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ABSTRACT
Objectives This research aimed to provide a deeper
insight into the gender-specific barriers to smoking
cessation and gender-specific preferences for
interventions in primary care, in order to contribute to
better aligned cessation care for women.
Design Qualitative study using focus groups.
Setting Regularly smoking female and male adults were
recruited from four different general practices in The
Hague (The Netherlands).
Participants A total of 11 women and nine men
participated. Participants included were regular smokers
with a minimum age of 18 and sufficient command of the
Dutch language, who were willing to talk about smoking
cessation. Inclusion ended when saturation was reached
for both women and men. Participants were selected by
means of purposeful sampling, whereby looking at age,
educational level and experience with quitting.
Results The main barriers to smoking cessation in
women were psychological factors, such as emotion
and stress, compared with environmental factors in
men. Women indicated they were in need of support and
positivity, and both women and men expressed the desire
for assistance without judgement. Contrary to men, women
were not drawn to restrictions and (dis)incentives.
Conclusion When counselling smokers, in women
the focus should be on perceived internal problems, as
opposed to more external obstacles in men. Contrary
to men, female smokers seem to prefer non-coercive
interventions, such as a group intervention offering support
and positivity. Future research should focus on these
gender differences, and how they could improve treatment
in primary care.

BACKGROUND
Cigarette smoking is the leading cause of
premature death and an important risk
factor for chronic diseases, such as cancer
and cardiovascular disease.1 Although the
total number of smokers in the Netherlands
has been decreasing over the past decades,
the number of female smokers has declined
slower than the number of male smokers.

Strengths and limitations of this study
►► This study helps to develop a better understanding

of gender differences in smoking cessation by comparing focus groups with women and men.
►► This study used the intervention ladder to classify
gender-
specific preferences for interventions by
their degree of pressure.
►► This study provides more insight into severely addicted smokers, and gives recommendations for
adjusting treatment in clinical setting.
►► Additional individual interviews were conducted, as
not enough male participants were simultaneously
available to participate in focus groups. A mixed-
gender group was not included as a control, what
could have promoted the reliability of this study.
►► The study group was not fully representative for
smokers in the Dutch population, as the average
age in both groups was high and the level of education among female participants was relatively high.
The number of quit attempts turned out to be non-
quantifiable in both women and men, impairing us to
match participants to addiction severity.

Although women and men attempt to quit
smoking just as often, women appear to be
31% less successful.2 Yet, smoking cessation
seems particularly important for women, as
their health risks exceed those of men. Both
the tobacco-
attributed mortality and lung
cancer incidence have been increasing in
women, opposed to decreasing in men.3–5
The increase in lung cancer among women
can be explained by their higher sensitivity
to carcinogens,6 7 as well as the results of
strategic actions by the tobacco industry by
targeting women.8–10 Compared with non-
smokers, the relative risk of cardiovascular
disease is 25% higher in female smokers than
in male smokers.11 Also, smoking women have
an increased risk of breast cancer,12 13 cervical
cancer,14 infertility,15 16 poor pregnancy
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behavioural interventions.39 Women-specific programmes
are limited and show inconsistent outcomes, but might
help to reduce barriers to treatment entry.44 This study
aimed to provide a deeper insight into the gender-specific
barriers to smoking cessation and gender-specific preferences for interventions, in order to contribute to better
aligned cessation care for women.

METHODS
Population
Qualitative research was conducted, using focus groups
with smoking women and men recruited in primary care.
The total number of participants was depending on when
saturation was reached, while pursuing diversity. Participants that met the inclusion criteria were regular smokers
with a minimum age of 18 and sufficient command of the
Dutch language, who were willing to talk about smoking
cessation. Willingness to actually quit smoking was not
a requirement, since the barriers participants perceived
towards actually wanting to quit smoking were subject of
investigation.
Procedure
Participants were recruited from four general practices
located in the Dutch city of The Hague during October
2019 and November 2019. General practices and participants were selected by means of purposeful sampling.
Criteria for diversity were age, educational level as a
proxy for socioeconomic status and experience with quitting assessed by the number of attempts. Suitable participants were approached by their GP or practice nurse
during consultation, or by telephone based on information about smoking in electronic medical records. Data
analysis started immediately following each focus group.
When the earlier mentioned criteria for diversity were
guaranteed and no new information was obtained from
the focus groups, it was concluded that saturation was be
reached. An additional interview was conducted for final
confirmation. For further details on the recruitment of
participants, see figure 1.
All focus groups and interviews were audiorecorded.
Participants signed informed consent before participation. Participants could withdraw from the study at any
moment.
Focus groups
Focus groups were preferred over individual interviews,
because interaction allows participants with different
opinions to deepen their opinion and develop arguments. Separate groups were formed for women and men,
with a maximum of six participants. Focus groups had a
maximum duration of 2 hours and took place at locations
in the neighbourhood, such as community centres and
care institutions.
A routing (see online supplemental appendix 1) was
established based on gender sensitive aspects described
in the literature. The main subjects were the benefits
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outcomes,17 18 early menopause19 and osteoporosis.20 21
Although relatively few women are aware of these risks,22
these risks highlight the importance of improving cessation success rates in female smokers in particular.
Different explanations can be found for the lower
success rates of smoking cessation in female smokers.
First of all, the physical nicotine dependency is lower
in women than men.23 This may seem contradictory,
but women seem to experience higher mental and
behavioural dependency, which might persist longer after
cessation than physical nicotine dependency. Women
metabolise nicotine faster than men,24 especially when
using oral contraception.25 This might also explain why
nicotine replacement therapy is less effective in women
than in men in the same dosage.26 27 Research has indicated that craving and nicotine reward might be positively
associated with oestrogen levels.28 29
Another explanation can be found in the sociopharmacological model for tobacco addiction proposed by
Leventhal,30 wherein the interaction between psychopharmacological and contextual factors is studied. This
theory argues that social and environmental factors form
greater barriers to women.31 For example, women are
more often victims of sexual violence,32 which is related to
substance use.33 Also, on average, women appear to have
a lower income,34 and might, therefore, be less able to
afford adequate care.
Moreover, gender differences seem to exist within the
barriers smokers perceive towards cessation, and these
might contribute to the varying success rates. Regarding
smoking behaviour, men seem to smoke more often
because of the stimulating effects of nicotine, while
on average, women smoke more often out of habit or
to regulate their mood.35 In addition, smoking in men
seems to be more related to food, alcohol and smokers in
the vicinity, compared with stress and craving in women.36
Although barriers related to stress and mood regulation
and social factors seem to be common in both women and
men, women on average seem to be affected by a greater
number of barriers and distinct stress-related barriers.37
Other barriers that seem to be more prominent in women
are sensory aspects, the lack of social support,37 and the
fear of weight gain.38 Besides the previously mentioned
role of sex hormones, mental health and personality
patterns also seem to affect cessation and vary by gender.39
Pregnancy and parenthood, on the other hand, seem to
have a positive effect on cessation, especially in women.40
In spite of these disparities between women and men,
current care is not yet adjusted to such gender differences. This raises the question whether a gender-specific
approach is required and how this should be brought into
practice.41 Smoking women seem to consult their general
practitioner (GP) twice as often as smoking men,42 which
makes the GP a suitable healthcare professional to assist
women with quitting. Research shows that women are
more likely to use recommended cessation resources such
as nicotine patch, varenicline and Smokers’ Helpline than
men,43 and might benefit more from non-
nicotine or
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Patient and public involvement statement
Study participants received a report of the study and after
the first focus group we adapted the routing based on
experiences and interests of the participants.

of smoking, the barriers to smoking cessation and the
possible interventions. After the first focus group, the
routing was updated by adding the disadvantages of
smoking and the knowledge of or experience with gender
differences in smoking cessation. Under the guidance of
a moderator (PGvP), a GP experienced in leading focus
groups, participants were asked to exchange ideas about
these subjects. The two researchers (HMMV and LAD)
were present during the focus groups to take field notes.
The moderator and researchers are all female.

RESULTS
Sample
Saturation was reached at a total of 20 participants
(participant 1–20), of which 11 were women. Table 1
shows the characteristics of the participants. Compared
with all smokers in the Netherlands, the average age in
both groups was high. The level of education among male
participants was representative for smokers in the Netherlands, but relatively high among female participants.
The exact number of quit attempts turned out to be non-
quantifiable, as most participants did not remember the
exact number. However, based on the duration of smoking
and the estimated overall large number of quit attempts
among participants, we concluded that most participants
included in our study were severely addicted smokers.

Data analysis
Data were analysed thematically using an inductive
approach.45 The transcripts obtained from the focus
groups and interviews, were anonymised and coded
independently by two researchers (HMMV and LAD)
to increase reliability. Both researchers freely coded all
relevant information for women and men separately, and
themes were derived from the categorised codes for every
main subject. The classification of codes was discussed
by the researchers (HMMV, LAD and PGvP), as well as
the subsequent differences between women and men.
Compatible codes were grouped and discussed, and eventually five main themes could be identified. The intervention ladder, which organises ways to promote public
health from least to most coercive, was used to classify
interventions.46 Atlas.ti (V.7.5.18) was used to process and
analyse data.

Advantages and disadvantages
First, participants were asked about the advantages and
disadvantages of smoking, in order to get a better understanding of their motives to smoke or quit. Regarding the
advantages of smoking, both women and men mentioned
that smoking provided relaxation, played a connecting

Table 1 Participant characteristics (n=20)
Age in years (n)
Sex

N

Female
Male
Total

11
9
20

20–39
1
0
1

40–49
3
3
6

Educational level* (n)
50–59

60–69

5
2
7

1
3
4

70–79
1
1
2

Low

Middle

High

3
4
7

6†
3
9†

1
2
3

*The educational level is based on Statistics Netherlands (CBS) criteria: https://www.cbs.nl/nl-nl/artikelen/nieuws/2013/40/onderwijsniveaubevolking-gestegen/onderwijsniveau.
†The educational level of one female participant is missing.
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Figure 1 Recruitment of female and male participants. *Extra interviews were conducted when not enough participants were
able to attend the focus groups.
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Barriers and interventions
These advantages and disadvantages of smoking led to
the barriers to cessation. Once these were identified,
the groups moved to finding possible interventions.
Five main themes emerged from the data obtained on
the barriers and interventions: psychological factors,
perception on smoking cessation, motivation and self-
efficacy, physical factors and external factors. Gender
differences and similarities were found, which will now
be discussed.
Psychological factors
A major barrier to smoking cessation, particularly prominent in women, was formed by emotional and stressful
events.

Perception on smoking cessation
Both women and men felt much resistance to being
forced to quit smoking by family or doctors, as well as to
antismoking campaigns. Participants felt like they were
already aware of the risks and consequences, and as a
result, both pressure and antismoking campaigns had an
opposite effect.
I think the more you are forced to quit, the more you
will rebel, the more difficult it gets, the more you will
smoke. Anti-smoking towards a smoker, … [moderator: ‘That won’t help?’] No, you are already aware of
those stories’ (participant 5—man).
Quitting smoking meant for most participants they
would have to give up a habit they had grown up with.
Cigarettes were a part of life, connected to drinking a
cup of coffee or eating a meal. Quitting also resembled
to possibility of relapse, what made especially women feel
weak.
‘If you don’t succeed repeatedly, you think: damn it!
You get angry with yourself. … I get so tired of myself
that I am so weak’ (participant 13—woman).
These barriers created the need for an intervention
without coercion and judgement among both women
and men, which should also allow room for relapse.
Hereby, voluntary participation and the understanding
of someone who had suffered the same were important.

Tension, just stress. … Yes, difficult situations. And
then you seek comfort in your cigarette. … If I hadn’t
smoked, I might have grabbed a bag of potato chips
or some chocolate instead (participant 13 – woman).

‘I notice that now we are talking about it so casually,
by not saying: you have to, I think to myself: is that
the motivation for quitting? Becoming aware. You
are always aware, but by talking about it casually, it
has more impact on me than saying: you have to quit’
(participant 12—woman).

Women also dreaded the mood changes that followed
after cessation, depressive symptoms in particular. Both
women and men could become more irritable, resulting
in the environment encouraging them to start smoking
again. In addition, some women previously had felt like
they lost their identity, as well as their freedom.

Lastly, both women and men expressed the need for
recognition and treatment of smoking as a severe addiction. As examples, an ‘alcoholics anonymous (AA) for
smokers’ and a clinic for admission were mentioned.

When I quit smoking, I always think: I have lost my
freedom. However, that doesn’t make sense, because
you are addicted, so actually you have no freedom at
all (participant 9—woman).
For women, these psychological barriers created the
need for a buddy who could provide support, whereby
positivity was important. An individual approach, adapted
to personal problems, could be helpful for both women
and men. Women and men both felt like they could
benefit from quitting together with someone.
It helped me that he [a friend] didn’t do it either.
Because when you suffer together, your misery is cut
in half. … A sense of responsibility: you don’t do it, so
neither do I. We made an agreement, so I will stick to
that (participant 4—woman).
4

Motivation and self-efficacy
Both women and men were held back by the lack of motivation, which could be enhanced by thoughts and excuses
justifying smoking.
You are aware that it’s bad, but you do it anyway. There
is so much you are not allowed to do, and then I think:
stop whining! If I wouldn’t have smoked my whole
life, I would die anyway (participant 12—woman).
Women could also lose their motivation when they had
insufficient perspective on a future without cigarettes.
Some men on the other hand, lost their motivation as
cigarettes were too tempting, causing them to relapse
completely after one cigarette. Both women and men,
especially those with many failed attempts, also experienced low self-efficacy: a low confidence in their own
ability to quit smoking permanently.
Dieleman LA, et al. BMJ Open 2021;11:e042623. doi:10.1136/bmjopen-2020-042623

BMJ Open: first published as 10.1136/bmjopen-2020-042623 on 29 January 2021. Downloaded from http://bmjopen.bmj.com/ on May 13, 2021 by guest. Protected by copyright.

role and improved concentration. In addition, both
women and men enjoyed the taste of cigarettes, as well as
the activity and habit of smoking. Smoking also prevented
weight gain in both women and men.
Regarding the disadvantages of smoking, both women
and men experienced physical complaints. Also the
tobacco smell for others was considered a disadvantage
in both women and men, as well as the rising costs, and
increasing criticism. On top of that, both groups felt
they lost time and structure due to smoking. The only
difference identified was the feeling of shame among
women, compared with guilt in men as they set a bad
example.

Open access

You need people who inspire you, who tell you they
feel better. And you also see they look better since
they have stopped smoking. … I need that person
who relapses in order to remind myself where I came
from, and I need those people who are further than
me to help me move in that direction (participant
19—man).
Female and male participants that were already motivated, thought a buddy with the same experience could
help to maintain their motivation and alertness. Moreover, most participants considered volunteering as a
buddy themselves after quitting, helping themselves to
stay motivated. Furthermore, men might benefit from
introducing financial incentives or other forms of reward.
Physical factors
The lack of physical complaints, as well as the lack of physical improvement after quitting, formed barriers to both
women and men when attempting to quit smoking permanently. Hereby, participants mentioned that the severe
physical consequences caused by smoking, compared with
other addictions, often occur too late. In addition, both
women and men had perceived side effects of medication
used to help them quit during previous attempts. Finally,
both women and men dreaded weight gain, as well as
the withdrawal symptoms that could occur after quitting.
Hereby, craving was especially important in women and
could last for months.
It was like: constantly grumpy, a constant desire, almost going crazy. I just could kill someone because I
wanted a cigarette so bad (participant 18—woman).
These physical barriers in both groups enhanced the
need for feedback on physical improvement. A carbon
monoxide metre appealed to some participants, as it could
confirm it was indeed better to quit smoking. Female
and male participants also thought a sports programme,
possibly with fellow quitters, could help them to experience physical improvement. Finally, both women and
men expressed the wish for medication to alleviate withdrawal and prevent weight gain, without any side effects.
External factors
External factors formed barriers especially in men. For
example, the large availability of cigarettes in the Netherlands caused a low threshold for buying cigarettes
after quitting in men. Another major barrier to men was
the combination of cigarettes with social activities and
alcohol.
It’s a habit actually, when you pick up a cigarette
(participant 5—man). Yes, also when you get a
drink. A drink without a cigarette, I don’t mind for it
Dieleman LA, et al. BMJ Open 2021;11:e042623. doi:10.1136/bmjopen-2020-042623

(participant 6—man). No, they go together, without
thinking (participant 5—man).
Both women and men were influenced by other
smokers in their surroundings, and women experienced
the lack of support as barrier to quitting permanently.
Unlike women, men felt they could benefit from the
government banning cigarettes completely, as well as
increasing the price of cigarettes significantly.
The essence of the story is the opportunity. … If it’s
not there, you won’t miss it (participant 16—man).
Furthermore, both women and men expressed the need
for clinics, where provocative situations could be avoided
and distraction could be offered during admission. Also
an experienced buddy could offer help: women needed
someone who could offer support, while men preferred
someone who could pick up the phone directly when they
had the urge to smoke.
Analysis
An overview of the gender differences is shown in figure 2.
The advantages and disadvantages of smoking led to
barriers that were experienced during cessation. This
resulted in ideas and preferences regarding interventions
to overcome these barriers. Remarkable was that women
seemed to experience more internal obstacles, such as
stress and craving, compared with more external barriers
in men, such as the social environment and alcohol. For
women, this resulted in a need for emotional support
and positivity, and resistance towards coercive measures
and judgement. For men support should be focused on
social aspects, temptation and rewards. Most participants,
both women and men, indicated a preference for a group
intervention tailored to these gender-specific barriers.
The obtained information on gender differences within
the possible forms of support was analysed by using the
intervention ladder (see table 2). Interventions further up
the ladder ask for a stricter approach by the government,
and seem to be favoured more by smoking men than
women. Female smokers seem to prefer an intervention
that enables lifestyle change and meanwhile enhancing
autonomy. This could be provided through a group intervention tailored to such gender differences. Contrary
to men, restrictions and (dis)incentives imposed by the
government might not have a positive effect on women.

DISCUSSION
Summary
This qualitative study attempted to identify gender-
specific barriers to smoking cessation, as well as the subsequent preferences for interventions in primary care for
women. Five main themes emerged, whereby internal
barriers, such as stress and craving, turned out to be
more prominent in women, while external barriers, such
as the high availability of cigarettes and social aspect of
smoking, were more common in men. Women seemed
5
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In order to increase motivation and self-efficacy, both
women and men felt they could profit from knowledge
about addiction, and from a better perspective on a
future without cigarettes.
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to prefer a group intervention with attention to and
support of internal obstacles, whereby judgement and
coercion could be counterproductive. Besides talking
about smoking in a positive manner, women could offer

each other support, and exchange knowledge and experiences. Within a group intervention, women also seemed
to desire room for relapse and the support of a buddy
with the same experience. Most participants wished to

Table 2 Classification of the interventions using the intervention ladder, categorised from least to most coercive measures,
with themes predominant in women (red) and men (blue)
7
6

Eliminate choice
Restrict choice

►► Prohibit cigarettes

5

Guide choice through disincentives

►► Increase costs of cigarettes

4

Guide choice through incentives

►► Introduce rewards for quitting smoking

3

Guide choice through changing the default policy ►► Enable rehab clinic for smokers

2

Enable choice

►► Reduce cigarette availability
►► Establish more smoke-free areas

►► Participate in a group intervention, offering support and positivity
►► Provide feedback on physical improvement, for example, sports

programme

►► Relieve withdrawal, for example, quit aids/medication

1
0

6

Provide information
Do nothing or monitor the current situation

►► Increase knowledge about smoking and addiction
►► Quit without help
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Figure 2 An overview of the results divided into five main themes. Left to right: the advantages and disadvantages of smoking
led to barriers to cessation, which resulted in potential helpful interventions and ultimately in a new concept. top to bottom:
themes predominant in women (red) and themes predominant in men (blue).
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Comparison with literature
In the light of gender-specific barriers to smoking cessation, several studies pointed out the role of stress and
craving in women.47 48 A negative affect in women seems
to result in more craving than in men.49 Also, women
seem to experience greater relief when resuming smoking
after short abstinence,50 what might contribute to women
relapsing more often than men. Therefore, attention
to stress and craving seems important when counselling
female smokers, what is confirmed by a study by Weinberger et al51
External factors on the other hand seem to form
greater barriers in men. This reflects earlier research,
which shows that men on average benefit more from
social control when quitting smoking.52 Recent research
shows that women might benefit from quitting together
with a partner,53 although older literature reports controversial results.54 When looking further into the role of the
environment, research shows that disapproval of others
and the feeling of shame might increase motivation to
quit.55 Within our study group, however, antismoking
criticism proved to be counterproductive in both women
and men, as well as causing shame in women. This difference might be explained by our specific study group,
mostly consisting of severely addicted smokers. The urge
for support without judgement was clearly present in
this group, confirming the results of a previous study by
Minian et al56
Unlike previous research,38 57 we found little difference
between women and men in terms of weight gain and no
participants were interest in counselling by a dietician. In
addition, we found a strong need for treating smoking as
other severe addictions, such as for alcohol and drugs.
Dutch doctors specialised in addiction have recently
expressed similar signals about the importance of clinics
for smokers.58 A buddy system has proven effective in the
treatment of these addictions.59 A buddy system seems
feasible, as most participants wished to stay involved as
buddy after quitting.
With regard to the intervention ladder, we found that
coercive measures, such as a ban on cigarettes, might have
Dieleman LA, et al. BMJ Open 2021;11:e042623. doi:10.1136/bmjopen-2020-042623

a more positive impact on male than female smokers. Up
until now, research on involuntary tobacco abstinence
and cessation rates is mainly conducted among smokers
in the US Air Force, wherein no gender differences were
found.60 However, a ban on cigarettes resulted in the
intention to start smoking twice more often in previously
non-smoking women than men.61
The strength of this study is the use of focus groups,
comparing women to men. This helps to develop a better
understanding of gender differences in smoking cessation and thereby to better align interventions in primary
care. We used the intervention ladder to classify these
ways of promoting public health by the degree of coercion needed. Another strength of this study is the fact that
we can provide advice for a specific group of smokers for
which current treatment options seem to be too limited,
namely severely addicted smokers. As it turned out, they
were most willing to participate in the focus groups.
A possible limitation to our research is the fact
that some additional individual interviews had to be
conducted among men, as men seemed less willing or
able to participate. In addition, the study group appeared
to be not fully representative for smokers in the Dutch
population in terms of age and educational level. Moreover, the number of quit attempts turned out to be non-
quantifiable in both women and men, impairing us to
match participants to addiction severity. Therefore, our
results may not be applicable to all smokers. Finally,
we studied gender-
specific focus groups which might
confound the results given the focus on sex differences.
A mixed-gender group as a control could have promoted
the reliability of our study.
Clinical implications
Our findings contribute to improving our understanding
of the role of gender differences in cessation care, and
thereby opening the door to a healthcare better aligned
to these gender disparities. Group interventions adjusted
to gender-specific barriers and preferences might form
a feasible option. Within this study group of severely
addicted smokers, both the need for and interest in such
an intervention were expressed. Although women and
men seemed to prefer interventions at different ends of
the Intervention Ladder, they also showed some similar
interests. For example, both women and men seemed to
prefer a group intervention over pharmacotherapy. This
raises the question whether separate treatment is needed.
Several women indicated they could benefit from the
presence of men, but some were afraid they would be less
able to express emotions. Yet, this seems to be an area
of attention when supporting women with cessation. This
knowledge might also help clinicians in their daily practice, as they can be attentive to such gender differences
when counselling smokers.
Implications for future research
Further exploration of gender-specific barriers and preferences is needed. Additionally, future research should
7
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become a buddy themselves after achieving cessation, in
order to maintain alertness.
It was remarkable that participants indicated the need
for an intervention that would be similar to the focus
group they were now participating in. Talking about
smoking without the objective to quit was crucial. During
the focus groups, a transformation was observed from
initially unwilling to quit to considering quitting, as well
as initially being determined to quit alone to developing
the wish for a group. Talking about smoking casually
and without pressure and judgement seems to be an
important factor in a group intervention as described
by participants. Moreover, the need for recognition and
treatment of smoking as a severe addiction appeared to
be strong. An AA and rehabilitation clinic for smokers
were hereby mentioned as examples.
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Appendix 1: Topic list
1. Opening the focus group or interview:
Introduction of moderator and researchers
Permission for recording and explanation anonymity
Explanation about confidentiality for researchers and participants
Clarification of the aim of this study
Explanation of the conversation rules: listen to others, take turns speaking, respond
to/discuss with other participants, participants do not have to reach agreement
(there are no right or wrong answers)
Information on the duration and structure of the focus group/interview
2. Introduction of participant(s):
Who are you?
For how long have you been smoking? Have you ever tried to quit smoking? If yes,
how many times?
3. Identifying the advantages of smoking:
What are the advantages of smoking? Why do you smoke? What does it bring you?
4. Identifying the disadvantages of smoking:
What are the disadvantages of smoking? Which consequences of smoking do you
experience?
5. Identifying the barriers to smoking cessation:
What does the thought of quitting resemble? What do you dread?
Why have you not yet succeeded to quit permanently? Which barriers did you
experience? What were the consequences of quitting?
What differences have you noticed between women and men regarding smoking
cessation?
6. Identifying the demand for and ideas on possible interventions:
What are your wishes and needs for support and assistance when quitting?
Who could help? What is import regarding the role of this person?
Which location would an intervention have to take place? Which distance is
acceptable?
What could the government do in your opinion?
How would you like to be involved in the development and implementation of an
intervention?
7. Closing the focus group or interview:
Word of thanks for participation
Explanation about the remaining part of the study and asking for interest to receive
the results
Information on what to do in case of questions
Reimbursement for travel expenses and handing out gift card(s)
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