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Abstract
This study explored the factors contributing to discontinuation of people who smoke (PWS) from quit smoking clinic prior to

achieving 6-month abstinence. Fifteen active PWS were interviewed via telephone and face-to-face. Interviews were audio-

recorded, transcribed and analysed using thematic analysis. At individual level, low intrinsic motivation including unreadiness

to quit, low self-efficacy and ambivalence on smoking cessation were barriers to attain successful cessation. Influence of

extrinsic factors such as work-related factors, social interaction and ill-health burden lead to poor commitment with

QSC. At the clinic level, healthcare professional’s competency, personal attributes, pharmacotherapy’s efficacy, safety and

availability were important components that may affect a participant’s effort to quit. Working commitment was highlighted

as the primary barrier for a successful cessation. Hence, effective intervention and collaborative effort between healthcare

facilities and employers are essential to optimise cessation adherence among employees who smoke which subsequently

will enhance their abstinence rates.
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Introduction
Several control and prevention policies have been introduced
in effort to achieve Malaysia’s global target for the endgame
of tobacco including community empowerment and multi-
sectorial collaboration, strengthening the legislation and
enforcement of tobacco and other smoking products and
enhancing quit smoking services.1 Quit smoking clinics
(QSC) in Malaysia play a critical role in promoting cessation
of tobacco use through counselling on smoking and benefits
of cessation, assistance on customised quit smoking plan and
provision of pharmacotherapy aids to facilitate smoking ces-
sation (SC) with comprehensive follow up sessions by dedi-
cated healthcare professionals (HCP).2 Currently, there are
more than 700 QSCs in Malaysia.1 Despite the increasing
trend of recruitment, high default rate and low abstinence
rate were reported. In 2016, Malaysia recorded an overall
SC rate of 27.6%, lower compared to the target of at least
35% successful cessation annually at respective public
clinic or hospital. In terms of smoking prevalence, a small
decline is observed from 22.8% in 2015 to 21.3% in 2019.

This limited progress is unfavourable to achieve Malaysia’s
vision towards becoming tobacco free nation in 2040 with
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a prevalence of current people who smoke (PSS) tobacco
aged 15 years and above of <5%.1

SC interventions consist of pharmacotherapy and behav-
ioural therapy (brief advice, behavioural counselling, tailored
self-help materials). Nicotine Replacement Therapy (NRT)
and varenicline are the first line pharmacotherapies recom-
mended in the Malaysian Clinical Practice Guideline
(MCPG) for Tobacco Use Disorder.3 While NRTs are
recently exempted (Oct 2020) as non-poison and made avail-
able as over-the-counter (OTC) medications, varenicline is
still listed in poisons list (Group C) under the Poisons Act.
However, varenicline is available as pharmacotherapy
offered at the Quit smoking clinic. Systematic reviews and
meta-analysis reported that both NRT and varenicline are
effective in increasing smoking abstinence rate with low
risk of harms.4-6 NRT often causes minor irritation at the
site, and in rare cases can cause non-ischemic chest pain
and palpitations.6 Varenicline increased the odds of quitting

compared to placebo and was superior to single forms of
NRT and bupropion. The main adverse event for varenicline
was nausea, at mild to moderate levels and gradually waned
off over time.5 PWS with underlying psychiatric disorder
were more likely to experience neuropsychiatric adverse
events (NPSAEs) such as hallucinations, delusions, and
depressive symptoms.5,7

SC is generally influenced by socio-demographic,
smoking and quit attempt history, adverse drug reactions
and poor adherence. Currently, there is limited data on
factors that contribute to withdrawal from cessation
program (CP) among people who smoke in Malaysia. A crit-
ical understanding on the relationship between the different
aspects involved in SC process is necessary to improve the
design and implementation of cessation service. In addition,
feedbacks from PWS recruited into SC as the end-recipient of
the health service will facilitate understanding on the effec-
tiveness of the service delivered and hence indicate the
aspects that require improvement. Thus, this study aimed to
explore factors contributing to discontinuation of people
who smoke from QSC prior to achieving abstinence.

Materials and Methods
Recruitment
Potential participants were identified through four QSCs in
Kuala Lumpur, capital city of Malaysia. These four clinics
are among the early health clinics which started SC
program and have a high registration of PWS with a total
of 710 registered between January 2016 to December 2018.
Furthermore, these clinics have similar annual quit rate of
approximately 30–40% and adhere to the treatment protocol
recommended by MCPG for Treatment of Tobacco Smoking
and Dependence 2003. An annual quit rate for any treatment
centre is defined as the proportion of tobacco users who
managed abstinent from smoking for at least 6 months,
among those who attempted to quit smoking. This is vali-
dated by carbon monoxide monitor reading and self-reported
non-smoking status.3 SC program at these QSCs involves
counselling, pharmacotherapies and behavioural support by
multi-disciplinary HCP such as the doctors, nurses and phar-
macists. Duration of the program vary depending on the indi-
vidual’s needs and progress but typically the program may
last for several months with one to two pre-visits, first visit
to set the quit date and followed by weekly or bi-weekly
and monthly follow up visits. As these QSCs are government
clinics, cost for the cessation service is provided at a subsi-
dised cost.3

Current PWS who have defaulted from SC program at
these QSCs were approached for interview by using purpo-
sive sampling. Participants were considered eligible if they
were 18 years old or older, had an appropriate command of
spoken English and/or Malay language, ability to give
informed consent, active PWS who have attended SC
program and withdrawn from the program before achieving

Table 1. Interview Guide in English (Top) and Malay (Bottom).

Interview Guide

1. What is/are the reason(s) for joining the smoking cessation

programme?

2. What is/are the reason(s) for quitting from the smoking

cessation programme?

3. How is your experience on NRT/Champix/

pharmacotherapy agent prescribed?

4. What problems do you face while using the medication?

5. Do you get your problem solved?

6. If you experience any side effects with pharmacotherapy

agent prescribed for quit smoking and make a complaint of

that matter, what are the actions taken by pharmacists

following your complaint?

7. How is your experience with the counselling and support

provided by healthcare providers in smoking cessation

programme?

8. How is your experience with support from family

members/friends during your recruitment into the

programme?

Panduan Temu Ramah

1. Apakah sebab bersetuju menyertai program berhenti

merokok ini?

2. Apakah sebab menarik diri daripada program berhenti

merokkok ini?

3. Bagaimankah pengalaman anda dalam menggunakan produk

gantian nikotin/champix?

4. Apakah masalah yang anda hadapi semasa menggunakan

produk tersebut?

5. Apakah permasalahan anda dapat diselesaikan?

6. Jika anda mengalami kesan sampingan selepas menggunakan

produk berhenti merokok dan membuat aduan berkenaan

perkara tersebut, apakah tindakan yang diambil ahli farmasi

selepas menerima aduan anda?

7. Bagaimanakah pengelaman anda dengan program program

kaunseling dan sokongan yang disediakan doctor/ahli

farmasi/ jururawat didalam program berhenti merokok?

8. Bagaimanakah pengalaman anda dengan sokongan ahli

keluarga/rakan semasa anda melalui program berhenti

merokok ini?
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6-months abstinence, have received at least one pharmaco-
therapy agent and attended at least three clinic appointments.
Medical records of selected PWS were obtained from QSCs
to select patient with considerable experience in smoking
cessation programme and pharmacologic agent prescribed.
In addition., pharmacists in-charge of the respective QSC
were approached to request for recommendations of suitable
individuals to be interviewed.

Semi-Structured Interviews
Data from participants eligible for this study were collected
using semi-structured telephone or face-to-face interview
comprising of open-ended questions. The semi-structured
interview guide was constantly modified following responses
from participants. This interview framework allows explora-
tion of each participant’s complex and unique experience
with SC program, thus providing diverse and significant
data to this study.8 Data collection was continued until
point of saturation was reached and no new insights was
given from additional participant interviewed. Hence, data
collection at this stage is considered sufficient and has
answered the research questions highlighted in this study.9,10

Participants were interviewed individually either in Bahasa
Malaysia or English with each interview lasted for an
estimated 45 min to an hour. The conversation was recorded
by using a recorder application installed in researcher’s
phone used for telephone interview.

Interview Guide
A semi-structured interview template was used to guide the
discussions (Table 1). Interview topic guide was developed
based on literature review and discussion with research
team. Conversations were initiated by asking about the
reasons for joining the SC program and quitting it. The par-
ticipants were then asked about their experiences using NRT,

varenicline or other pharmacotherapy agents and whether
they had any difficulty using them or experienced any side
effects. To understand their perspectives on the counselling
sessions, they were prompted to talk about their experiences
with the sessions and support provided by the HCPs.
Participants were then prompted to talk about the support
they received from family and friends upon joining the
program.

Data Analysis
Content of each interview recorded was transcribed verba-
tim into transcript. Interview conducted in Bahasa
Malaysia was first transcribed into the spoken language
before translated into English. All translated transcripts
were checked independently against the original transcrip-
tion as well as the audio recording to ensure accuracy and
manually analysed using thematic analysis approach.
Thematic analysis was guided by the six phases of qualita-
tive analysis as described by Braun and Clarke.11 Themes
were then generated based on distinctive expression of
related code in the interview transcript. Sub-themes were
consequently generated for any theme that showed distin-
guishing data. To comply with the confidentiality and ano-
nymity protocol of this study, each transcript was named
with pseudonyms and stored in password-protected com-
puter. This study was approved by the Medical Research
Ethics Committee (Reference No: NMMR-19-232-46224)
and Research Ethics Committee, Universiti Teknologi
MARA (UiTM).

Results
A total of 15 participants were interviewed from the 4 quit
smoking clinics. Of the 15, 93% were male, aged between
24 and 71 years (m= 39.6, SD= 14.3), had completed sec-
ondary level of education, and were employed. Two-thirds
of the participants had moderate to very high nicotine

Table 2. Participants Characteristics and Smoking Cessation Pharmacotherapies Prescribed for Participants. (n= 15).

Participant Identifier Gender Age Fagerstrom Score Pharmacotherapy Prescribed

A Male 55 Low (2) Nicotine patch and gum

B Female 24 Low (2) Nicotine patch and gum

C Male 32 Low (1) Varenicline

D Male 46 Moderate (4) Nicotine patch and gum

E Male 46 Moderate (4) Varenicline and nicotine gum

F Male 29 Very High (9) Varenicline and nicotine gum

G Male 60 Very High (9) Nicotine patch

H Male 30 Low (1) Nicotine patch and gum

I Male 36 High (7) Nicotine patch

J Male 50 Moderate (5) Nicotine patch and gum

K Male 31 Very High (8) Varenicline and nicotine patch

L Male 33 Low (2) Nicotine patch

M Male 71 Moderate (5) Varenicline

N Male 29 Moderate (4) Varenicline and nicotine gum

O Male 22 High (6) Nicotine patch and gum
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addiction and received combination treatment of either nico-
tine patch with gum, varenicline with nicotine gum or vareni-
cline with nicotine patch (Table 2). All participants were
interviewed via telephone except for one participant who
was interviewed face-to-face. The duration of the interviews
ranged from 45 min to an hour.

Analysis on Factors Leading to Withdrawal
From Quit Smoking Clinics
The findings from thematic analysis were organised into
themes, sub-themes and categories. Overall, seven themes
were identified as factors leading to withdrawing from
QSC: intrinsic motivation, influence of extrinsic factors,
HCP’s competency, HCP’s personal attributes, pharmaco-
therapies safety and efficacy, pharmacotherapies availability
and QSC appointment process (Figure 1). The identified
themes can be classified into two levels: individual and clinic.

Individual-Level Factors Leading to Withdrawal
From Quit Smoking Clinics
At individual level, low intrinsic motivation including
unreadiness to quit, low self-efficacy and ambivalence on
SC were barriers to attain successful cessation (Table 3).

Some participants in this study indicated that they are not
ready or committed to quit smoking while others cited not
able to quit due to severe addiction. Many participants also
reported loss of motivation while going through the cessation
process resulting in QSC default. Participants seems to have a
low self-efficacy as a consequence of failing previous quit
attempt and poor understanding of the objective and
process of SC program. These, unfortunately, have led to
relapse and defaulting QSC.

Fourteen out of 15 participants claimed health-related
concerns as their drive to quit smoking. However, as their
health condition improved and they were not experiencing
any signs and symptoms of the condition, participants hesi-
tated to continue the CP and subsequently stopped attending
QSC. Some participants expressed their lack of confidence
on the efficacy of SC aids especially when they are not famil-
iar with the route of administration (ie, patch). On top of that,
side effects such as mood swings and poor concentration
experienced during the course led participants to quit the
program. Consequently, many participants quit without com-
pleting the CP.

Influence of Extrinsic Factors. Career, social interaction and
other medical conditions played significant role on partici-
pant’s commitment to QSC. Twelve out of fifteen partici-
pants had work commitment on weekdays. Thus, it was
difficult for these working participants to manage the over-
lapped schedules, particularly for a long-term SC program
which required a minimum of six months commitment. In
fact, this was the primary reason for withdrawing from SC

program. Apart from that, stress due to work was another
factor leading to relapse and eventually quitting the
program. Additionally, smoking culture at workplace has
also affected participant’s effort to quit and subsequently
led to poor commitment to QSC. On a separate note, one
of the participants had a history of psychiatric illness (schiz-
ophrenia). During her symptoms flare up, she was unable to
cope with the QSC schedule leading her to quit the pro-
gramme. In terms of adverse effect, she reported experienc-
ing mild itchiness with the nicotine patch. However, she
did not report experiencing any neuropsychiatric adverse
events.

In terms of social interaction, participants cited frequent
interaction with friends who smoke compromised their com-
mitments to quit smoking. These interactions had both direct
influence in which smoking friends instigated participant not
to quit or indirect influence in which participants felt the urge
to smoke upon seeing their friends smoking.

Clinic-Level Factors Leading to Withdrawal From QSCs
At clinic level, QSC withdrawal factors are related to
the appointment process, HCPs and pharmacotherapies
(Table 4).

Process. Many participants had also reported the process of
the QSC appointment as tiresome citing long waiting hours
and weekly weekdays visit to the clinic had caused them to
give up QSC. This inconvenient process had a significant
impact on working participants who had to take leave or
time off from work and had to face long waiting hours at
the QSC for counselling and collection of medications.

Healthcare Professionals. Some participants claimed that lack
of skill and poor attitude of the HCPs led them to withdraw
from the program. Participants quoted that the inability of
HCPs to provide solutions to their concerns, failure to
design an alternative plan in the case of treatment failure,
lack of understanding and inconsiderate approach during
counselling sessions had discouraged them to continue
QSC. Participants voiced their disappointment that the
HCPs were not empathetic.

Interestingly, the personal attributes of HCP appear to be
an important factor in influencing participants’ confidence on
QSC. Participants claimed that female HCPs and those who
have not smoked before do not understand the participants’
struggles to quit smoking. One participant quoted that
HCPs who do not smoke would merely follow the treatment
guidelines due to their lack of experience. In contrast, partic-
ipants attended by HCPs who had previously smoked
reported feeling more comfortable and at ease during coun-
selling sessions.

Pharmacotherapies. Majority of the participants provided
positive feedback on the prescribed pharmacotherapies.
However, a few participants cited that the therapies failed
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to induce sustained cessation effect and have caused intoler-
able adverse effects (AE). These were among the barriers to
treatment adherence. In addition, participants also claimed
receiving insufficient supply of pharmacotherapies due to
limited availability and this affected their quit smoking
plan. One participant reported receiving nicotine patch of
lower dosage due to the QSC running out of stock of the
higher strength and another participant reported receiving
insufficient quantity of nicotine gum.

Discussion
Despite the established benefits of pharmacologic and behav-
ioural interventions as well as free-of charge service, PWS in
this study withdrew from QSCs prior to achieving 6-month
abstinence due to multi-intrinsic and extrinsic factors which
vary across the life course of PWS.

Many participants reported low intrinsic motivation due to
unreadiness, low self-efficacy and ambivalent thoughts on
quitting cigarette. The trans-theoretical model (TTM) of
behaviour change is commonly used to assess readiness of
PWS to quit including in Malaysia’s QSCs.2 Cessation inter-
ventions will be based on stage of readiness of PWS and
designed to assist them move forward through the subsequent
stages until successful cessation is achieved.12 Some studies
have reported that its limited superiority compared to the
non-stage-based equivalents.13,14 However, recent studies
showed stage-based interventions are associated with
higher continuous abstinence rate, higher probability of

forward transition and lower probability of backward transi-
tion in the cyclic TTM stages.15-17 Consistent with the TTM
conceptual model, our study highlighted that assessment of
PWS’s readiness to quit is essential to understand their
primary barrier and drive to quit as well as to ensure shared
decision making on the quitting plan. Following brief assess-
ment, a tailored and effective intervention that match needs of
PWS at respective TTM stage should be implemented.

Next, low self-efficacy following failure in previous quit
attempt and poor understanding led to participants withdraw-
ing from the program. Self-efficacy has been demonstrated as
an important predictor for SC outcome in both aided and
unaided quit attempts.18,19 Repeated failures may cause
stress and frustration leading to PWS having lower confi-
dence to make or succeed in future attempts. Although a
local study showed that quit intent was higher among
PWS with past quit attempts, this study findings highlighted
retaining high self-efficacy as an essential component for sus-
tained abstinence following quit intent.20 Due to the dynamic
of self-efficacy and smoking urges, HCPs and PWS should
work together in maintaining self-efficacy by using effective
strategies such as motivational interviewing, cognitive
behavioural therapy, health education and intervention to
manage withdrawal symptoms.21 In addition, PWS should
be encouraged to reflect on past failed attempt, identifying
relapse time points and triggers to work on a customised quit-
ting plan which will increase the possibility of successful ces-
sation in the future. Consistent with previous findings,
participants in this study reported ambivalence on SC

Figure 1. Factors leading to participants’ withdrawal from smoking cessation programme.
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process following relief of their acute health condition.22,23

Ambivalence is defined as the simultaneous co-occurrence
of a strong desire to smoke and a strong wish to quit
smoking. Weak initial motivator and incorrect information
on cessation process or pharmacotherapies may intensify
PWSs’ uncertainty towards achieving successful cessation.24

Hence, it is important for HCPs to emphasise abstinence as
the end goal of CP and educate PWS on correct cessation
information and harmful effects of continuous smoking.

Majority of participants in this study reported work com-
mitments as the primary barrier for a successful cessation due
to the overlapping weekdays work and QSC schedule and
frequent QSC appointments. Finding from this study high-
lighted the potential role of workplaces and employers to
support and promote SC policies. Direct access to large
number of PWS and frequent contact due to the long
hours at work make workplace an ideal setting for interven-
tions.25,26 In addition, the potential use of peer group support,

positive peer pressure and reward system could facilitate ces-
sation interventions.27,28 Workplace-based interventions
such as group counselling, pharmacologic treatment and
financial incentives have been associated with increased quit-
ting likelihood and long-term abstinence.29-31 Evaluation on
cost-effectiveness reported SC measures reduced employees
medical care expenditure, lost work productivity and could
achieve benefit–cost ratio of up to 8.75, generating
12-month employer cost savings of between $150 and
$540 per non-smoking employee.32-34 In view of the sound
socio-economic investment, more employers in the United
States and European countries have adopted SC initiatives
into their health promotion program at workplaces,
however, the practice is rather uncommon among employers
in the Asian Pacific countries.35 Therefore, the convenient
and strategic framework of workplaces should be utilised to
enhance SC effort which is expected to benefits more than
4 million smoking employees in Malaysia.36

Table 3. Examples of Individual-Level Factors Leading to Withdrawal from QSCs.

Subthemes and Categories Example of quotes from participants’ scripts
Theme 1: Low intrinsic motivation

Unreadiness to quit

- Direct acknowledgement of not ready to

quit

- Loss of determination to quit

I still have strong addiction to smoking. I do not think I’m ready to quit yet. When I had chest pain due
to my heart problem, I feel scared, (thus) motivated to quit smoking. (Participant D)
At the beginning, everything is okay, I can follow with high spirit. Well, when you are in high spirit,
you have a strong will to quit. The first 3 months, I was very consistent, I could leave the cigarettes
behind. The first three months were still okay, but after they extended the duration between each
appointment I could not keep up (with the schedule). (Participant A)

Low self-efficacy

- Failed previous quit attempt

- Poor understanding of smoking cessation

program

Firstly, I think I have failed. Thus, I did not go. I became embarrassed towards myself, so I decided not
to go. (Participant O)

I quit because I (thought) have successfully stopped smoking. But supposedly, even if I have
managed to stop smoking, I still need to attend the appointments. (Participant F)

Ambivalence on smoking cessation

- Reason to quit smoking

- Efficacy of smoking cessation aid and

experience

Often patients who have health problem, when they get some signals that the problem is worsening,
they decide to quit smoking. Just like me. When the condition improves, they will reverse their
decision on quitting. (Participant D)
I told them (at the clinic) that the chewing gum had no effect, then they said they want to give me
patch. When I heard that, I thought if the one taken orally had no effect on me, then the one to be
put outside on my skin would less likely (work)… you know my confidence (on this medication).
(Participant E)

Theme 2: Influence of extrinsic factors

Work-related factor

- Overlapped clinic-work schedule

- Work-related stress

- Smoking culture at workplace

I could not give my commitment to attend (QSC). Because of work. (Participant C)
I have been working days and nights. Of course, I smoke. Because my workplace is short-staffed.
Thus, I have to go for day shift as well. (Participant G)
I worked as technician and often meet up with the contractor. Those who do not know me, they will
offer me cigarette. “Take it… take it”. Such thing tempted me, sometimes I just took it. Even though
I was on medicine, when some people offered me (cigarette) I had the thought that they might feel
offended if I did not take it. (Participant H)

Social interaction Most of my friends are smokers, so when we sat together, I started to smoke again. If we want to make
someone to quit smoking, it will be a bit hard because we live around smokers. Which is why I do not
quite succeed in quitting. (Participant A)
My friends were sceptical of the difficulty that I must go through (to stop smoking). They said (it is)
better to just continue (smoking) than going through those difficulties. (Participant J)

Other ill-health burden I had another illness before this…Because I was feeling unwell at that time, I went back to my
hometown in Kedah. While I was there, I did not go (to the clinic) anymore. (Participant B)
And recently I had back injury due to slipped disc, so I had to rest at home. Generally, the timing was
not working for me. (Participant I)
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Family members have positive influence on cessation while
smoking friends are associated with increased smoking urge
leading to relapse and quitting QSC. The effectiveness of
family-based interventions has been demonstrated in several
studies including higher quit attempt and increased short-
and long-term abstinence.37,38 Therefore, involvement of
family members in SC interventions should be encouraged
as they often drive PWS to attempt quitting and provide emo-
tional support throughout the cessation process. In addition,
the stigma of smoking as a sign of manhood, important crite-
rion to be socially connected and valued need to be
de-normalised particularly among the young population.

Poor QSC commitment among ill PWS in this study is
consistent with previous studies. Stress, low level of motiva-
tion, weak support system and limited coping mechanism led
to lower quitting rate and increased likelihood of relapse in
PWS with psychiatric disorders.39,40 In addition, established
data has highlighted increased likelihood of varenicline and
NRT NPSAEs in PWS with psychiatric illness at baseline.7

Therefore, close monitoring is imperative to avoid unwanted
event and to ensure adherence to treatment. Collaborative
work between HCPs running QSC and psychiatrists is essen-
tial to provide intensive and integrative treatment plan which
will enhance quitting rate and at the same time allow ade-
quate control on mental health.

The competency, gender and smoking status of HCPs
influenced cessation behaviour of PWS in this study. The
possible reasons for low competency are the deficiency in
cessation training, lack of manpower and limited social and

financial support.41 This is in line with a study by Lee et al
where pharmacists highlighted not trained as counsellors
for addiction problem. Physicians also emphasised running
QSC is an additional work commitment due to the shortage
of dedicated staffs.23 Thus, findings from our study indicated
strong need for the inclusion of teaching and training of SC
among HCPs including exposure in degree programmes.
Practicing HCPs should receive ongoing training to ensure
their knowledge and skills are keeping abreast with the
latest advancement in SC. Mixed findings were reported
for gender influence. Female HCPs are thought to be less
experienced and lack understanding in running QSC.23 In
contrast, study by Moxham et. al. demonstrated that gender
is irrelevant to successful cessation, however, HCP’s
smoking status has slight influence on the outcome.42

Ineffective pharmacotherapies and experience with AEs
have been highlighted as reasons to quit CP. Hence,
despite the rare occasion of failure to induce cessation and
incident of ADR, close monitoring, and timely treatment
alteration where necessary are essential for cessation treat-
ment adherence.

Due to participant’s preference, majority of the responses
in this study were collected via telephone interview. This
interview tool result in limited visual communication cues
such as participant’s facial expression and body language
that were important to provide greater understanding on the
intended meaning and depth of issues discussed than from
verbal answer of the interviewee. However, greater anonym-
ity in telephone interview allowed extensive exploration into

Table 4. Examples of Quotes from Participants on Clinical-Level Factors Leading to Withdrawal from QSCs.

Theme 1: Process

Another thing, with the appointment, sometimes you would have to wait 5 to 6 h for them to call your name. It was quite a hassle. If it was quick,
there would be no problem. (Participant C)
I think the process was too complicated. I had to come every week. Every time I go there, for example my appointment (is on) Friday, but I am
working. Thus, every Friday I have to go and wait at the clinic for several hours. I cannot give such commitment. For me, as a working adult, I prefer
the process to be a bit more lenient. (Participant K)

Theme 2: Healthcare professionals

Then they told me to take that pill (varenicline) again. I refused to take that. So, when I refused, and the gum did not work, they seemed to not have
any other solution. Then they told me to continue with the chewing gums. But you know I already tried the chewing gum. No effect. (Participant E)
The pharmacist kept on stressing people out. Keep on pressuring. I don’t feel good to be treated that way. He never had the experience to smoke
cigarette himself, (he did not know) how does it feel. (Participant C)
The doctor said that I do not have strong commitment and not fighting my best (to quit). When I heard that, I felt offended, and I think it is better to
withdraw from this clinic. Addiction is not an easy matter. (Participant J)
Good (the counselling) but it depends on the doctor (running the clinic). In my case, I had male and female doctor. The female doctor maybe had
less experience on smoking, her way is different than the male doctor. I felt more comfortable with the male doctor. Yes, she was less understanding
on the smoker’s condition… to ask the female doctor “have you ever smoked”, I find that quite uncomfortable. (Participant H)
They are not smokers, and merely following books. (Thus) they will not understand our situation. They told me that if I don’t quit, I will get worse
stroke attack. I don’t think such approach is effective. Not effective for me. The counselling or support system is ineffective. (Participant J)

Theme 3: Pharmacotherapies

I stop coming for appointment because I did not see any changes (after taking the quit smoking medications). The addiction (is) still strong. I still
smoke while taking the medications. (Participant M)
I took the pills (varenicline), the next day I started to get rashes, my whole body itched. The third day, I could not hold it anymore. I was scratching
all over, so I went to that outpatient clinic in Kuala Lumpur again. Once they stopped the pill, the itchiness all gone. (Participant E)
The small patch can last around 6 to 8 h, the bigger patch lasted longer. I was supplied with the small patch; they probably ran out of stock for the
bigger patch. Once the effect is over, I started to feel the urge to smoke. Thus, I smoke again. (Participant D)

Noordin et al 7



the sensitive issue as respondents felt more comfortable to
share their responses. As this qualitative study focuses on
perspective of PWS, further study may explore other stake-
holders’ perspective to present a more comprehensive find-
ings on SC program.

Conclusion
Our study highlighted factors motivating and demotivating
PWS to quit smoking particularly work commitment and
effectiveness of SC program components including the
involvement of HCPs, pharmacotherapies, and the process.
Working commitment is one of the major barriers for a suc-
cessful cessation, and it is imperative to optimise strategies to
sustain motivation to quit among this group of PWS .
Strategies based on workplace interventions and collabora-
tive effort between healthcare facilities and employers may
be considered as this is expected to have a valuable impact
on SC outcome.
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41. Juranić B, Rakošec Ž, Jakab J, et al. Prevalence, habits and
personal attitudes towards smoking among health care profes-
sionals. J Occup Med Toxicol. 2017;12(20)):eCollection
2017. doi: 10.1186/s12995-017-0166-5

42. Moxham L, Dwyer T, Reid-Searl K. Graduate nurses and
nursing student’s behaviour: knowledge and attitudes toward
smoking cessation. Nurse Educ Today. 2013;33(10):1143-7.
doi:10.1016/j.nedt.2012.11.024

10 Journal of Patient Experience

https://doi.org/10.1186/s12995-017-0166-5
https://doi.org/10.1186/s12995-017-0166-5
https://doi.org/10.1186/s12995-017-0166-5
https://doi.org/10.1016/j.nedt.2012.11.024

	 Introduction
	 Materials and Methods
	 Recruitment
	 Semi-Structured Interviews
	 Interview Guide
	 Data Analysis

	 Results
	 Analysis on Factors Leading to Withdrawal �From Quit Smoking Clinics
	 Individual-Level Factors Leading to Withdrawal �From Quit Smoking Clinics
	 Influence of Extrinsic Factors

	 Clinic-Level Factors Leading to Withdrawal From QSCs
	 Process
	 Healthcare Professionals
	 Pharmacotherapies


	 Discussion
	 Conclusion
	 Acknowledgements
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


