǾƛŎŜκǘǊŜŀǘƳŜƴǘΚΩ ǘƘŜȅ ƘŀŘ ǊŜŎŜƛǾŜŘΩ ŀǎ ǿŜƭƭ ŀǎ 

spontaneous reports of cessation interactions were considered in coding participant 

reports to create these additional variables. Results for these additional recoded variables 

as well as the original closed questions (which are directly comparable with prior work in 

non-psychiatric settings (62, 118, 119)) are presented in results.    

Those who were current smokers were also asked if their casenotes may be viewed. 

5.4.2 Casenote review  

Casenote data was collected to assess the documentation of smoking status and of 

cessation advice as well as to allow comparison with smoking cessation advice self-

reported by patients at baseline and follow-up. Where consent was provided the 

researcher reviewed the casenotes of participants who were current smokers at baseline, 

abstracting data relating to admission and discharge dates, primary diagnosis at baseline 

admission (206), medical history, prescribed medications (in order to review the 

complexity of drug interactions with smoking); smoking status and smoking cessation 

advice or assistance (including relevant prescriptions [NRT, bupropion, varenicline, etc.]). 

Casenotes were paper-based, and recording of smoking status/care, where present, was 

not always in the same place. All documents within the 12 months preceding baseline 

interview were therefore reviewed as well as documents relating to the 3 months 

between baseline and follow-up in the case of respondents for whom a follow-up 

interview was completed. Where multiple admissions had occurred within the study 

period historical files were also requested and reviewed. For 3 of the 77 participants, 

complete casenotes for all admissions within the study period could not be located and so 

only partial review was possible.  

Data relating to smoking cessation care was coded in order to best capture documented 

reports of delivered cessation care. Coding resulting in the following variables which 

captured documented instances of: 

¶ Smoking cessation advice 

¶ Advice to cut-down 

¶ Advice to cut-down/quit 
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¶ Assessment of readiness  

¶ Need for care noted but no evidence care delivered 

¶ Smoking cessation prescriptions 

 

Medical history data collected were coded for presence of smoking-related disease 

diagnoses including cardiovascular disease (including hypercholesterolemia, 

hypertension, stroke and myocardial infarction), respiratory disease (asthma, 

emphysema, COPD) and smoking-related cancers in line with Study 1 (see chapter 4).  

All prescribed medications during the relevant study period were recorded by the 

researcher. These were then coded by a pharmacist for the presence of: anti-psychotics 

(excluding prochlorperazine as usually used as an antiemetic); benzodiazepines or z drugs; 

anti-depressants; and mood stabilizers (where a patient had a diagnosis of epilepsy, the 

antiepileptic medicines were not classified as mood stabilisers) and coded for presence of 

ŀƴȅ ǘƘŜƻǊŜǘƛŎŀƭ ƛƴǘŜǊŀŎǘƛƻƴǎ ǿƛǘƘ ǎƳƻƪƛƴƎ ƻǊ ǎƳƻƪƛƴƎ ŎŜǎǎŀǘƛƻƴΦ ΨaŜŘƛŎŀǘƛƻƴ ƛƴǘŜǊŀŎǘƛƻƴǎ 

ǿƛǘƘ ǎƳƻƪƛƴƎ ŀƴŘ ǎƳƻƪƛƴƎ ŎŜǎǎŀǘƛƻƴΩ ŦǊƻƳ ǘƘŜ b{² DƻǾŜǊƴƳŜƴǘ ǿŀǎ ǳǎŜŘ ŀǎ ŀ ŎƘŜŎƪƭƛǎǘ 

for inteǊŀŎǘƛƻƴǎ ǿƘƛŎƘ ǿŀǎ ŀƭǎƻ ǾŀƭƛŘŀǘŜŘ ǿƛǘƘ ŎǊƻǎǎ ǊŜŦŜǊŜƴŎŜ ǘƻ {ǘƻŎƪƭŜȅΩǎ 5ǊǳƎ 

interactions, the Summary of Product Characteristics as well as recent literature on 

smoking and drug interactions (207-211). Finally the presence of a prescribed medication 

which may in particular clinically significantly impact with regard to interaction with 

smoking or smoking cessation (i.e. Clozapine, Olanzapine, Fluvoxamine, Thioridazine or 

Agomelatine) was also noted.   

5.4.3 Follow-up survey 3-months post baseline  

Patients identified as smokers and who consented were contacted 3 months later. This 

follow-up survey assessed current smoking status, quit attempts since baseline interview, 

receipt of smoking cessation advice since baseline interview, and planned future quit 

attempts (Appendix 16: Follow-up survey). Those who reported that they had quit 

smoking at the 3-month follow-up were asked to provide a breath sample using a carbon 

monoxide monitor to objectively validate cessation. A small number of respondents were 

not tested due to logistical issues (see Figure 5.1). 
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For those consenting to follow-up several attempts were made to make contact in 

morning, afternoon and evening. For two participants follow-up was completed face-to-

face as they were current inpatients at the time and this was preferred while for one 

participant, who was too unwell to participate, a proxy report of his status was supplied 

by a spouse.        

5.4.4 Measures  

Smoking status 

Current smokers were those who had smoked 100 cigarettes and reported they were 

ŎǳǊǊŜƴǘƭȅ ǎƳƻƪƛƴƎ ΨǎƻƳŜ ŘŀȅǎΩ ƻǊ ΨŜǾŜǊȅ ŘŀȅΩ ǿƘŜƴ ŀǎƪŜŘ ƛŦ ǘƘŜȅ ƴƻǿ ǎƳƻƪŜΦ CƻǊƳŜǊ 

smokers had smoked at least 100 cigarettes in their lifetime but reported they were 

ŎǳǊǊŜƴǘƭȅ ǎƳƻƪƛƴƎ Ψƴƻǘ ŀǘ ŀƭƭΩΦ Participants identified as non-smokers (former and never 

smokers) were asked to participate anonymously in order to collect comparative data 

regarding demographics, as per previous research (118, 119). Those who reported seven-

day point prevalence abstinence at follow-up were defined as quit. 

Motivation to Stop Scale (MTSS) 

A single-item measure,  the Motivation to Stop Smoking scale (MTSS) aims to provide an 

ordinal measure of motivation to stop smoking (203) ς see Appendix 11.2. The scale 

consists of one item with 7 response categories which are said to assess all relevant 

aspects of motivation including intention, desire and belief making it highly cost efficient. 

It has been shown to have strong predictive validity and accuracy in predicting quit 

attempts at 6 months in an English sample (203) and also proved externally valid when 

used to predict quit attempts at 12 months in a Netherlands survey (212) with 

discriminative accuracy equal to that of a Stages of Change assessment (212).  

Fagerstrom test of Nicotine Dependence 

The Fagerström Test for Nicotine Dependence (213), now renamed the Fagerström Test 

for Cigarette Dependence (FTCD)(214),  is a 6-item measure widely used for assessing 

level of physical dependence on nicotine (see Appendix 11.1).  The original 8-item FTQ 

measure (215) was revised to 6-items leading to improved psychometric properties (216) 

with acceptable levels of internal consistency and scores closely relating to biochemical 

indices of heaviness of smoking (213).  
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Possible scores range from 0-10. A score of 1-2 indicates very low dependence; 3-4 low 

dependence; 5 moderate/medium dependence; 6-7 high dependence; and scores of 8 

and over indicate very high dependence. ResǇƻƴŘŜƴǘǎΩ ǎŎƻǊŜǎ ŀǊŜ ŎƻƴǎƛŘŜǊŜŘ ǘƻ ƎǳƛŘŜ ǘƘŜ 

level of intervention/support which may be needed for successful smoking cessation 

(213). /ǊƻƴōŀŎƘΩǎ ŀƭǇƘŀ ƛƴ ǘƘŜ ŎǳǊǊŜƴǘ ǎǘǳŘȅ ǿŀǎ лΦсмΣ ǿƘƛŎƘ ǿŀǎ ǘƘŜ ǎŀƳŜ ŀǎ ǘƘŀǘ ŦƻǳƴŘ 

by Heatherton et al. when revising the scale to its current form (213) and indicates 

moderate internal consistency. This score also falls within the range (0.55 to 0.74) found 

in a recent systematic review (in which 14 studies cited alpha, English, Spanish, 

Portuguese) which included three psychiatric samples (217).  

Status at baseline (Stage of change) 

A single-item measure designed to assess current status in relation to quitting smoking 

with four response categories provided. These categories are based on the Stages of 

Change Model (218) and are designed to tap into the precontemplation, contemplation, 

preparation and action stages. The measure has been used in previous studies in Ireland 

(118, 219).  
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5.5 Application of RE -AIM 

The RE-AIM framework was used to assess current levels of cessation care as outlined in 

Table 5.1. 

Table 5. 1 Application of the RE-AIM framework 

Dimension How assessed: 

Reach 
 

Percentage asked smoking status (self-report). 
Percentage received smoking cessation care (self-report). 
 
Percentage for which smoking status was recorded in casenotes. 
Percentage for which smoking cessation care was recorded in 
casenotes. 

Effectiveness 

 

Effectiveness of smoking cessation care in terms of associations 
with quit rate at 3-month follow-up for self-report and casenotes.  

Adoption 

 

Representation of various HCPs in delivery of smoking cessation 
care according to (i) patient self-report and (ii) as documented in 
casenotes. 

Implementation 

 

Extent to which care was consistently implemented by staff 
members based on patient self-report. 

 

Consistency in documentation of status and care in casenotes in 
relation to location and frequency.   

Maintenance 

 

Relates to longer-term follow up and was therefore beyond the 
scope of this thesis     

 

5.6 Study size 

{ǘΦ tŀǘǊƛŎƪΩs University Hospital had 241 adult beds across eight adult wards. Given the 

then smoking prevalence in the Irish general population (19.5%) and smoking prevalence 

in psychiatric inpatient settings based on international evidence (40-70%)(16) a sample of 

200 inpatients recruited over 6 months was the initial aim. Taking a conservative estimate 

of 46% smoking prevalence a sample of 200 would provide a margin of error of ±7.5% 

which was acceptable given a precise prevalence was not sought. Rather the objective 

was to demonstrate any potential discrepancy in smoking prevalence and smoking 

cessation care offered, and to allow comparison with previously published similar work in 
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non-psychiatric settings (62, 119, 220). The final sample (n=246) was recruited over a 

period of 9 months and exceeded the initial aim of 200. This larger sample was a result of 

the researcher approaching as many patients as possible on each ward to ensure 

representativeness coupled with the low refusal rates.  

5.7 Statistical Methods  

Analysis 

Data entry and analysis was completed on site. Following data cleaning and necessary 

recoding of variables, data was analysed in Stata 13.0. Descriptive statistics were used to 

profile the sample in terms of demographics; smoking prevalence; smoking history; quit 

attempts; attitudes towards advice and quitting. Between-group comparisons were made 

using chi square and t-tests on the basis of smoking status at baseline. Respondents for 

whom casenotes were reviewed were also profiled in relation to: psychiatric admissions; 

diagnosis; medical history; prescribed medications and interactions of same with smoking 

or smoking cessation.  

Crude logistic regression analysis was then performed modelling associations between 

smoking cessation care variables and smoking status at 3-months follow-up to observe 

ǘǊŜƴŘǎ ŀƴŘ ŜȄǇƭƻǊŜ ǇƻǘŜƴǘƛŀƭ ΨŜŦŦŜŎǘƛǾŜƴŜǎǎΩ ƛƴ ŀ ǊŜŀƭ ǿƻǊƭŘ ǎŜǘǘƛƴƎΦ 5ŜƳƻƎǊŀǇƘƛŎ 

variables, nicotine dependence, the MTSS and Stage of Change measure were also tested 

for associations with smoking cessation at 3-months follow-up using chi-square and t-

tests. Participants lost to follow-up were treated as missing as were item non-responses 

where occurred.  

5.8 Results  

5.8.1 Participants  

Across 8 wards (12 consultants), 246 inpatients were interviewed between January and 

October 2016. Figure 5.1 overleaf illustrates the recruitment process. For access and 

refusal rates for each ward please see Table located in Appendix 9.  
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Figure 5. 1 Flow diagram of recruitment 
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5.8.2 Descriptive data  

Respondents self-reported that they had been in hospital on average 45.8 days (SD 303.0; 

Median 16 days, IQR 5-35) when interviewed and the timing of baseline interview ranged 

from on day of admission to several years after admission in the case of a single longstay 

patient.  

Table 5.2 below provides the overall sample profile. 

Table 5. 2 Demographic profile of sample  

 Overall 
Sample 
N=246 

Baseline 
smokers 

n=84 

  

 M SD M SD t P value 

Age in years on day of interview 
(n=244) 

49.7 18.5 45.9 16.4 2.30 .022* 

 n % n % ˔2 P value 

Female 146 59.4% 45 53.6% 1.77 .184 

Education (n=245)       
Primary or lower 25 10.2% 5 6.02% 2.43 .296 
(at least some) Secondary  108 44.1% 39 47.0%   
(at least some) Third level 112 45.7% 39 47.0%   

Insurance (n=245)       
Private insurance /Insurance and 
Medical card/Employer/Spouse 
Employer 

243 99.2% 82 98.8% 0.23 .629 

None/Medical card only 2 0.82% 1 1.20%   
       
Employment (n=245)       
Full-time/Part-time/Self-
employed/Sick leave 

91 37.1% 36 43.4% 7.01 .136 

Unemployed/Disability benefit/Illness 
benefit 

45 18.4% 19 22.9%   

Retired including early retirement for 
medical/disability reasons 

60 24.5% 17 20.5%   

House duties 28 11.4% 5 6.02%   
Student 21 8.57% 6 7.23%   
       
Marital status (n=244)       
Single (never married)  99 40.6% 47 56.0% 12.9 .002* 
Married/Cohabiting 108 44.3% 29 34.5%   
Separated/Divorced/Widowed 37 15.2% 8 9.52%   
       
Lives with a smoker 44 17.9% 18 21.4% 1.09 .297 
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Current smokers at baseline were younger than non-smokers and more likely to be single. 

There were no significant differences in relation to self-reported education, employment, 

gender, private medical insurance or living with a smoker.  

5.8.3 Smoking prevalence  

Among the 246 respondents, 136 (55.3%) had smoked 100 cigarettes in their lifetime, 

while one respondent reported having smoked a pipe for several years.  Among these 137 

ever smokers, 79 (57.7%) reported they were currently smoking every day while 5 (3.65%) 

reported they were now smoking some days. Overall the current inpatient smoking 

prevalence was 34% (84/246).  

Current smokers reported an average of 23.6 pack years (SD 21.0)(221) while mean FTND 

score was 5.06 (SD 2.33) indicating medium dependence. Table 5.3 below presents 

additional detail in relation to attitudes towards advice and quitting among current 

smokers in the sample.  
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Table 5. 3 Attitudes towards advice and quitting among current smokers at baseline 
(n=84) 

 n % 

Would like cessation advice while in hospital 40 47.6% 
   
Made quit attempt in past year 32 38.1% 
More than one attempt in past year 21 25.0% 
   
Status at baseline (Stage of change) (n=83)   
Trying to quit (Action) 2 2.41% 
Actively planning to quit (Preparation) 16 19.3% 
Thinking about quitting but not planning to (Contemplation) 34 41.0% 

Not thinking about quitting (Pre-contemplation) 31 37.4% 
   
Motivation to Stop Scale    
I don't want to stop smoking 7 8.33% 

I think I should stop smoking but don't really want to 14 16.7% 
I want to stop but haven't thought about when 11 13.1% 
L w9![[¸ ǿŀƴǘ ǘƻ ǎǘƻǇ ǎƳƻƪƛƴƎ ōǳǘ L ŘƻƴΩǘ ƪƴƻǿ ǿƘŜƴ L ǿƛƭƭ 21 25.0% 
I want to stop smoking and hope to soon 8 9.52% 
I REALLY want to stop smoking and intend to in the next 3 months 9 10.7% 
I REALLY want to stop smoking and intend to in the next month 13 15.5% 
5ƻƴΩǘ ƪƴƻǿ όƛƴǇǳǘ ŀǎ ƳƛǎǎƛƴƎύ 1 1.19% 
 
Beliefs about quitting   
Health would improve in the short-term 73 86.9% 

Health would improve in the long-term 80 95.2% 
Would put on weight 41 48.8% 
Harder to handle stress 51 60.7% 
Would feel done something worthwhile 77 91.7% 
   
Follow-up data (n=72)   
Self-report quitter 12 16.7% 
CO validated quitter (100% pass rate) 5 6.94% 
Self-report cut-down 19 26.4% 

 

The majority of current smokers wanted to quit (75%) and almost half reported they 

would like advice while in hospital.  Just 2% however reported they were currently trying 

to quit at baseline.  
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Casenotes data 

Table 5.4 presents descriptive casenote data relating to the 77 smokers who consented to 

review.  

Table 5. 4 Descriptive data abstracted from casenotes for current smokers who 
consented (n=77) 

 n % 

Primary diagnosis at baseline admission (ICD-10(206))   
F00-09: Organic, including symptomatic, mental disorders 1 1.30% 
F10-19: Mental and behavioural disorders due to psychoactive substance 
use 

17 22.1% 

F20-29: Schizophrenia, schizotypal and delusional disorders 9 11.7% 
F30-39: Mood [affective] disorders  31 40.3% 
F40-48: Neurotic, stress-related and somatoform disorders 7 9.09% 
F50-59: Behavioural syndromes associated with physiological 
disturbances and physical factors 

1 1.30% 

F60-69: Disorders of adult personality and behaviour 11 14.3% 
   
Known to have had previous lifetime psychiatric admission(s)  58 75.3% 
Baseline admission clearly documented as first lifetime psychiatric 
admission  

10 13.0% 

Presence of previous lifetime psychiatric admission(s) unclear 9 11.7% 
   
CƛǊǎǘ ƭƛŦŜǘƛƳŜ ŀŘƳƛǎǎƛƻƴ ǘƻ {ǘ tŀǘǊƛŎƪΩǎ ¦ƴƛǾŜǊǎƛǘȅ IƻǎǇƛǘŀƭ ό{t¦Iύ  22 28.6% 

Multiple admissions to SPUH in study period  29 37.7% 
   
Smoking-related disease documented in medical history 38 49.4% 
   
Prescribed medicines during study period   
Antipsychotic 63 81.8% 
Mood stabiliser 32 41.6% 
Benzodiazepine / Z-drug 65 84.4% 
Antidepressant  61 79.2% 
Theoretical interaction with smoking and smoking cessation 71 92.2% 
Clinically significant interaction with smoking and smoking cessation  29 37.7% 

 

The majority of participants who consented to casenote review had had a previous 

psychiatric admission as well as previous admissions to SPUH specifically. Mood disorders 

were the most common primary diagnosis. Almost half had a smoking-related disease 

documented in their medical history and over 37% had a prescription for a medication 

which significantly interacts with smoking or smoking cessation during the study period. 
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For further detail in relation to all variables please see supplementary results (Appendix 

17) and data cleaning sections (Appendix 15).  

The main study hypotheses, in terms of quality of cessation care, are explored next, as per 

the RE-AIM framework. 

5.8.4 Smoking cessation care  

REACH - Is the intervention reaching the target population? 

Asking status 

Any HCP in past year 

Overall, 52% (n=128) of all respondents recalled being asked their smoking status by a 

ƘŜŀƭǘƘŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭ ƛƴ ǘƘŜ ǇǊŜǾƛƻǳǎ мн ƳƻƴǘƘǎ ƻǊ ǎŀƛŘ Ψ¸ŜǎΩ ǿƘŜƴ ŀǎƪŜŘ ΨLƴ ǘƘŜ Ǉŀǎǘ мн 

ƳƻƴǘƘǎ ŘƛŘ ŀ ŘƻŎǘƻǊ ƻǊ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭ ŀǎƪ ȅƻǳ ƛŦ ȅƻǳ ǎƳƻƪŜΚΩΦ ¢ƘŜ ǊŀǘŜ ŀƳƻƴƎ 

current smokers was 58.3% - see Table 5.5.   

Table 5. 5 Asked smoking status by a Healthcare Professional in the past year  

 

Current smokers 

(n=84) 

Non-smokers at 

baseline 

(n=162) 

Total sample 

(n=246) 

 
n % n % n % 

Yes 49 58.3% 79 48.8% 128 52.0% 

No/HCP Already knew 27 32.1% 41 25.3% 68 27.6% 

Unsure 8 9.52% 42 25.9% 50 20.3% 

Casenote status  

Casenote data for the period between admission date and baseline survey (Mean 54.5 

days (SD 198.44; Median 21.5, IQR 9-43.5)) was available for 76 of the 77 current smokers 

who consented to review. Smoking status was recorded for 97% (n=74) of these including 

two respondents who were non-smokers at time and documented as same.  

The two respondents for whom status was not recorded between baseline admission 

date and survey had had their status documented at SPUH in the previous 12 months (on 

previous admissions), while the single respondent for whom baseline admission 
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casenotes were not available had also had smoking status recorded at SPUH (during a 

previous admission) in the 12 months prior to baseline survey. Overall smoking status was 

therefore documented for all 77 participants within the 12 months previous to baseline 

survey.  

Advising, Assessing, Assisting 

While the majority of current smokers recalled some interaction with a HCP around 

smoking in the past year (68%), just 23.8% reported an interaction beyond status checking 

and only 13.1% reported an interaction which involved actual discussion of ways of 

quitting (including one patient for whom this was attempted but stopped due to patient 

disinterest). Over 7% of current smokers reported they had actually brought up smoking 

themselves with a HCP in the past year.  

Table 5. 6 Smoking Cessation Care Reported at Baseline (n=84)  

 n % 

Original closed questions   
Asked status by any HCP in past year 
 

49 58.3% 

{ŀƛŘ Ψ¸ŜǎΩ ǘƻ ŀƴȅ I/t discussed ways of quitting in past year  11 13.1% 
   
{ŀƛŘ Ψ¸ŜǎΩ ǘƻ ǎƳƻƪƛƴƎ ŘƛǎŎǳǎǎŜŘ ŘǳǊƛƴƎ ǘƘƛǎ ŀŘƳƛǎǎƛƻƴ 
 

9 10.7% 

Re-coded reports of actual smoking interactions reported   
Any interaction on smoking including status asking in past year 57 67.9% 
Unsure 
 

8 9.52% 

   
Reported an interaction around smoking beyond being asked 
status 
 

20 23.8% 

Reported actual discussion of ways of quitting 11 13.1% 
   
Reported bringing up smoking themselves with a HCP in past year 6 7.14% 

 

Casenote advice 

Reviewing casenotes for participants for the study duration and 12 months prior to 

baseline survey interview, documented instances of patients being delivered advice to 

cut-down or quit were found for 13 participants. A smoking cessation-related prescription 



97 
 

(i.e. bupropion, varenicline or NRT) was found for 14 participants with just one of these 

also having documented smoking cessation advice.  

Of the 14 with a smoking cessation prescription, two were prescribed bupropion while 

the remainder were for NRT. Just 10 of these smoking cessation prescriptions appeared to 

have started in SPUH of which 3 were known to have been patient requested.     

Interactions including advice to cut-down, advice to quit and assessment of readiness 

were grouped to form a variable indicating any interaction beyond prescription only. 

In addition to the variables in Table 5.7, documentation of staff storing cigarettes to limit 

consumption was also found for two participants both of whom were on a locked acute 

ward at the time and one of whom had no further documented cessation care including 

assessing readiness.  

Table 5. 7 Documented instances of Smoking Cessation Care (n=77) 

At least one documented occasion of: n % 

Patient delivered advice to cut-down/quit    
Smoking cessation advice 5 6.49% 
Advice to cut-down 5 6.49% 
Advice to cut-down/quit 3 3.90% 
   

Assessed patient readiness to quit 7 9.09% 
   

Need to advise noted but no evidence care delivered to patient 7 9.09% 

   
Smoking cessation related prescription 14 18.2% 
   
Summary variables   
Patient delivered advice to cut-down/quit 13 16.9% 
   
Any interaction (readiness/advice) 19 24.7% 
   
Any interaction and smoking cessation prescription 4 5.19% 

Smoking cessation advice and smoking cessation prescription 1 1.30% 

 

Clearly documented instance of smoking cessation advice were found for five patients 

with a further 5 receiving documented advice to cut-down or to cut-down/quit. Overall, 

almost a quarter had at least one documented instance of advice or assessment of 
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readiness and almost 20% had a smoking cessation prescription. Just 5% however had 

both a documented interaction and a smoking cessation prescription.  

EFFECTIVENESS ɀ Intervention effects on targeted outcomes 

Original and additional recoded smoking cessation care variables were modelled for 

association with smoking status at 3-month follow-up using crude logistic regression 

analyses.    

Table 5. 8 Crude logistic regression models predicting quit at 3-months based on 
Smoking Cessation Care (n=72) 

 Follow-up 
Sample 
N=72 

Follow-up 
Quitters 

n=12 

   

 n % n % Odds 
ratio 

CIs P 
value 

Original closed questions        
Asked status by any HCP in 
past year 
 

43 59.7% 6 50.0% 0.62 .18-2.16 .454 

{ŀƛŘ Ψ¸ŜǎΩ ǘƻ ŀƴȅ I/t 
discussed ways of quitting in 
past year  

10 13.9% 3 25.0% 2.52 .55-11.6 .234 

        
{ŀƛŘ Ψ¸ŜǎΩ ǘƻ ǎƳƻƪƛƴƎ 
discussed during this 
admission 
 

8 11.1% 1 8.33% 0.69 .08-6.17 .739 

Re-coded reports of actual 
smoking interactions 
reported 

       

Any interaction on smoking 
including status asking in past 
year 

49 68.1% 8 66.7% 0.93 .25-3.46 .910 

        
Reported an interaction 
around smoking beyond 
being asked status 
 

15 20.8% 5 41.7% 3.57 .94-13.5 .061 

Reported actual discussion of 
ways of quitting 

9 12.5% 5 41.7% 10.0 2.16-46.3 .003** 

        
Reported bringing up 
smoking themselves with a 
HCP in past year 

4 5.56% 2 16.7% 5.8 .73-46.0 .096 
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Only advice which included actual discussion of ways of quitting was significantly 

associated with self-reported quitting at 3-months follow-up. 

Demographic variables were unrelated to being quit at 3-months as was daily versus non-

daily smoking or baseline tobacco dependence as assessed by the Fagerstrom test.  

Motivation (MTSS) (̝2= 14.2, p<.05), however, and stages of change/reported status at 

baseline (̝2= 18.1, p<.001) were significantly related to being quit at 3-months. All 

respondents who reported not thinking about quitting (precontemplation) at baseline or 

not wanting to quit smoking at baseline were still smoking 3 months later.  

Casenotes advice  

Associations between cessation care as per casenotes and quitting are shown in Table 5.9: 

Table 5. 9 Crude logistic regression models predicting quit at 3-months based on 
Smoking Cessation Care Documented in Casenotes (n=66) 

 Follow-up 
Sample 
N=66 

Follow-up 
Quitters 

n=12 

   

 n % n % Odds 
ratio 

CIs P 
value 

        
Smoking cessation prescription 12 18.2% 4 33.3% 2.87 .70-11.8 .144 
        
Any interaction delivered to 
patient (including assessment 
of readiness, advice to cut-
down, and advice to quit) 

16 24.2% 4 33.3% 1.75 .45-6.82 .420 

        
Any interaction 
and smoking cessation 
prescription 

4 6.06% 1 8.33% 1.54 .15-16.3 .717 

 
Smoking cessation prescriptions and documented interactions related to quitting and 

cutting-down including assessing readiness were all positively, though not significantly, 

associated with quitting. 

ADOPTION ɀ Representativeness of participating providers  

Of the 11 respondents who reported advice including actual discussion of ways of 

quitting, four reported that this advice had come from SPUH staff. Two cases involved 



100 
 

doctors (one consultant, one unspecified,) and two involved nursing staff. Case 3 self-

reported that this occurred after he had brought up smoking cessation himself while case 

2, for whom smoking cessation interactions occurred during outpatient reviews, was also 

revealed to have raised the issue herself upon casenote review (See Table 5.10).    

Table 5. 10 SPUH adoption of smoking cessation advice including discussion of ways of 
quitting 

Case HCP Advice Patient 
initiated? 

1 SPUH doctor Mentioned patches  

2 SPUH consultant while 
outpatient 

Zyban trial and Patches V 

3 SPUH nurse Try mints/gum V 

4 SPUH clinical team nurse  Attempted but patient stopped  

 

Beyond SPUH, four participants reported advice from their own GP, two from non-

psychiatric consultants based at other sites both seen privately and one reported advice 

from both doctors and nurses during an inpatient stay at a large acute hospital. Just one 

of these interactions was reported to be patient initiated (see Appendix 17: 

Supplementary Results: Table 9).   

Casenotes  

There were five documented instances of clearly recorded delivered cessation advice to 

patients, two by hospital GPs, one by a registrar and two documented during ward rounds 

where a consultant was present.  

IMPLEMENTATION ɀ Extent to which intervention was consistently implemented by 

staff members 

Based on the small number of participants reporting any smoking cessation care while in 

hospital, smoking cessation care is not currently consistently implemented by staff.    

Casenotes 

Smoking status was generally documented in the same place in casenotes and was 

recorded for 97% on baseline admission prior to survey. 
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Smoking cessation care was not reliably documented in one assigned area of chart and 

care provided was variable, with some advised to cut-down only and no care documented 

for many. Smoking cessation prescriptions were not consistently implemented and, as 

above, several appeared to occur in response to patient request only, while another 

patient who was noted to have requested NRT following advice to quit was never 

provided with same.  

5.9 Discussion  

This study aimed to establish current levels of cessation care among patients in a 

psychiatric setting through a survey of patients and casenotes and is the first survey of 

smoking cessation among psychiatric patients in Ireland.  Previous studies of smoking 

cessation care in Ireland involved general inpatient samples and omitted patients on 

psychiatric wards (62, 118, 119). By replicating these surveys in a psychiatric setting, the 

current study provides novel data on cessation care quality that can be compared to 

other inpatient studies. 

Smoking prevalence at 34% was higher than both the general population rate (222) and 

other inpatient samples in Ireland (62, 118, 119). However, importantly,  psychiatric 

patients proved similar to nearby general inpatient samples in relation to quit attempts, 

acceptability of advice, desire to quit (MTSS) and quit rate at 3-months follow-up 

suggesting psychiatric patients have a similar level of interest and capability in relation to 

quitting smoking. Rates of smoking cessation care received were however lower. While 

psychiatric patients reported smoking status recording at a similar rate (62), just 10.7% 

reported smoking was discussed on their current admission while 13.1% reported advice 

from any healthcare professional in the past year. This compares to advice rates of 

around a third found in non-psychiatric inpatients at nearby teaching hospitals (62, 118, 

119). The findings of the current study thus seemingly contrast those of a recent meta-

analysis of US and UK studies which revealed similar smoking cessation advice rates for 

those with and without mental illness (223). Current results are more in line with previous 

studies which reported that people with severe mental ill health are less likely to receive 

help in quitting compared to the general population (34, 109), in spite of similar levels of 

desire to cut down or quit (14). 
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In contrast to general inpatient samples, psychiatric patients seemed to have more 

concern regarding impacts of quitting in relation to weight and stress (119) and average 

nicotine dependence was medium, in contrast to low levels in general inpatient samples 

(118, 119), again indicating this population may require greater support with quitting. 

Similarly to the Irish general population (219), just under 40% were not thinking about 

quitting  at baseline (precontemplation). There were however fewer at the action stage 

with just 2.41% of respondents reporting they were currently trying to quit compared to 

rates of 11% and 12% in general population and hospital surveys respectively (118, 219), 

suggesting that a psychiatric inpatient stay is still seen by many as an inappropriate time 

for quitting. This was also reflected in some of the explanations listed by those who did 

not want cessation advice while in hospital which included reasons related to timing or 

acuteness of condition. This barrier remains it seems, in spite of evidence provided by 

Prochaska et al. (224) and arguments for integrating smoking cessation care with mental 

health and addiction treatments (126). 

Staff in the psychiatric setting did however appear more likely to document both smoking 

status and care. In the current study, smoking status was documented for all smokers 

within the past year, and 97% in the period between admission and the baseline survey, 

compared to just 57% in nearby general inpatient samples (118). Additionally Even 

though rates of patient-reported cessation advice were lower, casenote documentation 

of same was more frequent, suggesting psychiatric staff are perhaps more likely to 

document such advice when given. Overall however documented cessation care was rare 

and this is in line with previous inpatient psychiatry medical record audits in the US and 

Australia (24, 120).   

The current smoking prevalence found in this study is lower than that found in other 

recent inpatient psychiatry studies which revealed prevalences of 53.6-91.4% (83, 110-

115), though as described in Chapter 2 these studies were often limited by small sample 

sizes (112, 113, 115), lower response rates (113, 114)  or were sometimes restricted to 

certain age groups (115), to men (115), secure services (114), or emphasized the acutely 

psychotic in recruitment (115). While prevalence appeared lower, results were similar in 

relation to nicotine dependence (110-112, 114, 115) as well as belief smoking is harmful 

to health (113), reported desire to stop (113) and apparent motivation to quit in the form 
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of past year quit attempts (110, 115) including multiple attempts (110). In relation to 

care, studies conducted in Canada and South Africa found 36.2% and 43.4% of psychiatric 

inpatients reported receiving smoking cessation advice (111, 115) about three times the 

rate found in the current study.  

Strong evidence in relation to the effectiveness of smoking cessation advice for people 

with serious mental illness remains lacking (162). In the current study additional variables 

were constructed prior to analysis in order to more meaningfully capture varying reports 

of cessation advice and only advice which included actual discussion of ways of quitting 

was associated with quitting at 3-month follow-up. In the UK few smokers with a mental 

health condition are reportedly offered real smoking cessation support in inpatient care. 

A survey revealed 37% of those with a mental health condition reported advice to stop, 

but were not always offered help to do so, while among those who were asked about 

smoking 23% also said they were not always advised to stop (20). This was also reflected 

in the current study through self-report and casenote reviews, which revealed numerous 

interactions around smoking which were beyond asking status but still fell short of 

optimal cessation advice. Among smokers in general, a recent systematic review and 

meta-analysis has shown that offer of support, in addition to advice to stop, appears to be 

more effective in generating quit attempts, leading to the recommendation that 

assistance be offered to all smokers regardless of interest expressed following advice to 

stop (225). Although not powered to detect significant quit rates, it appears from the 

current research that such discussions were also effective in prompting quitting here.    

Doctors, nurses and hospital GPs were involved in delivery of cessation advice but 

implementation with the exception of documentation of smoking status was revealed to 

be minimal/inadequate and inconsistent. A recent mixed methods systematic review and 

meta-analyses of mental health professionals' attitudes revealed commonly held beliefs 

such as patients are not interested in quitting and quitting is too much for patients to take 

on in addition to other barriers including a lack of time, training and confidence (122). 

Given just 8.33% of participants in the current study did not want to quit, compared to 

16% in nearby general inpatient samples (118), coupled with the equivalent quit rate at 3-

months (118), the education of staff to address potential attitudinal barriers relating to 

interest and capability seems critical. Recent reviews and reports on smoking and mental 
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illness have identified the lack of mental health professional education in treating tobacco 

use and the history of smoking in mental health services as factors contributing to current 

levels of cessation care and called for ongoing education and training for health 

professionals (20, 41), an approach which has proved successful in general settings (226). 

Other barriers such as lack of time and training are also reported by HCPs in Ireland in 

general, and point to the need for greater focus on cessation care in training of HCPs as 

well as at a  systems level  (124).  

Although theoretical medicine interactions were highly prevalent in this sample (92%), 

interactions which have actually been deemed clinically significant i.e. there have been 

reports of it causing a problem in practice were much lower at 37.7% (208). The approach 

taken, in terms of recording all prescribed medications documented at any time in study 

period and previous 12 months, may also have overestimated true prevalence. In any 

case the presence of clinically significant interactions represents merely a factor to be 

managed rather than reason not to offer cessation support especially in view of the 

observed levels of desire to quit. 

This evaluation revealed the current partial and non-systematic implementation of the 5 

!Ωǎ ŀǇǇǊƻŀŎƘ ǘƻ ŎŜǎǎŀǘƛƻƴ όŀǎƪΣ ŀŘǾƛǎŜΣ ŀǎǎŜǎǎΣ ŀǎǎƛǎǘ ŀƴŘ ŀǊǊŀƴƎŜ Ŧƻƭƭƻǿ-up)(127). The 

Ottawa model, an application of the 5 !Ωǎ ŎǳǎǘƻƳƛǎŜŘ ǘƻ ǘƘŜ ƘƻǎǇƛǘŀƭ ǎŜǘǘƛƴƎΣ Ƙŀǎ ŀƭǊŜŀŘȅ 

been shown to work in general hospital settings with increased abstinence rates (50). 

Coupled with staff education on the desire and ability of psychiatry patients to quit, this 

may work well in psychiatric hospital settings also.    

5.9.1 Strengths & Limitations  

This study was strengthened by its high access and participation rates and inclusion of all 

wards providing a highly representative sample within the setting. The influence of recall 

bias was tempered by the inclusion of casenote reviews in addition to self-report data. 

Indeed it was demonstrated that while just 58% of current smokers recalled recording of 

status in the past year, all for whom casenotes were reviewed (92%) had status 

documented in the past year. The inclusion of admissions during the study period as well 

as in the previous 12 months also indicated that barriers beyond timing or reluctance to 

advise while acutely unwell persist given the low rates of cessation care overall.   
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The private setting however limits generalisability and furthermore may have 

underestimated smoking prevalence given its current associations with lower 

socioeconomic status (222). Further research should seek to establish smoking 

prevalence, attitudes to cessation and current care in non-private psychiatric settings. 

Admissions to psychiatric units have also been shown to influence smoking with increases 

in prevalence and rates of smoking (113, 227, 228). This study may not have sufficiently 

accounted for the variations in smoking status and level of smoking associated with 

psychiatric admissions, leading to somewhat artificially inflated cut-down and quit rates 

at 3-months follow-up. Finally this study was not sufficiently powered for truly assessing 

outcomes and so used crude models to avoid model overfitting.  

5.9.2 Conclusions 

This was the first survey of smoking and smoking cessation in psychiatric patients in 

Ireland and aimed to evaluate current levels of cessation care. Current smoking 

prevalence was 34%. While all smokers had smoking status recorded in casenotes, just 

6.5% had clearly documented smoking cessation advice, while 13% self-reported receipt 

of advice on ways of quitting from any healthcare professional in the past year. Advice 

including discussion of ways of quitting was associated with quitting at 3-months. There is 

a need to implement systematic and consistent high quality cessation support in 

psychiatric settings.   
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Chapter 6  Qualitativ e Process Evaluation of the Implementation of 

a Quit Smoking Programme in Community Adult Mental Health 

Services ɀ Staff and Service user Perspectives 

6.1 Introduction  

This chapter presents the findings of Study 3, which was a process evaluation of the 

implementation of a smoking cessation programme. In line with the pragmatic approach 

taken in this thesis as a whole, as described in Chapter 2, methods at each stage were 

chosen based upon their ability to answer the research question (171). In the case of this 

study both the research question, assessing implementation of a programme and the 

multi-centre context/setting, ŘŜƳŀƴŘŜŘ ŀ ǉǳŀƭƛǘŀǘƛǾŜ ŀǇǇǊƻŀŎƘΣ ǿƘƛŎƘ Ƙŀǎ άŀƴ ǳƴǊƛǾŀƭƭŜŘ 

capacity to constitute compelling arguments about how things work in particular 

ŎƻƴǘŜȄǘǎέ ό(229)p.1) 

6.2 Study design  

This study was a qualitative process evaluation designed to review the implementation of 

a Quit Smoking Programme (QSP) in community adult mental health services. It aimed to 

identify key enablers and barriers at both participant and staff levels in line with the MRC 

guidelines for process evaluations of complex interventions (153). A two-phase semi-

structured in-depth qualitative design involving interviews for service user participants in 

phase one and focus groups for facilitators in phase two was chosen.  

The triangulation of sources, i.e. combining both service user and staff perspectives and 

experiences, serves to validate study findings (230), adding credibility and strengthening 

confidence in the conclusions drawn. The integration of focus group and interview data in 

particular is said to assist in the identification of both individual and contextual 

circumstances, thus adding to interpretation and ultimately enhancing trustworthiness of 

results (231). These two approaches were therefore adopted.   

6.2.3 In-depth interviews  

Semi-structured in-depth interviews with service users were selected, instead of focus 

groups, as participant experience, rather than group processes, was the focus in this 

instance. Barbour argues that focus groups are not the optimum choice when it comes to 
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eliciting narratives (232). Instead a comprehensive individualised approach employing 

one-on-one in-depth interviews allowed the researcher to uncƻǾŜǊ ǎŜǊǾƛŎŜ ǳǎŜǊǎΩ ƻǿƴ 

experiences and feelings relating to their smoking, quitting and, for those who attended, 

their own experience of the cessation programme.  This approach could therefore 

uncover factors that might remain hidden when quantitative and less in-depth 

approaches such as focus groups are used. Legard et al. state that the in-depth format 

ŀƭƭƻǿǎ ǘƘŜ ǊŜǎŜŀǊŎƘŜǊ ǘƻ ŜȄǇƭƻǊŜ Ŧǳƭƭȅ ŀƭƭ ǘƘŜ ŦŀŎǘƻǊǎ ǘƘŀǘ ǳƴŘŜǊǇƛƴ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŀƴǎǿŜǊǎΣ 

be they reasons, feelings, opinions and beliefs (233).  

6.2.4 Focus groups 

CƻŎǳǎ ƎǊƻǳǇǎ ƘŀǾŜ ōŜŜƴ ŘŜŦƛƴŜŘ ŀǎ ŀ ƎǊƻǳǇ ŘƛǎŎǳǎǎƛƻƴ ǿƘŜǊŜ ǘƘŜ ǊŜǎŜŀǊŎƘŜǊ ƛǎ ΨŀŎǘƛǾŜƭȅ 

ŜƴŎƻǳǊŀƎƛƴƎ ƻŦΣ ŀƴŘ ŀǘǘŜƴǘƛǾŜ ǘƻΣ ǘƘŜ ƎǊƻǳǇ ƛƴǘŜǊŀŎǘƛƻƴΩ ό(234) p.20) and have been used 

extensively in health services research (232). Focus groups rather than interviews were 

selected for the second phase of this study, where cessation group facilitators were 

interviewed, as they allowed the researcher to explore interaction and group process and 

would therefore be useful in discerning key cross-site barriers to and enablers of the 

implementation of the 7-week programme. As Lambert and Loiselle relate these group 

ƛƴǘŜǊŀŎǘƛƻƴǎ Ŏŀƴ ƘƛƎƘƭƛƎƘǘ ƳŜƳōŜǊǎΩ ǎƛƳilarities and differences and provide rich data 

unveiling the range of perspectives and experiences (231).   

6.3 Study context  

6.3.4 EVE ɀ A programme in the HSE 

EVE, a ǇǊƻƎǊŀƳƳŜ ǿƛǘƘƛƴ LǊŜƭŀƴŘΩǎ IŜŀƭǘƘ {ŜǊǾƛŎŜ 9ȄŜŎǳǘƛǾŜ όI{9ύ, was established in 

1991. It provides community-based recovery-orientated programmes for adults who 

experience MHDsΣ ƛƴǘŜƭƭŜŎǘǳŀƭ ŘƛŦŦƛŎǳƭǘƛŜǎΣ !ǎǇŜǊƎŜǊΩǎ {ȅƴŘǊƻƳŜΣ ŀƴŘ tƘȅǎƛŎŀƭ ŀƴŘ {ŜƴǎƻǊȅ 

disabilities (235). This service is delivered through a network of Vocational, Rehabilitative 

and Clubhouse services in 21 locations across the HSE Community Healthcare Areas 6, 7 

and 9 (see Appendix 19). Seventeen of these twenty-one locations focus exclusively on 

aI5ǎ ŀƴŘ ƛƴ нлмсΣ ǘƘŜ Ψ[ƻǿ [ƛǘŜǊŀŎȅ wŜǎƻǳǊŎŜǎ ŦƻǊ {ƳƻƪƛƴƎ /ŜǎǎŀǘƛƻƴΩ vǳƛǘ {ƳƻƪƛƴƎ 

Programme was rolled out in 14 of these centres.    
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Eligible participants in this qualitative process evaluation were therefore:  

Phase one: EVE service users who attended the programme as well as service 

users who smoke but had not engaged with the Quit Smoking 

Programme (non-attenders) across these 14 centres 

Phase two: EVE Quit Smoking Programme Facilitators including two service 

user co-facilitators across these 14 centres 

6.3.5 Quit Smoking Programme (QSP) 

Below the programme is described in line with the  TIDieR checklist (236): 

1. Brief name: ¢ƘŜ ǊŜǎƻǳǊŎŜ ǿŀǎ ƴŀƳŜŘ Ψ[ƻǿ [ƛǘŜǊŀŎȅ wŜǎƻǳǊŎŜǎ ŦƻǊ {ƳƻƪƛƴƎ 

/ŜǎǎŀǘƛƻƴΩ ǿƘƛƭŜ ǘƘŜ ǇǊƻƎǊŀƳƳŜ ǿŀǎ ƭŀōŜƭƭŜŘ Ψт-week Quit Smoking 

tǊƻƎǊŀƳƳŜΩ ǿƘƛŎƘ ŀōōǊŜǾƛŀǘŜŘ ǘƻ v{tΦ 

2. Why: The programme, designed by the HSE Health Promotion Service, aimed 

to provide intensive support service via an accessible resource which sets out a 

stage-by-stage process to support smokers in their decision to stop smoking 

and to sustain the attempt. 

3. What (materials): Facilitators received a binder detailing the 7-week 

programme and including questionnaires and forms which were distributed to 

participants. A carbon monoxide monitor was also provided. 

4. What (procedures): The programme involved 7 group sessions held once 

weekly where attendees would complete forms detailing their smoking habit 

and the cost of same as well as fill in forms detailing their individual plan for 

quitting for instance personal coping strategies. Carbon monoxide monitors 

were provided for attendees to ascertain their current expired breath carbon 

monoxide levels. Each week addressed one of 7 stages with the assumption 

attendees would quit at week 3 following two weeks of preparation and 

planning. Post quit sessions were focused on support and maintenance of the 

quit attempt. Namely the 7 sessions were: 

1) Prepare 
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2) Plan 

3) Quit 

4) Support 

5) Health 

6) Keep going 

7) Moving on 

There were also features and activities common to each session. Each session 

was introduced with a session aim, objective(s) and a section detailing what 

ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎ ǿƛƭƭ ƘŀǾŜ ƭŜŀǊƴŜŘ ƻǊ ŘƻƴŜ Ψōȅ ǘƘŜ ŜƴŘ ƻŦ ǘƘŜ ǎŜǎǎƛƻƴΩΦ !ǘ ǘƘŜ 

end of each session attendees were given the opportunity to reflect on their 

ǇǊƻƎǊŜǎǎ ōȅ ƳŀǊƪƛƴƎ ǘƘŜƛǊ Ǉƻǎƛǘƛƻƴ ƻƴ ŀ ΨǿŜŜƪƭȅ ŦŜŜŘōŀŎƪΩ ƭŀŘŘŜǊ ŘƛŀƎǊŀƳ ǘƻ 

indicate progress, relapse or no change as well as emotional state. 

5. Who (provided): The programme was facilitated by an EVE staff member who 

had undergone training in brief interventions for smoking cessation as well as 

in the QSP programme specifically. These facilitators, while working in mental 

health services, were not healthcare professionals. Two service users were 

also trained in QSP and acted as co-facilitators at one centre. 

6. How: The programme was delivered face to face in a group setting with the 

exception of one location where a single service user was recruited and thus it 

was provided individually. While beyond the scope of the programme as 

designed, it emerged from the study that a number of centres also added on 

individual support (see later for results). Group sessions were specified to last 

approximately 90 minutes according to the QSP manual but adaptation of the 

programme in line with client pace or readiness was also noted to be possible. 

7. Where: The programme was run at centres in a designated room. 

8. When and how much: The programme as designed ran for 7 once-weekly 

sessions although as the evaluation revealed this did vary in reality and at 
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times took longer or delivery stopped before all 7 sessions were completed. 

See later for results.  

9. Planned Tailoring: While not planned tailoring did occur as subsequently 

revealed by this evaluation and described in the results section.   

10. Modifications: No modifications occurred at the study level.       

11. How well (planned): See No. 12 below. 

12. How well (actual): The planning and delivery were considered in this research 

and are described in the results. 

6.3.6 Sample 

This study adopted a purposive sampling strategy. Efforts were made to include a range 

of service user participants, across all eligible centres, in terms of age, gender and service 

use (full-time/part-time) but also, as stated above, in terms of level of engagement with 

the quit smoking programme thus ensuring all key constituencies of relevance were 

covered and that sufficient diversity was included (237). This was however dependent 

upon both staff and service user availability given the role of staff as gatekeepers and 

recruiters and upon the provision of informed consent. In relation to recruitment of 

facilitators efforts were made to ensure service user co-facilitators were included in 

addition to staff facilitators ensuring any differences in perspectives could be explored 

(237), once again dependent upon availability and informed consent. 

6.4 Ethical approval  

The study received chair approval from the Tallaght Hospital / St. James's Hospital Joint 

Research Ethics Committee on 28th April 2016 (Appendix 20).  

6.5 Data Collection Instruments/tools  

6.5.1 Interview guides and Focus group theme sheet 

Interview schedules for service users who attended the smoking cessation programme, 

service users who did not attend, and for facilitator focus groups were developed by the 

researcher based on the research questions, the literature reviewed and background 

knowledge relating to the service itself and the Tobacco Free policy and Quit Smoking 
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Programme (Appendices 29 and 31). While informed by the literature, interview guides 

were also discussed with qualitative researchers and with researchers experienced in 

working with vulnerable populations, including those with MHDs, as well as management 

staff at the EVE service. The final interview guides were piloted through two mock 

interviews before service user interviews commenced, with no changes made based on 

these interviews. In line with the inductive approach taken, the interview guide was 

reviewed in light of the knowledge gained from the initial round of interviews and some 

minor adaptations were made, with a revised guide used for the remaining 18 interviews 

(Appendix 30). The focus group theme sheet was also discussed with qualitative 

researchers and again underwent minor revisions following completion of service user 

interviews (Appendix 32).   

6.5.2 Audio recorders  

Audio recorders were used throughout the study. For the initial two interviews a single 

recorder only was used and this failed 5 minutes into the second interview resulting in a 

partial recording. In the case of the 18 remaining interviews and all 4 focus groups a 

primary and back-up recorder were used.   

6.6 Procedure  

6.6.1 Phase one- Service user interviews   

Recruitment of service user participants was conducted through EVE staff, who were 

briefed on the evaluation and asked to recruit service users who smoke or who had 

recently quit smoking. To allow time to consider their participation service users were 

informed of the study and presented with information sheets (Appendix 21 and 23) one 

week prior to engaging with the informed consent process (Appendix 22 and 24). The 

information presented included details regarding the purpose of the in-depth interview, 

right to decline to take part, and right to withdraw at any stage. One week after being 

informed of the study those who consented were invited to participate in an interview 

with the researcher. This study was presented alongside a quantitative component which 

is therefore also described in information and consent forms. Data are however 

unavailable due to incomplete implementation of this quantitative component across 

centres.   
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Interviews with service users focused on their experience of the programme and their 

feelings toward smoking.  At the start of the interview service users were asked for basic 

demographic information (age and gender), followed by questions about smoking and 

their smoking history. Following this they were asked about pros and cons of smoking and 

not smoking, and barriers to and enablers of abstinence, their feelings on the smoke free 

policy and their experience of the smoking cessation programme. Service users who 

smoke but did not attend the smoking cessation programme were asked to talk about 

their decision not to attend and what if anything might have encouraged them to attend 

in addition to discussing their smoking history. Before all interviews the researcher 

reminded participants of the confidential nature of their participation as well as her 

neutral stance in relation to both the service and the topics to be discussed.  

Ultimately, 20 interviews across 10 of the 14 sites were conducted from October 2016 to 

January 2017. Participants were a range of service users including QSP attendees (current 

and former smokers) and service users who were current smokers but had not attended 

the QSP. Some of the attendees interviewed were in the midst of a programme, some 

were about to restart a programme and others had attended a programme in the last few 

months but were no longer attending at time of interview. Interviews lasted between 15 

and 50 minutes and were held in a private room at the centre attended.  

6.6.2 Phase Two ɀ Facilitator Focus Groups  

Once all service user interviews were complete, phase two commenced, involving 

facilitators of the quit smoking programme based in centres dealing exclusively with 

mental health. All staff and both service users trained in QSP were invited to participate in 

a focus group. Staff had previously been informed about this phase of the study at service 

user recruitment briefings and information sheets were distributed once again in the 

follow-up email invitation (Appendix 25). The participant consent form (Appendix 26) was 

attached to this email and had to be completed prior to participation. As above, this study 

was presented alongside a quantitative component (an online survey in this case which 

was also open to centre managers).  

Four focus groups were held in a training room at the Brú Chaoimhin Campus from 

February 2017 ς March 2017. Due to non-attendance on the day the first focus group 
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went ahead with just two members.  Overall focus groups ranged in size from two to six 

members and lasted around an hour (49 minutes ς 1 hour 22 minutes) (see Table 6.1). 

The late arrival of one participant at Focus group 3 led to an extension add-on interview 

at the end with her of 14 minutes.  Following the exclusion of three staff members who 

had retired, gone on career break and gone on maternity leave respectively,  19 eligible 

trained facilitators remained and 17 of these participated in a focus group. One additional 

member of staff who did not have QSP training volunteered to be part of one of the focus 

groups following miscommunication within the service, and contributed with general 

insights.  

Table 6. 1 Focus groups 

 n Duration 

Focus Group 1 2 1h 3m 
Focus Group 2 6 53m 
Focus Group 3 4 49m 
Focus Group 4 6 1h 22m 

 

Facilitators were asked to discuss the smoke free policy; smoking in relation to those with 

MHDs and health service approach to same; the quit smoking programme in relation to 

their training, the resource itself and their facilitation experience as well as initial and 

ongoing barriers and enablers to starting and running the programme at their centres. 

Participants were reminded at the start of the focus group that all data would be de-

identified and that the researcher was neutral in relation to the service and in relation to 

the topics to be discussed.   

6.7 Data analysis 

All interviews and focus groups were digitally recorded and transcribed verbatim for 

analysis with transcripts checked against recordings for accuracy. Transcripts were then 

anonymised with all names and identifying data removed and pseudonyms assigned 

where necessary. Data analysis was supported with Nvivo10 data management software. 

Thematic analysis was used for data from interviews and focus groups (170).  

Following an extensive familiarisation process involving several close readings of 

transcripts initial codes were generated. Once all data had been coded the researcher 
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searched for major themes among these codes and developed an initial framework of 

themes and sub-themes representing key barriers and enablers. This framework was then 

discussed with a member of the supervisory team before the researcher went on to 

review and refine these themes to ensure, firstly, each theme was based on coded data 

which formed a coherent pattern including exploration of deviant cases where present, 

and, secondly, and more broadly, to ensure the key emergent themes were valid in their 

reflection of the dataset as a whole (170). A subset of transcripts was read by an 

additional coder to confirm that transcripts were coded consistently and that the key 

findings of the study were supported. The final coding framework is presented in Figures 

6.1 and 6.2 below 
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  Figure 6. 1 Enablers ς Final coding framework  
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Figure 6. 2 Barriers ς Final coding framework
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6.8 Results  

6.8.1 Enablers 

1. Smoke-free campus policy  

The recently introduced tobacco free campus policy emerged as an enabler leading 

members to often find smoking more awkward and as a result for some to find 

themselves smoking less: 

άƛǘ has ōŜŜƴ ŀ ƭƛǘǘƭŜ ōƛǘ ŀǿƪǿŀǊŘ ǎƻ ǘƘŜȅΩǾŜ Ŏǳǘ ŘƻǿƴΧ ǿƘŜƴ ǘƘŜ ǿŜŀǘƘŜǊ ƛǎ ōŀŘ ƛƴ 

ǇŀǊǘƛŎǳƭŀǊ ȅƻǳΩŘ ƴŜŜŘ ǘƻ ǊŜŀƭƭȅ ǿŀƴǘ ȅƻǳǊ ŎƛƎŀǊŜǘǘŜ ǘƻ Ǝƻ ƻǳǘέ ώCƻŎǳǎ DǊƻǳǇ о a] 

άL Ŏǳǘ Řƻǿƴ ŀ ōƛǘ ōŜŎŀǳǎŜ ȅƻǳ ƘŀǾŜ ǘƻ Ǝƻ ƻǳǘǎƛŘŜΦ  ¸ƻǳ ƘŀǾŜ ǘƻ Ǝƻ ƻǳǘǎƛŘŜ ŀƴȅǿŀȅ 

ōǳǘ ŜƘ ǿŜ ǿŜǊŜƴΩt allowed smoke outǎƛŘŜ ǘƘŜ ōǳƛƭŘƛƴƎΦέ ώLƴǘŜǊǾƛŜǿ 51] 

 

The policy also prompted replacements for smoking breaks in some centres with fruit and 

tea breaks offered to smokers or all members and thus serving as a distraction for 

smokers:  

άǿƘŜƴ ǘƘŜ ǎƳƻƪŜ-free came in we changed that to a coffee break so people now 

instead of going out could come in and have a cup of coffee and tea and their bit 

ƻŦ ŦǊǳƛǘ ŀƴŘ ǿƘŀǘŜǾŜǊ ŀƴŘ ƛǘΩǎ ŀ ŘƛǎǘǊŀŎǘƛƻƴέ ώCƻŎǳǎ DǊƻǳǇ о Dϐ 

 άǿŜ ƛƴǘǊƻŘǳŎŜŘ ŀ ǘŜŀ ōǊŜŀƪ  ŦƻǊ ǎƳƻƪŜǊǎΧ ŀƴŘ ǿŜ ǿƻǳƭd have tea and biscuits or 

ǘŜŀ ŀƴŘ ǿƘŀǘŜǾŜǊΧ ǎƻ ǘƘŜǊŜ ǿƻǳƭŘ ōŜ ŀǘ ǘƘŜ ƳƻƳŜƴǘ ƴƻǿ ǘƘŜǊŜ ǿƻǳƭŘ ōŜ ŀƴ 

average of 12 or 13 people going in for the tea and a biscuit or whatever and 

ŀōƻǳǘ н ǘƻ о ƎƻƛƴƎ ƻǳǘ ŦƻǊ ŀ ǎƳƻƪŜ ƳŀȅōŜ ƻƴƭȅ н ƎƻƛƴƎ ƻǳǘ ŦƻǊ ŀ ǎƳƻƪŜΧǎƻ ǘƘŀǘ 

wŀǎ ƛƴŎŜƴǘƛǾƛǎƛƴƎ ώŀƎǊŜŜƳŜƴǘϐΧŀƴŘ ƛǘ ǿŀǎ ƭƛƪŜ ȅƻǳ ƪƴƻǿ ŜǎǇŜŎƛŀƭƭȅ ǿƘŜƴ ǘƘŜ 

ǿŜŀǘƘŜǊ ǿƻǳƭŘ ōŜ ŀ ōƛǘ ōŀŘ ƻǊ ŀƴȅǘƘƛƴƎ ŀƴŘ ǘƘŜȅ ǎŜŜ ŀ ŎǳǇ ƻŦ ǘŜŀ ŀƴŘ ŀ ōƛǎŎǳƛǘέ 

[Focus Group 4 EA]  

2. Resourcefulness of Programme Facilitators  

The resourcefulness of staff facilitating the quit smoking programme in general also 

emerged as an important enabler for implementation. This was revealed in extra-

curricular efforts including the provision of additional individual support where required;  
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άǿŜΩǊŜ ŘƻƛƴƎ ƛǘ ȅƻǳ ƪƴƻǿ ǎǘŜǇ ōȅ ǎǘŜǇ ǎŜŜƛƴƎ ǿƘŀǘ ǎǘŀƎŜ ǘƘŜȅΩǊŜ ŀǘ ŀƴŘ ǿƻǊƪƛƴƎ 

with each person then we do a group and then we just have a slot [for] an 

ƛƴŘƛǾƛŘǳŀƭέ ώCƻŎǳǎ DǊƻǳǇ п bϐ 

άōǳǘ L ƪƴƻǿ ǘƘŜ ǇŜǊǎƻƴ ǿƘƻ ƎŀǾŜ ǳǇ ǿŀǎ ǎǘǊǳƎƎƭƛƴƎ ƘǳƎŜƭȅ ǿƘŜƴ ƘŜ ƎŀǾŜ ǳǇ ǎƻ L 

ƭƛƴƪŜŘ ƛƴ ǿƛǘƘ ƘƛƳ ŜǾŜǊȅ ŘŀȅΧ Ƨǳǎǘ ǘƻ ƪŜŜǇ ǘƘŜ ƳƻƳŜƴǘǳƳ ƎƻƛƴƎ ŀƴŘ ǎƻ ŦŀǊ ƘŜΩǎ ŀǘ 

ŀǊƻǳƴŘ ǎƛȄ ǿŜŜƪǎ ƴƻǿ ƻŦŦέ ώCƻŎǳǎ DǊƻǳǇ о aϐ 

and the building of individual work into group sessions to deal with some service users 

catching up on missed weeks; 

 άǎƻ ǿŜ ƪƛƴŘŀ Ǝƻ ǘƘǊƻǳƎƘ ƛǘ ŀƴŘ ǘƘŜƴ ǿƘŜǘƘŜǊ ǎƻƳŜƻƴŜΩǎ ƻƴ ǿŜŜƪ н ƻǊ ǿŜŜƪ о LΩŘ 

ƎƛǾŜ ǘƘŜƳ ƳŀȅōŜ ǘŜƴ ƳƛƴǳǘŜǎ ŀƴŘ ƛŦ ȅƻǳΩǊŜ ǿŜŜƪ н ȅƻǳ ƎŜǘ ǘƘŜ ǿŜŜƪ н ƭƛǘǘƭŜ ǇŀŎƪ 

ŀƴŘ ƛŦ ȅƻǳΩǊŜ ǘƘŜ ǿŜŜƪ о ŀƴŘ ǘƘŜƴ ȅƻǳ Řƻ ȅƻǳǊ ƻǿƴ ƭƛǘǘƭŜ ǇŜǊǎƻƴŀƭ ōƛǘ ƻŦ ǿǊƛǘƛƴƎέ 

[Focus Group 3 L] 

Some facilitators used quit.ie and the national quit line as an additional resource in 

classes as well as during individual support sessions;  

άL Ǝƻ ǘƻ ƭƛƪŜ ǘƘŜ ǉǳƛǘ ǎƳƻƪƛƴƎ ǿŜōǎƛǘŜ ōŜŦƻǊŜ ǘƘŜ Ŏƭŀǎǎ ǎƻ ǘƘŀǘ L ƘŀǾŜ ǎǘǳŦŦ ǘƘŀǘ L Ŏŀƴ 

kinda talk about some kinda like tips or whatever and then so we kinda go through 

ƛǘέ ώCƻŎǳǎ DǊƻǳǇ о [ϐ 

 άeh that ώǉǳƛǘΦƛŜ ΨL Ŏŀƴ ǉǳƛǘΩ ǿǊƛǎǘōŀƴŘϐ ǿŀǎ ƛƴ ǘƘŜ ǇŀŎƪ ǘƘŀǘ ǘƘŜȅ Ǝƻǘ ƛƴ Ψ/ŜƴǘǊŜ ·Ω    

        ŀƴŘ ŜŀŎƘ ǇŜǊǎƻƴ Ǝƻǘ ŀƴ ŜƴǾŜƭƻǇŜ Ŧǳƭƭ ƻŦ ǎǘǳŦŦΧΦ ¢ǿƻ ƻŦ ǳǎ ƘŀǾŜ ƛǘ ƻƴΦ ΨL can ǉǳƛǘΩΣ ōǳǘ    

        ŘƻƴΩǘ  ǎŀȅ ŘƻƴΩǘ ask me when (Laughs)Φέ ώLƴǘŜǊǾƛŜǿ 5мϐ 

 

some had members who are former smokers come in to share advice: 

 άL ǿŀǎ Ƨǳǎǘ ŀǎƪŜŘ ŀƴŘ L ǎŀƛŘ LΩƭƭ Ƨǳǎǘ Ǝƻ ŀƭƻƴƎΦ  L ƪƴƻǿ ƛǘ ǎƻǳƴŘ ǎƻǇǇȅ ōǳǘ L ǘƘƻǳƎƘǘ 

ƳŀȅōŜ L ŎƻǳƭŘ ƎƛǾŜ ōŀŎƪ ǎƻƳŜǘƘƛƴƎέ ώInterview G2] 

while Gavin made use of the technology available in his centre to support and empower 

attendees with low literacy: 

άL ƘŀǾŜ ŀ ŘŜǾƛŎŜ ƛƴ /ŜƴǘǊŜ ! ŀƴŘ ƛǘΩǎ ǘƘŜ 5ǊŀƎƻƴ ǎƻŦǘǿŀǊŜ ΧōŜŎŀǳǎŜ ǎƻƳŜ ƻŦ ǘƘŜ 

ƭŀŘǎ ǿƻǳƭŘƴΩǘ ōŜ ŀōƭŜ ǘƻ ǘȅǇŜ ƻǊ ǿǊƛǘŜ ΧƻǇŜƴ ǳǇ ŀ ǿƻǊŘ ŦƻǊ ǘƘŜƳ ŀƴŘ ŀƭƭ ƻŦ ŀ 
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suddŜƴ ȅƻǳ Ǝƻ ǘŀƭƪ ƛƴ LΩƳ Ǝƻƴƴŀ ŀǎƪ ȅƻǳ ǉǳŜǎǘƛƻƴǎ ŀƴŘ ȅƻǳ Ƨǳǎǘ ŀƴǎǿŜǊ ǘƘŜƳ ƘŜǊŜ 

ŀƴŘ ǘƘŜȅΩǊŜ ƎŜǘǘƛƴƎ ŀƭƭ ǘƘŜ ƛƴŦƻǊƳŀǘƛƻƴ Řƻǿƴ ŀƴŘ ǘƘŜȅΩǊŜ ǿŀƭƪƛƴƎ ƻǳǘ ōŜŀƳƛƴƎΦ 

bƻǿ L ƪƴƻǿ ƛǘΩǎ ŀōƻǳǘ ǘƘŜ ǎƳƻƪƛƴƎ ŀƴŘ ƛǘΩǎ ƴƻǘ ŀōƻǳǘΧ, but all of a sudden that 

ŎƻƴŦƛŘŜƴŎŜ ǘǊŀƴǎƭŀǘŜǎέ [Focus Group 1 G]  

Several Facilitators discussed running general support groups alongside the programme 

as a potential approach to dealing with missed weeks and attendees getting stuck at 

certain stages  

 άǿŜΩƭƭ Ƨǳǎǘ ōŜ ŀ ǎƳƻƪƛƴƎ ŎŜǎǎŀǘƛƻƴ ǎǳǇǇƻǊǘ ƎǊƻǳǇ until such time as at least some 

ƻŦ ǳǎ Ŏŀƴ ǎŜǘ ŀ ǉǳƛǘ ŘŀǘŜέ ώCƻŎǳǎ DǊƻǳǇ м aϐ 

ŀƴŘ ƛƴ ·Ωǎ ŎŀǎŜ ōŜŎŀǳǎŜ ŦƻǊ ǎƻƳŜ ŀ ǿŜŜƪ ƛǎ ǘƻƻ ƭƻƴƎ ǘƻ ǊŜǘŀƛƴ ŦƻŎǳǎ ǿƛǘƘƻǳǘ ƻƴƎƻƛƴƎ 

support 

άǎƻƳŜǘƛƳŜǎ ǘƘŜ ǿŜŜƪ ƛǎ ǘƻƻ ƭƻƴƎ ŀƴŘ ǘƘŜƴ ȅƻǳ ƪƴƻǿ ǎǘǳŦŦ ǇƻǇǎ ǳǇ ǘƘŜ ƳƛŘŘƭŜ ƻŦ 

the week ŀƴŘ ȅƻǳ ŎŀƴΩǘ ŦƻŎǳǎ ƻƴ ƛǘ ǎƻ ǿƘŀǘ ǿŜΩǊŜ ŘƻƛƴƎ ƛǎ ǘƘŜǊŜΩǎ ŜǾŜǊȅ ƳƻǊƴƛƴƎ ƻǊ 

ŜǾŜǊȅ ƭǳƴŎƘǘƛƳŜ ǿŜΩƭƭ ƳŜŜǘ Ƨǳǎǘ ŀǎ ŀ ǎƳƻƪƛƴƎ ƎǊƻǳǇ ŦƻǊ мл ƳƛƴǳǘŜǎέ ώCƻŎǳǎ DǊƻǳǇ 

1 G]  

In another centre J elected to run a stress management group in between courses: 

άƛƴ ōŜǘǿŜŜƴ Ǌŀther than kind of doing you know the same thing all over again the 

em tsh just you know the way I did one week about em you know managing stress 

ŀƴŘ ǿƘŀǘŜǾŜǊ L Ƨǳǎǘ ŘƛŘ ŀ ǊŜƭŀȄŀǘƛƻƴ ƎǊƻǳǇ ƭƛƪŜέ ώCƻŎǳǎ DǊƻǳǇ н aϐ 

A number of staff contacted HSE programme developers for support:  

άL ŀǎƪŜŘ ώŀ ǇǊƻƎǊŀƳƳŜ ŘŜǾŜƭƻǇŜǊϐ ŦǊƻƳ ώƴŀƳŜ ƻŦ ǇƭŀŎŜϐ ǘƻ ŎƻƳŜ Řƻǿƴ ǘƻ ώ/ŜƴǘǊŜ 

Dϐ Ƨǳǎǘ ǘƻ ǎŜŜ ǿŀǎ L ŘƻƛƴƎ ƛǘ ǊƛƎƘǘέ ώCƻŎǳǎ DǊƻǳǇ н 5ϐ 

while those at Centre D linked in with local services  

 άǿŜ Ǝƻǘ ƘŜǊ ǘƻ ƎƛǾŜ ǘŀƭƪǎ ŀƴŘ ǘƻ ǿƻǊƪ ǿƛǘƘ ǘhe group as well you know to come in 

somebody different, we linked up with the local doctors for prescriptions and 

things like that we linked up with the local chemist as well to provide you know 
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the patches and the different things and the cost and the consequences, so we 

ƪƛƴŘŀ ǿŜƴǘ ƻǳǘ ƛƴǘƻ ŎƻƳƳǳƴƛǘȅ ǿƛǘƘ ƛǘΧΦȅŜŀƘ ŀƴŘ ǘƘŀǘ ƘŜƭǇŜŘέ ώCƻŎǳǎ DǊƻǳǇ п bϐ 

3. An active, open and engaged recruitment approach  

A more active approach to recruitment versus a simple noticeboard approach alone 

seems to have helped get the programme up and running at centres: 

 άǘŀƭƪƛƴƎ ŀōƻǳǘ ƛǘ ǊŜŀƭƭȅ ƭƛƪŜ ŜǾŜǊȅ ǘƛƳŜ ǎƻƳŜƻƴŜ ƴŜǿ ǎǘŀǊǘŜŘ ƪƛƴŘŀ ǎŀȅƛƴƎ ǿŜƭƭ ǿŜ 

have you know are you a smoker and then if they say yeah ok well we have this 

ǿƻǳƭŘ ȅƻǳ ōŜ ƛƴǘŜǊŜǎǘŜŘέ ώCƻŎǳǎ DǊƻǳǇ о [ϐ 

Facilitators ƳŜƴǘƛƻƴŜŘ ǘƘŜ ƴŜŜŘ ǘƻ ΨǎŜƭƭΩ ǘƘŜ ǇǊƻƎǊŀƳƳŜ ŀ ƭƛǘǘƭŜ ŀƴŘ ǘƻ ŜƴŎƻǳǊŀƎŜ 

participation:  

άƘŀǾƛƴƎ ŀƴ ƛƴƛǘƛŀƭ ŎƘŀǘ ǿƛǘƘ ǎƻƳŜōƻŘȅ ǿƘŀǘ ȅƻǳ ŘƻƴΩǘ ǿŀƴǘ ƛǎ ǘƻ Ƨǳǎǘ Ǉǳǘ ǳǇ ŀ ƭƛǎǘ 

ŀƴŘ ǎŀȅ ȅƻǳ ƪƴƻǿ ΨǎǘƛŎƪ ȅƻǳǊ ƴŀƳŜ Řƻǿƴ ǘƘŜǊŜ ƛŦ ȅƻǳ ǿŀƴƴŀ Řƻ ŀ ǉǳƛǘ ǎƳƻƪƛƴƎ 

programme aƭǊƛƎƘǘΩ ΦΦ L ǘƘƛƴƪ ǘƘƛǎ ƴŜŜŘǎ ǘƻ ōŜ ǎƻƭŘ ŦƻǊ ǿŀƴǘ ƻŦ a better word quite 

ǊƛƎƻǊƻǳǎƭȅΧ ǿŜ ŀǊŜ ǇǳǎƘƛƴƎ ƛǘ ŀ ƭƛǘǘƭŜ ōƛǘ ŀƴŘ L ǘƘƛƴƪ ƛŦ ǿŜΩǊŜ ƴƻǘ ǇǳǎƘƛƴƎ ŀ ƭƛǘǘƭŜ ōƛǘ 

ǿŜΩǊŜ ƴƻǘ ŘƻƛƴƎ ƻǳǊ Ƨƻō Χ ŀǎƪ ŀƴƻǘƘŜǊ ƻƴŜ ƻǊ ǘǿƻ ǉǳŜǎǘƛƻƴǎ ŀƴŘ ȅƻǳ ŀƴŘ ƛŦ ȅƻǳ 

still tell me to go bug*er ƻŦŦ ŦŀƛǊ ŜƴƻǳƎƘ ōǳǘ ǿŜΩǊŜ Ƨǳǎǘ ƪƛƴŘ ƻŦ ŀǎƪƛƴƎ ŀ ŎƻǳǇƭŜ 

more questions maybe just planting that little seedέ [Focus Group 1 M]  

Several service users discussed attending due to curiosity or just to hear the advice on 

offer:  

 άI thought, you knowΣ ƛǘΩǎ ƴƻǘ ǘƘŀǘ L ǘƘƻǳƎƘǘ ŀōƻǳǘ ǎǘƻǇǇƛƴƎ ōǳǘΣ ŜƳΣ L ǘƘƻǳƎƘǘ ƛǘΩǎ 

good to sit down and listen to it and who knows if it gets me down on 

cigareǘǘŜǎΣ ǘƘŀǘΩǎΣ ǿƘȅ ƴƻǘΣ ȅƻǳ ƪƴƻǿέ ώLƴǘŜǊǾƛŜǿ 5нϐ 

Unsurprisingly opening the programme up to those not ready to quit led to greater 

uptake: 

άǇŜƻǇƭŜ ǘƘƛƴƪ ǘƘŜȅ ƘŀǾŜ ǘƻ ǉǳƛǘ ǘƘŀǘΩǎ ǿƘŀǘ L ŦƻǳƴŘ ŜƳ Ŏǳǎ ƭƛƪŜ ǘƘŀǘ LΩǾŜ ōŜŜƴ 

trying to get this going here in December and nobody and again even January we 

ƪƛƴŘ ƻŦ ǘƘƻǳƎƘǘ ƳŀȅōŜ ƴŜǿ ȅŜŀǊΩǎ ǊŜǎƻƭǳǘƛƻƴǎ ŀƴŘ ǎǘǳŦŦ ƭƛƪŜ ǘƘŀǘ ǿƻǳƭŘ ōǳǘ it was 

kinda February before people kinda started kinda committing to me and I had to 
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ƪƛƴŘ ƻŦ ǇƘǊŀǎŜ ƛǘ ƛƴ ǎǳŎƘ ŀ ǿŀȅ ƭƛƪŜ ƛǘΩǎ ƻƴƭȅ Ƨǳǎǘ ŀ ŎƻƴǾŜǊǎŀǘƛƻƴ ȅƻǳ ƪƴƻǿ ǘƘŜǊŜΩǎ 

ƴƻ ŜȄǇŜŎǘŀǘƛƻƴέ ώCƻŎǳǎ DǊƻǳǇ о [ϐ 

Importantly however it also appeared to spur on later quit attempts and personal goals:  

άǿŜΩŘ ŀ ŎƻǳǇƭŜ ƻŦ ǇŜƻǇƭŜ ǿƘƻ ǿŜǊŜ ǎǘƛƭƭ ǎƳƻƪƛƴƎ ŎƻƳƛƴƎ ǘƻ ǘƘŜ ƎǊƻǳǇ ŀƴŘ ƴƻ 

ƛƴǘŜƴǘƛƻƴ ƻŦ ƎƛǾƛƴƎ ǳǇ ōǳǘ ǘƘŜƴΣ ƛǘΩǎ ƭƛƪŜ ƻǾŜǊƴƛƎƘǘ ǎƻƳŜǘƘƛƴƎ ƘŀǇǇŜƴǎ ŀƴŘ ǘƘŜȅ 

ŎƻƳŜ ƛƴ ΨƻƘ ȅŜŀƘ L ǎǘƻǇǇŜŘ ƭŀǎǘ ǿŜŜƪΩέ ώCƻŎǳǎ DǊƻǳǇ о aϐ 

άŀƴŘ ǘƘŜƴ ƻƴŎŜ ǘƘŜȅ ǎǘŀǊǘŜŘ ƻƴ ƛǘ ǘƘŜȅ ǎǘŀǊǘŜŘ ƳŀƪƛƴƎ Ǝƻŀƭǎ ŦƻǊ ǘƘŜƳǎŜƭǾŜǎέ 

[Focus Group 3 L] 

Some attended simply to cut-down but were highly committed in this: 

άȅŜŀƘ L ƘŀŘ ƻƴŜ ƭŀŘȅ ǘƘƻǳƎƘ ǘƘŀǘ ǎƘŜ ǿƻǳƭŘ ŎƻƳǇƭŜǘŜ ǘƘŜ ŎƻǳǊǎŜ ǿƛǘƘ ƳŜ Χ ōǳǘ 

she never actually gave ǳǇ ŎƛƎŀǊŜǘǘŜǎ ōǳǘ ǎƘŜ ǎŀƛŘ ǎƘŜ Ƨǳǎǘ ǿŀǎƴΩǘ ŀǘ ǘƘŜ ǊƛƎƘǘ ǘƛƳŜ 

ǘƻ Řƻ ƛǘ Χ ōǳǘ ǎƘŜ ǿŀƴǘŜŘ ǘƻ ƪŜŜǇ ƎƻƛƴƎ ǿƛǘƘ ǘƘŜ ŎƻǳǊǎŜ ŦƻǊ ǘƘŜ ŜŘǳŎŀǘƛƻƴ ŀƴŘ ƛǘ 

ǿŀǎ ŜƴŎƻǳǊŀƎƛƴƎ ƘŜǊ ǘƻ Ŏǳǘ Řƻǿƴ ǎƘŜ Ƨǳǎǘ ǿŀǎƴΩǘ ǊŜŀŘȅ ǘƻ ƎƛǾŜ ǳǇ Χ ǎƘŜ ǎŀǘ ƛƴ 

throughout the whole 3 courses Χ ŀƴŘ she just felt that it kept her you know 

ƛƴǎǘŜŀŘ ƻŦ ǎƳƻƪƛƴƎ нл ŀ Řŀȅ ǎƘŜ ǿŀǎ ǎƳƻƪƛƴƎ млέ [Focus Group 2 D] 

and cutting down alone made a difference to them   

άŦƻǊ ǘƘƛǎ ƭŀŘȅ ƛǘ ǿŀǎ ŀ ōƛƎ ǘƘƛƴƎ ǘƘƻǳƎƘΧōŜŎŀǳǎŜ ǎƘŜ ǿŀǎ ŀōƭŜ ǘƻ ƳŀƴŀƎŜ ǘƘŜƴ ǘƻ 

get her hair done every week and everything saving cigarettes financially so it was 

ŀ ǾŜǊȅ ōƛƎ ǘƘƛƴƎ L ƘŀǾŜ ǘƻ ǎŀȅέ  ώCƻŎǳǎ DǊƻǳǇ н 5ϐ  

In general however it seemed that while opening up the programme to those not 

necessarily ready to quit can work, it is best if these attendees have formed meaningful 

personal goals in advance or are at least somewhat self-motivated to attend. Forced or 

disengaged attendance may lead to frustration or affect overall atmosphere in the group:  

 άL ǘƘƛƴƪ ƴƻǘ ŀƴȅōƻŘȅ ƻŦ ǘƘŜ ƎǊƻǳǇ ǿŀƴǘǎ ǘƻ ǎǘƻǇΦ  ό[ŀǳƎƘǎύΦ  LǘΩǎ ŀ ōƛǘ ǘƻǳƎƘ ȅƻǳ 

ƪƴƻǿΧΦΦ ƛƴ ƘŜǊŜ ǿƛǘƘ ǘƘŜ ǇǊƻƎǊŀƳƳŜ L ŘƻƴΩǘ ƪƴƻǿ ŀƴȅōƻŘȅ ǿƘƻ ǿŀƴǘǎ ǘƻ ǉǳƛǘ ƴƻέ 

[Interview D2] 
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At Centre X, where attendance by smokers was required given the inability to implement 

a tobacco free campus at this site the facilitator reported feeling frustrated with how the 

programme had gone: 

άŦŜŜƭ ŀ ōƛǘ ŀ ōƛǘ ŦǊǳǎǘǊŀǘŜŘ ǊŜŀƭƭȅ ȅƻǳ ƪƴƻǿ ƭƛƪŜ ȅƻǳΩǊŜ Ƨǳǎǘ ǎƻǊǘ ƻŦ ƻƴ ǘƘŜ L ƳŜŀƴ Ƙŀǎ 

ŀƴȅōƻŘȅ ƘŀŘ ŀƴȅ ǎǳŎŎŜǎǎ ƭƛƪŜ ǿƛǘƘ ƛǘΚέ ώCƻŎǳǎ DǊƻǳǇ н aϐ 

and described members expressing protestations in group  

άLΩŘ ǘǿƻ ǇŜƻǇƭŜ ŜƳ ǘƘŀǘΣ ƻƴŜ ǿƘƻ ǿŀǎ Ƨǳǎǘ ƭƛƪŜ ǊŜŀƭƭȅ ŦƻǊŎƛōƭȅ ƭŜǘǘƛƴƎ ƛǘ ōŜ ƪƴƻǿƴ 

that the only reason they were there was because people were told they had to be 

ǘƘŜǊŜ ǿƘŀǘŜǾŜǊ ŀƴŘ ƭƛƪŜ ȅƻǳ ƪƴƻǿ ŀƴŘ LΩŘ ōŜ ƪƛƴŘŀ ǘǊȅƛƴƎ ǘƻ ȅƻǳ ƪƴƻǿ ƳŀȅōŜ ȅou 

ƪƴƻǿ ǿƘŜƴ ȅƻǳΩǊŜ ǘŀƭƪƛƴƎ ŀōƻǳǘ ǘƘŜ ƘŜŀƭǘƘ ōŜƴŜŦƛǘǎ ŀƴŘ ǘƘŜ ǿƘŀǘŜǾŜǊ ƭƛƪŜ ŀƴŘ ǎƘŜΩŘ 

ǎŀȅ ΨaŀǊǘƛƴ LΩƳ Ƨǳǎǘ ƴƻǘ ƎƛǾƛƴƎ ǳǇ ǘƘŜǊŜΩǎ ƴƻ Ǉƻƛƴǘ ƛƴ ǘŀƭƪƛƴƎ ǘƻ ƳŜ Ƨǳǎǘ LΩƳ ƻƴƭȅ ƘŜǊŜ 

ōŜŎŀǳǎŜ ǇŜƻǇƭŜ ǘƻƭŘ ƳŜ ǎƻ Ƨǳǎǘ L ŘƻƴΩǘ ǿŀƴǘ ǘƻ ƘŜŀǊ ŀƴȅ ƳƻǊŜ ƻŦ ƛǘΩ ȅƻǳ ƪƴƻǿέ 

[Focus Group 2 M] 

Pushing members to attend without goals often does not seem worthwhile: 

άL ŘƛŘ ŜǾŜǊȅǘƘƛƴƎ L ƳŜŀƴ ƴƛŎŜƭȅ ǘƻ ƎŜǘ ƻƴŜ ƻǊ ǘǿƻ ƛƴΣ L ǊŜƳŜƳōŜǊ ƎŜǘǘƛƴƎ ǘƘŜƳ ƛƴ 

and then sure it was just like they just did not want to be there, it was a waste of 

my tƛƳŜ ǘƘŜƛǊ ǘƛƳŜ ŀƴŘ ŜǾŜǊȅƻƴŜ ŜƭǎŜ ƛƴ ǘƘŜ ǊƻƻƳ ǘƘŜȅ ŘƛŘƴΩǘ ȅƻǳ ƪƴƻǿ ŜƳΧΦŀŦǘŜǊ 

session one they were gone that was it yeahέ ώCƻŎǳǎ DǊƻǳǇ п .ϐ 

This again came across in the report of Michael who mentioned joining to boost numbers 

and perhaps unsurprisingly came across as not too engaged with the process: 

 ά¢ƘŜȅ ŀǎƪŜŘ ƳŜ ǘƻ Ǝƻ ƻƴ ƛǘΧΦLΩƳ ǎƛǘǘƛƴƎ ƛƴ ƻƴ ƻƴŜΧΦ ȅƻǳ ŘƻƴΩǘΣ ŜƘ L ŘƻƴΩǘ ǊŜŀƭƭȅΣ ȅƻǳ 

ƪƴƻǿΣ ǎǇŜƴŘ ƳǳŎƘ ǘƛƳŜ ǘƘƛƴƪƛƴƎ ŀōƻǳǘ ƛǘέ [Interview D1] 

As described above it would seem that a better approach may be to recruit those already 

motivated or at least help attendees to form a meaningful personal goal as a seat filling 

approach may lead to an atmosphere of nobody really wanting to quit. 
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4. Grouping with other and broader health initiatives  

Facilitators also mentioned grouping smoking cessation in with other and broader mental 

and physical health initiatives and some seemed to feel this could be an effective 

approach: 

 άǇŀǊǘ ƻŦ ǘƘŜ ǿƘƻƭŜ ŎƻƴǾŜǊǎŀǘƛƻƴ ǿƛǘƘ ǘƘŜ ǘƻōŀŎŎƻ ŦǊŜŜ ŎŀƳǇǳǎ ŀǎ ǿŜƭƭ ŀǎ ǘƘŜ ǉǳƛǘ 

smoking programme is to say you know just to get that message out there 

consistently to everybody to say we are a HSE location and the HSE are part of the 

ƘŜŀƭǘƘȅ LǊŜƭŀƴŘ ǇǊƻƎǊŀƳƳŜ ŀƴŘ ŀƴŘ ŀƴŘ ǘƘŜ ŦǊŀƳŜǿƻǊƪ ŀƴŘ ȅƻǳ ƪƴƻǿ ǘƘŀǘ ǿŜΩǊŜΣ 

you know many of our centres now are dƻƛƴƎ ƘŜŀƭǘƘȅ ŜŀǘƛƴƎ ƳƻǊŜ ƻŦǘŜƴΣ ǘƘŜȅΩǊŜ 

doing mindfulness and quit smoking is just one of those thingsέ [Focus Group 1 M] 

άLŦ ȅƻǳ Ŏŀƴ ƳŀƪŜ ǘƘŜƳ ŦŜŜƭ ƳƻǊŜ ǿŜƭƭ ǘƘŜƴ ǘƘŜȅΩŘ ōŜ ƳƻǊŜ ƛƴŎƭƛƴŜŘ ǿƘŜƴ ǘƘŜȅ 

feeling well to maybe want to attend something as well so ƛǘΩs working on their 

their ƻǿƴ ƎŜƴŜǊŀƭ ǿŜƭƭƴŜǎǎ ƳƛƎƘǘ ōǊƛƴƎ ŀōƻǳǘ ŀ ŎƘŀƴƎŜ ƛƴ ƻǘƘŜǊ ŀǊŜŀǎέ ώCocus 

Group 2 F]  

In some centres service users themselves seemed to naturally start making goals in other 

areas and link cutting down on smoking with healthier eating or exercise goals:  

άώ{ǘŀŦŦ ƳŜƳōŜǊϐ ƛƴ ƻǳǊ ŎŜƴǘǊŜ ƛǎ ŘƻƛƴƎ ǘƘŜ ƻǇŜǊŀǘƛƻƴ ǘǊŀƴǎŦƻǊƳŀǘƛƻƴ ǿƛǘƘ 

everybody and em some of the people have linked in smoking with that 

ŜǾŜǊȅōƻŘȅΩǎ ǎŜǘǘƛƴƎ ǘƘŜƛǊ Ǝƻŀƭǎ ŦǊƻƳ ƻƴŜ ǿŜŜƪ ǘƻ ǘƘŜ ƴŜȄǘ ƻǊ ǿƘŀǘŜǾŜǊ ŎƻǳƭŘ ōŜ ǘƻ 

go for a walk or eat less sugar or whatever but some of them actually putting in to 

smoke less cigarettesέ ώCƻŎǳǎ DǊƻǳǇ н aϐ 

Mark also felt that a broader approach to health might trickle down to those less 

motivated to quit smoking currently: 

 άyou know talk about the benefits of a healthy lifestyle in general and then I think 

ƛŦ ǘƘŀǘΩǎ ƪƛƴŘ ƻŦ ŀ ŎƻƴǎƛǎǘŜƴǘ ƳŜǎǎŀƎŜ ǘƘŀǘΩǎ ŎƻƳƛƴƎ ŀŎǊƻǎǎ ƛƴ ǘƘŜ ǎŜǊǾƛŎŜ ŜǾŜǊȅ day 

ȅƻǳ ƪƴƻǿ ǿƘŜƴ ǿŜΩǊŜ ƴƻǘ ƘŀǾƛƴƎ ǘǊƛǇǎ ŜǾŜǊȅ ƻǘƘŜǊ Řŀȅ ȅƻǳ ƪƴƻǿ ǿŜΩǊŜ ƴƻǘ ƘŀǾƛƴƎ 

biscuits available you knƻǿ ǿŜΩǊŜ ƎƻƛƴƎ ƻǳǘ ŦƻǊ ǿŀƭƪǎ ƻǊ ŘƻƛƴƎ ŀ ōƛǘ ƻŦ ƳƛƴŘŦǳƭƴŜǎǎ 

ǿŜΩǊŜ ŘƻƛƴƎ ŀ ōƛǘ ƻŦ ŜȄŜǊŎƛǎŜ ǿŜΩǊŜ ŜƴŎƻǳǊŀƎƛƴƎ ǇŜƻǇƭŜ ǘƻ Ƨƻƛƴ ƎȅƳǎ ŀƭƭ ƻŦ ǘƘŀǘ 
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ǘƻƎŜǘƘŜǊ ƳƛƎƘǘ ŜǾŜƴǘǳŀƭƭȅ ǘǊƛŎƪƭŜ Řƻǿƴ ǘƻ ǘƘƻǎŜ ǿƘƻ ŘƻƴΩǘ ǿŀƴǘ ǘƻ ƎƛǾŜ ǳǇέ [Focus 

Group 1 M] 

5. Resource itself 

(a) Easy to use, flows, colourful, good information, enjoyable 

Facilitators found the resource helpful, with reports that it was easy to use, colourful, 

flowed well, had good information and was enjoyable: 

 άǿƘŀǘ L ƭƛƪŜŘ ŀōƻǳǘ ǘƘŜ ŘƻŎǳƳŜƴǘ ƛǘǎŜƭŦ ǘƘŜ ƭƻǿ ƭƛǘŜǊŀŎȅ ƛǘΩǎ ȅƻǳ ƪƴƻǿ ƛŦ L Ǉǳǘ ǘƘŀǘ 

Řƻǿƴ ǘƻŘŀȅ ŀƴŘ L ǿŜƴǘ ōŀŎƪ ŀƴŘ L ǊŜŀŘ ǘƘƛǎ ƛƴ ǘǿƻ ƳƻƴǘƘǎΩ ǘƛƳŜ ȅƻǳΩŘ ƎŜǘ ƛƴǘƻ ƛǘ 

ǾŜǊȅ ǾŜǊȅ ǉǳƛŎƪƭȅ ŀƴŘ ǘƘŀǘΩǎ ǿƘŀǘ ƛǎΣ ƛǘ Ƙŀǎ ǘƻ ƘŀǾŜ ŀ ƴƛŎŜ Ŧƭƻǿ ŀōƻǳǘ ƛǘ ŀƴŘ ƛǘ ŜƳ ǎƻ 

ƛŦ ǘƘŜǊŜΩǎ ǎŜŎǘƛƻƴǎ ǘƘŀǘ ȅƻǳ ǿƻǳƭŘƴΩǘ ōŜ ǎǳǊŜ ƻŦ ȅƻǳΩŘ ƎŜt into it very very quickly 

ŀƴŘ L Řƻ ŦƛƴŘ ƛǘ ƎƻƻŘ ŦǊƻƳ ǘƘŀǘ Ǉƻƛƴǘ ƻŦ ǾƛŜǿέ ώCƻŎǳǎ DǊƻǳǇ н Lϐ 

 άƛǘ ƛǎ ǾŜǊȅ ƎƻƻŘ Ŏǳǎ ƛǘΩǎ ƴƻǘ ǘƘǊŜŀǘŜƴƛƴƎ ŀƴŘ ǘƘŜǊŜΩǎ ƴƻǘ ǘƻƻ ƳǳŎƘ ƧŀǊƎƻƴ ŀƴŘ ƛǘΩǎ 

ƴƻǘ ǘƘŜƻǊƛǎŜŘ ōŀǎŜŘ ƛǘΩǎ ǾŜǊȅ ǎƛƳǇƭŜ ŀƴŘ L ƭƻǾŜ ǘƘŜ ǎƛƳǇƭƛŎƛǘȅ ƻŦ ƛǘΧΧΦL ǿŀǎ 

pleasantly surprised how em easy that booklet makes it that that that 7 weekly 

ǇŀǊǘǎ ƳŀƪŜǎ ǘƘŜ ǿƘƻƭŜ ǇǊƻŎŜǎǎ ƛǘΩǎ ƴƻǘ ŦǊƛƎƘǘŜƴƛƴƎ ŦƻǊ ǘƘŜ ŦŀŎƛƭƛǘŀǘƻǊ ŀƴŘ ƛǘΩǎ ƴƻǘ 

ŦǊƛƎƘǘŜƴƛƴƎ ŦƻǊ ǘƘŜ ǇŜǊǎƻƴ ȅƻǳ ƪƴƻǿ ǿƘƛŎƘ ƛǎ ƎǊŜŀǘέ ώCƻŎǳǎ DǊƻǳǇ о tϐ 

άŀƴŘ ŦƻǳƴŘ ǘƘŀǘώv{t ŦƻƭŘŜr] very good very helpful straight to the point each week 

ŀƴŘ ȅƻǳ ŎƻǳƭŘ ƛƴǘǊƻŘǳŎŜ ŀ ōƛǘ ƻŦ Ŧǳƴέ ώCƻŎǳǎ DǊƻǳǇ п bϐ 

One facilitator said it should be condensed while another said more background 

information was needed but these seemed to be minority views and overall the resource 

was well-received by staff.  

Among service users information/knowledge in relation to: the effects of smoking; how to 

quit; and their own habit emerged as an important aspect of the programme. This 

knowledge was gained through leaflets and illustrations, teaching and filling in of their 

own information.   

 άǘƘŜ ŦŀŎǘ ǘƘŀǘ ǘƘŜȅ ǘƻƭŘ ƳŜ ǘƘŀǘ ǎƳƻƪƛƴƎ ǿŀǎ ōŀŘ ŦƻǊ ȅƻǳǊ ƘŜŀƭǘƘέ ώInterview G1] 

 ά¢ƘŜǊŜ ǿŀǎ ǾŜǊȅ ƎƻƻŘ ƪƴƻǿƭŜŘƎŜΦ  L ƳŜŀƴ ƛǘ ǿŀǎ ŀōƻǳǘ ǘƘŜ ŎŀǊōƻƴ ƳƻƴƻȄƛŘŜΣ ŀƴŘ 

about your breathing and about the habit and eh there was leaflets about if you 
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give up smoking, em, when you get the craving for a cigarette, how do you distract 

yourself from doing that, from having a cigarette, you know, do you listen to music, 

or have a meal or go for a waƭƪΣ ƻǊ ōǊƛƴƎ ǘƘŜ ŘƻƎ ŦƻǊ ŀ ǿŀƭƪΣ ƻǊ ȅƻǳ ƪƴƻǿΧI thought 

it was a good idea.  Yeah it was very good knowing that. It was very good being 

taught thatέ ώInterview B1] 

(b) Useful tools: Questionnaires, ΨǘƘŜ ƭŀŘŘŜǊΩ ŀƴŘ Carbon Monoxide Monitor 

Attendees and Facilitators referred specifically to the questionnaires that attendees filled 

in;  

 άǘƘŜȅ ƘŀǾŜ ŀƭƭ ǘƘŜǎŜ ƭŜŀŦƭŜǘǎ ǿƘƛŎƘ ƛǎ ǊŜƭŀǘŜŘ ǘƻ ǎƳƻƪƛƴƎ ŀƴŘ ǎƳƻƪƛƴƎ ŎŜǎǎŀǘƛƻƴ ŀƴŘ 

giving up the smoking and the leaflets were very good.  They were very explanatory.  

They were very helpful.  They were very enlightening, okay, so that was an excellent 

ǘƘƛƴƎέ ώInterview B1] 

and their usefulness in revealing habits to the attendee and facilitator;  

ά¢ƘŜǊŜΩǎ ǉǳŜǎǘƛƻƴƴŀƛǊŜǎ ŀƴŘ ǘƘŜǊŜΩǎ ƭƛǘǘƭŜ ƭŜŀŦƭŜǘǎ ȅƻǳ Ŏŀƴ Ŧƛƭƭ ƛƴ ŀƴŘ ǘƘŜƴ ƛǘ really 

Ǉƻƛƴǘǎ ȅƻǳ ǘƻƻ Ƙƻǿ ƳǳŎƘ ȅƻǳ ǎƳƻƪŜ ŀƴŘ ǿƘȅ ȅƻǳ ǎƳƻƪŜΣ ŀƴŘ L ǘƘƛƴƪ ƛǘΩǎ ǊŜŀƭƭȅ ƎƻƻŘ 

ǘƻ ǳƴŘŜǊǎǘŀƴŘ ǿƘȅ ȅƻǳ ǎƳƻƪŜΣ  ȅƻǳ ƪƴƻǿέ ώInterview D2] 

άȅƻǳ ŎƻǳƭŘ ǎŜŜ ǘƘŜ ƛƴŎǊŜŀǎŜ ƛƴ ŎƛƎŀǊŜǘǘŜǎ ŘǳǊƛƴƎ ǘƘŜ ǘƛƳŜǎ ǿƘŜƴ ǎƘŜ ǿŀǎ ƻƴ ƘŜǊ ƻǿƴ 

ŘΩȅƻǳ ƪƴƻǿΚ [ƛƪŜ ǘƘŜǊŜ ǿŀǎ ŀ time in the evening maybe from five until she went to 

ōŜŘ ŀǘ ǘŜƴ ŀƴŘ ǎƘŜΩŘ ōŜ ǎƳƻƪƛƴƎ ƴŜŀǊƭȅ ŘƻǳōƭŜ ŘǳǊƛƴƎ ǘƘŀǘ ǘƛƳŜ ǘƘŀƴ ǎƘŜ ǿŀǎ ŀǘ 

ƻǘƘŜǊ ǘƛƳŜǎέ ώCƻŎǳǎ DǊƻǳǇ п 9!ϐ  

and also in highlighting the actual cost of their habit: 

άǿŜ ƭƻƻƪŜŘ ƻǾŜǊ ǘƘŜ ŦƛƴŀƴŎƛŀƭ ŀƳƻunt of money they were spending on cigarettes 

ǇŜǊ ǿŜŜƪ ȅƻǳ ƪƴƻǿ ŀƴŘ ǘƘŜȅ ǿŜǊŜ ǎǳǊǇǊƛǎŜŘ ƭƛƪŜ ȅƻǳ ƪƴƻǿ ǘƘŀǘΩŘ ōŜ ƻƴŜ ǿŀȅ ƻŦ ōŜ 

doing with it like some members could be paying up to 60 or maybe more 

depending what it was a week and we were saying to them if they could cut back 

they could get themselves some clothes or do something different with that money 

ȅƻǳ ǎŀǾŜ ǳǇ ŦƻǊ ŀ ƘƻƭƛŘŀȅέ ώCƻŎǳǎ DǊƻǳǇ п ²ϐ 
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άȅƻǳ ƪƴƻǿ ǿŜ ŀƭƭΣ ŜǾŜǊȅōƻŘȅ ŦƛƭƭŜŘ ƛǘ ƻǳǘ ŀƴŘ ǿŀǎ ƭƛƪŜ ƻƘ ƎƻŘ ƻƘ ƧŜǎǳǎ L ŎƻǳƭŘ Řƻ 

with, what I could do with tƘŀǘ ƳƻƴŜȅέ ώCƻŎǳǎ DǊƻǳǇ п bϐ 

άǘƘŜ ǇŀǊǘ ǿƘŜǊŜ ȅƻǳ ǎŜŜ Ƙƻǿ ƳǳŎƘ ȅƻǳ ǎǇŜƴŘΣ ǘƘŀǘ ǿŀǎ ǳǎŜŦǳƭΣ ƛǘ ǿŀǎ ŀ ǎƘƻŎƪ ǘƻ ŀ 

lot of people how much they actually spent ƻƴ ŎƛƎŀǊŜǘǘŜǎέ ώCƻŎǳǎ DǊƻǳǇ о D] 

There was also some indication however that this form at times highlighted cheaper 

options such as Roll Your Own and even counterfeit cigarettes: 

 άȅƻǳΩŘ ōŜ ŘƻƛƴƎ ȅƻǳǊ Ǉƭŀƴ ǘƘŜȅ ǎŀȅ ŀƘ ǿŜƭƭ ƴƻ LΩƳ ƎŜǘǘƛƴƎ ŀ ǇƻǳŎƘ ŀƴŘ ƛǘ ƭŀǎǘǎ ƳŜ 

half a week and I pay twelve euro for my pouch and someone else saying oh I only 

pay 8 euro on MoƻǊŜ ǎǘǊŜŜǘέ ώCƻŎǳǎ DǊƻǳǇ п B] 

 άYeah they were asking how many you smoked and what kind of cigarettes did you 

ǎƳƻƪŜΣ ŀƴŘ L ǿŀǎ ǘƻōŀŎŎƻΧLǘΩǎ ƻƴƭȅ ŦƻǳǊ ŜǳǊƻ ŀ ǇŀŎƪŜǘΧwƻƭƭ ȅƻǳǊ ƻǿƴΧ{ƻ L ǿŀǎ 

saving thirty odd euros a week by smoking the roll-ǳǇǎέ ώLƴǘŜǊǾƛŜǿ 92] 

Finally the self-ǊŜŦƭŜŎǘƛǾŜ ΨƭŀŘŘŜǊΩ ŘƛŀƎǊŀƳ ǿŀǎ ŀƭǎƻ ǇƻƛƴǘŜŘ ƻǳǘ ǘƻ ōŜ ǳǎŜŦǳƭΥ 

άL ǘƘƛƴƪ ŀŎǘǳŀƭƭȅ ǘƘŀǘ ǇƛŎǘǳǊŜ ǘƘŜǊŜ ƻŦ ǿƘŜǊŜ ŀƳ L ƻƴ ǘƘŜ ƭŀŘŘŜǊ ώŀƎǊŜŜƳŜƴǘϐ ŀƴŘ 

doing that every week I think they kinda liked seeing oh well hang on where was I 

last week which guy was I or whŀǘŜǾŜǊ ŀƴŘ ǘƘŜƴέώCƻŎǳǎ DǊƻǳǇ о [] 

άyou know diagrams and the ladder, going up the ladder, and coming down the 

ladder and all that.  Really ƛƴǘŜǊŜǎǘƛƴƎ ȅŜŀƘέ ώLƴǘŜǊǾƛŜǿ .2] 

Carbon monoxide monitor 

Another form of information, the carbon monoxide monitor in particular seemed to stand 

out for attendees: 

άhƘ ƛǘΩǎ ƴƛŎŜΣ ȅƻǳ ƪƴƻǿΣ ŜǎǇŜŎƛŀƭƭȅ ǿƘŜƴ ȅƻǳ ƘŀǾŜ ǘƘŜ ƳƻƴƛǘƻǊΣ ǿƘŜƴ ȅƻǳ ƘŀǾŜ ǘƻ 

blow into it.  That really is a wake-up call when you see your levels of nicotine or tar 

or whatever, em, I fiƴŘ ǘƘŀǘ ǘƘŀǘΩǎ ŀ ƎƻƻŘ ƘŜƭǇΦ  ¢ƘŜƴ ȅƻǳ Ŏŀƴ ǎŜŜ ǿŜƭƭΣ ȅƻǳ ƪƴƻǿΣ 

ǘƘƛǎ ƛǎ ǿƘŀǘ ȅƻǳΩǊŜ ŘƻƛƴƎ ǘƻ ȅƻǳǊ ƭǳƴƎǎ ƻǊ ǘƻ ȅƻǳǊ ōƻŘȅέ ώInterview D2] 

and was also noted by several facilitators to be particularly useful: 



127 
 

άǘƘŜ ƭŀŘǎ ǊŜŀƭƭȅ ŜƴƧƻȅŜŘ ǘƘŜ ǎƳƻƪŀƭȅǎŜǊ ώŎŀǊōƻƴ Ƴƻƴƻxide monitor] that seems to 

ōŜ ŀ ōƛƎ ǘƘƛƴƎΧΦǘƘŜ ŎŀǊōƻƴ ƳƻƴƻȄƛŘŜ ǘƘƛƴƎ ȅŜŀƘ ǘƘŀǘ ǎŜŜƳŜŘ ǘƻ ōŜ ΧŀƴŘ ŜǾŜƴ ƴƻǿ 

ŦƻǊ ǘƘŜ Ǝǳȅǎ ǿƘƻΩǾŜ ƎƛǾŜƴ ǳǇ ƭƻǾŜ ŀŎǘǳŀƭƭȅ ōƭƻǿƛƴƎ ƛƴ ŀƴŘ ǎŜŜƛƴƎ ȅƻǳ ƪƴƻǿ ǘƘŜǊŜΩǎ 

ƴƻǘƘƛƴƎ ǘƘŜǊŜ ƻǊ ǿƘŀǘŜǾŜǊέ ώCƻŎǳǎ DǊƻǳǇ о aϐ 

άǘƘŜ /ŀǊōƻƴ aƻƴƻȄƛŘŜΣ they all loved that, that was a real buzz thing cus it was 

something real tangible they could actually really see ok this is what my smoking is 

ŘƻƛƴƎΣ LΩƳ ŀǘ нуΣ L ǊŜƳŜƳōŜǊ ǘƘŜǊŜ ǿŀǎ н ōǊƻǘƘŜǊǎ ŀƴŘ ƻƴŜ ƻŦ ǘƘŜƳ ǿŀǎ ǳǇ ŀǘ ƘƛƎƘ 

20s and one of them was only at 14 or 15, he was a light smoker, em and there was 

kind of bantering about that and it just but it just kind of there was a real sense of 

buzz and a few of them really were like ok knuckling down after seeing that, they 

were like aw I want to set my, I wouƭŘƴΩǘ Ǝƻ ǎŜǘǘƛƴƎ ȅƻǳǊ ŘŀǘŜ Ƨǳǎǘ ȅŜǘ ǿŜΩǊŜ ƎƻƛƴƎ ǘƻ 

get to that, we need to, we still have to do a bit of groundwork, em yeah I think 

ǎǘǳŦŦ ƭƛƪŜ ǘƘŀǘ ǘƘŀǘ ŀǊŜ ǊŜŀƭ ǘƻǳŎƘȅ ŦŜŜƭȅ ƘŀƴŘǎ ƻƴέ ώCƻŎǳǎ DǊƻǳǇ п .ϐ 

It appeared to be an eye-opener and generated efforts from attendees while also 

reinforcing quitters. There was also however some indication that the carbon monoxide 

monitor vindicated the e-cigarette for people: 

άǘƘŜƴ ǎƻƳŜ ǇŜƻǇƭŜ ƳƻǾŜŘ ƻƴ ǘƻ ŀƴ Ŝ-cigarette, that was another and then taking 

the carbon monoxƛŘŜ ƻŦ ŎƻǳǊǎŜ ǘƘŜǊŜ ǿŀǎ ƴƻ ŎŀǊōƻƴ ǘƘŜȅ ǘƘƻǳƎƘǘ ǘƘƛǎ ǿŀǎ ƎǊŜŀǘΗέ 

[Focus Group 4 N] 

άYou get your carbon monoxide levels tested, and mine were the same as a non-

ǎƳƻƪŜǊΦΧ²ƘƛŎƘ L ŦŜƭǘ ǾƛƴŘƛŎŀǘŜŘ ǘƘŜ ŜƭŜŎǘǊƛŎ ŎƛƎŀǊŜǘǘŜέ ώLƴǘŜǊǾƛŜǿ G2] 

 (c) Doing it as a group ς togetherness 

Finally the communal aspect also emerged as helpful for several attendees: 

 άIt was good to have a group of people that were going through the same thing as 

yourself, you knowέ ώInterview G1] 

while facilitators also noted it to be an advantage in terms of attracting attendees;  

άȅƻǳ ƪƴƻǿ L ǘƘƛƴƪ ƻǳǊǎ ǿŀǎΣ ǘƘŜǊŜΩǎ ƻƴƭȅ ŀ ŦŜǿ ƻŦ ǳǎ ŀǘ ǘƘŜ ƎǊƻǳǇΣ ǎƻ ǘƘŜȅΩǾŜ 

ŜƴƧƻȅŜŘ ǘƘŜ ǘƘŜ ŎƘŀǘ L ǘƘƛƴƪ ŀǘ ƛǘ ŀƴŘ ǘƘŀǘέ ώCƻŎǳǎ DǊƻǳǇ о aϐ 
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as well as during the programme; 

άL ƭƻǾŜ ǘƘŜ Ŏƭŀǎǎ L ƭƻǾŜ ǘƘŜ ƛƴǘŜǊŀŎǘƛƻƴǎ ƛƴ ƛǘέ ώCƻŎǳǎ DǊƻǳǇ м Dϐ  

6. Health and Money as motivators for participants  

Physical health appeared to be the main motivation for quitting smoking among service 

users in general: 

  άL ǿŀƴǘ ǘƻ ǎŜŜ Ƴȅ ǘǿƻ ƎǊŀƴŘŘŀǳƎƘǘŜǊǎ ƳŀǊǊƛŜŘΦ  L ǿŀƴǘ ǘƻ ōŜ ƘŜǊŜέ ώInterview E1] 

 

F2: CƻǊ Ƴȅ ƘŜŀƭǘƘΧΦaƻǊŜ ƳƻƴŜȅ ǘƻ ŀŦŦƻǊŘ ŦƻǊ Ƴȅ ŦŀƳƛƭȅΦ  LǘΩǎ ƎŜǘǘƛƴƎ ǘƻƻ 

expensive, you know. 

I:           Χand when you say your health what do you mean? 

F2:       My breathing.  I have asthma and all 

 

άWǳǎǘ Ƴȅ ƻǿƴ ƘŜŀƭǘƘΦ  LΩƳ ƎŜǘǘƛƴƎ Ǉŀƛƴǎ ƛƴ Ƴȅ chest sometimes and other things, 

you ƪƴƻǿέ ώLƴǘŜǊǾƛŜǿ H3] 

and also emerged as an important motivator for attendees to join this programme 

specifically: 

ά̧ ƻǳ ƪƴƻǿ ǘƘŜ ǇƘȅǎƛŎŀƭ ƘŜŀƭǘƘ ƛǎ ǎǳŦŦŜǊƛƴƎ ȅƻǳ ƪƴƻǿ ōŜŎŀǳǎŜ ŜƳ L ŘƻƴΩǘ ƘŀǾŜ ŀƴȅ 

breath, and I get out of breath.  I get very tired, I get very tired and I get breathless 

ǾŜǊȅ ǉǳƛŎƪƭȅ ŀƴŘ ǾŜǊȅ Ŝŀǎƛƭȅ ȅƻǳ ƪƴƻǿΧΦΦ ǘƘŀǘΩǎ ǿƘŀǘΩǎ ƳƻǘƛǾŀǘƛƴƎ ƳŜ ǘƻ Ǝƻ ƻƴ ǘƘŜ 

ǇǊƻƎǊŀƳƳŜΣ ŀƴŘ ǘǊȅ ŀƴŘ ǎŜŜ ƛŦ L Ŏŀƴ Řƻ ǎƻƳŜǘƘƛƴƎ ŀōƻǳǘ ƛǘέ ώInterview B1] 

 άƘŜŀƭǘƘ ƛǎ ǘƘŜ ōƛƎ ƻƴŜΣ ƘŜŀƭǘƘ ƛs the biggest motivator even over the financial one 

em health has been and I seen it with people who have tried to as well the only way 

they stopped is because of it em but it just seems to be health is definitely number 

ƻƴŜέ ώCƻŎǳǎ DǊƻǳǇ о aϐ 

Among younger members physical health was also a motivator but more in relation to 

fitness and ability to exercise:  

άǿƛǘƘ ǘƘŜ ƎǊƻǳǇ LΩƳ ǿƛǘƘ ŀǘ ǘƘŜ ƳƻƳŜƴǘ ŀǊŜ ȅƻǳƴƎŜǊ ŜƳ ǎƻ L ǎŜŜ ǘƘŜƳ ƪƛƴŘ ƻŦ ŀ ƭƻǘ 

ŀǘ ǘƘŜ ƎȅƳΣ ǿŜΩǾŜ ƎȅƳ ƳŜƳōŜǊǎƘƛǇ ƻƴ ŀ ¢ǳŜǎŘŀȅΣ ŀƴŘ ƭƛƪŜ ǘƘŀǘ ŀƎŀƛƴ L ǿƻǳƭŘƴΩǘ 






















































































































































































































































































































































































































































