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Abstract 

Issue addressed 

Smoking remains the largest behavioural risk factor to mortality and morbidity in 

Australia. Recognising that smokers hold the ultimate knowledge of issues impacting 

them, this study aims to gather insights  to inform action to address factors driving 

persistent smoking and support for successful quitting. 

Methods 

This cross-sectional place-based study implemented a purposeful sampling survey 

that explored personal perceptions of reasons for smoking, quitting, and relapse, 

awareness of health harms and supports needed.  

Results 

Respondents (N = 59) indicated that they are aware of physical health harms and had 

made one or more attempts to quit. The first engagement of medical support emerged 

at 25-34 years as did the use of Nicotine Replacement Therapy (NRT).  Mental health 

support emerged from 55 years, however, was the most common request identified 

across age groups to enable respondents to quit, along with support from family and 

friends and subsidisation of NRT’s. 

Conclusion 

Most smokers recognise that mental health factors contribute to their smoking 

behaviour but not that nicotine is recognised to contribute to poor mental health, and 

few accessed counselling.  

So what? 

If health promotion actions to reduce smoking (both prevention and recovery) are to 

succeed, they need to address the complex factors that underly the behaviour, 

particularly poor mental health. Health promoters must engage with health 
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practitioners, particularly GP and mental health support services, and their 

communities to ensure prevention and early intervention actions seek to identify the 

reasons for smoking and address these rather than applying a simple pharmacological 

approach.  
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Introduction 

Australia is a world leader in tobacco control; however, smoking remains the largest 

behavioural risk factor for death and disease, contributing 13% of all deaths and 8.6% 

of the total burden of diseases in Australia in 20181. Smoking is linked to many health 

conditions and is still the single largest cause of cancer, causing about 90% of all lung 

cancer deaths2 and about 80% of all deaths from chronic obstructive pulmonary 

disease3. Furthermore, it significantly reduces the overall quality of life (QoL) in 

smokers with overall QoL 11% lower in smokers compared to non-smokers4. 

Support to quit in Australia emerged in the 1970’s with ‘Quit Clubs’. Since then, various 

community-based efforts have continued to discourage tobacco smoking including, 

public health messaging, substantial increases to tobacco price, and expansion of 

restrictions on smoking at public places. Bryant, Bonevski and Paul5 found that among 

smokers who wanted to quit, the preferred types of support were access to free 

Nicotine Replacement Therapy (NRT) (77%), cash incentives (52%) and non-cash 

rewards (47%), and support and encouragement from service staff (45%).   

Persistent smoking is a complex problem. While most long-term smokers expressed 

a desire to quit and many have made repeated attempts, success remains 

limited6.  Approximately a third of Australian smokers attempt to quit each year 

however only around 1 in 10 are successful7.  In 2022–23, about three-quarters (76%) 

of Australian current smokers reported attempting to change (including both quitting 

and reducing) smoking behaviours in the past year7.  

In 2018, Pacek and McCelernon8 found that current smokers were aware of some 

health harms of tobacco smoking (cancers, eye disease and stroke) but less aware of 

conditions such as rheumatoid arthritis and impotence. Even when acknowledging the 

harms of smoking, smokers may adopt beliefs that minimise the severity, importance, 

or impact of such risks6. Similarly, while most adult smokers acknowledge that 

smoking is addictive and that they are addicted, some maintain uncertainty about their 

addiction, or reject being labelled “addicted” even when they agree smoking is 

addictive for others6, 9. 

Internationally, there appear to be several factors that act as barriers to quitting, 

including stress management, lack of support services, and community acceptability. 

These factors are particularly prominent in vulnerable communities including people 
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with mental health conditions, familial or cultural patterns of smoking, in the LGBTQ+ 

community, and those with low or unstable income10-14.  

While most research to date has examined smoking cessation intentions, methods, 

success rates, and knowledge of health harms, few studies have explored the 

underlying motivations and barriers that smokers face in quitting. This is particularly 

true for Australian populations, where studies exploring the specific factors influencing 

their quit journeys are limited. These contextual aspects are important if we are to 

understand what drives smokers to persist in smoking and provide the information and 

health care needed to motivate and assist smokers to successfully quit and prevent 

further populations taking up this injurious habit.  

This place-based research aimed to contextually understand factors contributing to 

persistent smoking and barriers preventing successful smoking cessation. It is hoped 

that this would shape health prevention and promotion activities to better meet the 

needs and priorities of the Greater Geelong community.   

Methods 

Study area 

Geelong is a major regional centre in Victoria, Australia, known for its mix of urban, 

coastal, and rural areas and as the significant industrial and service hub for the Barwon 

South West region. The population in 2024 was estimated at 289,565 residents with 

an average annual growth rate exceeding 2%15. The largest age group is comprised 

of parents and 35-49 years old ‘homebuilders’, followed by the 25-34 years old ‘young 

workforce’15. In 2021 23.4% of the population were on low income (<$800/week) and 

19.4% were high income (>$3000/week), with 56% working full-time and 37% part-

time16.  

Participants and recruitment  

Adult smokers were purposively recruited to participate in an online survey. 

Recruitment materials were shared via email or by hand delivery with 76 community 

settings, including medical and dental centres, and community (neighbourhood) 

houses. Community settings were invited to display the recruitment materials for the 

eight-week duration the survey was open. The research team received feedback that 

all but four settings agreed to display the materials. Recruitment was incentivised, with 



5 
 

survey responders offered of an opportunity to win one of two $100 supermarket food 

vouchers. 

Participants were eligible if they self-identified as a smoker, were 18 years or older, 

and were able to complete the survey procedures. Any participant with a residential 

postcode outside the Greater Geelong region was excluded. The participant 

information form was embedded in the online survey. Consent was presumed via 

completed survey.  

Data collection 

The 10-minute online survey was conducted anonymously using the REDCap 

(Research Electronic Data Capture) platform17. The survey was open for eight-weeks 

between 8th April to 1st June 2024.  

The purpose-built online survey included ten (10) closed and open-ended questions 

gathered unidentifiable demographic information, participants understanding of health 

harms of smoking, and perceived motivators to smoke and smoking cessation. At the 

completion of the survey all participants were informed of local and national services 

available to support them to quit smoking. 

Data Analysis 

Qualitative and quantitative data was descriptively analysed and underwent content 

analysis18. In an inductive approach, open coding aimed to identify drivers of persistent 

smoking and barriers to quitting, and potential intervention strategies aimed to promote 

cessation attempts. Using an In Vivo approach, coding represented common survey 

responses. For instance, ‘habit’ and ‘addiction’ are coded separately to identify 

periodic or task-based actions from those implying a physical or mental drive to smoke. 

However, ‘stress’ was incorporated into ‘mental health’ as ‘stressful situations’ were 

raised by individuals identifying ‘mental health’ as a reason for decisions or actions.  

Microsoft Power BI software assisted the quantitative analysis.  

Results 

Demographics 

The survey received 59 responses (N = 59). One was incomplete and excluded from 

data. Of the 58 results analysed there were 16 male, 40 female and 2 other gender. 
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All age groups were represented with most respondents aged between 25 years to 55 

years. Two respondents identified as Aboriginal or Torres Strait Islander. All postcodes 

in the Geelong and Bellarine region were represented. Respondents were across all 

five levels of the Index of Relative Social Disadvantage (IRSD)19.  

Factors driving smoking 

Figure 1. Common response to the prompt ‘Why do you smoke?’ (n = 58) 

 

Most common reasons for smoking are described in Figure 1. Managing mental health 

issues was the most common reason for females whereas addiction was the most 

common for men. Mental health was also the most frequent reason for those aged 25 

- 34 and 35 - 40. Habitual activities such as with a coffee or after work were also a 

strong prompt to smoke. This was seen across all ages except the over 65’s. All ages 

selected addiction as a key factor, while all except those over 65 selected mental 

health. 

Sample responses include:  

“… 4 years in smoking I feel like it numbs a lot of mental health issues 

but also makes them worse.” 25-34 female 

“I use smoking as a way to take a break and managing mental health 

symptoms” 35-44 female 

“Because I’m bored” 65+ male 

While reasons were similar across IRSD levels, ‘enjoyment’ was only noted in the 

upper two levels of the IRSD.  
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Quit attempts 

Most smokers showed intention to quit. While 62.5% of those aged 18–24 years 

wanted to quit, nine out of ten adults over 25 years showed a desire to, and reported 

previous attempts to, quit. This increased to 100% in adults over 55 years. Slightly 

higher proportions of females have tried to quit, although the small numbers of males 

may misrepresent this group.  

‘Health’ was most cited as the reason for quit attempts. However, respondents had 

‘loved ones’ selected more frequently than ‘cost’. Both ‘health’ and ‘cost’ appeared as 

a reason across all ages. ‘Loved Ones’ emerged as a reason for quitting in the 25 – 

34 age group, remaining there-after, with several female respondents stating that their 

quit attempt was connected to a pregnancy. While distaste and disapproval were cited 

as reasons for quitting, few selected mental health as a reason for a quit attempt.  

Common ways respondents had previously tried to quit are outlined in Figure 2. Only 

the female respondents had attempted a slow reduction (10%) and mental health 

support (2%). Those under 25 years were more likely to report cold turkey (80%) or a 

slow reduction.   

Figure 2. Responses to the prompt ‘If yes to question 5, how did you try to quit’ (n = 51) 

 

Engagement of medical support emerged at 25-34 years and ceased at 55 years. It is 

interesting to note that the use of NRT also commenced at 25-34 and accelerated over 

time, to be the main method in those aged 65+. However, mental health support did 

not emerge until 55 years as a method of quitting. 
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Select qualitative responses include:  

“I was in a good mental health situation and wanted to make my health 

a priority.” 25-34 female 

 “hate that I rely on them, cost so much” 25-34 non-binary 

 “… being around nieces (sic), nephews and not wanting to smoke 

near them or introduce it to them.” 45-54 female 

“disapproval of family, smell of house, cost” 55-64 female 

Awareness of health harms 

Three quarters (73%) of respondents were aware of different ways smoking could 

harm their health compared to 22% who were aware of some of smoking-linked health 

risks. Only one stated that they did not know the health harms of smoking.  

Reasons for relapse 

Most (34.5%) respondents cited poor mental health as the reason they resumed 

smoking after a quit attempt, and this was the key reason for relapse between 25-54 

years. Other common responses are shown in Figure 3 and qualitative responses 

below. 

Figure 3. Common responses to the prompt ‘what made it hard for you to stay quit?’ (n = 58) 

 

“I need better coping mechanisms. and medication for my mental 

illness.” 35-44 female 
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“Familiarity and the habit of always having it there when im stressed.” 

18-24 female 

“Unexpected stress situation and thinking I could just have a couple 

with friends and not fall back into the same habits.” 25-34 female 

“Allergic reaction to nicotine therapy and compromised mental 

health/wellbeing meant I was fighting the addiction without any 

medicinal support. In the current climate of the world, where, as a 

single mortgage holder, I carry a large amount of stress and anxiety 

for the future, cigarettes are my only support and regulator.” 35-44 

male 

Supports needed 

There was a large and varied number of responses about supports required including 

those that imply there is little hope of successfully quitting such as ‘sew my lips shut’, 

and ‘I have no idea’. Mental health support was the most common request identified 

to better support quitting, with better support from family and friends emerging mostly 

for females 25 - 44 years. Several wished to see NRT subsidised to make it more 

accessible to low-income individuals. Additional descriptions of supports required are 

outlined in Figure 4 and quotations below  

Figure 4.  Common responses to the prompt ‘What do you think would be most useful to support 
you to quit?’ (n = 58) 
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“1 on 1 support - sort of like counselling?   How to break down smoking 

habits when I’m out socialising and drinking with friends.” 25-34 

female 

“Cheaper quitting products, less judgement, cheaper access to quality 

mental health support, tobacco being made illegal.” 25-34 non-binary 

“Not sure. My children should be enough of an incentive. I think I have 

a mostly psychological addiction so I don’t know what would help in 

that situation.” 25-34 female 

“I don't actually no I know that when I'm in a better mental state I do 

better and when life isn't throwing such stressful things my way, I feel 

as though if life wasn't so up and down that it would be easier to drop”. 

18-24 male 

Discussion 

The aim of this research was to gather experiences and views from smokers to better 

understand the barriers which prevent successful quitting. While many of our findings 

are similar to earlier studies, this survey found mental health needs to be addressed 

to achieve effective cessation. 

This study confirmed that most smokers intend to quit and have made one or more 

previous attempts20. Respondents were limited in being unable to select multiple 

options of attempted interventions, (i.e. they could only select a single mode of 

intervention whereas it may have been the case that they were attempting multiple 

modes simultaneously or sequentially) however they reflect earlier findings that most 

smokers attempt to quit without treatment or clinical support (‘cold turkey’), with NRT 

the second most common means21. There was limited utilisation of cessation support 

services among the study participants despite this being identified as a significant 

need for support raised by respondents. This may indicate that smokers are unaware 

of the services available, that there are barriers to accessing the services or that the 

services offered do not meet their needs. This requires further exploration to 

understand the reason for non-utilisation of quit services in the region.  
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We identified a relationship between age when smokers seek medical help and NRT 

but no link between age of seeking medical support and mental health support. This 

is surprising in that behavioural interventions in combination with NRT is 

recommended as a cessation intervention by the Royal Australian College of General 

Practitioners22. Further investigation is required into whether mental health support 

referrals are being made at the time for cessation support, or whether they are not 

being followed up until later.  

Gobarani et al23 identified that stress and poor motivation negatively affected quit 

attempts in hospital inpatients. This study expands this conclusion to the wider 

community. Mohammadnezhad and Kengganpanich24 in their 2021 study showed that 

some respondents believed that smoking relieved stress and tension. Our results 

reflect this belief and, while smokers report that smoking relieves immediate or acute 

short-term mental health concerns, our results indicate a lack of understanding about 

the longer-term negative mental health effects of smoking.  

Further to this, smokers cited their main reasons for quitting were their health and 

loved ones, with the cost of smoking also contributing to their quit efforts. Few 

respondents selected mental health as a reason to quit which appears to inversely 

correlate to reasons for relapse where mental health concerns were the primary cited 

reason. This indicates that public health campaigns in Australia have adequately 

addressed physical health risks, the effects of second-hand smoke, and introduced 

prohibitive costs, but failed to address tobacco-related mental health harms. 

Extrapolating from this we can infer that similar campaigns addressing the mental 

health harms of smoking would lead to similar gains in community understanding and 

enable smokers to address the barriers that remain to successful smoking cessation.  

Our findings indicate that most smokers are seeking mental health support in addition 

to subsidised pharmaceutical intervention to enhance likelihood of successfully 

quitting and preventing relapse. However, few reported utilising mental health support. 

It is unclear whether this underutilisation of services is due to lack of awareness of the 

available services or lack of referrals for these services by their primary care provider 

or due to any other factors. Further investigation into referrals for smokers to attend 

mental health support, and uptake of these referrals where they occur, is warranted.  
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Paul et al25 recommend consideration of the more pro-smoking social contexts 

experienced by smokers when designing cessation efforts. Our respondents noted 

that social supports, such as family and friends, were either a motivation to quit or a 

prompt to smoke. Addressing family, social and routine aspects of smoking may 

contribute to a reduction in relapse. Support that builds a smoker’s capacity to avoid 

habitual trigger situations, garner family support and seek new means of connecting 

with others may assist smokers to quit.  

Limitations 

This study was limited by low numbers of respondents and a predominance of female 

over other genders. This data was also confounded in that respondents could only 

select a single response for how they had tried to quit, resulting in our inability to 

capture those who had tried multiple means. The study methods did not calculate for 

statistical differences between groups.  

Conclusion  

This study reinforces the complexity of factors driving persistent smoking. It highlights 

the need for early intervention and support, particularly through GP services and 

mental health support services. 

It is our intention to utilise these findings to inform and develop effective strategies 

aimed to increase help-seeking to quit smoking in the Barwon region. Work has 

commenced to investigate barriers to smoking support offered by local medical 

professionals including referral mechanisms to smoking cessation counselling 

services. Further we will advocate for changes to cessation messaging, to include 

more on the mental health harms of smoking and the mental health supports available 

to quit successfully.  

There is an identified need for government action to support cessation counselling, as 

well as a need for health agencies to collaborate with medical services to support their 

communities to recover from smoking. However, this consultation indicated that 

resources alone were insufficient, and that skill-building support and education needs 

further exploration and development. 
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