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EXECUTIVE SUMMARY

One in every five women smokes throughout her pregnancy. How can public
health educators assist these women to quit smoking cigarettes during their
pregnancy and beyond?

The use of tobacco presents grave dangers to all who ingest it directly and
indirectly. Deaths resulting from tobacco use are the number one preventable
cause of death. Recently there has been an upswing in public concern over effects
of second-hand cigarette smoke. When the mother of an unborn baby smokes,
the baby has a higher risk of being born prematurely or with a low birth weight.
While most women know they shouldn’t smoke while they’re pregnant, many
do not fully realize that the unborn baby absorbs the effects of smoking; nor do
they realize the enormous risks this poses.

Nine out of ten smokers wish they could quit. If this is the case, why do they
continue to smoke? Nicotine, the active ingredient in tobacco, is an incredibly
addictive drug, second only to heroin. For physiological, environmental, and
psychological reasons it is harder for women to quit than men. Once hooked,
women are afraid to stop for fear they’ll gain weight. They tend to be surrounded
by family and friends who also smoke. Since women smoke to relieve stress,
they may not wish to eliminate their coping strategy when confronted by the
immediate stresses of daily life.

Tobacco cessation education must recognize and address the unique challenges
faced by women. It must also demonstrate the wisdom that the process of change
is slow and cyclical. With this in mind, we offer the following recommendations
for a communications campaign targeted toward pregnant smokers:

¢ Create messages that convey nonjudgemental acceptance, use spokespeople
the target audience can relate to, and provide information and skills training.

e C(Create a series of Public Service Announcements in a talk show format that
respond to each of the stages of change.

[

¢ Evaluate the effectiveness of the message. Revise messages based on
evaluation findings.

¢ Disperse messages frequently and steadily through as many dlfferent sources
as possible.

¢ Urge community and governmental changes that will support healthy
behavior.
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CHAPTER ONE
THE PROJECT

INTRODUCTION

- This report is the culmination of a project completed for the City of Cambridge’s

Tobacco Education Program for Populations at Risk by a team of graduate

-students from the Tufts University Department of Urban and Environmental

Policy. The research took place over a four month period between January and
April of 1994. '

The client, the Tobacco Education Program for Populations at Risk, requested
assistance in developing tobacco cessation education and communications
approaches aimed at low-income pregnant smokers in Cambridge.

Our objectives in completing the project were two—fold: first, to provide an
educational tool for smoking cessation outreach; second, to increase knowledge
about how to target educational messages to the intended group. In order to meet
these goals the following items have been produced and are included in this
report:

. 1) Preproduction research for a communications campaign and resulting

recommendations about how to communicate educational messages to the
target group; and :

2) script suggestions for a series of 2-3 minute videos to be aired on the
Cambridge local access cable station. The videos may also be used as
introductory pieces to initiate group discussions with the target audience. The
videos will be produced by Cambridge Women in Cable, a collective of
professional women in video associated with the Cambridge local access cable
station. The script ideas and the information in this report will serve as a
foundation for producing the videos.

PREPRODUCTION RESEARCH

The first criteria for an effective communication campaign is a needs assessment
to determine the content of messages and appropriate modes of delivery (Flay
and Burton 1990). This project strives to fulfill that requirement. We conducted
preproduction research by accumulating data “on audience characteristics that
related importantly to the medium, the message, and the situation within which
the desired behavior will occur” (Atkin and Freimuth 1989, quoting Palmer, 227).
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Chapter One: The Project

According to communication campaign scholars Charles K. Atkin and Vicki
Freimuth, preproduction research consists of:

a) identifying the target audience — in this example, identifying the target
audience means determining exactly who the pregnant smokers are;

b) specifying the component behaviors to be targeted — most behaviors, such as
smoking, are the result of components behaviors, such as smoking to reduce
anxiety, or smoking when surrounded by smokers;

c) elaborating intermediate responses — understanding the target group’s
knowledge of, misconceptions about, and attitudes about smoking;

d) ascertaining channel use — determining the best mode of transmitting a
message to the target group;

e) making preliminary evaluations about message components — in this report,
the preliminary evaluations are in the form of our recommendations and the
script suggestions. Atkin and Freimuth are careful to call this stage a
“preliminary evaluation” since any message should be pre—tested with the
target audience and re—evaluated consistently through out its distribution
period.

CONTENTS OF THE REPORT

Chapter Two of Outreach for Healthy Behavior begins by giving the reader an
overview of the serious nature of addiction and statistics about tobacco use. It
then specifies who comprises the target population and the dangers they face by
smoking.

Chapter Three gives details about both component behaviors and intermediate
responses by disclosing theories as to why women smoke. It also includes
research findings about barriers to quitting, what women need in orderto quit,
and what is involved in changing a behavior as addictive as smoking.

Chapter Four, the final chapter, offers our recommendations for an educational
campaign and provides suggestions for the format of educational videos.

METHODOLOGY

We gathered information for this report by interviewing professionals in the
field, conducting a focus group with members of the target audience, and
reviewing current medical and lay literature. We interviewed key informants
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Chapter One: The Project

from the fields of substance abuse and community health care. These experts
provided us with their observations about why women smoke, what the barriers
are to quitting, and how to best target cessation messages.

We held a focus group with members of a segment of the target population,
young female smokers, 16 - 20 years of age, who are pregnant and/or parenting.
From this session, we learned their level of awareness of the effects of tobacco on
themselves and their unborn children; what media resources they rely on; and
we elicited their ideas about what sort of message would best motivate them to
stop smoking and why. For direct results from the focus group, please refer to
Appendix A.

Additionally, we surveyed the current material on smoking cessation aimed at
the target group and reviewed medical journals, reports on smoking and
women, and information from the tobacco control and substance abuse fields to
further our understanding of the subject.

THE TOBACCO EDUCATION PROGRAM

The Tobacco Education Program for Populations at Risk is a program of the
Cambridge Department of Human Services. It works to “provide smoking
prevention and education programs for populations at risk for tobacco use,
including communities of color, linguistic minorities, women, youth and
others” (Fact Sheet on Tobacco Education for Populations at Risk 1994). The
Tobacco Education Program for Populations at Risk’s education and prevention
programs include workshops, training, sponsorship of smoking cessation groups,
curriculum development and video production. Funding for the program comes
from the Health Protection Fund, established by the voter referendum which
increased the cost of cigarettes by 25¢/pack (ibid.). Staff of the Tobacco Education
Program are members of Cambridge United for Smoking Prevention (CUSP).
CUSP, a coalition of residents and agencies, is building a city-wide smoking
prevention strategy by increasing the awareness of tobacco’s detrimental effects
on the health of Cambridge residents.

THE CITY OF CAMBRIDGE

The Tobacco Education Program for Populations at Risk serves residents of
Cambridge, Massachusetts. Cambridge, founded in 1630, is located across the
Charles River from Boston, and is best known for its universities (Harvard,
Radcliffe, and Massachusetts Institute of Technology) and biotechnology firms.
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Chapter One: The Project

According to census information in 1990, 22% of Cambridge residents were
foreign born; 75% Caucasian; 14% African American; 8% Asian; 7% were of
Hispanic descent and 3% were other races, including American Indian
(Cambridge in Brief Fact Sheet 1994) Ten percent of Cambridge residents have
family incomes below the poverty line (The Tobacco Education Program for
Populations at Risk, 1994) .

AUDIENCES FOR THIS REPORT

The primary audience for this report is our client, the Tobacco Education
Program for Populations at Risk and the video producers, Cambridge Women in
Cable. This report is also intended to inform a more general audience of health
educators and health care providers. While many of the findings and
recommendations in this report may duplicate the Tobacco Education Program’s
current efforts and understandings, it is necessary to include this material for the
sake of the broader audience.
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CHAPTER TWO |
TOBACCO USE AND ADDICTION

Tobacco use by pregnant women is the focus of our concern because of the
dangers it presents, both to the women and their children. Currently the federal
Food and Drug Administration (FDA) is determining the addictive qualities of
nicotine in consideration of regulating tobacco as a drug (McFarling 1994). We
present here some information about tobacco use and the dangers posed by it.
Please see Appendix B for “Facts on Addiction and Tobacco Use”. -

PRESENT STATISTICS ABOUT TOBACCO USE

When approximately twenty percent of mothers smoke during pregnancy
nationally and the dangers of the

practice are well-publicized, it seems [Over 4 million babies are born every year in the
important to find out why the message [United States, one in four of whom is at

is not having an effect on pregnant increased risk for low birth weight (<2500 g)
women. One million babies are born  |Pecause they are born tcl’ women who smoke
each year in the United States to cigarettes (Prager et al. 1984).

women who smoke cigarettes. These

babies are clearly at risk, but so are their mothers (MDPH 1993).

During the four year period between 1984-1988, three hundred and nine women
in Cambridge died from smoking-attributable diseases. This number represents
one quarter of total deaths in Cambridge for women under 64 years of age. -
During these years nearly fifteen percent of all female deaths in Cambridge are
attributable to smoking-related diseases (MDPH 1991). Among the diseases
considered smoking-attributable are: malignant tumors (lung, lip, pharynx,
esophagus, kidney and other cancers); cardiovascular disease (hypertension,
cardiac arrest and others); and respiratory disease (bronchitis, emphysema,
asthma and others) (ibid.). See Chart — Smoking Attributable Deaths by Cause —
page 14.

Why should non-smokers care about the illnesses of smokers? In Massachusetts,
smokers and non-smokers alike pay for the medical care of smokers. If smokers
paid an additional tax on their cigarettes to cover the cost of treating smoking—
related illnesses, the price of each pack of cigarettes sold in the state would
increase by $2.31. Each smoker in the state would need to pay $1,133 a year
(MDPH 1991). But the true cost of smoking attributable illnesses is: the lives lost,
including mothers and their children. The section on Dangers to Women and
Dangers to Fetus and Delivery will expand on this.
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Chapter Two: Tobacco Use and Addiction

PROFILE

The typical pregnant smoker is a single white woman with low income and
education. The statistics of female smokers show that low income is a predictor
of smoking behavior. One third of infants in Massachusetts whose mother’s
prenatal care was publicly funded (through Medicare or Healthy Start) were
exposed to tobacco toxins before their birth. This is a larger amount than for any
other source of payment group (MDPH 1993). Income plays a significant role in
smoking habits. Women are disproportionately represented among the poor,
meaning their health is at risk. This is especially true of maternal and
reproductive health, when poverty directly affects the health of their children.

In Massachusetts, current smokers are far less likely to have a high school
education than non-smokers. Forty—four percent of smokers have less than a
high school education, 36% are high school graduates, and 25% have had at least
some college. Twenty—eight percent of adults and 29% of adolescents in
Massachusetts report themselves as smokers. For people under 25, Caucasians
are the most prevalent smokers by race (MDPH 1991). See Chart — Prevalence of
Smoking by Racial and Age Group — below. '

Prevalence of Smoking by Racial and Age Group

B white
[ siack

| Hispanic

. Asian

3 American Indian

15- 20- 25- 30- 35- (Fichtner 1990)
19 24 29 34 44

Currently in the United States over one quarter of all women of reproductive age
are smokers. The national goal of the Department of Public Health (DPH) is to
reduce this to 12% (JAMA 1991). In Massachusetts the rate of tobacco use is
currently higher for men than women, but overall nationally, females are the
faster growing population of smokers.
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Chapter Two: Tobacco Use and Addiction

One objective of the Massachusetts Department of Public Health (MDPH)
Healthy People 2000 Program is to reduce smoking among pregnant women and
parenting families to 95% tobacco—free by the year 2000. According to MDPH, in
1991 the programs to reduce smoking among pregnant women were under-
funded. Their own recommendation was to develop targeted smoking cessation
programs for pregnant women. The young women in our focus group seem
unsure and confused about the purpose and details of a smoking cessation
program; they were ultimately amused by the idea of “cigarette detox.” These
programs clearly need to be both expanded and publicized. In spite of the lack of
awareness of potential assistance, more women than men report making an
attempt to quit (74% compared to 67%) though fewer women report success (67%
compared to 79%) (MDPH 1991). In the last twenty—five years the decline in
smoking has been greatest among men and those with higher education (Keintz
et al. 1994).

TARGET POPULATION HEALTH CARE

While a third of Massachusetts infants in the publicly funded group had mothers.
who smoked, the lowest prevalence of maternal smoking was among infants
whose mothers belonged to a health maintenance organization (HMO). Mothers
receiving care at a community health center had infants with a higher
prevalence of tobacco exposure than most other health care sites. The hospital
clinic saw the greatest incidence of maternal smoking, further pointing to the
effect of low income on maternal smoking. It has been shown that those without
insurance will seek care at a hospital clinic or emergency room. Inadequate
health insurance has been linked to inadequate health care. This means if
women have little or no health insurance they will have a worsened health
status, putting them in the position of needing more care than those with better
insurance coverage (Braveman 1988). In 1994 roughly 37 million Americans do
not have health insurance.

Low income women face barriers in accessing health care which affects the
health of their pregnancies and children. One means to improving the situation
is to increase access to health education and care for poor women, especially poor
pregnant women (McBarnette 1987). Special outreach to mothers of school-aged
children with a targeted smoking cessation program could successfully assist
mothers in quitting (Keintz et al. 1994).
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Chapter Two: Tobacco Use and Addiction

DANGERS TO THE WOMEN

Cigarette smoking is the single most important preventable cause of death in the
United States (JAMA 1991). This statement is repeated in articles on smoking in
many of the medical journals. Smoking is considered to be a “preventable cause
of death” both because tobacco smoke is seen as the source of multiple diseases
which cause death and because smoking is a behavior which can be altered. See
Chart — Smoking Attributable Deaths by Cause — below.

Smoking Attributable Deaths by Cause M Lung Cancer

[ Other Cancer
21%

[+)
25% B Emphysema,

etc.

B Other
8% Respiratory

Disease, i.e. T.B.
26%

14%

{ Ischemic Heart
Disease

6%
(MDPH 1991, 13)

Other
Heart Disease

The risks of endangering a fetus by smoking while pregnant are well-
documented. These risks can be an incentive for women to quit smoking during
the pregnancy. However, we hope to increase women’s motivation not only to
quit temporarily but to remain tobacco—free. We began with research into the
known dangers to the women themselves, as separate from their pregnancy.

The morbidity figures tell a story we can learn from. According to the Surgeon<
General’s 1980 report, women who currently smoke have more lung, ulcer,
respiratory and heart diseases than women who have never smoked (70).
Women who smoke one to four cigarettes a day increase their risk of fatal or
non—fatal heart attacks by two—fold, a risk further increased by using oral
contraceptives. Female smokers have an increased risk over non-smokers for
cancer of the lung, larynx, bladder, pancreas and cervix. In fact, as the number of
cigarettes smoked per day increases, so will the risks associated with smoking
(Gluckin 1988; JAMA 1991). Finally, women who smoke lose more days from
work due to illness and injury than non-smokers ‘and the activity of those under
65 years old who have ever smoked is more limited than those who have never
smoked (Surgeon General 1980, 75).
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Chapter Two: Tobacco Use and Addiction

The mortality figures are frightening. More deaths are caused by smoking than by
AIDS, drugs, murder, fire, alcohol and car accidents combined. On a given day in
April 1994, twenty-nine Massachusetts residents will die of smoking-related
causes and three of diseases related to second-hand smoking (McFarling 1994).
Mortality increases with the amount smoked and the duration of smoking
behavior. Death rates are higher for those who start smoking while young and
for those who inhale. Further, the greater the content of tar and nicotine in the
cigarette, the higher the death rate (Surgeon General 1980, 62). This explains the
importance of the recent news stories about the very serious claim by the FDA
that tobacco companies have been “spiking” their cigarettes with added nicotine.l

DANGERS TO THE FETUS AND DELIVERY

Smoking has been proven to be a predictor of low birth weight deliveries, along
with low maternal education and work during pregnancy (which might be
indicated by low income) (McCormick 1990). Low birth weight has been
associated with smoking independent of all other factors affecting birth weight,
including maternal weight pre-pregnancy, race, socio—economic status and
gestational age. Fetal growth is decreased in all areas: head circumference, body
length, chest size.

Low birth weight (LBW) is a great concern to health providers as it is an indicator
of increased risk of disease and death in the child. An underweight baby may be
sick immediately and require special attention after birth. LBW means the baby
has not developed as fully as is considered healthy for a full-term birth. Because
of this, the infant’s lungs, brain and other critical organs may not be viable. Even
if the infant lives past delivery, a low birth weight baby has the potential for
problems while growing, due to her/his weakened beginning.

There is a demonstrated association between maternal smoking and premature
delivery, with the very pre-term infants at the highest risk of mortality. A
woman is 60% more likely to deliver her baby one to five weeks early if she
smokes one or more packs of cigarettes a day (Shiono 1986).

Other delivery and infant risks due to maternal smoking include premature
delivery, miscarriage, stillbirth, Sudden Infant Death Syndrome (SIDS),
respiratory disease and infant mortality (JAMA 1991). Smoking has also been
shown to reduce fertility and increase spontaneous abortions and disruption of
the placenta (Gluckin 1988). According to Kleinman (1985), the odds of LBW
increase by 26% for every 5 additional cigarettes the mother smokes per day.

1In March 1994 allegations were leveled at US tobacco companies that they were controlling the
nicotine levels in cigarettes to ensure that smokers become addicted. Senator Edward Kennedy of
Massachusetts responded immediately by asking the General Accounting Office to investigate the
allegations (Hohler 1994).
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Chapter Two: Tobacco Use and Addiction

POTENTIAL DANGERS TO CHILDREN OF SMOKERS

A child’s long-term growth, intellectual development and behavioral
characteristics may be adversely affected due to decelerated fetal growth (Surgeon
General 1980, 238). The influence of maternal smoking on an infant is extended
into childhood by the effects of passive smoking (Gluckin 1988). Parents who
smoke also influence their children strongly by modeling behavior for them.
Children of smokers will often play with pretend cigarettes when they imitate
adult behavior, and are more likely to grow up to smoke because they have seen
smoking as acceptable. Further concerns exist about the effect of second-hand
smoke on the children, including a fear that children are more likely to develop
asthma and other allergies or respiratory illnesses. One member of our focus
group assumed that if she didn’t smoke during her pregnancy her child was safe
from contracting asthma. She resumed smoking after her baby was born, and the
child later developed asthma (Ch, Focus Group 1994).
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CHAPTER THREE
FEMALE SMOKING BEHAVIOR

WHY WOMEN SMOKE

Women who lack control over both their personal and professional lives are
more likely to be smokers. Environmental stress and the lack of social support
within the community also contribute to their alienation and isolation, which
cause feelings of anger that they control and suppress by smoking. “If women
find angry feelings unacceptable—perhaps unfeminine—they may find smoking
an effective way to ameliorate their feelings” (Biener 1988). Studies have shown
that women who smoke are more prone to psychological stress and are more
outgoing than women who do not smoke. “There is also evidence that women
smokers are more independent, assertive, self-opinionated and forthright. .
.women smokers are also characterized by apprehension and tension, and that
these characteristics are related to an inability to give up smoking” (Surgeon
General 1980). Therefore, women form a dependency on cigarettes for emotional
reinforcement and to control their moods.

PERCEIVED ROLE OF CIGARETTE SMOKING IN WOMEN

Women report that cigarette smoking acts as a stress reliever. “Stress research
distinguish[es] between problem—focused coping and emotion—focused coping.
Problem—-focused coping includes strategies aimed at changing the situation that
is perceived as stressful. Emotion—focused coping includes strategies aimed at
controlling negative affect” (Biener 1988). Emotion-focused coping is used when
the woman believes that she cannot change her circumstances and has to
acquiesce to her situation. Many working women feel helpless and out of control
with respect to their jobs due to sex discrimination, including inequality in
promotions and exclusion from decision making and networking possibilities.
Homemakers may feel overly stressed by the lack of control and power over their
family situation. Cigarettes become daytime companions, and allow women a
break from their routine.

Single, pregnant, low income women are at a particularly high risk for stress and
anxiety as they lack money, affordable housing and quality health care. A social
worker who teaches general equivalency diploma courses to young pregnant
women comments: “Being pregnant and being a single mom is very stressful
and they perceive cigarette smoking as a stress reducer” (Lento 1994).

There may also be a physiological basis for the stress-smoking link in women.
“[Clompared to men, women may experience sharper declines in blood nicotine
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Chapter Three: Female Smoking Behavior

level when they are stressed” (Biener 1988). If women’s blood nicotine levels
decline more often then men’s, women may have more of a craving for
cigarettes.

Advertising, especially in women’s magazines, induces women to smoke.
“Women’s magazines are an important outlet for advertisers, since many of
them rank among the best selling publications in the country” (Ernster 1988).
Women are induced to buy a particular brand of cigarettes because of the
correlation to sexuality and independence and the free promotional offers (i.e.
jewelry and tee shirts) that many companies extend to their customers.

BARRIERS TO QUITTING

Smoking cessation programs are often costly and do not meet the needs of
women’s diverse racial and socio—economic backgrounds. “Efforts to date are
designed to reach women who are highly educated, with sufficient resources, and
who are in.occupations in which they have more control over their work” (Reid
1988). Low income women cannot afford cessation programs and are more
concerned with issues of daily survival such as housing, food, and safety.
Smoking may also be utilized as a survival tool by some women, at the expense
of their future health.

Proportion of Smokers Advised to Quit by Doctors

D Advised to Quit

M Not Advised to Quit

62%

(MDPH 1991, 13)

The fear of weight gain is an important factor that keeps women from quitting
smoking. Focus group respondents underline this fear by indicating that they
“eat less now and smoke instead of eat” (Focus Group 1994). Women gain an
average of five to eight pounds when they quit smoking. Weight gain occurs
because nicotine speeds up the metabolism so that when a woman quits, her
metabolism does not burn calories as fast as when she smokes. The end result is
that smokers’ weight is artificially lowered (Horowitz 1991). Tobacco advertisers
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Chapter Three: Female Smoking Behavior

capitalize on traditional female insecurity by peddling the image of a slender,
attractive woman. This further perpetuates the myth that beauty can only be
- linked to thinness. Yet studies show that there is no significant relationship
between concern about weight gain and successful quitting (Keintz et al. 1994).
Health care providers may represent another barrier to women in their attempt
to quit smoking. “The American Medical Association and the World Health
Organization have accepted addiction as a disease. However, most health care
providers don’t understand it as
such or do not see smoking as an “Women need long term support. . . . They also
important issue in comparison to need resources and support systems. . .. Women

AIDS or illegal drug abuse. It is still [need to be supported on a day-to-day basis
1 th where the messages are constantly being
amora 1sSue So they are integrated with all other messages in life, such

uncomfortgble discuSSi.ng sMOKINg |45 nutritional and health habits” (Piedade
with a patient. They think it’s the 1994).

person’s own private business”

(Interview Coalition 1994). Health care providers may also be reluctant to ask if
people smoke because some smoke themselves. “We see with cigarettes that the
major barrier to asking questions and having responses is that [health care
providers] have their own issues and experiences with tobacco within their
community and family. It’s difficult to provide positive health messages and
responses when you are still ambivalent about your own involvement with it”
(Interview Coalition 1994). See Pie Chart — Proportion of Smokers Advised to
Quit by Doctors — previous page.

WHAT DO WOMEN NEED IN ORDER TO QUIT:

Some focus group members agreed that “support from others” was a necessary
step if they were going to quit, while others felt that “no one can help me quit”
(Focus Group 1994).

The key factors present with successful quitters are: presence of strong
motivation and commitment to change; use of behavioral techniques such as
substituting low—calorie candy and sugarless chewing gum; availability of social
support; and knowing someone who has successfully quit smoking. Female
smokers “reported female relatives to be the primary role models for women -
who quit smoking” (Surgeon General 1980).

STAGES OF CHANGE:

Quitting an addictive behavior is not a one-step process. Prochaska et al., have
identified five clear stages of change through which anyone quitting addictive
behavior must travel.
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Chapter Three: Female Smoking Behavior

Precontemplation:

Precontemplation is a stage in which the client has no intention to change in the
foreseeable future. Asked if she had ever tried to quit smoking, one member of
our focus group stated firmly, “Never have, never will” (T, Focus Group 1994).
At this stage, many are unaware that their addiction poses a problem and they
resist recognition or modification of the habit. See Appendix A for entire focus
group transcript.

Contemplation:

Most smokers fall into either this category or the next, preparation. In this stage,
smokers are cognizant that smoking poses a dangerous health problem and
realize the risks of smoking. They begin to seriously think about quitting, but
have not yet taken the steps to make it happen. Smokers begin to evaluate the
pros and cons of quitting, weighing the positive aspects of smoking against the
amount of effort and cost it will take to over come the habit.

Preparation:

The preparation stage combines intention and behavioral criteria. Pregnancy will
induce some clients to smoke fewer cigarettes, wait longer between smokes and
plan to abstain in the very near future.

Action:

The modification of behavior in this stage is important to overcome addictions.
This is the most outwardly apparent of the stages, evident when smokers have
already abstained for a time period of one day to six months. One member of the
focus group (M) exhibited this stage clearly. She still identified herself as a
smoker and wanted to join the smokers focus group, yet she had smoked only
three cigarettes in the past three months.

Maintenance:

During this stage the client is working to prevent relapse and consolidate gains
made. This phase is a continuation of change begun in earlier phases. Behavior
changes are stabilizing and relapse is being avoided.

Prochaska et al., also talk about the spiral pattern of change. This pattern is
exhibited in smokers who have attempted to quit at least three or four times
before they became long-term successful quitters, falling finally into the last
category of change known as maintenance. There are frequent occurrences of
relapsing and recycling during a spiral pattern of change. During relapses
individuals regress to an earlier stage and they may feel like failures. The
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Chapter Three: Female Smoking Behavior

consequential demoralization can result in the return to precontemplation. The
vast majority of relapsers recycle back to contemplation or preparation. However,
each time a relapse occurs, the client learns from her mistakes. Two focus group
members (I and O) displayed spiral patterns of change, and were clearly in relapse
periods themselves. (I) spoke of a relapse due to renewed relations with smoking
friends, whereas (O) did not cite her incentives to return to smoking but told us
she had quit while pregnant and currently “smoke[s] more now than ever”
(Focus Group 1994). ‘
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CHAPTER FOUR
RECOMMENDATIONS

SUMMARY OF RECOMMENDATIONS

1) Create messages that convey nonjudgemental acceptance, use spokespeople
the target audience can relate to, and provide information and skills training.

2) Create a series of Public Service Announcements in a talk show format that
respond to each of the stages of change.

3) Evaluate the effectiveness of the message. Revise messages based on -
evaluation findings.

4) Disperse messages frequently and steadily through as many different sources
as possible.

5) Urge community and governmental changes that'will support healthy
behavior

RECOMMENDATION #1: THE MESSAGE

Create messages that convey nonjudgemental acceptance, use
spokespeople the target audience can relate to, and provide
information and skills training.

Convey Nonjudgemental Acceptance

Unfortunately, many existing flyers and Public Service Announcements aimed
at the target group attempt to motivate women through guilt. We recommend
that messages have a tone that is supportive to the pregnant woman and
motivates her to quit for her own good as well as that of the unborn child. The
message should acknowledge the difficult life conditions of many women and
the additional challenge that quitting poses yet at the same time emphasize the
importance of smoking cessation.

Use a Spokesperson the Audience Relates to and Can Trust

Women in the target group generally trust those with whom they identify, such
as their friends and family.
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It is important to understand to whom low-income pregnant smokers in
Cambridge turn for information. The 1980 Surgeon General’s report on smoking
and women cited studies that analyzed where women from different classes got
their information. According to the study:

[w]omen in lower socioeconomic classes tend to rely more on lay
referral systems, such as peers and family, than upon mass media or
medical sources. Personal transmission of information seems to be
more highly valued and readily adhered to. Middle and upper class
women are more likely to utilize impersonal sources such as mass
media and physician-supplied information (Surgeon General 1980,
336).

This finding is supported by information we obtained during the focus group
held with pregnant and/or parenting female smokers, 16 — 20 years of age. When
asked who they listen to and trust in the community, the majority of focus group
participants answered by citing family members. A few also mentioned a
counselor or a doctor. Again, when asked to specify a hero or a role model, the
majority mentioned a family member. However, most focus group participants
said that they get their health information from health care providers. If this is
indeed the case, it is imperative that health care providers increase their
smoking cessation intervention. See Pie Chart — Proportion of Smokers
Advised to Quit by Doctors — page 18.

These conclusions have at least two implications. The first is that the target
group must be able to identify with the experience, gender, race, and/or class of
the person delivering the message. The second is that since women in lower
socioeconomic classes rely heavily on lay referral systems, messages should also
be targeted to friends and family of pregnant smokers urging them to support
pregnant women to not smoke.

Provide Information and Skills

Our research supports the claim that many smokers do know that they should
quit. However, many don’t know exactly why they should quit. They may have a
vague idea that smoking is bad for them but aren’t exactly sure why. Many
women also may not be aware of the addictive nature of tobacco. As we
mentioned earlier, the young women who participated in our focus group found
the thought of “cigarette detox” to be absurd. Because of this lack of knowledge,
we strongly recommend that messages provide information on addiction, the ill
effects of tobacco, and the benefits of quitting.
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Social marketer, Douglas Solomon (1990) concluded that “most smokers were
already aware of the importance and need to quit smoking. Indeed, a large
proportion of them had tried unsuccessfully to quit many times. [Therefore
communications efforts should be] directly designed to influence skills learning,
self-efficacy, and maintenance behavior” (ibid. 96). Chapter 3 in this report
speaks to the different stages of change and the cycle that all people go through as
they seek to change their behavior. Messages, therefore, that provide skills to
tackle each of the stages of change will encourage smoking cessation. Skills
training can be conveyed through the use of modeling, which is the
demonstration of appropriate skills and behavior by a role model. This is one
reason why we emphasize the importance of using a spokesperson to whom the
audience can relate.

RECOMMENDATION #2: PUBLIC SERVICE
ANNOUNCEMENTS

Create a series of Public Service Announcements in a talk show format -
that respond to each of the stages of change.

Use Public Service Announcements

The most effective way to disperse [Clommunications aimed at influencing complex
messages to the target group will be and persistent behaviors must perform three
through Public Service functions: informing audiences about those
Announcements (PSAs) to be produced behgviors and their consequences, persufzding
by Cambridge Women in Cable. The audiences to cease or avoid those behaviors,

ial ai tl and fraining audiences in skills necessary for
Commeraé alrwav_es are Cul:ren y the translation of intent into action. ... [T]he
flooded with smoking cessation PSAs. third function has usually been ignored, leading

In spite of the abundance, we to disappointing results. As researchers have
recommend using PSAs as the primary |recognized this deficit and begun to study ways
means of transmitting a smoking | of including appropriate kinds of training in

cessation messages to pregnant smokers |2nt-smoking communications, encouraging
progress has been made toward the creation of

in Cambridge. Each PSA needs to have | 2.~ campaigns, mostly through applying

one over-riding message or it runs the | principle of modeling. (McAlister et al.
risk of losing the interest of the 1990, 292)

audience. The biggest challenge in

creating a 2-3 minute PSA is to avoid using too much information. Ideally, the
client could create a series of Public Service Announcements, each including one
component or one fact but resting on an central message, such as “Smoking is
not healthy for you or your baby.”
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Use a Talk Show Format

We recommend that the producers consider using a format imitating a talk show
as a platform for the PSA. During our preproduction research, we asked the
participants in the focus group to comment specifically on their television
watching habits. They all said that they

watched soap operas and talk shows. Public Service Announcements are very
Many also watch situation comedies and |important, but you need to think about
children’s programming. When asked where people get their information

from and who influences them in the
larger community? What radio
stations do people listen to, what

what they learn from talk shows, most
said that they learned about what is going

on il:‘ .the world, although one or two television series do they look at? A lot
participants thought the shows were of people look at soap operas and they
more entertaining than informative. can be very influential. For example, a

client told me recently how she was

Using a talk-show format affords many ;‘i‘s‘ga;;eizot;e %‘fﬁi‘;ﬁ;‘s’gisﬁg

opportunities. Talk show participants seen to be very informative. (Piedade
should represent a,range of people the 1994) '

target audience identifies with, including
diverse ethnicity, class, age, and experiences. This platform also provides the
opportunity to include boyfriends, husbands and family members since they are
highly influential to the target audiences. Professionals such as health care
providers should supply information on addiction and the ill effects of smoking
and furnish resources for quitting. The part1c1pants on the show should provide
skills training through modeling.

Develop a Series of Public Service Announcements
Responding to Each of the Stages of Change

The client, Tobacco Education Program for Populations at Risk and their video
producers are fortunate since they have the latitude to create PSAs 2-3 minutes
in length. We recommend that a series of Public Service Announcements be
developed and that each segment respond to a different stage of change using
modeling. The table on the next page provides examples of sample quotes by talk
show participants during each stage of change.

RECOMMENDATION #3: EVALUATION

Evaluate the effectiveness of the message. Revise messages based on
evaluation findings.

After the series of PSAs have been produced and shown to the target group, the

Tobacco Education Program for Populations at Risk should conduct focus groups
to determine if the series is having the desired effect. This information in turn
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Recommendations

can specifically inform future revisions of the Public Service Announcements
and generally inform the Tobacco Education Program’s outreach and education

programs.,

Three Stages of Smoking Cessation

Examples Provided by Role Models

Preparation

information about smoking
decisional balance

Taking action

social support and reinforcement for
nonsmoking

reevaluation of self

Maintenance

increasing efficacy expectations for specific
situations

acquisition of new coping responses

"I decided to quit because I was pregnant. It's
okay to risk my own life, but not my unborn child.”

"I wanted to be here [living] to see my children

grown.

"My husband supported my decision and he joined
me in the decision to stop smoking."

"I physically feel better, less fatigued, less tense;
I feel better [as a nonsmoker]."

"In social situations, I would review the reasons
why I quit smoking."

"When nervous due to not smoking, I would talk to
someone."

(McAlister et al.)

RECOMMENDATION #4: OTHER MODES OF

COMMUNICATING MESSAGES

Disperse messages frequently and steadﬂy through as many different’

sources as possible.

We advocate undertaking outreach strategies that surpass the Public Service
Announcements (PSAs). These strategies could take the form of extensive news
coverage on public health issues inspired by events such as the Women’s Health
Fair held in April 1994 in Cambridge; cooperative partnerships with private
corporations, such as baby—food or diaper manufacturers, to elicit pro-health
advertising; and encouraging and informing TV industry writers in order to
incorporate health education messages into entertainment programming such as

soap operas.
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Flyers, unlike Public Service Announcements, offer more flexibility in terms of
the amount of information they can contain since the reader can pick and choose
what she reads from it and when to read it. Nevertheless, the more basic the
message, the more effective it will be. We recommend that flyers be printed in
English and other languages and be distributed to organizations working with
the target audience. Make sure that flyers include photos and plenty of “white
space” for best visual appeal. Community health specialist Martha Kasper Keintz
recommends that in order to reach

_mothers of school age chlldrgn 1t 1S ([Public health messages) need to be integrated
important to keep the narrative of into all parts of life. It's important to have the
flyers at a sixth grade reading level, |information available in as many arenas as
use a magazine format, and include |possible such as community health centers,

“true to life” stories (Keintz et al. community organizations, and churches. There
1994) has to be work on many different levels

including legal levels and educational
processes. The more it's integrated in different
areas, the more successful you're going to be.
There are myriad ways to distribute |Areas such as restaurants and beauty salons
ﬂyers_ In order to reach the target should be smoke free and an explanation
group, flyers can be handed out at offered as to why they are smoke free. The

busy intersections, elementary market should be flooded and messages

schools. dav care 4 nters. churches integrated. Flooding does help people think
C » day ce » Cu. s |about it more and discuss it more because it's in

community-based organizations, your face. (Piedade 1994)

food stamp centers, unemployment
offices, community hospitals, and health centers, to name a few. We’ve learned
from our personal experience and feedback from health care providers that the
providers have insufficient literature on pregnancy and smoking cessation to

distribute to their clients.

¥

Posters should also be created and placed throughout the public transportation
system and at the organizations cited above for flyer distribution.

RECOMMENDATION #5: SOCIAL CHANGE

Urge community and governmental changes that will support healthy
behavior

Our final recommendation is to supplement the communications campaign
with steps toward social change. Research on anti-smoking campaigns
conducted by McAlister, et al. support this notion of the importance of
community and governmental changes. They write: “[flurther progress toward
identification of potentially effective strategies for discouraging and reducing
smoking may depend upon the creation of opportunities for interpersonal
communication and social reinforcement through community-based activities
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and programs.” (McAlister et al. 1990, 292) We urge the Tobacco Education
Project to advocate for change in two arenas — legal and health care.

There are several legal issues that can be assailed. For example, increased
prohibitions about smoking in public places will foster social reinforcement of
quitting smoking. Stricter enforcement of laws prohibiting sales of cigarettes to
minors could have the effect of reducing the incidence of teenage smoking.

A great opportunity exists to increase the level of involvement that health care
providers have with smoking cessation. Great strides will be taken if a
non-smoking mentality is incorporated as central to their work. The Wall Street
Journal recently ran an article about an HMO in Minneapolis that is engaging in
aggressive health prevention tactics. Their new policy is that each patient seen is
asked if they smoke, regardless of their immediate reason for visiting the health
center. They also call for a “doctor [to] specifically ... advise any smoker to quit”
(Winslow 1994). We recommend that the Tobacco Education Program advise
Cambridge health care providers to adopt these practices as well. Finally, there
should be an increase in the availability of low cost/no cost smoking cessation
programs.
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APPENDIX A
FOCUS GROUP

3/28/94 Monday 2 PM
Seven smokers present. Maria was moderator, Kate assistant moderator and
Kitty took notes.

Maria gave an introduction to us and the process; after an initial commotion
over the food, they settled down. One woman (M) joined us though she quit
smokmg December 23, 1993. She has smoked 3 cigarettes since then, and wanted
to join us. We let her stay.

Please give us your name, age, are you currently smoking and are you currently
pregnant?

(D:

(Ch):

(T):
(O):
(M):
©:
(K):

18 years old, 8 months pregnant. Quit smoking 6 months ago, but started
again recently.

16, parent, due again any day, smokes.

19, has a 4 month old baby, smokes.

21, has a 5 week old baby, smokes.

22, pregnant, smokes sometimes.

20, has a daughter and smokes.

19, has a child and smokes.

When did you start smoking and who influenced you to start?

I
O:
M.:
C
K:
Ch:

T:

Recently picked up smoking again with current housemates and friends.
Started at 11, “no influence” just watched others and was curious.

Started at 13, picked up from her father.

Started at 14, influenced by friends at school.

Mother was an influence, started at 9.

Smoked with a particular friend; got pregnant and stopped; started with
the same friend again.

Started at 14, due to peer pressure; “never quit, never will.” Always hung
out with an older crowd.

Have you made changes to your diet lately, and what prompted the change?

T:

Ch:
C
O:

Changed diet — now smokes instead of eating. When pregnant cut down
to 3 or 4 cigarettes per day to build an appetite.

Eats less now, smokes instead of eating.

Will eat, then needs a cigarette to relax.

No appetite when smoking.

Have you ever tried to quit smoking?

I:

Ch:

Tried to quit when she got pregnant and did quit for six months
successfully.
Stopped for 4 months because it made her sick while pregnant.
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QrQnong

C Quit smoking during pregnancy, and now bums cigarettes instead of
buying them. Friends take them away and break them when she buys -
them now.

O Tried to stop, felt better, but smokes even more now. Her step—mother
tried to help her quit by saying things like “You want to live long?”

K: “The thought [of quitting] crossed my mind..”

M:  Has only had 3 cigarettes since Dec. 23, quit cold turkey. She was afraid her

’ father would catch her.

C “If you're afraid of your parents,” it is a deterrent.

K: “My brother used to tell me to quit.”

Do you have advice for others trying to make changes in their lives, like

qulttmg’

Keep trying.

Think about yourself and think hard.

Don’t have people around who encourage you to smoke.

When folks smoke around you, you want it.

Second-hand smoke is worse than your own.

(repeats this and expands:) There are more side effects from second-hand
smoke.

K: Doesn’t smoke around daughter because of the dangers.

Ch: Shouldn’t smoke around those who don’t smoke.

What do you see as the barriers to quitting smoking?

Ch:  Other people’s smoke around you.

I: Stress, nervousness, always being on the run.

[C, O, K all agree and voice “Stress” as a barrier to quitting.]

O: When with her baby she can stop — nobody smokes around her baby.
Others should think about the baby.

T: Gets moody when she doesn’t smoke.

O:  Couldn’t smoke in the hospital after birth.

K: Got dizzy having a cigarette right after birth.

O Agrees, said her head felt heavy as if she were high.

What do you need to quit?

Ch: Support from others.

K: No, only yourself, set a goal for yourself.

L: Don’t hang with those who smoke.

O No, do it for yourself, only you know what you can do.

.Do programs help?
O Sometimes.
K: Quitting is all about how bad you want to quit.
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Does the patch work?

T:
I:
O

Heard bad things about it.
No, would never try it.
No, it doesn’t work, tried it.

What did you hear bad about it, T?

T:

Just bad things; knows someone who uses it and is still smokmg

What would make you quit smoking? Do you ever tell yourself, when my baby
gets a certain age...

I:

Ch:

O:

It’s individual, can only do it for yourself.

Will say to herself “This is my last pack,” then buys another, forgetting the
vow.

Made a New Year’s resolution — but it didn’t work.

f cigarettes were more expensive would you quit?

NOZR HOoNWHAXR

NO!

Probably.

No.

No, would buy singles. Also her boyfriend buys them for her.

“If I knew I had cancer I'd quit (of course it would be too late).” Doctor
already told her to stop or switch brands because of her throat but didn’t.
Smoked lights during pregnancy.

Doctor said smoking stunted her growth, will always be 53”.

Scared to take risk with baby, stopped smoking at 2 months, stopped going
out at all.

How could you talk a friend into quitting smoking with you? What would you
say to convince them?
[several said nothing you could say to convince someone to quit]

C
I

Ch:

L
K:

Ch:

Tell them it will give you cancer, so quit.

“No one can help me quit.”

Would ask friends, but they would say no.

Tell them it makes people die.

If commercials can’t make people quit, what can? It’s right on the package.
“I try not to read that.”

Do you think it's dangerous to smoke cigarettes?
[All say yes — someone says, “But we live on the edge.”]

Is smoking dangerous to the baby?
[All say yes]

I:
K:

Oxygen doesn'’t get to the baby.
Food doesn’t get to the baby.
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O: When she was supposed to leave the hospital, the doctors had to check the
baby’s weight. Born at 5 lbs 70z, had to be checked because the weight was
too low. Told he might be short because of her smoking and might be low
weight because of the smoking.

I: But it depends on how healthy you are to begin with whether it’s the
smoke or not. Tells story of girlfriend who had 9 Ib. baby but smoked
during pregnancy.

K: Smoking causes asthma and bronchitis.
Ch:  “But my son has asthma and I didn’t smoke when I was pregnant with
him.”

What TV shows do you watch?

I: Soap operas.
Ch: “90210” .
T: “Home Improvements,” “Roseanne,” “Sesame Street” and “Lambchop.”

O “Family Feud.”
Ch: “Barney” and other kids’ programs.

What time of day do you watch?

O: When she gets out of school - around 3:30.
L: At night.

Ch: Not much at all.

Do you watch talk shows?

[All say yes, falrly enthusiastically, and say which ones: Oprah, Donahue, Ricky
Lake]

Ch: Depends on the issue on the show, whether she watches or not.

I: Watches programs about babies.

What do you learn from talk shows? e

Whatever it’s about that day.

The world, what’s going on.

All different things, dating, news.

Learns a lot, about dating, babies, boyfriends, siblings; every day a different
topic.

Remembers shows about mothers and daughters.
Doesn’t learn a lot from talk shows.

Sometimes does.

Depends what it’s on.

Doesn’t watch much.

ave you seen any of the “It’s time we made smoking history” ads?

Yes. Agrees with it, shouldn’t be able to smoke in offlces or work place.
Likes the ads, especially the cartoon one.

Remembers the “don’t be a butthead” ad.
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K: Remembers the basketball ad.
O: Describes the basketball ad: “If you smoke, you choke.”

Do they work?

ILO,T: NO!
M: The cartoon one climbing the ladder, yes, thinks that works.
C “Yeah, that one got me too.”

Who would you listen to in your community? Who do you trust?
Her mother and father. :

Her counselor.

Her brother and daughter.

Her son and doctor.

“My baby.” '

The people who give advice, support, and encouragement. Mother, father,
doctor, grandmother.

NHORZL™

Who are your heroes or role models?

K: Brother.

O Singers, like Whitney Houston.

C Grandmother.

L: Parents. .

O: Mariah Carey songs; can trust her because she sings truthful songs and is

honest about her youth.

Where do you get your health information?
O:  Cambridge Hospital clinic. ’
M:  Dorchester House.

I: Doctors.

I: Birthright

Ch: A visiting nurse and doctors.

T: Sister-in—-law, who is a nurse.

How often have you seen a doctor or nurse since you were pregnant?
L 2-3 weeks.

Ch: Every week now, was every 2 weeks.

C Every month.

K: Monthly, then every 2 weeks.

Did they counsel you about smoking?
K: Lied to her doctor.

O Doctor told her to slow down or quit.
Ch: Lied to her doctor, didn’t want a lecture or speech.
L: Hasn’t told him yet that she started again.

C Told my doctor everything, she was cool.
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Ch:  Good to tell everything to the doctor.
M. No, doctors never told me anything about smoking.

Did they suggeét different ways to quit?
I and K: The only thing they said was to chew gum instead.
T: Said to go to “no-smoking meetings.”

Have you heard of stop-smoking programs or quitters groups? Where would
you go if you wanted to try on? ‘

[All say yes, then Ch says no.]

I Would go to church to find one?

K: Would ask her doctor.

Do they work?
[Many say yes, probably - if motivated and ready.]
K; “Gotta really have your mind put to it.”

[Jokes here among the group about “detox” and “cigarette rehab.”

Are they expensive?
All think they are like a twelve step program, free or donations.

Would you pay for it if it did cost money?

K: If you want to help yourself you'll pay whatever it takes.
O: Agrees.

Ch: Would find one for free.

Debriefing session:

We acknowledged that further questioning might have helped at certain points.
One possible question arose after we asked how to elicit help in quitting by asking
a friend to join; one member said she could never tell her own child not to start
smoking, since it would be hypocritical. A possible follow up question would be,
“If you can’t tell your child not to smoke because it’s hypocritical (because you
smoke), who could tell your child not to smoke?” Another question might be,
“Who could tell you to quit, so you’d listen — a smoker, a non-smoker or a
reformed smoker?”

We recognized that they all seem to think quitting “cold turkey” is the only
method and are unaware of other methods.

It appears that health professionals are not giving them enough information.
Health providers must also develop trust so the women will not lie to them
about smoking. A discussion about smoking should perhaps be part of any
health provider conversation with a pregnant woman?
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APPENDIX B

'FACTS ON TOBACCO USE AND ADDICTION

More than seventy percent of smokers acquire the habit before age 18.

3,000 US teenagers will become smokers today. Six million teens and 100,000
children under the age of 13 smoke.

24 million US males and 22 million females currently smoke.

In 1992, Americans spent $48 billion on tobacco products. In 1994, a 2-pack per
day smoker will spend $1,400 on cigarettes.

About 2 million lives have been saved due to quitting smoking since the f1rst
surgeon general's report. :

Two million smokers will either quit or die this year.

(McFarling 1994)
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