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FOREWORD

This literature review was undertaken by the Centre for Tobacco Control Research (CTCR)
with support from Pacific Health at the University of Auckland and Action on Smoking and
Health (ASH). The review should be read in the context of providing a background to the
broader WhyKwit study, which aims to investigate why New Zealanders stop smoking. This
document provides a review of health belief models and theories of motivation, and reviews
international and national literature on what motivates, facilitates, and impedes people to stop
smoking.

The co-investigators gratefully acknowledge Bibi de Zeeuw, Raina Tutini, Jane Stephen,
Missy Purnomo and Erana Kaye-Berghan; the students who worked on various sections of
this review. We are grateful also to Jade Le Grice for reviewing the draft report and Katie
Marriner for additional literature searching.
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PART ONE: Overview

1. The WhyKwit Study

The prevalence of tobacco smoking in New Zealand has been in gradual decline since the
1970s (Ministry of Health, (MoH) 2006). However, approximately 700,000 New Zealand
adults smoke; half of whom are likely to die of a tobacco related disease (MoH, 2009a).
Smoking rates are significantly higher amongst Maori, Pacific Island ethnicities and those of
lower socio-economic status (SES). Reducing tobacco smoking is a key priority for improving
health and reducing health and economic inequalities between Maori and Pacific Island
people, and other New Zealanders (MoH, 2004a).

Studies that have examined predictors of smoking cessation success and differential cessation
rates indicate that increasing the number of times people attempt to quit smoking improves
their chances of successfully quitting, which overall, decreases smoking prevalence.

Motivation to quit amongst Maori has been explored, but less is known about the change in
motivation to quit over time or how this motivation is related to quit attempts. There have
been few studies of smoking attitudes and knowledge amongst Pacific Island ethnicities and
no studies explore cessation in detail.

2. Research aims of the WhyKwit study

The aim of the WhyKwit study is to investigate what motivates Maori, Pacific Island and low
socio-economic users of tobacco to stop smoking.

3. Purpose and content of the literature review

This literature review provides the background for the WhyKwit study. It also provides a
basis from which to analyse the research findings.

The literature review contains a background section outlining smoking related harm globally
and in New Zealand. Use of tobacco in New Zealand and the tobacco control programme in
New Zealand is briefly described. Some theories and health belief models, with a particular
on Maori and Pacific models, are explored for their potential use as analytical frameworks for
the study. Finally the document examines literature on the factors that motivate, facilitate and
impede quitting.
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4. Methodology

4.1 Search terms

Search terms and combinations of terms varied according to the database and/or category of
literature being searched. Broadly, the search terms can be summarised into the following
categories:

e Tobacco/smoking/cigarettes/nicotine
e Motive/motivation/trigger/reasons

e Cessation/quit/stop

e Maori

e Pacific peoples/Pacific Islanders

e Socio-economic status

e Risk factors/protective factors

4.2 Literature sources

PubMed, Medline and Psychinfo were searched in addition to the following journals: Pacific
Health Dialog, New Zealand Medical Journal, British Medical Journal, and Nicotine &
Tobacco Research and Science Direct. Scopus and Google Scholar were also used. Monthly
updates from PubMed were subscribed for using the search terms: "Motivation” AND
"Smoking Cessation" AND "Tobacco Use Cessation™ and limits: English, Adult 19+ years.

To find organisational reports and publications which were not journal publications, a search
on Google was undertaken. Additional relevant publications were manually found in the
CTCR library and ASH library.

Articles which appeared relevant from the title and abstract were read to decide if they were
to be included in the review. The reference section of each article to be included in the
literature review was examined to identify additional relevant publications.

Inclusion criteria were: English AND participants asked why they stopped and/or why they
would want to stop smoking AND accessible to University students. Peer-reviewed journal
articles, books, unpublished studies, government documents, and reports were all included in
the literature search. Given the disproportionate harm caused by smoking to Maori and Pacific
peoples, and people of low SES, and reflecting the focus of the WhyKwit study, priority was
given to cessation and motivation literature which focussed on these groups in particular or
ethnic minorities more generally.
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4.3 Building research capacity

The CTCR is currently conducting two research projects, Keeping Kids Smokefree and
WhyKwit which specifically addresses Maori and Pacific smoking. In addition the University
of Auckland offers a postgraduate course in tobacco control. One of the objectives for the
CTCR is to build Maori and Pacific Island tobacco control research capacity. To this end, the
current project provided several training opportunities for undergraduate and postgraduate
students. Following is a list of those students, their study programme and their specific area of
contribution to WhyKwit:

Bibi de Zeeuw (Wageningen University, Holland)
Masters of Management, Economics and Consumer studies
Motivations to stop smoking amongst lower socio-economic smokers and ex-smokers
in New Zealand.

Raina Tutini (University of Auckland)
Bachelor of Health Science Honours (BHSc) Dissertation
What motivates Pacific Island men to stop smoking?
Raina also undertook a Summer Studentship during which time he worked on the
compilation of the present literature review.

Jane Stephen (University of Auckland)
Bachelor of Health Science Honours (BHSc) Dissertation
What motivates Pacific Island women to stop smoking?

Missy Purnomo and Erana Kaye-Berghan (University of Auckland)

Bachelor of Health Science, Population Health 302 Internship
What motivates Maori to stop smoking?
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PART TWO: Background

1. Smoking related harm — globally

Tobacco smoking is the world’s leading killer, killing more than HIV/AIDS, tuberculosis and
malaria combined (World Health Organization [WHO], 2008). For the year 2009 it was
estimated that 5.4 million people would die because of tobacco related harms (WHO, 2008).
If more effective preventative measures are not implemented, death by tobacco related illness
is estimated to increase to over 8 million per year by 2030 (WHO, 2008). Of the estimated
one billion smokers alive today, it is anticipated that approximately one third to half will die
fifteen years prematurely because of tobacco (WHO, 2008).

Worldwide, tobacco is the fourth largest risk factor for disease, not only killing prematurely
but also eroding quality of life in the process (WHO, 2006; Chapman, 2007). It is a major
cause of heart and respiratory disease, increases the risk of cardiovascular disease (CVD),
stroke, blindness, and causes hearing loss, teeth loss, osteoporosis and erectile dysfunction
(Chapman, 2007).

Global estimates suggest around one in four women will die before middle age due to
tobacco; this number is expected to double over the next twenty years as female smoking rates
increase (WHO, 2001). Women face disproportionately greater health risks from smoking
than men given increased risk of osteoporosis, and additional risk of cervical cancer, breast
cancer, early menopause, reduced fertility, ectopic pregnancy, infants of low birth weight,
stillbirths, neonatal deaths and sudden infant death syndrome (SIDS) (WHO, 2001; Butler,
Williams, Paterson et al., 2004).

Smoking during pregnancy is a significant health issue in many countries, including New
Zealand (WHO, 2001). Women who smoke are less likely to breastfeed or breastfeed for a
shorter period of time. Children exposed to secondhand smoke are more susceptible to ear
infections, asthma and respiratory illness (WHO, 2001).

The economic impact of tobacco use, globally, is a multibillion dollar burden. (WHO, 2008).
Economic loss from tobacco use is incurred by: social costs, welfare costs and healthcare
costs (Mackay & Ericksen, 2002). In America, the annual loss of economic productivity from
tobacco use is estimated to be US$92 billion, with healthcare costs reaching US$81 billion a
year (WHO, 2008).

Worldwide, approximately 12% (250 million) of women smoke tobacco daily compared to
48% of men (WHO, 2001). Though, in countries such as New Zealand, Hong Kong, Norway
and Sweden, smoking rates between men and women are equal (Mackay & Ericksen, 2002).

While smoking rates among men are generally decreasing worldwide, smoking rates among
women show more variation within and between countries. (WHO, 2001). Globally, increases
in tobacco consumption are seen in mid to low income countries and amongst young women
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in high population countries (WHO, 2008). In developing countries womens’ smoking rates
are rising rapidly (Mackay & Ericksen, 2002). Decreases in smoking prevalence are seen
among women in many developed countries including Australia, USA, UK and Canada
(Mackay & Ericksen, 2002).

2. Tobacco in the Pacific

Of the 100 countries with the highest adult smoking prevalence, nine are in the South Pacific
region (Shatey, Dolwick, & Guindon, 2003). While little is published about the history of
tobacco in Polynesia, what has been documented tends to illustrate that tobacco was mainly
used as a social gesture and relaxant among Polynesian men (Linnekin & Poyer, 1990).
Tobacco was introduced to the South Pacific by European whalers, traders, and settlers during
the period of colonization (Crocombe, 2001).

The intention of colonial traders was to quickly establish a fascination for smoking among the
local Islanders. By doing so, this allowed tobacco to be set up as a commercialized product
for profitable trade (Linnekin & Poyer, 1990). Following the Second World War, imported
manufactured cigarettes quickly replaced loose tobacco. Factory made cigarettes had an
immediate and significant impact in the Pacific region, and shortly after its introduction
cigarette factories were established. By the 1950’s, cigarette factories were active in Fiji and
Tonga, with Samoa following suit in the 1960’s.

In a study of smoking amongst adults over 20 years old in South Pacific nations, including
the Cook Islands, Western Samoa, Niue, Tuvalu, Nauru, New Caledonia, Fiji, and Kiribati,
significant ethnic disparities in tobacco smoking were common (Tuomilehto et al., 1986). For
example, Fijian Melanesian men from urban areas were more than twice as likely to smoke as
Fijian Asian men from within the same district. This effect demonstrates how the prevalence
of smoking can vary between two ethnically different groups living side by side. Further,
smoking prevalence increased with increasing deprivation.

The uptake of tobacco in the Pacific region is illustrated in the smoking rates of Pacific men
in this study (Tuomilehto et al, 1986). Pacific adult men generally had higher smoking rates
compared to women, although for Cook Island men this trend was reversed. Smoking rates
reported were: 86% of men in Kiribati, 76% of men in New Caledonia, 75% of men in
Western Samoa and 58% amongst Niuean men. Comparatively lower rates were reported in
the 1986 New Zealand Census, during the same time period. The high incidence of tobacco
use in the Pacific region suggests that little was known about the harms from tobacco
smoking, at that time.

Smoking prevalence in Pacific countries has been noted as more common in traditional rural
areas where tobacco is cultivated, providing greater access to tobacco, than in urban areas
(Collins, Dowse & Zimmet, 1996; Tuomilehto, et al., 1986). Correspondingly, high levels of
non-communicable diseases arising from widespread tobacco use has been reported in rural
areas of Pacific countries (Collins et al., 1996).This pattern of morbidity prevalence suggests
an increasing trend of foreign diseases (Allen & Clarke, 2007).
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Historically, prior to the arrival of tobacco, the South Pacific region was described as one of
the most disease free regions in the world and tobacco related diseases like lung cancer,
bronchitis and emphysema were non-existent (Crocombe, 2001). Following the introduction
of tobacco, and then manufactured cigarettes in the 1940s, tobacco now represents one of the
largest single causes of avoidable mortality in the South Pacific (Rasanathan & Tukuitonga,
2007). While the most recent data shows that the prevalence of smoking in the Pacific region
has gradually declined since the 1980’s and 90’s, smoking levels in the Pacific remain high
(Rasanathan & Tukuitonga, 2007).

3. Tobacco use in New Zealand

Over 700,000 New Zealanders smoke on a regular basis (MoH, 2009a). Table 1 shows the
smoking prevalence in New Zealand by ethnic group for 2008. Given that tobacco control in
New Zealand intends to manage and reduce tobacco related harms by reducing the number of
people who smoke, this has not reached Maori and Pacific peoples. Smoking is most
prevalent among Maori and Pacific Islanders, with Maori men and women two times more
likely to be current smokers compared to the total New Zealand population (MoH, 2009b).
Whereas, European male smoking rates aged 15-64 years for the periods 1996-2006 decreased
by 1%, for Pacific males smoking rates were seen to have increased by 3%.

Table 1: Smoking prevalence for 15-64 year olds, by ethnic group and gender, 2008

Males Females Total

Ethnic group
Prevalence Number Prevalence Number Prevalence Number

(95% CI) (95% CI) (95% CI)

European/Other 225 2,227,100 20.2 218,800 21.3 446,000
(20.3-24.7) (18.0-22.5) (19.8-22.8)

Maori 40.4 63,400 49.7 913,000 454 1,547,000
(34.7-46.0) (44.4-55.1) (41.1-49.4)

Pacific 34.7 26,100 285 23,700 31.4 49,800
(26.6-42.8) (23.3-33.6) (26.9-36.0)

Asian 20.1 31,200 5.2 8,600 12.4 39,800
(13.2-26.9) (2.7-9.0) (8.7-16.2)

(Source: MoH, 2009a).

3.1 Maori

Maori smoking prevalence is significantly higher than that of New Zealand Europeans and
consequently, smoking has a disproportionate effect on Maori. In 2008, 45% of Maori (15
years and older) were regular smokers compared to only 21% of New Zealanders of European
origin. Maori women continue to have one of the highest smoking rates in the world for
women, with more Maori women smoking tobacco (50%) than Maori men (40%). Smoking
among Maori women is highest during child-bearing years (15-45 yrs) at 55% (MoH, 2009).
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On a more positive note, from 1996 to 2006 the rate of Maori smokers reduced more than that
of non-Maori smokers (Ponniah & Bloomfield, 2008). In 2006, Maori smokers stopped
smoking at around half the rate (.54) of European New Zealanders, although at least as many
Maori smokers made quit attempts in the preceding five years as did European New
Zealanders who smoke (68% compared to 65%) (MoH, 2007b). Data collected from the 2006
census reports prevalence of European ex-smokers at 24.5% and Maori ex-smokers at 19.1%
(Ponniah & Bloomfield, 2008). These rates are reflected in the vast differences in life
expectancies between Maori and non-Maori where non-Maori are expected to live
approximately 7.6 years longer than Maori (Robson & Harris, 2007).

3.2 Pacific

The overall decline in smoking prevalence in New Zealand has not been evident amongst
Pacific peoples (see figure 1.) (MoH, 2009b). Pacific peoples continue to have significantly
higher rates of smoking compared to the national average, although have lower rates than
Maori (MoH, 2009b). One in three Pacific people are likely to smoke compared to one in five
New Zealand Europeans (MoH, 2009b). Census statistics from 2006 indicate that, among the
four Pacific populations studied, Cook Islanders (38%) have the highest prevalence of
smoking followed by Niueans (33%), Tongans (29%) and Samoans (28%). An estimated 31%
of Pacific smokers had attempted to quit smoking in 2008 (MoH, 2009a).
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Figure 1: Prevalence of cigarette smoking, ages 15 years and over, by ethnic group, 1990-2008.
(Source: MoH, 2009b)

3.3 Socioeconomic Status (SES)

WhyKwit: Why Kiwis Stop Smoking. A Literature Review 11



Tobacco smoking is more common amongst people of low socioeconomic status, and
contributes to maintaining socioeconomic and ethnic disparities in New Zealand. Smoking
prevalence rates increase amongst populations with greater levels of deprivation (MoH,
2007b). whereby smoking is three times more likely in areas of low deprivation (MoH,
2009a). This pattern has existed since the 1980s when tobacco control strategies were
implemented, and reversed the higher prevalence of smoking among people of high
socioeconomic status (MoH, 2007Db).

People who reside in areas of greater deprivation are not only more likely to be smokers, they
are also more likely to be exposed to higher levels of second-hand smoke (MoH, 2004b), and
are four times more likely to die from smoking than those from least deprived areas (MoH &
University of Otago, 2006). Persons belonging to lower socioeconomic status groups are also
less likely to quit smoking and are less likely to succeed at quitting if they try (Britton, 2004).
Adverse health outcomes related to tobacco-related disease is high among New Zealanders in
lower socio-economic groups. According to the Ministry of Health, (2003b) if social
inequalities are not addressed, these negative health indicators will remain prevalent through
life and across generations.

According to Blakely et al. (2006) the contribution of smoking to ethnic inequalities in
mortality increased over time (between 1981-1984 and 1996-1999) and is expected to grow
more if differences in smoking between ethnic groups continue to increase. They posit that
redress in socioeconomic gaps and further tobacco control is critical to reducing ethnic
inequalities in health.

Smoking by SES and Ethnicity

In addition to having the highest smoking prevalence, Maori and Pacific people in New
Zealand are overrepresented among lower socio-economic groups (MoH, 1999). Having a
lower socioeconomic status has been reported as a risk factor for Maori youth smoking uptake
(Waa et al., 1997), although this is not specific to Maori youth. In a study assessing the
contribution of ethnicity and deprivation levels to smoking prevalence, a three-fold difference
in smoking rates was reported between the least deprived areas (10.7%) and most deprived
areas (36.5%) (Ponniah & Bloomfield, 2008).

4. Tobacco Control in New Zealand

The World Health Organization (WHO) proposed six broad policy approaches to reverse the
global tobacco epidemic. These are:

monitor tobacco use and prevention policies;
protect people from tobacco smoke;

offer help to quit tobacco use;

warn about the dangers of tobacco;

o~ WD E

enforce bans on tobacco advertising, promotion and sponsorship; and
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6. raise taxes on tobacco (WHO, 2008).
As yet, no government has fully implemented all six strategies (WHO, 2008).

In 2004, New Zealand ratified the Framework Convention on Tobacco Control, which legally
binds it to mandatory aspects of the convention (MoH, 2004a).

The government’s five-year plan for tobacco control in New Zealand from 2004-2009, had
four goals:

1. Significantly reduce levels of tobacco consumption and smoking prevalence
2. Reduce inequalities in health outcomes

3. Reduce Maori smoking prevalence to at least the same level as non-Maori
4. Reduce exposure to second-hand smoke for all New Zealanders.

This plan involved a comprehensive tobacco control programme that incorporates the
internationally recommended strategies of legislation, taxation, health promotion and smoking
cessation services (MoH, 2004a). The importance of tobacco control for Pacific peoples was
recognised in the plan.

4.1 Smoking cessation

The New Zealand smoking cessation guidelines (MoH, 2007a) recommend a combination of
multi-session support and pharmacotherapy. People who want to stop smoking should be
referred to services that provide effective interventions, such as Aukati Kai Paipa (a Maori
smoking cessation programme delivered by a range of predominantly Maori health providers
throughout the country) or Quitline (the national free telephone support service). Of the
smoking cessation programs available in New Zealand, Quitline is the most commonly used.

Quitline have a Pacific team who speak a number of Pacific languages. The number of Pacific
callers to Quitline increased 54% between 2001-2005, but still made up only 4.3% of total
callers (Quit Group, 2008). Six Quit Group resources have been translated into Samoan and
Tongan and are available online. K’aute Pasifika and Pacific Quit are Pacific programmes
which provide cessation advice in Hamilton and Waitemata respectively (National Pacific
Diabetes Initiative [NPDI], 2008). Langimalie Health Centre in Auckland City and Health
Pacifica in South Auckland are health providers that also give smoking cessation advice for
Pacific people (NPDI, 2008). Currently no service or programme exists in South Auckland to
help Pacific people quit.

Pacific Heartbeat offer smoking cessation services training which equips attendees with the
skills and knowledge to register as Quit Card providers with Quit Group (NPDI, 2008). In
2000, SPAN made up of Pacific health workers was established to promote and advocate for
Pacific tobacco control initiatives.
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The effectiveness of smoking cessation interventions for Pacific smokers has not been
studied. According to Tupu Ola Moui: Pacific Health Chart Book (MoH, 2004b), Pacific
people who smoke fail to capture the health promotional messages of tobacco harms, mainly
because the delivery message lacks cultural content, fails to deliver a holistic approach to
quitting, and usually includes a cost factor as well.

Kaholokula, Braun, Santos and Chang (2008) who looked at the smoking attitudes and
behaviours, and motivations for quitting among Hawaiian natives, found that Hawaiian
natives who smoked were more likely to access combined behavioural and pharmacological
smoking cessation programs provided the service included family, cultural and spiritual
aspects.

Meo and Phillips (1999) found that an individually focused cessation treatment program set
up by medical doctors failed as a result of remaining culturally unaware. It was only after
community consultation with the village, that a culturally guided smoking cessation program
using the rapid smoking method was developed. While the program was successful in
recognizing Fijian culture, among the smokers who had relapsed, this failure to remain
smokefree was interpreted by the participants as either a cultural curse or withdrawal
symptoms. According to Suaalii-Sauni et al, (2009) using a culturally holistic approach as a
guideline for addressing smoking cessation in Pacific communities is essential.
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PART THREE: Understanding and Motivating Behavioural
Change — Models and Theories

To inform this study in to motivation to quit, a selection of models and theories were
reviewed:
e Te Whare Tapa Wha
The Pandanus Mat
West’s P.R.I.LM.E. theory
The 3 T°s Model
Self Determination theory
William’s Conceptual Framework.

The objective was to identify appropriate theoretical frameworks for the analysis of the data.

Maori and Pacific people are the primary focus of the study, therefore Maori and Pacific
models that can be used to guide the analysis and presentation of the results are presented
first. Robert West’s P.R.I.M.E. theory of addiction is then considered and the related 3 T’s
framework.

The Transtheoretical or Stages of Change Model (Prochaska & DiClemente, 1983) is not
considered here. This model is considered redundant (West, 2005) and is no longer used in
New Zealand to guide smoking cessation policy and programme planning (MoH, 2007).

1. Maori and Pacific Health belief models

The WHO (1947) defines health as a “state of complete physical, social, mental and spiritual
well-being and not merely the absence of disease and infirmity” (p.29). This is consistent with
the holistic approach associated with Maori and Pacific models of health. Both Maori and
Pacific perspectives acknowledge that the mental, physical, spiritual and social well-being of
the person is inter-related, and good health is contingent on the balance of these aspects.

Despite the differences among Maori and Pacific populations, underlying core values make it
possible to talk about culture and cultural health beliefs in general (Suaalii-Sauni et al., 2009;
Anae, Coxon, Mara et al., 2001). Maori and Pacific health paradigms place high value on the
communities’ role in maintaining health as well as the environment’s medicinal healing
qualities (Samu & Sualii-Sauni, 2009). This in turn has significant implications on how health
concerns are diagnosed and which health services are accessed.

According to Macpherson and Macpherson (1990) the way in which health is defined, how
people experience health, the process of enquiry and their understanding of etiology are all set
within a cultural framework. Whether an organisation’s target population is Maori, Pacific or
the general public, each organisation will encompass a philosophy and model of healthcare.
To understand Maori and Pacific health is to recognise the importance of relationships and
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cultural concepts. Without the addition of cultural supports which recognise the complexity of
Maori and Pacific people’s needs, Maori and Pacific peoples who smoke are less likely to be
attracted to Western cessation services (Li & Grigg, 2007).

Robinson, Warren, Samu, Wheeler, Matangi-Karsten, and Agnew (2006) argue there is a
tendency in New Zealand for the framework of some health models to be given legitimacy
over others. Smoking cessation in New Zealand is predominantly based on the Western
framework of the biomedical paradigm. As a result, the emphasis towards treatment is one
that combines behavioural counselling with pharmacotherapy. As the biomedical paradigm
expresses conceptual views of Western culture, scientific reasoning for understanding
smoking behaviour, attitudes, and treatment are given prominence over cultural and holistic
views of health and illness Suaalii-Sauni et al., (2009).

1.1Te Whare Tapa Wha

Te Whare Tapa Wha (Figure 2) is based on the metaphor of a meeting-house where the four
walls symbolise the four dimensions of wellbeing: mental, spiritual, physical, and family. A
fifth realm, that is the ground upon which the whare sits — Te Ao Turoa (the longstanding
environment) provides for environmental and political factors beyond the immediate realm of
the whanau and social realm of influence (Glover, 2005). Wellbeing is dependent on these
dimensions being in balance.

te taha hinengaro te taha whanau
Mental and emotional well-being Social well-being

te taha tinana
Physical well-being ' te taha wairua

Spiritual well-being

Te Ao Turoa

Figure 2: Te Whare Tapa Wha
(Source: Glover, 2005)

A number of Maori cessation programmes consistent with Te Whare Tapa Wha have been
designed and evaluated: Health Through The Marae (Ministry of Maori Development, 1995;
http://www.maraehealth.co.nz/) incorporates Maori ‘therapies’ (e.g. karakia, rongoa rakau) to
support smoking cessation into a broader programme promoting fitness. Noho Marae
residential stop smoking programmes, were holistic in that they incorporated change
strategies across the physical, mental, familial and spiritual realms as espoused in Te Whare
Tapa Wha (Glover, 2000). Te Whare Tapa Wha was used in the design of Aukati Kai Paipa.
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The success of the Aukati Kai Paipa program was related to the Maori community having
ownership of the program, recognition of traditional and cultural characteristics, and
employing Maori quit coaches to deliver the program (Ministry of Health, 2003a).

1.2 The Pandanus Mat

Pacific people in New Zealand are often statistically categorised as an homogenous
population with shared cultural values and customs. However, New Zealand migrants from
the South Pacific region represent diverse and unique cultures with their own distinct history,
traditions and spoken languages.

Searches of the ‘grey’ and published literature did not uncover a pan-Pacific or ethnic specific
health model that addresses tobacco smoking and tobacco related harms among Pacific
peoples. According to the Pacific Health and Disability Action Plan, the way to address
Pacific health is through the development of Pacific health promotion models (Ministry of
Health, 2002). Like the Maori models of health, Pacific models also adhere to cultural traits
and characteristics (Taufe’ulungaki, 2004).

In a qualitative study by Suaalii-Sauni et al. (2009) Pacific health researchers presented a
variety of Pacific cultural models nationwide to 20 focus groups of participants including
mental health professionals as well as members from the Pacific community. Of the eight
Pacific cultural models presented, three were frequently mentioned by a majority of the
participants. These included the Samoan Fonofale Model, Tongan Kakala Model, and the
Cook Islands Tivaevae Model. Although there were slight differences when comparing the
cultural models of health, in this study these differences were seen as insignificant. The study
objective was to deliberate on how the delivery of mental health services in New Zealand
could be improved to increase Pacific participation. The study concluded that Pacific people
would be more likely to respond to a holistic approach that included appropriate cultural and
social supports, as well as culturally competent staff.

All three models mentioned above express Pacific traditions and beliefs that are prevalent
throughout the entire Pacific region. Therefore, given the similarities between the above
models and that for Pacific people, the factors that influence their attitudes and behaviours
towards smoking are interwoven with culture, demography, and the social context in which
they interact (Capstick, Norris, Sopoaga &Tobata, 2009), we have chosen the Pandanus Mat
(Figure 3).
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Figure 3: A Pacific model of health
(Source: http://www.hpforum.org.nz/resources/22ndJanl.pdf)

The pandanus mat is regarded highly within most Pacific cultural groups. The pandanus mat
is a flax woven, hand-crafted traditional mat often presented as a valued gift of cultural
exchange at Pacific ceremonies such as weddings, baptisms, or dance festivals (Suaalii-Sauni,
2009). Central to the notion of the Pandanus Mat model of health is the theme of Pacific
wholeness and the concept that effective healthcare and recovery requires a holistic approach
that encompasses the dimensions of the interweaving strands. The Pandanus Mat model
illustrates how the key strands of Pacific people’s life are interwoven. The four key strands
refer to the physical, spiritual, mental and social elements of Pacific culture, each having a
direct influence on each other. The interlocking of the weaves refers to the strength of the
mat, and determines the vigour and resiliency of Pacific people’s durability when tested under
adverse contextual and environmental conditions over time (Suaalii-Sauni et al., 2009).

In terms of healthcare delivery, replicating the concept of a Pacific health belief model that
spans the entire Pacific population as a unified group is problematic. Further, given the
acculturation of Pacific youth into Westernised culture, a Pacific health belief model such as
this may appear outdated and irrelevant to the younger and increasingly New Zealand born
Pacific generation.

2. West’s P.R.I.M.E Theory of Addiction

The most current and relevant theory for understanding addiction, and therefore motivation,
is West’s P.R.I.M.E. Theory (2006). The P.R.I.M.E. theory of addiction is a synthesis of
many previous theories and models that individually contributed to the ever evolving
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addictions knowledge base, but on their own were not sufficient to explain addictive
behaviour.

Not dissimilar to the previous two models presented (Te Whare Tapa Wha and the Pandanus
Mat), West proposes that addiction results from an imbalance in the motivational system
(Figure 4). He similarly proposes that there is a complex interdependent relationship
between psychological (beliefs, emotions, desire), physiological drives (genetic
susceptibility, drug-induced dependency and conditioned responses) and social and
environmental supports for or constraints on behaviour. What P.R.I.M.E. lacks perhaps is a
metaphorical vehicle that would assist the dissemination, comprehension and application of
the theory.

The human motivational system

p: plans (conscious mental representations of future
actions plus commitment)

r: responses (starting, stopping or modifying actions)

i: impulses/inhibitory forces (can be consciously
experienced as urges)

m: motives (can be consciously experienced as desires)

e: evaluations (evaluative beliefs)

Figure 4: Top level elements of the motivational system
(Source: West, 2006).

West (2006) does however, translate the implications of his theory for interventions. With
regards to motivating people to end addiction to tobacco use, to be effective he suggests that
interventions need to:

1. reduce impulses to smoke or create inhibitions that will operate when people are
presented with an opportunity to smoke;

2. monitor motivational balance and add, remove, strengthen or weaken elements to
restore balance;

3. reduce the strength or extent of motivational forces, or strengthen forces that counter
these. For example, medication can assist with reducing the urge to smoke or by
removing the pleasure usually received from smoking.

4. there is a need for intervention programmes to set clear objectives regarding the extent
of individual change treatment programmes will facilitate. If set at an insufficient
level, balance in people’s underlying motivational system will not be reset and the
tobacco control programme will have to continue applying interventions that merely
suppress smoking behaviour.

5. Bringing about shifts in identity, for example, from a “smoker” to a “non-smoker” or
to being ‘““auahi kore” requires a more holistic approach that attempts to institute
supportive changes in people’s whanau and social network, work and social
environments. It requires recognition of the social determinants of smoking behaviour
and a commitment to systemic changes that remove some of the forces that imbalance
the motivational system.
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Essential to understanding the motivational system is West and Sohal’s (2006) proposal that
change occurs ‘chaotically’ rather than adhering to any logical or rational staged process that
can be neatly manipulated. Drawing on catastrophe theory, they posit that beliefs, past
experiences and current situations create varying levels of motivational tension. Depending
on the level of tension, even a small trigger could prompt a shift from desire to quit to a plan
to quit, or a seemingly sudden catastrophic shift to stopping smoking immediately. West and
Sohal (ibid) suspect commitment to change is lower in those that make a plan to quit versus
those that ‘spontaneously’ attempt to quit. Thus, motivation to quit can vary considerably
with time and motivation is strongly influenced by the smoker’s environment (West, 2004).

3. The 3T’s model

West and Sohal (2006) suggest that public health campaigns focus on the “3 T’s”: creating
motivational tension, triggering action in smokers on the cusp of a change in their orientation
to smoking, and providing immediate access to effective cessation treatments and support.
Glover and McRobbie (2008) developed the Figure (5) below to illustrate this.

Global level — framework convention tobacco control

Population level — smoke-free legislation, mass media campaigns, tax on
tobacco to increase the price, subsidized treatment

Community level — health promotion, quit and win competitions, community —
interventions

SO —m 3o~

Local level — primary health-care

— _ﬁ—_—b-"__'l-"'_
Cé—_f'rTu-haanh, cost, \B
— children, fitness -
— —'—"'}_ —:)_

— —

®=
@,

Good evidence of effectiveness

M= Dan —= —

Coagnitive behavioral therapies:

By phone, mabile Face-to-face Group and
phone text & video, counseling residential
messaging, Internet

Ower the counter Prescription medicines

Micotine replacement Varenicline

therapies Bupropion
Mortriptyling

|m,-+3n33.+;n:n—.—4|

L Combination therapy

Figure 5: The 3Ts conceptual framework for understanding smoking cessation. (McRobbie &
Glover, 2008).
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Tensions can occur at the global, population, community and local level. For example, a
smoker can be motivated to stop smoking by smokefree environments legislation, a mass
media campaign or by increased tax on tobacco. Triggers prompt action to stop smoking.
Examples of triggers could be: community led health promotion activity or personal level
prompting e.g. pregnancy, ill-health, financial stress and fitness. Some tensions can also act
as triggers, for example, the tax increase that is experienced as ‘the final straw’ which tips
motivational balance and results in a quit attempt. The availability of treatment can also be a
trigger. Thus, it should be understood that there is not a clear distinction between what is a
tension or a trigger.

4. Self-determination theory
Self Determination Theory (SDT) offers a conceptual framework for explaining how
environmental influences shape and constrain an individual’s motivation (Ryan & Deci,

2000).

Intrinsic motivation

Unique to this theory is the importance of intrinsic motivation. Intrinsically motivated
behaviours are ones where the behaviour change is driven by rewards which are internal to
the person (Curry, McBride, Grothaus et al., 2001). When someone is intrinsically motivated
they experience feelings of competence and self determination (Deci, 1975). An activity is
intrinsically motivated when the person gets enjoyment from the activity (Ryan & Deci,
2000). Partaking in intrinsically motivated behaviour is said to fulfil basic human
psychological needs — to feel competent, self-determining and engaged (Deci, 1975).

Competence in this context is the extent to which smokers feel they can achieve their goal of
being smokefree and maintaining abstinence. A cognitive evaluation theory argues that
communication or feedback which bolsters feelings of competence will enhance intrinsic
motivation (Ryan & Deci, 2000). But this also needs to be supported by a sense of autonomy.
Support persons and health care professionals need to offer smokers choices and
opportunities to be self-directing (Ryan & Deci, 2000). Studies in the classroom, for
example, have shown that children who are overly controlled quickly lose interest (Ryan &
Deci, 2000). Intrinsic motivation can only occur if the person is interested in achieving the
goal (Deci, 1975).

Extrinsic motivation

The concept of intrinsic motivation sits on a continuum opposed to extrinsic motivation,
where the behaviour change is driven by rewards outside the person (Deci & Ryan, 1985).
People participate in extrinsically motivated behaviour because they are driven by positive or
negative reinforcement, punishment, the need for self/peer approval, or self-endorsement
(Ryan & Deci, 2000).

The degree of autonomy in extrinsic motivation varies greatly (Ryan & Deci, 2000). For
example the teenager who quits smoking to avoid being grounded is being controlled
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externally. The aspiring rugby player who stops smoking because it will improve his fitness
levels is also externally motivated because he gets no enjoyment from being smokefree (Ryan
& Deci, 2000). However the rugby player has greater freedom in choosing to be smokefree
(Ryan & Deci, 2000).

Internalisation, introjection, and integration

In general, studies have shown that people who perceived themselves to be intrinsically
motivated were more likely to succeed in maintaining smoking abstinence than those who
were extrinsically motivated (Curry, Grothaus & McBride, 1997; Duncan, Cummings, Hudes
et al., 1992). The challenge then is how to increase intrinsic motivation. Ryan & Deci (2000)
talk of an internalisation continuum. They describe the process whereby the smoker takes the
external regulation and makes it their own. Over a period of time the regulation ceases to be
external and becomes part of the person’s identity (Ryan & Deci, 2000). When an external
motivator is personally evocative, yet not integrated with one’s beliefs, this remains at the
level of extrinsic motivation, a process termed introjection. In the example of smoking
cessation, the theory postulates that the degree to which people are intrinsically motivated to
stop smoking will predict maintained cessation over and above the contributions made by
one’s perceived competence or efficacy (Williams et al., 2002). Complete internalisation of
external motivators to align with personal beliefs is a process called integration.

5. Williams’ Conceptual Framework

The framework developed by Williams (1990) (see Figure 6) is useful in demonstrating the
relationship between psychosocial factors, SES, and health outcomes. Williams depicts how
demographic, biomedical factors and medical care are interrelated with smoking behaviour
and health outcomes. That is, inequalities in health are not explained by SES alone (Harwood
et al., 2007), rather there are interconnected pathways linking risky health practices
(smoking), social ties, perceptions of control, stress and affective states.

For example:

e Fewer social ties are reported by persons of lower socioeconomic status (Cohen et al.,
2003);

e Disadvantaged populations have lower perceived control, believing in the existence of
external constraint. Therefore, disadvantaged people are likely to smoke more as a
way of managing the lack of control experienced;

e Stress and SES influences disease both directly, in stress-related physiology, and
indirectly, by impacting health practices (smoking).

e Low SES people live and work in more stressful environments, with insecure
employment and low control at work if they have it. Thus, it is proposed that lower
SES people use smoking as a way to cope with stress.

e Affective states such as depression, anxiety and panic disorder are linked to stress.
There is a strong relationship between SES, and all types of mental illnesses (Hudson,
2005).
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The psychosocial factors named below in figure 6, are interrelated. For example, a low
perceived control leads to a sense of powerlessness, low self-esteem and social isolation.
Harwood et al. (2007) suggest that other factors influence the relationship between SES and
smoking behaviour, such as demographic and environmental factors, such as the work
environment.

Williams® framework can be used to identify important determinants of smoking, including
those upstream (population-level, public policy), midstream (focus on groups with higher
risk) and downstream (concentrate on individual; tailored smoking cessation programs)
(Harwood, 2007).

Psychosocial Factors
1) Health Practices
Cigarette Smoking
2) Social Ties
3) Perceptions of Control
4) Stress
5) Affective States

Demographic Factors .
(age, race, sex, etc.)

-

Socioeconomic '
Status F
Biomedical
Factors

| Medical Care |

Figure 6: Williams’ Conceptual Framework (1990)
(Source: Harwood et al., 2007)
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PART FOUR: What motivates people to stop smoking

This section investigates motivating factors to stop and abstain from smoking, drawing on both
international and local studies.

1. International literature

The international literature reviewed here falls broadly into three categories: 1) retrospective
reports of former and/or current smokers regarding reasons for previous attempts to stop
smoking; 2) cross-sectional studies of current smokers regarding factors they think would help
them to stop smoking and 3) cross-sectional studies of current smokers regarding factors
correlated with their desire to stop smoking. The review presents multiple reasons for quitting
smoking including both interpersonal and social contextual concerns.

1.1 Retrospective studies

Table 2 summarises 13 studies where ex- and/or current smokers were asked about their
reasons for attempting to stop, and/or for stopping smoking. The first nine studies accepted
multiple responses, either asking open-ended questions or providing multiple-response-allowed
checklists of reasons for participants. The second group of four studies considered the main
reason provided by respondents either via an open-ended question or from a provided checklist
of reasons for stopping smoking.

A number of caveats are worth noting regarding these studies. Retrospective studies rely on the
self-report of participants about a particular phenomenon. As such, there are potential issues
concerning accuracy of recall of past events and relatedly, social desirability (McCaul et al.,
2006). In spite of this, retrospective study designs are useful for making associations between
two variables in large populations.

More generally, studies which provide checklists may limit participants if their reason is not
listed, or lead participants to select more socially desirable responses such as “pregnancy” over
“cost” (Vangeli & West, 2008). Moreover, some of the reasons for stopping smoking provided
in response to open-ended questions may be considered differently by different researchers.
For example, in the study by Gilpin et al (1992), “pregnancy” as cited by participants was not
considered an eligible response for analysis. Some studies recruited participants from medical
centres, and may therefore be limited by selection bias. Referral criteria for centres were not
always outlined and results may be confounded as health centres are likely accessed by
populations with already high health needs (McBride, Pollak, Lyna et al., 2001).

Given the limitations outlined, the studies provide a starting point from which to consider
similarities across samples. Despite the variation in population samples and study methods,
health or some aspect of health was cited as the most important motivator to quit smoking in
12 of the 13 studies. Health was conceptualised in various ways across the studies; some
differentiated between smoker’s health and the health of others, future health problems or
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present health problems, general health issues, specific health ailments, or awareness of the
effects of smoking on health (McCaul et al., 2006). In some cases (e.g. Gilpin et al., 1992),
“health reasons” (for example, to avoid future illness, because of existing health problems, to
improve fitness) were conflated. Where personal health was distinguished from the health of
others, the former always ranked higher than the latter (McCaul et al., 2006). In the single
study (Lando et al., 1992) where health was not the number one reason cited, it was second
only to “being sick of smoking”. It is unclear how much “health” is implicated in this latter
reason.

“Social concerns” or “social environment” along with cost-related factors also featured highly
across many of the studies, although to a much lesser degree than did health. Social concerns
included, for example, encouragement or pressure from family/friends, health professional’s
advice, and setting an example for children. Where health concerns were merged and reported
as a single item, social concerns (or variations of this) and cost related factors were more
likely to appear in the top four rankings.

Cost featured a poor seventh and respectively, not at all in the two US studies with lower
income populations (see Orleans et al., 1989 and Lando et al., 1989). Orleans et al., (1989)
suggest that low SES populations use smoking as a coping mechanism for stress. Negative
emotional states including stress, nerves, boredom and depression were the most common
relapse triggers for participants in the study by Lando et al., (1992). Variable ranking of cost
across studies may reflect the relative affordability of cigarettes to the consumer. In the US
where a packet of 20 cigarettes costs less than half the price of a Big Mac hamburger and
where, at less than 24%, the United States has amongst the lowest tax proportional to cigarette
price, in the world (Shafey et al., 2009), cigarettes are still relatively affordable. The absence
of concern about cost for smokers may reflect this affordability. Elsewhere, rather than cost
acting as a reason for stopping smoking, smoking was reported amongst lower income
African American women, as one of the few pleasures they could afford (Lacey et al., 1993).

Vangeli and West (2008) found that cost featured as a reason for stopping smoking more
amongst lower than higher SES smokers. Vangeli and West however challenge the
assumption of responsiveness to cigarette price fluctuations by low income smokers. They
cite the continued disproportionately high prevalence of smoking amongst people of lower
SES in spite of the high cost of cigarettes in the UK (i.e. a packet of cigarettes cost 164% of
the price of a Big Mac hamburger, and 78% of the price of cigarettes in the UK is apportioned
to tax, amongst the highest rate in the world (Shafey et at., 2009). Vangeli and West (2008)
thus suggest that although cost may be considered a significant motivation for stopping
amongst lower SES smokers, “this may not translate into actual long-term cessation” (p.414).
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Table 3: Retrospective studies of ex- and/or current smokers’ reasons for stopping or attempting to stop smoking

Author

Participants

Question asked

Results

Multiple Responses

1.Swenson & Dalton
(1983)

2. Orleans et al., (1989)

3. Gilpinetal., (1992)

4. Duncan et al., (1992)

5. Halpern & Warner
(1993)

American nurses

(n=106 Ex-
smokers/601)

African American ex-
smokers of low SES

(n=175)

American adults in
National Health
Interview survey

(Ex-smokers n=1,172;
Current smokers
n=2,616)

Ex-smokers from
Kaiser Permanente
Medical Centers, US
(n=245)

American adults in the
Adult Use of Tobacco
Survey

(Ex-smokers n=4,614;
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Asked to indicate
which of 6 reasons
influenced them to
stop

Reasons for quitting
endorsed by ex-
smokers.

“Thinking about the
time you tried to quit
smoking, please tell
me the reasons you
had for trying to

quit™,

“In your own words,
briefly explain why
you quit smoking”.

“Was this reason
important to you in
attempting to quit

smoking?” (Yes/No).

6 options.

1) Statistics on mortality and morbidity associated with
smoking (68%)

2) Decreased respiratory function (58%)

3) Pressure from family or friend (47%)

4) Death/illness of family/friend related to smoking (29%)

1) To feel better physically (77%)

2) Prevent future illness (63%)

3) Take more control of life (54%)

4) To set example for children/others (43%)

1) Health reasons (62%)

2) Social reasons (22%)

3) Cost (9%)

4) Lost desire to smoke (5%)

1) Because of health symptoms (26%)

2) Because of health diagnosis (23%)

3) For better health, to feel better, because it’s bad for my
health (23%)

4) Fear of illness or desire to prevent illness in myself (22%)

Ex-smokers results
1) Future health (75%)
2) Present health (59%)
3) Effect on others (36%)
4) Example for children (35%)
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6. Hymowitz et al., (1997)

7. Riedel et al., (2002)

8. Sieminska et al., (2008)

Current smokers
n=3,080)

American and Canadian
adults in the NCI’s®
Community
Intervention Trial.

(Ex-smokers n=3,214;
Current smokers
n=5,807)

American adolescent
smokers

(n=120)

Polish adult users of
four healthcare services.

(Ex-smokers n=385;
Current smokers n=233)
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Asked to indicate
whether any of 9
reasons provided
were important to
them when they last
tried to stop
smoking.

“Which of the
following things
motivated you to
quit” (Yes/No)

8 options + “other”
Asked whether and
which of 7 reasons
were relevant when
they last tried to stop
smoking.

Current smokers results
1) Future health (80%)
2) Present health (64%)
3) Effect on others (46%)
4) Example for children & Cost (36% each)

Ex-smokers results
1) Concern for current or future health (90%)
2) Expense associated with smoking (53%)
3) Concern for the effect of ETS on others & Setting a good
example (52% each)
4). Bad breath, smell or taste (43%)

Current smokers results
1) Concern for current or future health (90%)
2) Expense associated with smoking (65%)
3) Concern for the effect of ETS on others (57%)
4) Setting a good example (56%)

1) Concern for future health (73%)

2) Concern for current health (65%)

3) Concerns about physical appearance, hair teeth etc. (59%)
4) Cost of cigarettes & Athletic performance (52% each)

Ex-smokers results
1) Health concern (52%)
2) Personal health problem (37%)
3) Concern about family member’s health (16%)
4) Physician instigation (13%)

Current smokers results
1) Health concern (65%)
2) Personal health problem (23%)
3) Cost (22%)
4) Concern about family members’ health (15%)
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9. Reid, Pipe et al., (2009)

Adult smokers from
Canada, Belgium,
France, Germany, Italy,
Japan, Mexico, the
Netherlands, Poland,
Portugal, South Korea,
Spain, Sweden, Turkey,
UK, and USA.
(n=3,755)

Asked whether and
which of 17 reasons
describes why have
tried to stop
smoking.

1) Concerns about long-term health effects (60%)

2) Concerns about affecting the health of others (33%)
3) Cost (32%)

4) Life changes (23%)

Single Response

10. Oei & Hallam (1991)

11. Lando et al., (1992)

12. Pederson et al.,
(1996)*

Australian ex-smoker,
self quitters

(n=70)
Urban Native American
Indians

(Ex-smokers n=173;
Current smokers n=419)

Canadian ex-smokers

(1983 n=311;
1991 n=396)
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Asked to indicate the
main reason for
stopping smoking

Open-ended items
asked about reasons
for stopping, or
attempting to stop
smoking

Asked to specify the
most important
reason for stopping
smoking

1) Health problems (44%)

2) Smoking lost its appeal (17%)

3) Financial reasons (11%)

4) Please/benefit someone & Fears about loss of health (9%
each)

Ex-smokers main reasons for stopping

1) “Sick” of smoking (18%)

2) Health reasons (17%)

3) Respiratory problems & Pregnancy (12% each)

Current smokers main reasons for stopping (% not provided)
1) Respiratory problems

2) “Sick” of smoking

3) Health reasons

4) Becoming pregnant

1983 Results
1) Health problem (30%)
2) No longer enjoy (19%)
3) Relatives encouraged (9%)
4) Cost (7%)
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1991 Results
1) Health problem (23%)
2) No longer enjoy & Physical fitness (11% each)
3) Cost of tobacco, Relatives encouraged & “Other”
including religious convictions, ETS, and aesthetics (9%
each)
4) Example for children (7%)

13. Vangeli & West English ex- and current “What finally 1) Future health problems (29%)
(2008) smokers triggered your most  2) Health problems I had at the time (19%)
recent quit attempt?”  3) Cost (12%)
(n=2,441) Select one reason 4) Health professional advice (6%)

from 12 or specify
“other” on response

L "Pregnancy” as a reason for stopping smoking was considered ineligible for analysis “given the different circumstances relating to
smoking during pregnancy” (p.257).

2 Social reasons in this context included “pressure form family or friends”, “advice from a doctor”, “setting a good example”, “effect of
smoking on others”, and “dirty habit”.

3 National Cancer Institute’s Community Intervention Trial for Smoking Cessation

* Study also included cross-sectional data; see Table 3.

WhyKwit: Why Kiwis Stop Smoking. A Literature Review 29



While the main reasons for stopping smoking cited in Table 2 were health, social concerns and
cost, additional reasons were also evident. Of interest were the reasons associated with the lack
of enjoyment of smoking (i.e. “sick of smoking” (Lando et al., 1992); “no longer enjoyed
smoking” (Pederson et al., 1996); “lost the desire to smoke” (Gilpin et al., 1992); and
approximately one-fifth of the smokers in the large multi-national study by Reid, Pipe et al.,
(2009) reported “lack of enjoyment of smoking” had previously prompted an attempt to stop.)

Finally the effects of second hand smoking on others features as a prominent reason for
stopping in several of the later studies (i.e. Halpern & Warner, 1993; Hymowitz et al., 1997;
Pederson et al., 1997, Sieminska et al., 2008; and Reid, Pipe et al., 2009). This is likely to
reflect an increasing international awareness of and knowledge about the effects of secondhand
smoking.

1.2 Cross-sectional studies

Cross-sectional studies provide a “snapshot” of a population’s characteristics at one point in
time. Although causal relationships between motivation and future quit attempts cannot be
made, cross-sectional methods circumvent the confound of recalling past events, present in
retrospective studies (McCaul et al., 2006).

Of the nine studies reviewed (Table 3), four asked smokers what they thought would prompt
them to stop smoking, while the latter five sought to understand the factors associated with the
desire to stop smoking. None of the results in the latter section are presented as percentages,
reflecting their methodology.

As in the retrospective reports, health concerns or manifestations of this rated highly as a factor
that would prompt a cessation attempt and as a correlate of the desire to stop smoking. The age
of participants in the cross-sectional studies was more diverse than in the retrospective reports,
with two of the former studies (Orleans et al., 1994; Breitling et al., 2009) surveying older
adults. Health concerns were similarly ranked by younger (21-29 years) and older (50-74
years) smokers in Orleans et al. (1994), although the overall importance of such concerns was
rated lower by older than younger smokers. This latter finding contradicts the suggestion that
as smokers get older, personal concern for health becomes more important (Lotecka &
MacWhinney, 1983; Leatherdale & Shields, 2009). Vangeli and West (2008) found a
curvilinear relationship between age and readiness to quit. That is, between 16-25 years and 65
years and older, people were less likely to quote health as a reason for stopping smoking. This
is supported by two studies in Table 3 of young people (under 20 years of age), where social
concerns such as “pressure from a boy/girlfriend” (Sussman et al., 1998) and financial
concerns (Fisher et al., 1999) were prioritised over health reasons. Moreover, Clark et al.,
(1997) found that 30-49 year olds (established smokers) were most likely to be contemplating
stopping smoking compared to 18-29 year olds (recently initiated smokers) and 50+ year olds
(long term smokers) (1997). Clark et al. reasoned that this was because 30-49 year olds were
most likely to have received recent medical advice to quit smoking and were most likely to be
beginning to feel the negative effects of smoking. Breitling et al., (2009) found that women
over 70 years were less inclined to want to stop smoking than younger women, although it was
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unclear if/how their health concerns were related to this. The younger adults (aged 21-49
years) in this study were more likely than the older adults to implicate the poor “example to
children” of smoking as a potential prompt to stop smoking.

Almost one third of current smokers surveyed by Pederson et al. (1996) identified legislative
restrictions on smoking as an important potential aid to stopping smoking. Smoking
restrictions at work was nominated by just 22% of current smokers retrospectively as a reason
for making a previous cessation attempt (Hymowitz et al., 1997). It is possible the different
weight given to the importance of cessation restrictions in these studies is a product of the
different questions asked of participants. In the former study, participants were asked “What
would help you quit smoking?” while smokers in the Hymowitz et al’s study were asked
“What reasons were important to you when you last tried to stop smoking?” It may be that
smoking restrictions are perceived to aid attempts rather than drive them.
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Table 3: Cross-sectional studies of smokers’ reasons to stop and factors correlated with stopping smoking

Results

Factors that would assist quit attempts

Author Participants Question Asked
1. Orleans et al., (1994) American current Asked to rate the
smokers importance of 6 motives

for stopping smoking.
(21-49 yrs old n=2,134;
50-74 yrs old n=784)

2. Pederson et al., (1996)' | Canadian current smokers Asked which reasons
from a list of 11 items (+
(1983 n=381;1991 n=297) other) would help

3. Sussman et al., (1998) | American high school “What might make you
students who smoke. want to stop smoking?”’
Multiple responses, 22
(n=1,430) reasons given.
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participants stop smoking.

21-49 yrs old

1) Future health (83%)

2) Present health (68%)

3) Effect on others (50%)

4) Example to children (38%)

50-74 yrs old

1) Future health (73%)

2) Present health (57%)

3) Effect on others (36%)

4) Pressure from family/friends (33%)

1983 Results

1) Information about harmful effects (38%)

2) Restrictions on smoking (30%)

3) Restrictions on sales and Programmes on radio/TV
(22% each)

4) Cessation clinic (21%)

1991 Results

1) Other? (50%)

2) Information about harmful effects (34%)
3) Restrictions on smoking (28%)

4) Restriction on sales (23%)

1) Pressure from a boyfriend/girlfriend to quit (54%)

2) Knowing someone who died because of smoking
(45%)

3) Doctor’s advice and To live longer (41% each)

4) Cost (34%)
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4. Fisher et al., (1999) Unemployed Australian

youth who smoke.

(n=446)

“Which of the following
reasons would convince
you not to smoke?”
Multiple responses, 13
options + “none of these”

(Ranked in order of importance but %s not provided)
1) Saving money

2) Becoming a parent

3) Seeing a person ill from smoking

4) Going out with a non-smoker

Factors correlated with desire to quit smoking

5. Manfredi et al., (1998) | African American women
who smoke, aged 18-39
years, of low SES

(n=248)

African Americans
smokers of low SES

6. Orleans et al., (1989)*

(n=185)

American adults who
smoke

7. Clark et al., (1997)

(n=2,599)

8. Rundmo et al., (1997) | Norwegian adults.
(Current smokers
n=1,639;smokers n
=5,014)

German adults (aged 50-
74 years) who smoke,
recruited via health
services.

n=1,505

9. Breitling et al., (2009)

Measured correlates of
the motivation to stop
smoking

Measured correlates of
strong desire to stop
smoking

Measured correlates of
readiness to stop smoking

Measured correlates of
motivation to stop
smoking using Smoking
Effects Questionnaire.

Measured correlates of
the desire to stop smoking

Concern about the health effects of smoking and having
loved ones wanting them to stop smoking correlated
positively with participants’ desire and intention to stop
smoking.

Having an existing health concern or receiving medical
advice to stop smoking, holding beliefs about the
healthful effects of smoking and the benefits of
stopping, having greater social support for stopping all
correlated strongly with the desire to stop.

Agreeing that smoking was harmful to health correlated
with readiness to stop smoking irrespective of
participant’s age. Receiving doctor’s advice to stop
smoking and perceived serious health problems from
smoking were both correlated with readiness to stop for
smokers over 30 years old.

Negative psychological effects of smoking (such as
perception of social undesirability and reduced self-
esteem) and negative physical effects were associated
with general motivation to stop smoking.

Women aged 70 years and older were less likely to
express a desire to stop smoking than women under 60
years of age. Having a pre-existing heart condition
correlated with a desire to stop smoking.
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Study also included retrospective data; see Table 2.
?Includes willpower, medical problems/pregnancy, others also quit, relief of stress, acupuncture, hypnosis, laser and Nicorette.

WhyKwit: Why Kiwis Stop Smoking. A Literature Review

34



2. New Zealand literature: Reasons for stopping smoking

Table 4 provides a summary of New Zealand studies related to smoking cessation and reasons
for stopping smoking. Given the smaller number of NZ studies relative to the international
studies, they are arranged in chronological order according to the date of publication. Studies
1, 3-5, 7, 8, 10 and 11 concern reasons given for previous attempts to stop smoking by ex-
and/or current smokers, or associated with an interest in stopping by current smokers. The
second study concerns reasons given by adolescent current and non-smokers for not smoking.
The ninth study, by Bramley et al. (2005) is included here although it was not concerned with
eliciting reasons from participants for stopping smoking. This study trialled a novel approach
that was effective in recruiting young Maori, and in aiding smoking cessation in Maori and
non-Maori participants alike. As such, it demonstrates the capacity of ‘treatments’ (i.e.
cessation support), to operate as triggers for stopping smoking.

The most current publication, The New Zealand Tobacco Use Survey (NZTUS) (2009a)
surveyed 5,132 respondents about their smoking behaviour. Amongst former and current
smokers, those who had made an attempt to stop smoking in the past 12 months were asked
what prompted that attempt. Stopping for their own health was cited most commonly (77%),
although this reason was cited less often by Pacific participants (63%). Overall 37% of recent
quitters identified cost as a factor in their decision to stop smoking. This reason was more
prevalent amongst Pacific participants (52%). Just over one third (35%) of recent quitters cited
being “sick of smoking” motivated them to try to stop. “Someone else’s health” was a reason
for making a quit attempt for 27% of participants - almost half the female participants aged 20-
24 (49%) cited this latter reason.

Reasons identified across other studies reviewed here are consistent with the findings from the

NZTUS, and are largely organised around health, cost, and concern for others. Thus, these are
summarised below.
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Table 4: New Zealand studies of reasons for stopping, for attempting to stop, or for not smoking

Author

Participants

Question asked

Results

1. Broughton and
Lawrence (1993)

2. Stanton et al.
(1993)

3. Klemp et al.
(1998)

4. McClellan
(1998)

5. Glover (2000)

6. McLeod et al.
(2003)

Maori women 15+ years in
Auckland and Otago
(n=603)

13 year old smokers and
non-smokers.
(Ex-smokers n=507;
Current smokers n=227)

374 Maori and 339
European participants
living in Rotorua and
Ruatahuna (Ex-smokers
n=200)

Ex-smokers aged 21-60+
years

(n=62)

Current smokers aged 16-
62 years
(n=130)

11 women from the lower
North Island who had
recently given birth.

Open-ended questions related
to reasons for stopping
smoking

Participants responded ‘yes’ or

‘no’ to a list of 17 reasons for
not smoking (Multiple
response allowed).

Participants were asked about
their reasons for stopping
smoking

Underlying reasons for
quitting, critical triggers or
events that led to the actual
decision to quit.

Participants were asked about
their reasons for stopping
smoking

Experiences of smoking
cessation or reduction during
pregnancy

WhyKwit: Why Kiwis Stop Smoking. A Literature Review

1) Concerns about health effects of smoking (42%)

2) Cost (32%)

Reasons for not smoking:

Smokers

Non-smokers

1) It is bad for me (97.6%)

2) Smoking is not good for
my health (96.8%)

3) It might make me feel sick
(83.4%)

4) It smells (78.9%)

1) Own health (38%)

2) Health awareness (20%)

3) Cost (14%)

1) It is bad for me (93%)

2) Smoking is not good for my
health (88.5%)
3) It smells (76.7%)

4) It tastes bad (76.7%)

1) Concerns about health consequences of smoking (58%)
2) Influence or pressure from a non-smoking significant

other (32%)
3) Cost (27%)

1) Health (85%)
2) Cost (53%)

3) Quit for children (51%)

Factors that prompted participants to consider their smoking
behaviour included being pregnant, the health of the baby,
public advertising of anti-smoking messages, public attitudes
to smoking during pregnancy and feelings of guilt.
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7. McLeod et al.
(2003)

8. Glover (2004)

9. Bramley et al.
(2005)

10. Fernandez and
Wilson (2008)

11. MoH (2009a)

Pregnant women who had
stopped smoking in their
first trimester of
pregnancy (n=49)

Pregnant Maori women
(n=60)

355 Maori and 1350 non-
Maori 16 years and over
who were able to send and
receive text messages

Single focus group of
Maori ex-smokers
between 28-45 years
(n=5)

New Zealand adults aged
15-64
(n=5,132)

Participants were asked their
reasons for giving up smoking.

Participants who said that they
were interested in stopping
smoking (n=37) were asked to
give reasons why. (Multiple
response allowed)

Text messages that encouraged
cessation and provided support
were sent to participants.

Open-ended prompts to guide
discussion which included
feelings and beliefs about
quitting.

Ex-and current smokers who
had made a quit attempt in the
last year were asked about
their reasons for stopping

1) Baby’s health (42.8%)
2) Focussed on pregnancy (34.6%)
3) Sickness or aggravation of morning sickness (22.4%)

1) For baby’s health (78%)

2) For their own health (54%)
3) Cost (43%)

4) Pregnancy (32%)

Maori in the intervention group were more likely to report
quitting in 6 weeks (26.1%) than those in the control group
(11.2%).

Reasons for quitting smoking included personal health,
children’s health, being a role model for other members of the
whanau and pregnancy.

1) Own health (77%)

2) Cost (37%)

3) “Sick of smoking” (35%)

4) Someone else’s health (27%)
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2.1 Health

Health has been the most commonly cited motive for Maori to stop smoking. Broughton and
Lawrence (1993) led one of the first investigative studies on the smoking behaviour of
Maori women. They conducted personal interviews with 603 Maori women over 15 years
old in the Auckland and Otago regions. These included smokers, non-smokers and ex-
smokers. The sampling method was opportunistic (obtained by attending hui, marae, Maori
organisations and sports clubs). The interviews were guided by a questionnaire that included
both closed and open-ended questions. Amongst participants who smoked, concerns about
the health effects of smoking was the primary reason they wanted to stop smoking (42%).
The fear of dying was also a common theme in respondents’ narratives as were concerns
about their children’s health. Ex-smokers also identified their health as the primary reason
for remaining smokefree (47%). Additionally, concern for their unborn babies’ health was
an important motivator factor for these women not to relapse (9%).

In relation to pregnancy and smoking, Glover (2004) found that the health of the baby and
the mother’s own personal health were the predominant reasons for stopping smoking. Of
the 60 pregnant Maori women participating in the study, those who were interested in
quitting were asked to give the reasons why they would quit. McLeod et al. (2003) surveyed
1,283 pregnant women at the time of registering with a maternity care provider. The sample
included both current and ex-smokers. The results emphasised the participant’s belief of the
importance of health, with the foremost reason for quitting being the health of the baby
(42.8%). Other motivations for stopping smoking were linked to the pregnancy, such as
aggravation of morning sickness (22.4%) and a focus on the pregnancy (34.6%). In a
different study, Mcleod et al. (2003) focussed on the role of the midwife in encouraging
smoking cessation during pregnancy. As part of this project, participants were asked to
consider factors that had influenced smoking cessation during pregnancy. Health concerns
for the baby were identified in this part of the study.

Klemp et al. (1998) interviewed 374 Maori and 339 European participants living in Rotorua
and Ruatahuna. The aim was to compare the correlates of smoking and the reasons for
cessation between the groups. For the majority of the Maori and European participants,
health was cited as the primary motive for stopping smoking. Of those who cited health as
their primary motive, most had existing health problems. Only a minority of participants
referred to concerns about future health problems. Pregnancy was a salient theme for Maori
women which reflected apprehension for their babies’ health.

In a prospective study of 130 current smokers, Glover (2000) also found that health was the
main reason for stopping smoking. Most participants were women (78%) and the age range
was from 16 to 62 years old. The majority of the participants (85%) gave health as their
primary reason for wanting to stop smoking. About half of these were due to perceived
declining physical health that ranged from “shortness of breath” to more serious health
concerns such as “diabetes” and “stroke”. Furthermore, about a quarter of those who cited
health as their primary reason discussed their wish for better health and quality of life in
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their future. Almost three quarters of the participants reported having physical illnesses
which explains why “health” was such a pervasive motivating factor to stop smoking.

In a retrospective study of middle-aged and older former smokers, health concerns were
further found to be the most common reason for stopping smoking (58%) (McLellan, 1998).
Half of this group also identified specific health concerns that acted as an added motivation
to quit; the most common of which was a smoker’s cough. Asthma was also mentioned as a
contributing factor for stopping smoking.

Fernandez and Wilson (2008) conducted a small focus group of five Maori female ex-
smokers aged from 28-45 years old to investigate their views on the current smoking
cessation initiatives. Consistent with other studies, Fernandez and Wilson found personal
health was a motivating factor for stopping smoking and abstaining from smoking.
However, concerns regarding children’s health emerged as a dominant theme. Pregnancy
was identified as a crucial turning point where most participants decided to stop smoking.

Health concerns have similarly been identified as a predominant factor amongst adolescents
for not smoking. A recent exploratory study of first time Quitline callers aged 15 to 24 years
interviewed in focus groups 32 Maori youth and 64 New Zealand European youth (Hooper,
2008). This study found that long term health concerns was a motivator for both genders and
across Maori and European groups. However, it was found that young Maori were more
likely to express that seeing older relatives having smoking-related illness was a motivation
for them to stop smoking. They wished to avoid having the same future health problems as
their elders, and wanted to prevent their own children going through the same negative
experience they did.

Moreover, Stanton et al. (1993) surveyed a large sample of adolescent smokers and non-
smokers from the Dunedin area about their reasons for not smoking. Irrespective of smoking
status, health was identified as the main reason for not smoking, thus highlighting that
adolescents are aware of the negative impacts of tobacco on their health.

There is paucity in the literature looking at reasons for stopping smoking among Pacific
people. Of the few studies found, what is suggested is health is a reason for stopping but not
a motivating factor to pursue a cessation attempt. Furthermore, these findings were only
evident among Pacific men over the age of 40 years (MoH, 2009a).

2.2 Cost

The expense associated with smoking is also frequently cited by New Zealand participants
as a reason for stopping smoking. In the Broughton and Lawrence (1993) study, cost was
the second most commonly cited reason for Maori women to stop smoking (32%).
Participants expressed that they could not afford to buy cigarettes, and would rather spend
the money elsewhere or save it. Moreover, the cost of cigarettes was ranked as the fifth
reason for why ex-smokers abstained from smoking (8%).
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Klemp et al (1998) found that financial reasons for giving up smoking was ranked third
across genders and for both Maori and European participants but it was particularly salient
for Maori men (26 % of Maori men compared to 13% of European male participants, 12%
of Maori women and 10% of European women).

McLellan (1998) found that the cost of cigarettes and tobacco was the third highest
contributing factor in wanting to stop smoking; and cost was cited as a reason by 53% and
43% of participants respectively in studies by Glover (2000, 2004). In contrast, the 5
women in Fernandez and Wilson’s (2008) group said expense was not a reason to stop,
rather it was a constraining factor on their smoking.

2.3 Whanau

Although the research into what motivates Maori to stop smoking is sparse, there is a
widely held view that whanau (family) is a strong motivator for Maori (Waa & Grigg,
2003). In Broughton and Lawrence (1993) smokers listed stopping smoking for the children
as a motivator to quit; however this was found to be less important than the previous
literature discussed. Only 3% of smokers in the study listed “the effect on the children” as
their main reason for stopping smoking. However, of the ex-smokers who were interviewed,
whanau played a much more significant role. Eleven percent of participants reported
quitting due to the influence of friends and whanau, and similar to findings elsewhere, 9%
reported quitting due to pregnancy (Broughton & Lawrence, 1993).

In Tihei Mauri Ora (Reid, 1993), a smoking cessation help book tailored specifically to
Maori, case studies revealed similar associations between whanau and wanting to quit
smoking. One woman said: “My motivator was my mokopuna (grandchildren). I wanted to
be alive when they turned 21” (Reid, 1993, p.4). Another woman said: “A major influence
(to stop smoking) was when | saw my kids who go to Kohanga Reo use a rakau (stick) like
a cigarette. That really worried me”, (Reid, 1993, p.43).

Glover (2000) also found that children and being a role model were significant motivators
for Maori to quit smoking. Approximately 51% of the participants claimed that they wanted
to quit for their children. Many believed that it was important to be a non-smoker in order to
be a good role model for their children.

The concept of whanau emerged as a dominant theme in Fernandez and Wilson’s (2008)
group. Some of the women felt it was important to be a role model for their children and
others wanted to protect the health of their children. Pregnancy was also a major factor in
quitting for these women.

The “It’s about whanau” Quitline advertising campaign was developed in recognition of the
importance of whanau to Maori (The Quit Group, 2009). Nation-wide surveys of both
current smokers and smokers who had recently quit, and their families found that the
campaign was well-received by Maori (Grigg et al., 2008). Unfortunately the findings
suggest that the campaign was more thought provoking than behaviour changing. However,
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in support of the previous studies, whanau once again, emerged as a significant motivator
for Maori to quit smoking (Grigg et al., 2008).

Summary

In summary, health related concerns dominate as a reason for stopping smoking, irrespective
of study design and population. This holds true for both international and local studies.
While international studies have explored differences in cessation intentions and behaviour
by age, this is an area which little is known about amongst NZ smokers.

Concerns about the health of family (whanau), and about modelling smokefree behaviour to
children featured more significantly for Maori, particularly women, than was evident in the
international literature. Former Maori smokers however were more likely to acknowledge
the negative effects of smoking on whanau than were current smokers.

Across international and NZ research, cost is also a factor in motivating people to stop
smoking.
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PART FIVE: Concluding remarks

The theoretical models reviewed suggest that a co-ordinated comprehensive tobacco control
programme is required to achieve the government’s goal to reduce smoking prevalence
overall, and to reduce the inequalities and disparities in prevalence rates between Maori and
non-Maori, and Pacific and Pakeha.

There is a strong desire expressed in the New Zealand and Pacific/Indigenous literature for
tobacco control interventions to be culturally relevant for Maori and Pacific. Some evidence
is presented supporting that acceptability to Maori is dependent on that. Te Whare Tapa
Wha and the Pandanus Mat provide a clear framework against which to assess the
comprehensiveness or ‘holism’ of NZ’s tobacco control programme and interventions
within it.

The tobacco control programme as a whole could also usefully be reviewed against West’s
P.R.I.M.E. (2006) guidelines. That is, each component of the tobacco control programme
could be examined for its potential contribution as a tension or trigger to quit. West’s work
particularly helps to explain the complex and mercurial nature of addiction. That is, that
smoking behaviour is highly responsive to constraints but equally able to adapt and resist
annihilation; or quite contrarily some people seemingly stop smoking without forethought.
This can be seen at a population level, for instance, in the past some educative campaigns
and some tax increases precipitated a sharp drop in smoking prevalence (Laugesen &
Swinburn, 2000). In more recent years (e.g. the last 15 years) with consistent application of
one of the most comprehensive tobacco control programmes in the world, smoking
prevalence in NZ appears highly resistant to reduction.

Understanding this is crucial for understanding the need for co-ordination. Implementation
of interventions in isolation may create tension and/or trigger quitting (e.g. the ‘Adrian’
mass media quitting campaign, see  http://www.quit.org.nz/page/media/campaigns/
healthWarningsAdrian.php), but if other critical tensions are alleviated (e.g. tobacco
becomes more affordable through lack of price increases) the tension is ‘balanced’ out and
change in the motivational system is not sustained. A combination of Te Whare Tapa
Wha/Pandanus Mat and the 3 T’s (Figure 7) could facilitate design of a blanket approach,
that exerts even tension across key realms of influence. Simultaneously, a repetitive and
pervasive stream of triggers should be encountered by the smoker along with opportunities
to access treatments that support immediate change and resource people to make change
sustainable.
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Te taha Te taha
whanau/Social hinengaro/Mental
- tensions - tensions
- treatments Wha/Pandanus - treatments
Mat
Te taha Te taha
wairua/Spiritual tinana/Physical
- tensions - tensions
- triggers - triggers
- treatments - treatments
Te ao turoa
—tensions — triggers - treatments

Figure 7: Te Whare Tapa Wha/Pandanus Mat and 3T’s model

The shadows on this model represent motivational forces that counter tobacco control aims.
Any programme designed to motivate quitting, needs to acknowledge a counter-model that
produces opposing tensions and triggers, set within a discursive space where tobacco use is
encouraged, normalised and privileged, and the ways in which it may impact on, and
undermine treatment.

The counter-model incorporates aspects of the political system that support tobacco to be
bought and sold here, the retailers that promote and sell tobacco, tobacco companies, and
the boards of retailer associations and charitable trusts, they patron. Current smokers,
through their public and social smoking behaviours and attitudes can also operate as an
opposing motivational force.

Williams® framework is useful when considering opposing motivational forces as it helps
guide the identification of important determinants of smoking, such as low socioeconomic
status.

The literature suggests that health is the most common reason for stopping smoking.
Pregnancy is a key trigger to quit for women of child-bearing age. The financial cost of
smoking is commonly cited, though latter literature suggests wide variance in the relevance
of this reason for different demographic groups. Quitting for children, be it for their health
or for modelling also varies in importance across groups. In conclusion, looking for what
motivates people to stop smoking is a bit like looking for the Holy Grail — there are many
reasons to quit, occasionally a powerful trigger to quit will manifest itself, but ultimately the
identification of motivating factors with miraculous powers is impossible. Instead, we need
to identify sets of motivational forces: which ones are too strong or too weak? Which ones
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need to be removed? Can new ones be added? To this end the combined Te Whare Tapa
Wha/Pandanus Mat + 3 Ts model will be used as the theoretical framework for the analysis
of WhyKwit data. Williams’ framework will be referred to when considering motivation to
quit among low SEC smokers.
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Introduction

This report outlines the research methodology of the WhyKwit study. Following the
research aims and objectives, the report provides a justification and description of the
qualitative approach used. It then details how focus group facilitators and participants
were recruited and then briefly describes some characteristics of the participants. We
then explain how the data was gathered from focus group material through the focus

group process. Finally we describe how the data was cleaned, sorted, and analysed.

Research Aims and Objectives

The aim of this study was to investigate what motivates Maori, Pacific Island and low
socio-economic (SEC) users of tobacco to stop smoking, and to investigate what
products, services and people support their efforts to quit and stay smokefree.

The research questions asked were:

1. What motivates, or has the potential to motivate Maori, Pacific Island and low

socio-economic (SEC) people to stop smoking?

2. What smoking cessation products and services do Maori, Pacific Island and

low SEC people access?

3. What factors support Maori, Pacific Island and low SEC people’s attempts to
stop smoking?
4. What factors hinder Maori, Pacific Island and low SEC people’s attempts to

stop smoking?

Research design

This study employed a qualitative exploratory research design. Pope and Mays (2000)
argue that qualitative research is particularly suitable for topics upon which little
previous research has been conducted. While there has been quite a bit of exploratory
and evaluative research on Maori smoking and quitting behaviour, much of it pre-
dates the vastly expanded tobacco control programme in operation in New Zealand
(NZ) today (Bramley et al., 2005; Broughton & Lawrence, 1993; Glover 2000, 2005;
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Holt et al., 2005; Ministry of Health, 2003, Reid 1993; Reid & Pouwhare, 1991,
Grigg et al., 2008, Wilson et al., 2006). Minimal research on NZ resident Pacific

Island people’s smoking and quitting behaviours has been carried out (Nosa, 2005).

Qualitative research is useful for understanding the phenomenon of smoking cessation
behaviour within its social context. It is not only concerned with the phenomenon
being studied but also the meanings people apply and how participants interpret the
phenomenon (Pope & Mays, 2000). Throughout this research we assume that
knowledge is situational (Adams, 2008). Taken out of its original context, whether
that be culture, gender, time or geography, it loses its initial meaning (Adam, 2008). It
is important when collecting, analysing and interpreting data that it is handled in its
intended context.

Quialitative research rejects notions of universal “truth” and embraces subjectivity and
diversity (Broom & Willis, 2007; Germov, 2005). It therefore allows us to explore
participant’s differing interpretations of unique or shared experiences without having
to restrict the flow of dialogue to preconceived ideas of “right” or “normal” (Adams,
2008). A further strength of qualitative research is that it studies people in their
natural environment as opposed to clinical settings which adds to the authenticity of
the data gathered. The motive behind the study design was not to obtain a
representative range of perspectives but rich, deep data which may help with our

understanding of the stop smoking motivations and needs of the groups studied.

Data were collected using a structured focus group method. Focus groups are useful
when seeking to understand why certain population groups access health services
differently (Kitzinger, 1995). Kitzinger argues that when working with disempowered
or minority groups, focus group participants may provide each other the support
needed to give critical or negative feedback. This data is invaluable as we seek to
improve smoking cessation services for Maori, Pacific Island and low SEC people

who smoke.
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Focus group facilitator dyads’ selection and training

Each group was conducted by a dyad consisting of a lead facilitator and a second
research team member (henceforth referred to as the scribe) in a supporting role who
assisted with administrative tasks (recording attendance numbers, distribution of
participants information sheets (PIS), consent forms (CF) and demographics
questionnaires, collection of CF and questionnaires, setting up recording equipment,
taking notes throughout discussion to assist with checking of transcripts, catering and

packing up).

Facilitators and scribes were recruited via consultation with and dissemination of
notices amongst local and national tobacco control networks. They also included two
Bachelor of Health Science (BHSc) interns, two BHSc (Hons) candidates, and one
International Scholar from the University of Wageningen (NL), all of whom were

attached to the Centre for Tobacco Control Research for their studies.

Facilitator training was carried out in Auckland and run by senior researchers Dr.
Marewa Glover, Dr. Vili Nosa, Donna Watson and Dr. Janine Paynter. The training
day was video recorded and the DVD sent to the Christchurch dyad who were unable
to attend. The training day ensured that facilitators understood the aims and objectives
of the WhyKwit project and sought to standardise the focus group procedure as much

as possible.

Training began with a mock focus group whereby trainees assumed the identity of
current smokers. In addition to demonstrating a simulated focus group for facilitators.
Further refinement to both the schedule and process were made as a result of the
feedback from the training day. Trainees were briefed on focus group etiquette and on
how to gently probe participants for clarification or expansion. Throughout the
training day facilitators exchanged ideas about where to recruit participants from and

who best to contact.
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Participants

A random recruitment method was neither possible nor necessary for the current
study. Therefore, convenience sampling was used. A purposive sampling frame was
used to ensure participants were recruited across a range of criteria (age 16-26, >26;
urban, metropolitan and rural; male & female; smokers & recent quitters) across the
country (Auckland, Canterbury, Hawkes Bay, Tokoroa and Waiarapa) [see Table 1].
Groups of Pacific people who smoke were grouped according to Pacific ethnicity (i.e.
Cook Island, Samoan, Tongan and Niuean) and were restricted to Auckland. The
Samoan groups were gender specific. Groups for the ex-smokers (people who had
stopped smoking 2-4 years ago and who had been smokefree for at least 12 months)

were mixed in ethnicity (i.e. groups combined Maori and Pacific participants).

Where possible, we used the parallel culturally appropriate method of matching the
ethnicity of the facilitators with that of the participants. We also endeavoured to match

the age (i.e. younger/older) of the facilitators with participants of the group they were

facilitating.
Current smokers Ex-smokers
Maori Cook Samoan Samoan Tongan Niuean Mixed ethnicity
Island Women Men

16- >26 16- >26 16- >26 16- >26 16- >26 16- >26 | 16- >26 Mix

26 26 26 26 26 26 26
Akld 1 1 1 1 1 1 1 1 1 1 1 1 1 1
W’rapa 1 1 1
Cntbry 1 1 1
H’s Bay 1 1 1
Tokoroa 1 1 1
Total 5 5 1 1 1 1 1 1 1 1 1 1 1 1 4

Table 1: Sampling frame

Recruitment
Locally based focus group facilitators identified and contacted community groups to

recruit at least 6 people per focus group (using the criteria supplied re: smoking status,
ethnicity and age group) from their membership. Community group contacts were

provided with a community information sheet and those who agreed to recruit
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participants were asked to sign a community group consent form. A koha of $200 was
offered to the community group for their assistance and participation. Some groups
were comprised of individual participants (that is, not participating as part of a
community group). These participants were recruited in a number of ways including
word of mouth, via community and/or research team member contacts, and through
advertising in a suburban newspaper. Participants recruited as individuals received a

$25 retail voucher for their participation.

Initially we planned to recruit participants for the ex-smokers groups from Quitline’s
pool of callers who had consented to be contacted to take part in research. The Quit
Group supplied contact details for Maori and Pacific people who had registered with
them since May, 2005 and who resided in our data collection areas. As recruiters in
the non-Auckland centres sourced ex-smokers via their own contacts, Quitline data
for these areas was not utilised. A small sample from the Quitline list of Auckland
registrants was selected, and we mailed letters briefly outlining the study to these
potential participants and to notify them we would be phoning to invite them to
participate. No participants were able to be recruited from the follow up phone calls.
Reasons for this were that the phone numbers were disconnected or incorrect, or that
participants were either unable to be reached after at least three attempts or they had

not been smokefree for the required one year minimum.

Focus group procedure

Local kawa (protocols) determined which tikanga (practices) regarding opening,
conduct and closing of the groups were observed and how. Accordingly for example,

in some cases, groups were opened with a karakia/tatalo.

Following introductions, all participants were provided with the written PIS for their
group [i.e. people who currently smoke or who no longer smoke, Appendices A & F
respectively], the facilitator explained the research, informed the participants that the
group would be audio taped and invited participants to sign a consent form. The
facilitator then lead participants through the demographic questionnaire.
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Demographic questionnaire

Demographic details collected included age, gender and ethnicity. Participants were
then asked if they were New Zealand (NZ) born, and if not, how long they had lived
in NZ. Increased smoking prevalence amongst Pacific peoples has been associated
with migration, most likely via the process of acculturation, which describes how
immigrants modify their culture in adopting the values and behaviours of the

dominant host culture (Berry, 2002).

Eight questions asked about participants’ smoking behaviour. The first two asked
participants their age when they had their first cigarette and subsequently when they
became daily smokers. The next question asked about participants’ current smoking
status and type of tobacco used. In addition to differentiating between current and ex-
smokers, this enquiry aimed to learn about the use of loose tobacco versus factory-
made cigarettes by participants. Two questions assessed nicotine dependence; the
first asked how many times a day the participant smoke, and the second item drew on
the Fagerstrom Tolerance Questionnaire (Fagerstrom & Schneider, 1989), and asked

about time to first cigarette upon waking.

The intention to stop smoking was measured by three items which asked if
participants intended to stop smoking ever/in the next six months/in the next three

months. These items were included to provide an indication of the participants’ stage

of change (Prochaska & DiClemente, 1984).

Four items asked participants about their employment status, and a single item which
asked if they were eligible for a community services card aimed to assess their socio

gconomic status.

Focus group exercises
A number of guided exercises were used to facilitate participant discussion.
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Exercise 1: Motivations/triggers to stop smoking (unprompted) and how these develop
over time

In order to answer the research question ‘How do motivations to quit develop over
time?’ participants were invited to recall past quit attempts and their reason for and
age at each attempt, and write each quit on a sticker provided. Information about
subsequent relapses were also collected. The stickers were placed chronologically on
a large wall chart with a row for each participant. Participants were encouraged to
discuss any patterns, such as differences across time, why motivating factors may

differ with age, and/or how they ‘developed’ or changed over time.

Exercise 2: Relative ranking of motivations/triggers to stop smoking (prompted)

Participants were provided with a set of reasons for stopping smoking (nineteen
laminated cards with a reason for stopping smoking printed on each). This list
[Appendix A] was developed from the literature. Two additional Maori-specific cards
were provided for the Maori groups and correspondingly, an additional card was used
for the Pacific groups (and ex-smokers groups). Where necessary, information on the

back of the cards assisted understanding and clarified the intended meaning.

Participants were asked to rank the cards from the most to least important reason for
stopping smoking for their community i.e. Tongan people. Blank cards were provided
to all groups in the event that they wanted to add any reasons. The facilitator
encouraged discussion of the reasons for the ranking order. The scribe took photos of

the final ranking.

Exercise 3: Knowledge of cessation products/services

The third exercise was designed to ascertain the extent of participants’ knowledge of
cessation products and services. Participants were prompted to identify any methods
they knew for stopping smoking and to comment on the perceived effectiveness of
each method, and if there was anything specifically desirable or undesirable about
those products/services. An extensive products and services flipchart [Appendix B]
was then shown to the group and similar feedback was sought about any remaining
products/services that had not been previously mentioned.
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Exercise 4: Factors that help or hinder attempts to be smokefree

In this final exercise, participants were encouraged to brainstorm a list of things, people
or organisations that had either helped or hindered their attempts to be smokefree.
Prompts such as “What kinds of things did you find helped you to stay smokefree in the
past?”, “What kinds of things made it hard?”” and “Were there any people or groups that
supported you in the past when you were trying to stop smoking?”” were asked of the

participants. Responses were recorded on butcher’s paper.

Closing

A contact sheet was circulated and participants were invited to provide contact details
if they wanted to receive a summary report of the study findings. Retail vouchers
were distributed where participants were being reimbursed individually. Where
koha/meaalofa was being offered to a community group for convening the group, an

invoicing memo was given to the community contact.

Information on cessation services were provided where necessary and participants

were thanked for their participation.

Research settings

Focus groups were conducted in a variety of settings. Six were conducted on health
services premises; four of the focus groups were conducted on University of
Auckland City or Tamaki campus premises; three were carried out concurrently in
different locations on a church site following Sunday service; three took place in a
sports clubroom; two were conducted in community centre rooms specifically hired
for the purpose; two took place after hours on school/kura premises; one group was
conducted in the evening in a tent erected for the purposes of carrying out a kava
ceremony; another took place on a weeknight at a participant’s home; another at a

community recruiter’s house; and another at workplace.
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Data Entry

Focus group recordings

In cases where the groups were recorded using digital recorders, and where the groups
had been conducted primarily in English, the recording was sent electronically to a
confidential transcribing service. Some transcribing was handled in-house where the

recording was not digital, or the groups were primarily in a Pacific language.

Focus group transcripts were then forwarded to the focus group facilitator with a copy
of the audio. In addition to checking the accuracy of the transcript against the
recording, the facilitator coded participants’ speech with the focus group number and
either a “W” for woman or a “M” for man. This coding enabled the original location
of the data to be readily identifiable once it was removed from the transcripts and for
the data to be grouped by gender across transcripts where necessary. A second
accuracy check against the recording of the transcript and the coding was carried out

by the scribe.

Focus group demographic and exercise data

Demographic data from the questionnaires were entered in Excel, as were data from
the wall charts, photographs of the ranking cards, different quit methods, and factors

that made it hard or easy to stop smoking.

Data Analysis

Coding

Focus group transcripts

In the first instance, data analysis of the transcripts followed a general inductive
approach which allows themes to emerge from the data. The raw transcript was read
and text identified as data (as opposed to facilitators’ instructions) was extracted,
divided into ‘units of analysis’ (word or phrase with a distinct meaning) and grouped
according to commonalities and the categories provided by the interview process (e.g.

reasons for stopping smoking, methods of stopping smoking).
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As a validity check, each transcript was read and categorised by two researchers
independently. The two researchers then met to discuss their respective categories
and to check and correct for consistency. Where disagreements occurred the category
choice was discussed until agreement was achieved and if necessary the data was re-

coded.

Categorised data from each transcript per sub-group were merged to form results for
Maori and Pacific Island participants. Cross-group analysis was conducted by the
research team together in order to draw out points of difference or consistencies
across subgroups, as per Glover et al. (2006). Cross-case analysis provides for further

checks on the consistency of handling and interpretations of data.

At this point the analysis becomes more deductive, in the application of the theoretical
frameworks of Te Whare Tapa Wha (Durie, 1984) for the Maori data and the
Fonofale model for the Pasifika data. Both models are holistic in their consideration
of multiple influences as essential components of good health.

The results for Maori were categorized as belonging to categories provided by Te
Whare Tapa Wha model: te haha tinana (the physical body); te taha hinengaro (the
psychological body); te haha whanau (the family and wider community); and te taha
wairua (the spiritual realm), in addition to the broader factor of te ao turoa (the long-

standing world which represents the environment which impacts on health).

Similarly, the Fonofale model applies physical, spiritual, mental and “other”
(including environmental, spatial, and contextual factors) aspects encompassed within

the context of family and culture in the analysis of the Pacific data.

Focus group exercises

Standard frequency analysis for each variable in the demographic questionnaire was
calculated for descriptive purposes. As with the transcript data, qualitative data
collected from the focus group exercise were examined in order to identify recurrent
themes. “Coding trees” were developed to classify responses into categories and sub-
categories, and the number of occurrences of each category counted. Common

methods used to aid quit attempts were also grouped together and counted. Means
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were generated to assess the (prompted) relative ranking of the reasons for stopping

smoking and these were compared across sub-groups.

Validity
Preliminary results are to be presented to key stakeholders for discussion. This

provides a further method for checking the face validity of the data.
Ethics

Ethics approval was obtained from the University of Auckland Human Participant
Ethics Committee in May 2009.
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Appendix A:

Ranking cards

Front of card: (Back of card, where applicable, in brackets)

To stay healthy (i.e. if people were healthy and stopping smoking would make
sure they stayed that way)

To get better (i.e. if people were sick, and stopping smoking would improve their
health)

Smokefree environments (e.g. not being able to smoke in some areas at work, in
bars/restaurants makes it difficult to keep smoking)

Seeing what smoking does to someone close (i.e. seeing someone close get sick
or die would make people stop smoking)

It stinks (e.g. bad breath and/or smelly clothes)

Fitness (e.g. for sport, to achieve exercise goals)

It’s not cool anymore (i.e. it’s not as socially acceptable as it used to be)

For my children’s health (e.g. so they get fewer coughs and colds)

Doctor (or health professional) said to stop

Cost

If they can, I can (i.e. knowing someone else who stopped smoking and thinking
“I can do that.”)

It’s time (i.e. quitting happens when it’s just time to stop)

To be a positive role model to my children

To have more energy to do things (e.g. like keeping up with my children)

To live longer

To not grow old early (e.g. fewer wrinkles, avoid early menopause, less grey
hair)

To have a healthier pregnancy (i.e. to protect the unborn baby)

Getting pregnant (i.e. smoking reduces the chance of getting pregnant and may
cause impotence in men)

TV ads about not smoking

*Tino rangaitiratanga; Maori having control over Maori matters

*Tino rangaitiratanga: Making one’s own choices (i.e. not being controlled by a
drug)

**Making one’s own choices (i.e. not being controlled by a drug)

*Included for the focus groups of Maori
**Included for the focus groups of Pacific peoples and ex-smokers’ groups
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Appendix B: Flipchart

WHYKWIT

Products and
Services

Nicotine Patches
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