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Abstract   

 

Background: A Stop Smoking in Schools Trial (ASSIST) is a social network intervention 

designed to disseminate non-smoking messages among secondary school children via 

student selected peer supporters. Message diffusion is restricted to the school year, with 

limited understanding of the extent and context of message diffusion in peer supporters’ 

wider social networks. The aim of this thesis was to address this gap by examining 

whether ASSIST had the potential to influence smoking behaviour, attitudes, and 

knowledge of smoking related harm, beyond the school year. 

 

Method: Two literature reviews and a systematic review were conducted to inform the 

empirical data collection phase, which employed a qualitative social network design 

using a mixed methods analytical approach.  A novel research method to collect data 

from young people (egocentric sociograms using coloured dots and post-it notes to 

prompt further discussion) and recruitment approach were piloted with 16 peer 

supporters from two secondary schools. Network data was quantitatively analysed using 

Excel and qualitative data from the interviews was analysed thematically using NVivo 

and Framework.  

 

Results: The potential reach of message diffusion among the 16 peer supporter networks 

was large, with the combined number of people nominated being 151. The actual 

number of reported conversations was 103. Two-fifths (41%) of these conversations 

were with school friends and three-fifths (59%) with peer supporter family and friends 

outside of school. Thematic analysis of reported conversation content revealed three 

main types of conversation: protecting non-smokers from starting to smoke; encouraging 

smokers to stop; and protecting people from secondhand smoke in wider social 

networks. Peer supporters perceived impact with 37 people from their social networks, 

with examples of both positive and negative impact, focusing on the dynamics of a child 

speaking to an adult. 

 

Conclusions: Smoking prevention message diffusion was not limited to the school year, 

reaching into the wider networks of peer supporters. Future interventions using the 

ASSIST model should consider changing the guidance that message diffusion should 

be limited to students in their year group only, as this may reduce the extent of message 

diffusion. Peer supporters should be better supported to think about whom they could 
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speak to in their social network and the associated potential risks and ethical implications 

carefully considered. 
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Chapter 1: Introduction 

 

1.1  Introduction  

 

Tobacco use remains the leading cause of preventable death in the world. Globally it is 

estimated that eight million people die each year from tobacco use and another 600,000 

die from second-hand smoke exposure (WHO, 2019, Oberg et al., 2011). The global 

number of deaths caused by tobacco exceeds that of HIV, tuberculosis and malaria 

combined (Wipfli, 2012). Apart from the health impact of smoking on maternal health, 

and the harms from second hand smoke, tobacco use is responsible for one in six deaths 

from non-communicable disease (NCDs) and is the only risk factor associated with the 

four common NCDs - cardiovascular disease, cancer, chronic lung disease and diabetes 

(Thakur et al., 2011). 

 

Since the mid-1990’s much has been achieved to reduce smoking prevalence in both 

the child and adult population through tobacco control policies, particularly in high 

income countries such as the UK. In Scotland, like the rest of the UK, there has been a 

steady decline in youth smoking; in 1996 30% of 15-year olds smoked regularly (at least 

once a week), by 2018 the comparable figure was 7% (Scottish Government, 2019).  

 

Laverty et al, (2019) using the Millennium cohort study, estimated that over 220,000 of 

13 and 14 year olds in the UK (24,481 in Scotland) had tried tobacco (Laverty et al., 

2019). These figures suggest that large numbers of children are still experimenting with 

smoking, which significantly increases their likelihood of becoming a regular smoker in 

late adolescence, particularly for those living in deprived communities (Glenn et al., 

2017, Pampel et al., 2014).  

 

The health harms associated with tobacco increase the younger smoking uptake occurs. 

This is due to the association between early tobacco use and greater tobacco 

dependency, heavier smoking consumption, and a lower chance of stopping smoking 

(Leonardi-Bee et al., 2011). Children who smoke can suffer asthma, lung function and 

lung growth impairment and other chronic health outcomes in adulthood such as chronic 

obstructive lung disease, lung cancer or heart disease if they continue to smoke (Faber 

et al., 2017, Turner-Warwick, 1992, Muller, 2007). In addition to these health risks, 

existing literature highlights four further points of concern. First, the younger a person 

starts smoking the higher the risk that they will go on to become a regular smoker 
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(Breslau and Peterson, 1996b). Second, weekly smoking prevalence increases with age 

- the older a child gets the more they will smoke (Tyas and Pederson, 1998, Brown et 

al., 2014b). Third, the trend of declining rates of adolescent smoking prevalence in 11-

15 year olds has not been found in 16- 24 year olds, with regular smoking prevalence in 

Scotland increasing from 17% in 2017 to 19% in 2018 (Scottish Government 2018b, 

Scottish Government 2019c). Finally, smoking rates vary by socio-economic status 

(SES), for example in Scotland, in 2018, 9% of 15-year olds living in the most deprived 

areas smoked compared with 6% in the least deprived. (Scottish Government, 2019c). 

 

Thus, adolescent smoking prevention continues to be a public health priority. 

 

1.2  Smoking prevention programmes  

 

In addition to tobacco control policies to prevent adolescent smoking uptake there are a 

number of adolescent smoking prevention intervention approaches that have been 

evaluated via Cochrane systematic reviews. These include incentives, e.g., a prize or 

reward for being smoke free,  (Hefler et al., 2017); family-based programmes (Thomas 

et al., 2007); mass media campaigns (Brinn et al., 2010); community interventions 

(Carson et al., 2011); and finally, school-based interventions (Thomas et al., 2013b). The 

latter will be considered in more depth below but results from these comprehensive 

reviews point to a lack of consensus around what approach works best. This is attributed 

to a weak evidence base as well as the complexity of understanding the context in which 

the interventions are delivered. In light of this, a combined approach (e.g., community 

and school-based interventions) is recommended, as evidenced in the 2012 US Surgeon 

General’s report on preventing tobacco use in young adults (Benjamin, 2012):  

 

Coordinated, multicomponent interventions that combine mass media 

campaigns, price increases including those that result from tax increases, 

school-based policies and programs, and statewide or community-wide 

changes in smoke-free policies and norms are effective in reducing the 

initiation, prevalence, and intensity of smoking among youth and young 

adults.                 (Benjamin, 2012, p. 8.) 
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1.3 School-based smoking prevention programmes  

 

Schools continue to be a particularly popular setting to deliver youth smoking prevention 

and cessation interventions (Thomas et al., 2013b). For example, a systematic review 

by Fanshawe et al., (2017) of smoking cessation interventions for young people found 

that of the 41 studies included for full review, two-thirds were delivered in schools. 

Despite the review’s focus on cessation, not prevention, (which is the particular area of 

interest for this thesis) it, nonetheless, makes the point that schools remain a popular 

setting for delivery of health promotion programmes. The authors note that one of the 

reasons for this is that it is easier to recruit participants and minimise the risk of 

contamination (due to whole schools being randomised rather than individual students). 

School attendance is compulsory which means that the majority of children can be 

reached through school resulting in a ‘captive audience’ (Wolfenden et al., 2017). 

Furthermore, given that smoking experimentation is mostly likely to occur in school, this 

makes school an obvious setting for smoking prevention or cessation programmes.  

 

However, evidence of the effectiveness of school-based prevention programmes is 

mixed and outcomes vary by the type of programme delivered (Flay, 2009, Thomas et 

al., 2013a, Wiehe et al., 2005). For example, Thomas et al., (2013b) conducted a large 

systematic review of randomised controlled trials (RCTs) to investigate whether school 

smoking prevention interventions prevented young people from smoking. They also 

sought to identify which types of intervention were most effective. They identified 134 

studies eligible for full review and allocated them into three groups: group 1 ‘pure 

prevention cohorts’ which included cohort studies with ‘never smokers’ at baseline 

followed up at various time points, and the number who remained never smokers 

recorded; group 2 ‘change in smoking behaviour over time’ where measurements of 

smoking behaviour were reported as changed over time; and group 3  ‘point prevalence 

of smoking’ included studies that reported smoking prevalence at baseline and follow-

up but did not follow-up the same people, and thus reported cross- sectional data. They 

also considered the type of education curriculum used to teach smoking prevention, 

which were grouped into five categories: 1) information-only curricula; 2) social 

competence curricula; 3) social influence curricula; 4) combined social 

competence/social influences curricula and; 5) multimodal curricula.  

 

A variety of educational engagement methods were used including: lectures, quizzes, 

collages, puppet plays, debates, role-plays, making videos, discussions of videotaped 

role-plays, films, interactive internet programmes, and meetings with role models. 
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Delivery was usually facilitated by the classroom teachers, but the authors noted that it 

could have also included: researchers; health educators; science teachers; 

undergraduate and graduate students; community members; and peers.  

 

The authors conclusions are detailed and complex but of particular importance was the 

finding that there was a significant effect on smoking prevalence in the group 1 studies 

that followed students for more than one year, noting that 

 

Pure Prevention cohorts showed a significant effect at longest follow-up, with 

an average 12% reduction in starting smoking compared to the control 

groups.                  (Thomas et al., 2013b, p. 2.) 

 

Curricula modes that showed a statistically significant effect at the longer follow-up 

period were those that ‘combined social competence and social influence’ approaches. 

They also reported that despite social influence being a popular approach, it was not 

effective on its own. Finally, the authors noted that interventions delivered by adults may 

be more effective than peer-led programmes in the longer term. Interestingly, this finding 

was not endorsed by NICE guidelines on delivery of school-based interventions to 

prevent smoking in children and young people which recommends both adult and peer 

led interventions (NICE, 2010).  

 

Findings from Flay’s earlier review (2009) (which involved a meta- analysis and critical 

review of existing systematic reviews of school-based smoking prevention programmes) 

concluded that their effectiveness was weak with no evidence supporting long term 

effects. However, both Thomas et al., (2013a) and Flay (2009)  noted the methodological 

challenges faced when trying to extrapolate from the existing evidence base due to a 

variety of factors which include: student attrition (including poor reporting of student 

attrition); variation in outcome measures for tobacco use; and poor reporting of 

interventions. Further, the requirement to include longitudinal follow-up to examine long 

term effectiveness required funding which is difficult to secure. Thus, it is not surprising 

that health behaviour change researchers have noted that:  

 

School-based interventions have shown promise, although their long-term 

effectiveness and the quality of existing evidence has been questioned  

       (Holliday et al., 2016, p.  946.) 
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One of the reasons for this are the demands schools face to deliver the core school 

curriculum and the emphasis on academic achievement, which means that delivering 

smoking prevention may not be considered a priority. Also given the downward trajectory 

in adolescent smoking, schools may not see smoking prevention as a priority area in 

comparison to other risk factors and health and well-being objectives. There is also a 

debate around the suitability of authority figures such as teachers who assert power and 

control over students and also may not deliver the programme with the fidelity required 

(Audrey et al., 2008).   

 

The final criticism of the existing evidence base on school-based interventions for 

smoking prevention is its focus on effectiveness, with less discussion of the factors that 

influence this. The reviews mentioned above have excluded qualitative studies, which 

could offer greater insight into the contextual factors that may influence delivery and 

outcomes. This PhD will help to address this evidence gap by conducting a qualitative 

systematic review of the barriers and facilitators to the delivery of school-based smoking 

prevention programmes (Chapter Three). 

 

1.4 Social network interventions using peer approaches 

 

In recent years there has been increasing interest in ‘network interventions’ that attempt 

to use social networks to create health behaviour change. One approach is to identify 

‘champions’ or ‘opinion leaders’ to diffuse information and promote behaviour change  

(Thomas, 2012, Valente and Pumpuang, 2006). The use of a ‘peer-led’, student 

champion approach in schools, has the benefit of peer educators being similar in age, 

which could facilitate communication of health promotion programmes in a less formal 

and more relaxed manner than teacher-led classroom-based, programmes. In addition 

to this, there are also personal development opportunities for the peer educator (e.g., 

increased knowledge, communication skills, confidence and self-esteem (Backett-

Milburn, 2000, Forrest et al., 2002). However the effectiveness of peer-led interventions 

is mixed and they have been criticised for over representation of ‘high achievers’ – i.e., 

students who volunteer or are selected to take part by the school which could result in 

them lacking the credibility to influence ‘low achievers’ who are most at risk of becoming 

smokers (Harden et al., 2001). Audrey et al., (2006) also note that for the peer educator 

themselves, their role can create feelings of anxiety if they are not taken seriously by 

their peers or they lack confidence to deal with challenging situations. Despite this, peer-

led approaches can be more effective than other forms of health promotion engagement 



19 

 

with young people (Ochieng, 2003, Ayaz and Açıl, 2015, Forrest et al., 2002, Bilgiç and 

Günay, 2018).   

 

1.5 ASSIST  

 

The aim of ASSIST (A Stop Smoking in Schools Trial) is to promote smoking prevention 

in adolescents. It does this by identifying ‘opinion leaders’ in S1 (aged 12 to 13 years) 

and S2 (aged 13 to 14 years) who are trained to become ‘peer supporters’ and have 

informal conversations with other students about the risks of smoking and the benefits 

of being smoke-free (Audrey et al., 2006). The programme consists of seven sessions, 

delivered over a 14-week cycle by external trainers. Table 1.1 summarises the key 

elements of ASSIST and Figure 1.1 is the ASSIST logic model which summaries the 

theory of change for ASSIST and the key intervention components and key outcomes. 

Both Table 1.1 and Figure 1.1 are expanded upon below.  

 

ASSIST is grounded in diffusion theory (also referred to as diffusion of innovation 

theory), which explains how new ideas and social norms are introduced and spread 

throughout communities (Rogers, 2003). Diffusion theory relies on identifying influential 

people (also referred to as ‘opinion leaders’ or ‘champions’) who have expertise and 

credibility among their peers to promote/create new social norms (Valente, 2012). Social 

networks are a crucial component in diffusion theory. The size and composition of the 

network determines the spread of diffusion and the likely impact on behaviour change. 

This means that the method used to identify opinion leaders is key. For ASSIST a ‘peer 

nomination’ approach using social network analysis is used to identify students who are 

then invited to become peer supporters. This process is described in Table 1.1 and 

requires the whole school year to come together to conduct a short questionnaire and 

answer the following four questions: 

 

1. Who do you respect in your year at your school? 

2. Who are good leaders in sports or other group activities in your year at your 

school? 

3. Who do you look up to in your year at your school? 

4. Who have you had a conversation within your year at your school today? 

 

This process generates a list of names which are scored and ranked in order and 

students with the most nominations are invited to become a peer supporter. The peer 
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nomination process is deliberate in its design to include the whole school year, with 

student nomination lead by the students, not the school. This approach can be 

challenging as trainers have to manage the school expectations regarding how much 

influence the teaching staff will have over the students who become peer supporters 

(Audrey et al., 2008).  

 

Despite this potential logistical challenge, Holliday et al., (2016) found that peer 

nomination process was successful at identifying students with the required level of 

social capital and network density to disseminate smoke free messages within their 

social networks. The authors further concluded that the peer nomination approach used 

in ASSIST could be used to identify young people with the required social influence to 

create health behaviour change in other areas. 

 

“The standardized approach used in ASSIST could be replicated to nominate 

socially influential young people for other informal health promotion 

initiatives”.      (Holliday et al., 2016, p.  952.) 

 

Once potential peer supporters are identified they are invited by their class teacher to 

attend a ‘peer recruitment’ meeting. As described in Table 1.1 this takes place over one 

class period, delivered by the ASSIST trainers who inform them about the programme 

and what their role as a peer supporter would be. After the meeting students are given 

the opportunity to decide if they would like to take part or not. Those that decide to 

become a peer supporter are then taken to a venue outside of the school to attend a 

two-day training course to teach them about the benefits of being smoke free and also 

the personal and social skills required to initiate an informal conversation with their 

peers. After the training students are encouraged to diffuse the information they have 

acquired and are supported by four follow-up session delivered by trainers in schools, 

over one class period.  

 

Importantly, the student information sheet on being a peer supporter from the 2014 

ASSIST delivery manual states that, 

Your role will be to talk about smoking in your everyday conversations with 

your friends in your year at school.   

 

This means that peer supporters are not actively encouraged to speak to people out with 

their school year, i.e., in their wider the social networks. This policy may be overly 
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restrictive and limit the diffusion of smoking prevention messages, which is the aim of 

the programme. This is an important point, that underpins one of the key arguments for 

this thesis which is that greater consideration should be given to encourage peer 

supporters to speak to anyone in their social network, not just friends in their school 

year. 

 

Table 1.11: Essential elements of ASSIST  

Peer nomination Conducted in school, the entire year group is brought together 
to complete a peer nomination questionnaire. Students are 
asked to nominate students in their year who they look up to, 
respect and view as good leaders. This takes around 20 
minutes and trainers then rank the number of nominations to 
produce a list of students in the year with the most nominations 
(this has to be 18% to ensure adequate coverage) who are 
then invited to become a peer supporter. Care is taken not to 
mention smoking as this may influence nominations. 
  

Peer recruitment Conducted in school, usually consisting of one class period 
lasting around 30-45 minutes, students are introduced to 
ASSIST and the peer supporter role which includes two days 
of training away from school. They are given information about 
the benefits of taking part and invited to participate, but it is 
made clear that it is their decision whether to take part or not. 
Consent forms for parent/carer to sign are sent home. 
 

Peer supporter 
training  

Conducted in a venue away from school (e.g.,  hotel, 
community venue). The aim is to promote learning around the 
risks of smoking and the advantages of being smoke-free in an 
informal and supportive environment. Training is delivered 
through games, role play and group work. Once trained, peer 
supporters are asked to have informal conversations with 
peers over a 10 week period and record these in a diary. 

Follow-up sessions x 
4  

After training peer supporters meet with ASSIST trainers 4 
times over the 10 week cycle in school, usually during class 
time lasting around 30–40 minutes. This is an opportunity for 
peer supporters to share their experience, discuss any 
problems and raise questions to help consolidate their skills 
and knowledge and encourage them to have informal 
conversations. It also enables trainers to monitor progress and 
check diaries.  
 

 

1.6 ASSIST evidence base  

 

ASSIST is one of a few school-based, peer-led, smoking prevention programmes that 

has been shown to be effective in reducing regular smoking in adolescents (Campbell 

et al., 2008a). It was developed in the 1990s and evaluated via a large-scale cluster 
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randomised trial of 59 schools in South Wales and Avon. Results from the trial found 

that ASSIST was effective and cost effective at reducing regular smoking in young 

people aged 12-13 (Hollingworth et al., 2011, Campbell et al., 2008a). Students were 

followed up over a two-year period and the primary outcome measure was smoking 

prevalence in the past week. The odds of being a smoker in the intervention group at  

one-year follow-up were 0·77 (0·59–0·99), which was statistically significant (p=0.043). 

By year two follow-up the odds of being a smoker had increased to and 0·85 (0·72–1·01) 

with no statistical significance (p=0.067), which as noted by the authors, suggests an 

‘attenuation’ of intervention effect over time (and is to be expected as smoking increases 

with age, discussed further in 2.4.1). However, findings from multi-level modelling (using 

baseline, year one and year 2 follow-up data) found that the odds of being a regular 

smoker in an intervention school compared with a control school had dropped by one 

fifth (22%, odds ratio 0·78 [95% CI 0·64–0·96]). Based on these findings the authors 

concluded that, 

 

“if implemented on a population basis, the ASSIST intervention could lead to 

a reduction in adolescent smoking prevalence of public-health importance” 

       (Campbell et al., 2008a. p. 1595.) 

 
Further support for the ASSIST intervention comes from a 2014 systematic review of 

interventions and polices to address socio-economic inequalities in adolescent smoking, 

which identified ASSIST as having a positive equity impact and reduced smoking 

inequalities in school children (Brown et al., 2014b). These findings have contributed to 

the wider roll out of ASSIST in many parts of England and Wales and pilot 

implementation in France, Northern Ireland and Columbia (Dobbie et al., 2019). They 

have also supported the adaptation of the ASSIST model to address other risk-taking 

behaviours and health promotion activities. Examples include: healthy eating and 

physical activity – AHEAD (Bell et al., 2017), physical activity in young women - PLAN A 

(Sebire et al., 2016), drug prevention – ASSIST+FRANK, FRANK Friends (White et al., 

2017), sexual health (STASH) and preventing gambling related harm (PROGRAM-A). 

ASSIST is now a licensed programme managed by a not-for-profit company called 

Evidence to Impact http://evidencetoimpact.com/assist/  (previously called DECIPHer-

IMPACT) which provides training, a detailed delivery manual, ongoing support and 

quality assurance to maintain effective delivery of the programme. 

 

http://evidencetoimpact.com/assist/
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As illustrated in the ASSIST logic model there are number of requirements that need to 

be met to maximise successful delivery of the programme. These include: school buy in 

to support the set-up of ASSIST in school and follow-ups; finance to pay for the license 

fee, fund trainers and deliver the training (which includes buses to get the students to 

and from the training venue); and delivery materials (e.g., post it notes etc). As noted in 

the 2017 process evaluation of the pilot delivery of ASSIST in Scotland these 

requirements (especially finance) could preclude wider roll if Local Authorities or Health 

Boards lack funding and/or deem other priorities to be more important (Dobbie et al., 

2017). This point was illustrated in the ASSIST Scotland process evaluation report by a 

stakeholder who was reflecting on the worth of the programme, 

 

“It’s an expensive programme and you’ve got, it’s got to address a need that 

is there, an identified need. Now if your need is not there, why would they 

spend that level on a programme particularly on one topic area? I don’t think 

it is the best way forward. Especially targeting it at an age group where there 

is, you wouldn’t identify that as a specific need. I think it would be better to 

look at something that is maybe more health improvement, a generic focused 

programme, and I think peer education is a brilliant way of working but to just 

focus it on tobacco I think is too narrow.”     

                  (Dobbie et al., 2017, p. 50.) 

 

This point also illustrates the dated evidence base in which the effectiveness of ASSIST 

is grounded in. Data from the 2008 RCT was collected in 2001 which is now  two decades 

old. Despite this, the Scottish Government decided to implement ASSIST in Scotland 

without conducting a definitive RTC (which would look again at the effectiveness of the 

intervention and update the evidence base) and conducted a process evaluation instead. 

Since the RCT was conducted the context of adolescent smoking has changed 

considerably, with smoking prevalence rates declining and further tobacco control policy 

implemented. This means young people are growing up in a society which no longer 

normalises tobacco consumption. Thus, it could be argued that the cost to deliver 

ASSIST (i.e. to pay the license fee and secure external staff, training venues etc.,) is no 

longer viable. If it cannot be demonstrated that the investment in ASSIST is worthwhile, 

the longevity of ASSIST is doubtful . One simple and potentially cost-effective extension 

to ASSIST is to extend the potential reach of message diffusion beyond the school year 

and into the peer supporter wider social networks. Exploring this in more detail is the 

intention of this thesis.  
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Figure 1.1: ASSIST Logic model  

PURPOSE: To reduce adolescence smoking prevalence 

 

INPUTS/RESOURCES 
DECIPHer-ASSIST staff 
Programme delivery manual 
Site co-ordinators  (NHS/ Local 
Authority) 
Trainers 
School staff 
Students  
 
CONSTRAINTS: 
Difficulty securing trainers to deliver 
programme 
Budget to pay for license fee and 
programme delivery  
Lack of buy-in/engagement from  
schools/students 
Logistics – i.e., securing training 
venues, transportation, slots for 
follow-up  sessions, chaperones 

ACTIVITIES: 
Identify and train trainers 
Secure participation from 
schools 
Conduct peer nomination 
in schools and identify 
18% critical mass of year 
group to become peer 
supporters 
Conduct peer recruitment 
meeting 
Deliver peer supporter 
training over 2 days 
Peer supporters to 
disseminate non-smoking 
norms via informal 
conversation with their 
friends  
Conduct 4 follow-up 
sessions in school with 
peer supporters 
 
 

OUTPUTS:  
Peer supporter 
completes diary 
to record 
informal 
conversations 
with their peers. 
 
Feedback at 
follow-up 
sessions  
 
Quality assurance 
conducted as 
part of license  
 
Student feedback 

EFFECTS: 
A reduction in adolescent 
smoking prevalence 
Development of personal 
and communication skills 
for peer supporters 
Additional resources  for 
schools 
Potential to influence 
knowledge, attitude and 
smoking behaviour of 
peer support networks 
beyond their school year 
(e.g. parents, sibling etc.,) 
  

CONTEXT: Smoking prevention education will vary across schools. Smoking prevalence rates for 11-13 year olds have declined in recent 
decades, which many result in limited opportunity to have informal discussion with peers.  
Source: I developed this logic model at the request of Professor Laurence Moore for deposit the Blueprints database of evidence based interventions promoting youth 
develop https://www.blueprintsprograms.org/programs/485999999/a-stop-smoking-in-schools-trial-assist/ 

 

 

 

https://www.blueprintsprograms.org/programs/485999999/a-stop-smoking-in-schools-trial-assist/
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1.7 ASSIST in Scotland  

 

Despite the wider role out of ASSIST in England and Wales and an estimated 160,000 

students taking part in ASSIST (overall), it was not until 2014 that ASSIST was delivered 

in pilot schools across Scottish schools (Evidence to Impact, 2020). This would not have 

been possible without the Scottish Government’s pledge in its 2013 tobacco control 

strategy ‘Creating a Tobacco Free Generation’ to, 

 

“undertake a pilot of ASSIST, which will consider its suitability for Scotland 

and potential for further adaptation to other risk-taking behaviour 

       (Scottish Government, 2013. p16.) 

 

A process evaluation only (not an effectiveness RCT) was deemed appropriate by the 

Scottish Government for two reasons. First, there was existing evidence to demonstrate 

that the programme was effective at reducing smoking prevalence in adolescents. 

Second, the Scottish education system is different to England and Wales. Scotland 

follows a different curriculum, qualifications are awarded by one body (Scottish 

Qualification Authority), and the Scottish Parliament retains legislative control over all 

education matters. This made examining the implementation of ASSIST in Scottish 

schools an important area for research (Dobbie et al., 2017).  

 

Findings from the process evaluation in Scotland showed that the programme was 

delivered with a high degree of fidelity to the licenced programme and was acceptable 

to the students and school staff (Dobbie et al., 2017). For example, the programme was 

delivered within the designated delivery period, the 18% threshold was met for peer 

supporter recruitment and students were, in general, supportive and enthusiastic about 

the delivery approach. However, the authors noted that the extent of message diffusion 

was ‘ambiguous’ with findings from both the student survey and qualitative stakeholders 

interviews querying the extent of message diffusion within the school year. Results from 

the student survey found that 9% (n=145) of students recalled a conversation with a peer 

supporter about smoking. This was considerably lower in comparison to the 23.8% of 

students who took part in the 2008 definitive RCT of ASSIST and recalled a conversation 

when asked the same question (Campbell et al., 2008a). The authors of the Scottish 

process evaluation report posited two explanations for the low level of message diffusion 

(Dobbie et al., 2017). First, was the theory in which ASSIST is rooted in, diffusion theory, 

which relies on peer supporters having informal, casual conversations with their peers. 
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Remembering these types of conversations can be difficult which could mean they were 

under reported in a survey. Next, was the importance of considering the context in which 

ASSIST was delivered in Scotland. For example, delivery of ASSIST in Scotland was at 

a time of low adolescent smoking prevalence, which could have made it harder to initiate 

conversions and, therefore, contributed to the low volume of conversations that took 

place.  

 

Further, the authors also noted that the evaluation design did not take into consideration 

the wider extent of message diffusion beyond the school year (Dobbie et al., 2017). This 

means that the focus of the process evaluation was narrowed to factors affecting 

implementation and message diffusion in the school only and did not look at the extent 

of message diffusion beyond the school year. This criticism can be extended to the 

broader body of ASSIST literature, highlighting a gap in the evidence base, particularly 

in relation to understanding the extent of message diffusion or conversation influence 

(Holliday et al., 2016).  

 

In light of this, I propose that there are three under researched areas concerning the 

delivery of ASSIST. First, is a greater understanding of who peer supporters are 

speaking to in their social networks – e.g., is it other students in their year group only 

(as peer supporters are advised) or are they reaching out to other members of their 

network? This is important because if there is evidence to show that diffusion extends 

further than the school year, ASSIST may have the potential to reach beyond peer 

supporters and into their wider social networks and local communities, thus creating 

wider impact. Second, is a greater understanding of the context in which these 

conversations take place (e.g., how conversations are initiated, what communication 

methods are used, what is discussed?). If the decision is made to extend the reach of 

ASSIST beyond the peer supporter school year and into their broader social networks, 

generating a deeper understanding of the context in which conversation occurs (e.g., 

who, why, where and how) will aid modification of the existing user manual and peer 

supporter training.  Third, what is perceptions of the influence of the informal smoking 

conversations peer supporters are encouraged to have? This will aid any future 

consideration regarding whether extending the reach of message diffusion into peer 

supporter networks is desirable or not. Exploring these unanswered questions is the 

purpose of this PhD.  
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1.8 Context and thesis structure  

 

The starting point for the thesis was 2014 when one of my supervisors (Professor Bauld) 

was awarded a grant from the Chief Scientist Office (CSO) to conduct a process 

evaluation of the pilot delivery of ASSIST in Scotland (as discussed above in section 

1.7). I was the Research Fellow and responsible for delivering the study. By this point I 

knew that I wanted to further my career in academia (having previously spent 15 years 

as an applied public health researcher/commissioner, in the public, private and voluntary 

sector). However, in order to achieve this goal, I needed to consolidate my existing skill 

set and develop new skills (primarily in academic writing, but also methodological skills 

in systematic reviews and social network research). Thus, after considerable thought 

and discussion I made the decision to embark on a part-time PhD, which commenced in 

May 2014.  

 

The ASSIST Scotland process evaluation presented an ideal opportunity to pursue a 

part-time PhD, but the challenge was to find a suitable project linked to the wider 

evaluation that would make an original scientific contribution and also address the 

personal development needs outlined above. The starting point was, therefore, to 

engage with the literature to develop a greater understanding of adolescent smoking 

behaviour and school-based smoking prevention programmes to help me identify an 

appropriate area for investigation. This resulted in Chapters Two and Three of my thesis 

(one literature review and one systematic review). The first literature review (Chapter 

Two) focuses on young people and smoking, exploring and critically assessing 

adolescent smoking trends, prevalence and key influencing factors, with a specific focus 

the role of peer influence. Next, is Chapter Three which is an update to an existing 

qualitative systematic review (SR) conducted in 2009 by my principal supervisor 

Professor Bauld (Bauld et al., 2009). This SR looked at the barriers and facilitators to 

delivery of school-based smoking prevention programmes. Aside from updating the 

existing evidence base, it also informed my thesis aim and research questions, and 

fulfilled one of my development goals – to conduct a systematic review.  

 

It was from these two reviews (and through discussion with my supervisors and co-

investigators from the ASSIST Scotland process evaluation) that the overall aim of my 

thesis was clarified - to examine whether ASSIST has the potential to influence 

smoking behaviour, attitudes, and knowledge of smoking related harm, beyond 

the school year. 
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Given that ASSIST is a social network intervention, the final literature review (Chapter 

Four) looks at the social network literature. In addition to helping guide my research 

design, this chapter looks at three key areas of contextual and methodological 

importance to this thesis. The first, is an orientation into what social network analysis 

is with a brief historical overview charting its rise in popularity since the 1930s. Then, to 

inform my research design, I will review the different approaches to collecting and 

analysing network data using quantitative, qualitative and mixed method approaches. 

The final section is broader in scope to look at social networks and health behaviour 

change, which is highly relevant due to ASSIST being one of a few examples of an 

evidence-based network intervention.   

 

This immersion in the literature guided development of the thesis aim (presented above) 

and the following research questions for my empirical research study: 

1. What do the social networks of ASSIST peer supporters look like? 

2. What is the potential extent of message diffusion in peer supporter networks 

and how does this compare with the actual extent of message diffusion?  

3. What factors influence who peer supporters choose to speak to/not speak to  

about smoking and what are the reasons for this? 

4. What is the context in which conversations take place and their content? 

(e.g., where and how conversations are initiated, what communication 

methods are used, what is discussed?).  

5. How do peer supporters feel about initiating and having informal 

conversations about smoking? 

6. What perceived influence, if any, do peer supporter conversations have on 

smoking behaviour, attitude and knowledge of social network members?  

7. What are the implications and recommendations for any future delivery of 

ASSIST, specifically, and network intervention science more broadly?   

8. What are the methodological contributions to qualitative social network 

research in general and working with young people in particular?  

  

Chapter Five (methods) considers how these research questions can be addressed via 

an empirical research study and outlines the research design, recruitment and analytical 

approach. 

 

There are three results chapters, presenting findings from the primary data collection 

phase. The first results chapter (Chapter Six) critically reflects on the application of 

my chosen mode of data collection – the creation of egocentric sociograms using 
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concentric circles with additional detail captured using post-it notes and coloured dots. 

This approach has been used with adults but a review of literature found no published 

studies reporting on its use with young people. Thus, reflection of the strengths and 

weakness adds insight to the fields of social network analysis (SNA), qualitative 

interviewing and respondent drive recruitment.  

 

Chapter Seven starts to explore the potential and actual extent of message diffusion 

into peer supporter’s wider social networks. This requires the use of ‘formal’ social 

network analysis to understand the size, structure and composition of peer supporter 

social networks. Chapter Eight builds on this by drawing on the qualitative narratives that 

accompanied the sociograms to generate a greater understanding of the context in 

which conversations took place (e.g., why peer supporters choose to speak to some 

people and not others; how they set about initiating a conversation, as well as where 

and when conversations took place). In addition to this, Chapter Eight also explores the 

conversation content (e.g., what did they talk about, what was the perceived outcome, 

how did they feel after the conversation?).  

 

Each of the chapters outlined above concludes with a summary of the key findings. 

These are then synthesised in the final discussion chapter (Chapter Nine). After 

summarising the key findings and broader contribution to knowledge and research 

methodology, this chapter considers the implications and recommendations, and is then 

followed by the strengths and limitations of the thesis.  Chapter Nine ends with 

conclusions.  
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Chapter 2: Young people and smoking: initiation, 

prevalence, and explanatory factors  

 

2.1 Introduction 

 

The aim of this first literature review chapter is to orientate the reader into the subject area in 

which this thesis is situated - adolescent smoking. The chapter is organised into three 

sections. First, it will review and critique existing sources of smoking prevalence data for 

Scottish adolescents. This provides context to discuss the most recent smoking prevalence 

data for Scottish adolescents. Next, section 2.3 will critique existing models that attempt to 

explain the stages in adolescent smoking development and smoking behaviour. Then, the final 

section will discuss some of the key factors that influence adolescent smoking behaviour 

which, include: age, gender, socio-economic status, family and peer influence. A particular 

focus will be consideration of peer influence on adolescent smoking behaviour, drawing on 

the social network analysis (SNA) literature. By reviewing the SNA literature, I will argue that 

SNA aids our understanding of adolescent smoking in two ways. First, it highlights the 

importance of peer influence, peer selection (SNA scholars have criticised the existing 

evidence base on peer influence, with its focus on peer pressure being too linear) and peer 

beliefs. Second, it points a lens on different types of peer groups (e.g., isolates, cliques and 

liaisons) and considers how they may influence smoking behaviour.  

 

A description of the search strategies employed for this literature review (and Chapter Four)  

is found in Appendix 1. The discussion will draw on both the international and the UK 

literature.  

 

2.2 Adolescent smoking prevalence data in Scotland  

 

There are several quantitative data sources of adolescent smoking prevalence and trends. In 

Scotland alone data sources include: Scottish Schools Adolescent Lifestyle and Substance 

Use Survey (SALSUS); Health Behaviour of School–aged Children (HBSC); Scottish Health 

Survey; Scottish Household Survey; and the Youth Tobacco Policy Survey.  Thus, care is 

required when deciding which data source to use, with comparability dependent on factors, 

such as the method of data collection, sampling strategy and measurement of smoking status 

used. With this in mind, and in addition to the focus of this thesis being Scottish adolescents, 
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analysis of prevalence and trend data will primarily focus on Scotland, with UK comparison 

where appropriate. 

 

2.2.1 Scottish data sources 

  

In Scotland the two key data sources are the HBSC and SALSUS. Further description of each 

is presented in Appendix 2, with the remainder of this section reviewing keys elements of each 

survey. Both surveys share a similar function and purpose - to improve understanding and 

knowledge of adolescence smoking behaviour and to inform, monitor and evaluate tobacco 

control policy. HBSC has an international and broader focus so secondary analysis of these 

data is more common than SALSUS, which is Scotland specific. However, SALSUS is used 

by the Scottish Government to measure progress in achieving targets set out in their Tobacco 

Control Action Plan and impact of tobacco control policy (Scottish Government, 2018). Both 

surveys have a number of different strengths that collectively create a more cohesive and 

robust picture of adolescent smoking in Scotland. For example: 

1. the sample for SALSUS is large enough to provide area specific data at a Local 

Authority and Health Board level, the HBSC Scottish sample is not 

2. SALSUS collects more in-depth information on tobacco use than HBSC (due to the 

HBSC capturing a broader range of data on adolescent health and well-being in 

general) 

3. HBSC has been running longer than SALSUS, resulting in longer trend data and 

places Scotland in comparison with Europe and North America.  

4. HBSC includes 11-year olds (in primary seven) an important age group in the 

stages of adolescent smoking, which SALSUS does not. 

 

2.2.1.1 Data collection method 

 

HBSC is an international study with varying levels of resource available from each country, 

raising several methodological, sampling and analytical challenges which are out of scope of 

this discussion (see Roberts et al., 2009, for a summary). For the majority of schools (including 

Scotland) the HBSC data is collected via a repeat cross-sectional, self-complete survey 

administered by teachers, ideally under exam conditions. The same method of data collection 

is used for SALSUS. This approach may influence survey completion by students who have a 

concern that teaching staff could possibly see their answers. However, both surveys try to 

mitigate this by instructing students to place completed surveys into a sealed envelope and 
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not to write their name on either the questionnaire or envelope. The ideal approach would be 

for independent researchers to go into schools to administer the questionnaire and leave with 

them, but costs associated with this would be prohibitive. 

 

A final consideration is that both surveys are reliant on self-report data to measure smoking 

status – i.e., asking young people to write down the number of cigarettes they have smoked. 

Despite self-report being the only practical and cost-effective means to collect these data, 

there is debate over its accuracy. A systematic review by Gorber et al.,(2009)  concluded that 

self-report surveys generally present an under estimation of cigarette consumption. However, 

a study by Dolcini et al., (1996) found that the difference between adolescent self-report and 

biochemical validation of smoking status was negligible.  

 

2.2.1.2 Survey design and delivery 

 

HBSC covers a broader age range than SALSUS, and includes children aged 11 in their last 

year of primary school as well as children aged 13 and 15 in the first two years of secondary 

schools. The questionnaire for the youngest age group is shorter in length, resulting in some 

questions being excluded to ensure it could be completed within the time available (Inchley et 

al., 2020). Tailoring survey design like this is an important consideration for accuracy of 

completion, especially if the questionnaire has routing which young people often ignore. In 

addition, there are issues to consider such as students with additional support needs (dyslexia, 

for example). For both surveys it is not clear how these factors are addressed. Nor is it clear 

what approach was taken to cognitively test and pilot delivery of the survey to ensure that the 

instructions are clear and understood by the target age group.  

 

2.2.1.3 Sample 

 

Both surveys have fairly similar and consistent response rates, which have generally been in 

decline, in both school and class response. The 2014 HSBC Scotland report notes that the 

main reason for class non-response was the school being too busy to facilitate participation 

(Currie et al., 2015). Non-response is acknowledged in the SALSUS 2018 technical report 

(Scottish Government, 2019b) and the data is weighted to correct for non-response bias, as 

is also the case for HBSC. State funded, grant-maintained, and independent secondary 

schools are included in the sample frame but special schools, secure units and children who 

are home schooled are not. Schools are encouraged to follow-up with students who were 
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absent on the day of completion, but this will vary by school, meaning that students who truant 

are most likely to be underrepresented.   

 

2.2.2 Scottish smoking prevalence and trends for 11-15 year olds 

 

Having explored the strengths and weaknesses of existing Scottish data sources for 

adolescent smoking prevalence, this section will present an overview of the key smoking 

prevalence and trend data for adolescents in Scotland aged 11-15. Factors that add context 

to these findings are discussed in sections 2.3 and 2.4.   

 

2.2.2.1 Smoking initiation 

 

Understanding the age young people start to experiment with smoking is a key indicator of 

future smoking behaviour (discussed further in 2.4.1). Figures 2.1 and 2.2 present HBSC data 

showing the proportions of 15-year olds who reported first smoking aged 13 or younger.  

These data come from the international HBSC reports for 2009/10 (Currie et al., 2012) and 

2013/14 (Inchley et al., 2016). The International report for 2018 was not available online at the 

time of writing this thesis. Comparing data across these two time periods highlights two points 

of interest.  

 

First, the proportion of adolescents who self-reported smoking aged 13 or younger over the 

four-year period has declined across Scotland, England, Wales and the total HBSC sample. 

However, the rate of decline is slower in Scotland with no change for boys - smoking initiation 

rates have remained static at 18%, but have declined by 6% for girls. This compares with a 

decline of 9% for girls and 8% for boys in Wales and a 7% (girls) and 8% (boys) decline in 

England and 9% (girls) and 4% (boys) for the HBSC total sample. These data suggest that 

the decline in smoking initiation among Scottish male adolescents is not keeping up with other 

devolved nations and countries taking part HBSC countries.   

 

Second, there is change in gender trends, but this is specific to Scotland. Figure 2.1 indicates 

that for the total HBSC sample (i.e., all 44 countries who took part in 2009/2010 and 42 in 

2013/2014) boys were more likely than girls to have tried their first cigarette at age 13 or 

younger (26% compared with 22% in 2009/2010 and 22% compared with 13% in 2013/2014). 

However, 2009/2010 data shows the reverse for Scotland, England and Wales with a higher  

proportion of girls than boys reporting that they had a tried a cigarette aged 13 or younger 

(e.g.,  in Scotland the comparable figures are 21% of girls and 18% of boys). By 2013/2014 



34 

 

similar findings were found (Figure 2.2), except in Scotland where the trend was reversed with 

boys more likely to have tried a cigarette than girls with (18% compared with 15%). 

 

Figure 2.1: Percentage of 15 year olds who first tried a cigarette aged 13 or younger 

by gender 2009/10 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2.2: Percentage of 15 year olds who first tried a cigarette aged 13 or younger 

by gender 2013/14 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: (Inchley et al., 2016, p. 149.) 
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2.2.2.2  Smoking prevalence   

  

Figures 2.3. and 2.4 present smoking prevalence trend data by age and gender from SALSUS 

and the HBSC international reports. This approach allows for comparison across two different 

data sources and presents a more informed assessment of adolescent smoking prevalence 

in Scotland. SALSUS defines regular smoking as smoking at least one cigarette per week 

(Scottish Government, 2019b). The HBSC uses the term ‘weekly’ smoking which is defined 

as smoking at least once a week (Currie et al., 2014, p. 37). Thus, despite using different 

terminology both surveys use comparable measures of smoking status. SALSUS data extends 

up to 2018 however for HBSC the most recent international report was 2014.  

 

In addition to the HBSC international report, there are standalone Scotland specific HBSC 

reports for 2010 (Currie et al., 2011), 2014 (Currie et al., 2015) and 2018 (Inchley et al., 2020) 

also available online that could have been used for this analysis. However, this would have 

meant mixing findings from the international and standalone Scotland specific HBSC reports. 

As data for both reports come from the same source, the assumption is that the same 

prevalence figure would be reported. However, a cross check of these reports revealed some 

anomalies in the data with the smoking prevalence figures not matching. For example, the 

2009/2010 international report records Scottish smoking prevalence for girls age 11 and boys 

age 11 at 0%. However, the equivalent data from the Scottish 2010 report (Currie et al., 2011, 

p. 77) has a higher figure of 1% for girls aged 11 and 1% for boys aged 11. There are also 

differences for the 13- and 15-year olds. No explanation could be found to account for this in 

the published reports, but it could be due to a variation in base sample size and or weighting 

approach used or simply a data cleaning anomaly which is common in large datasets such as 

this. In light of this, Figure 2.4, therefore, uses data from the international reports only.  

 

Three findings emerge from Figures 2.3 and 2.4 that are relevant to the research questions 

for this thesis (presented in 5.3.1). First, adolescent smoking prevalence in Scotland, like the 

rest of the UK, is declining. Both surveys show a fairly consistent decline from the mid-80s, 

with SALSUS data indicating that among 13-year olds smoking prevalence has remained low 

at 2% since 2013. HBSC has a higher smoking prevalence figure for 13-year olds but shows 

a consistent decline. SALSUS 2018 data indicates a 1% increase in smoking prevalence for 

boys aged 15, but this was not statistically significant.  

 

Second, as noted by several studies (Benjamin, 2012, Goddard, 1992, Tyas and Pederson, 

1998, Amos, 2009) smoking consumption in adolescence increases with age, i.e., the older 

children are, the greater the percentage who will smoke. For example, none of the 11-year 
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olds who took part in the HBSC in 2013/14 were regular smokers, but by age 15 this had 

increased to 10% of girls and 11% of boys.  

 

Third, both surveys highlight the importance of gender and adolescent smoking. For example, 

HBSC data highlights that girls aged 13 and 15 reported consistently higher smoking rates 

from 1997/98 to 2005/06. However, by 2009/10 and 2013/14 the gap had started to narrow. 

Similar findings are reported from the SALSUS data with Figure 2.3 showing that girls aged 

13 and 15 have generally reported a higher smoking prevalence than boys. However, from 

2006 it starts to even out and continues in this trajectory to the most recent data in 2018. Thus, 

it would appear that influence of gender on adolescent smoking behaviour has become less 

important. Nonetheless, it is still important to understand the factors that could influence the 

gendered consumption of cigarettes and consider whether gender should still be considered  

in current or future adolescent smoking prevention programme such as ASSIST. I will consider 

these key issues further in sections 2.4.2 and 7.2.1 

 

Figure 2.3: SALSUS regular smoking age and gender 1982 – 2018             

 

 

Source: for data from 1982-2013 SALSUS data table S2a available to download 

from  https://www.isdscotland.org/Health-Topics/Public-Health/SALSUS/2013-

Reports/ 

Scottish Government, (2015, p. 5), Scottish Government (2018, p. 6) 
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Figure 2.4: HBSC weekly smoking age and gender 1997-2014 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2.2.2.3 Regular and occasional smoking   

 

Figures 2.3 and 2.4 examined smoking prevalence using the term regular use (i.e., smoking 

at least once a week). Regular use is the most common used category of smoking status. 

However, in recent years, there has been increasing calls to include occasional smoking in 

addition to regular use (Department of Health, 1998). This is in recognition of the decline in 

adolescent smoking but also an awareness that a similar decline has not been found in 

occasional adolescent smokers in England and has changed little in the last decade. In light 

of this, Figure 2.5 compares regular and occasional smoking prevalence for Scottish 

adolescents using SALSUS data (HBSC does not report occasional smoking). Figure 2.5 

shows that the most significant reduction is in regular smoking, with more modest reductions 

in occasional for both age groups. Further, data from 2015 and 2018 suggests that occasional 

smoking may be increasing slightly (5% of 15 years old were occasional smokers in both 2015 

and 2018, with a 1% increase in occasional smokers aged 13 between 2015 and 2018).  

  

 

 

Source HBSC international reports 1997-2014 (Currie et al., 2000), (Currie et al., 2004), (Currie et al., 

2008), (Currie et al., 2012), (Inchley et al., 2016) 
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Figure 2.5: Regular and occasional smoking by age, SALSUS 2002 – 2018 

 

Source: Data from 2002 – 2010 can be accessed from this link 

https://www.isdscotland.org/Health-Topics/Public-Health/SALSUS/Previous-Reports/ 

Scottish Government, (2014, p. 13) Scottish Government, (2016, p. 5) Scottish Government, (2019, p. 6)  

 

2.2.2.4 Smoking and socio-economic status  

 

Figure 2.6 tracks the rate of regular smoking by deprivation quintile from 2010-2018 and like 

the previous figures (2.3-2.5) shows a decline over the eight-year period. However, the 

disparity in cigarette prevalence between the least and most deprived remains, with 15-year 

olds living in the most deprived areas of Scotland continuing to have higher prevalence levels.  
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Figure 2.6: SALSUS 15-year-olds who were regular smokers by year and deprivation* 

 

* Deprivation measured using SMID (Scottish Index of Multiple Deprivation) 

Sources: the 2010 and 2013 data can be accessed here: https://www.isdscotland.org/Health-Topics/Public-

Health/SALSUS/2013-Reports/ where you download an excel spreadsheet with tables, go to table S47 and toggle 

between 2010 and 2013  

2015 data source: (Scottish Government, 2015, p.49), 2018 data source: (Scottish Government, 2018, p.51).  

 

2.3 Understanding adolescent smoking  

 

Having looked at the smoking initiation and smoking prevalence data this section will attempt 

to further our understanding of the factors that contribute to adolescent smoking uptake and 

continued smoking. Starting first with a broader perspective, I will briefly draw on Lopez’s  

model of the tobacco epidemic which adds a contextual framework to explain some of the 

findings from analysis of the smoking prevalence data discussed in the previous sections 

(Thun et al., 2012). However, as the model is not adolescent focused, it is important to 

consider other models that specifically attempt to conceptualise the development stages of 

adolescent smoking. This is the focus of section 2.3.2. Finally, in section 2.4, I will look in more 

detail at some of the key factors that have been shown to influence adolescent smoking 

trajectories, with a particular focus on peer influence as well as age, gender, socio-economic 

status and family influence. 

 

2.3.1 Stages of the tobacco epidemic  

 

In 1994 Thun et al., (2012) created a four-stage model to conceptualise the trajectory of the 

tobacco epidemic and its effect on mortality in the developed world (Figure 2.7). The first stage 
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starts with the beginning of the tobacco epidemic – male prevalence will be low and female 

even lower (due to social and cultural factors) with smoking death and disease not visible. 

This will last for one or two decades. Stage 2 will last longer (two or three decades) and see 

a rapid rise in male smoking prevalence (50-80%), female prevalence will start to increase but 

will still be lower than men. Variance between socio-economic status is not evident and 

tobacco control measures are underdeveloped. Male prevalence begins to decline in stage 3, 

more so in middle aged or older men who have become ex-smokers. By the end of stage 3 

(which lasts for around three decades) female prevalence will plateau and then start to decline 

and the gap between male and female prevalence may be as little as 5%. Tobacco control 

policies and smoking prevention programmes are in place and smoking starts to become less 

socially acceptable. By stage 4 smoking prevalence rates for men and women will slowly 

become almost parallel and smoke-free environments will become the norm (e.g., in the 

workplace, and public places like bars, restaurants and public transport for example).   

 

Figure 2.7: Stage of the tobacco epidemic model  

 

Source: (Thun et al., 2012, p. 100.) 

 

A strength of this model is its’ ability to show that the factors which influence smoking 

prevalence will vary depending on what stage of the epidemic a country is in, which is relevant 
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to adolescent smoking. For example, as we have seen in Figures 2.1 – 2.4, gender was an 

important factor in adolescent smoking prevalence. However, as Figures 2.3 and 2.4 also 

show that the gap between boys and girls has begun to narrow and there is a lack of new (i.e., 

recent) empirical research to explain why. By applying Lopez’s model we can see that 

Scotland, like the rest of the UK, is in stage 4 of the tobacco epidemic which means that the 

introduction of tobacco control policies has contributed to the reduction in smoking prevalence 

and the gap between male and female smoking.  

 

2.3.2 Stages of becoming an adolescent smoker  

 

There are several models that conceptualise the stages of adolescent smoking development 

that, as noted by Mayhew et al., (2000), is a reflection of the range of academic disciplines 

researching adolescent smoking behaviour. One of the earliest was posited in 1980 by 

Leventhal and Cleary (1980) via a four stage model. First, is preparation where the young 

person starts to form a self-image of being a smoker. Then comes initiation with the first few 

tries of a cigarette, this is followed by becoming a smoker where smoking becomes more 

frequent; last is maintenance where smoking is used in a variety of situations and for different 

purposes which may include pleasure, relaxation and to reduce anxiety. Flay et al., (1998) 

expand the maintenance stage into ‘regular use’ (smoking daily or every weekend) and 

‘addiction’ (compulsive smoking to ease cravings). Further adaptions are offered by Mowery 

et al., (2004) who introduced a seven stage process of: never smoked and not open to 

smoking; never smoked, open to experimentation; early experimenter; late experimenter; 

former smoker; nondaily current smoker and; established smoker.  

 

While these models present a useful lens to view adolescent smoking trajectories, they have 

been criticised for being too linear in focus and failing to capture movement in an out of each 

stage. This fluctuation can occur for a considerable period of time until a young person 

establishes their smoking identity (Benjamin, 2012, Wiltshire et al., 2005, Amos, 2009). As 

Goddard, (1992) points out,   

 

The onset of smoking in children aged 12-14 is seldom a single distinct 

event…children's smoking behaviour is much more erratic than adult smoking. There 

is not, in general, a steady progression from smoking occasionally to smoking 

regularly and then to increasing consumption.   (Goddard, 1992 p. 17) 
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There is also a lack of empirical evidence to validate them as frameworks for measuring 

adolescent smoking behaviour (Mayhew et al., 2000). One of the reasons for this is the 

difficultly measuring progression between each stage due to the inconsistent use of definitions 

to measure smoking status (as we have seen already with different terminology used in the 

SALSUS and HBSC surveys see section 2.2.2.2). Smoking status among young people is 

generally defined in three ways: non-smoker; occasional smoker; and regular smoker. While 

these categories are transparent, the measurements used to assign categoriesare not. UK 

studies, for example, tend to define regular smoking as smoking at least one cigarette per 

week, whereas Benjamin (2012) notes that some American studies (such as the National 

Youth Tobacco Survey) define regular smoking as once a month. The Surgeon General report 

(2012) also noted variability in smoking definitions across surveys of adolescent smoking 

behaviour. For example, they noted three definitions of ‘ever smoked’:  smoking part or all of 

a cigarette; smoked cigarettes at least ‘once or twice’ or ‘ever tried cigarette smoking, even 

one or two puffs.’ These inconsistencies make it difficult to interpret the evidence base and 

compare across surveys of adolescent smoking due to the risk of misinterpretation. A further 

consideration is the mode of data collection to categorise smoking status. For adolescents this 

is typically cross-sectional, self-complete surveys which lack the longitudinal data required to 

track how smoking identity changes over time and the factors that influence this (Okoli et al., 

2011).  

 

Some studies have also suggested that adolescent smokers do not identify with the definitions 

of smoking used in quantitative surveys (Okoli et al., 2011, Harris et al., 2008, Leatherdale 

and McDonald, 2006). For example, a qualitative study found that young people were reluctant 

to label themselves as one particular category of smoker (Wiltshire et al., 2005). One 

participant who, despite smoking 15 cigarettes per day, did not view himself as a smoker 

because he could be smoke free for days if he lacked the funds to buy cigarettes. Definitions 

of ‘social smoking’ also varied amongst peers. For example, one female who smoked 10 

cigarette per day did not classify herself a regular smoker because she smoked less than other 

people in her social network. Similar findings come from a mixed method study with adolescent 

girls which found that use of the term ‘smoker’ was widely used, encapsulating a range of 

smoking behaviour, such as smoking at parties, smoking occasionally, to smoking several 

cigarettes per day (Nichter et al., 1997). The authors concluded that the standard definitions 

used to describe adolescent smoking fail to capture the range of smoking behaviour because 

young people do not identify with terms such as ‘smoker’ and ‘non-smoker’. However, both 

these studies were conducted 15-20 years ago with a slightly older age group (16-19 years 

old) so it is unclear how transferable these findings will be to 12-15 year olds which is the age 

group of interest for this thesis.  
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2.4 Factors associated with adolescent smoking  

 

Turning now to the final section of this chapter where the focus is to discuss some of the key 

factors associated with adolescent smoking uptake. There is no single reason that explains 

why adolescents start to smoke, with several factors at play. For example, a literature review 

identified 25 factors associated with youth smoking which they organised under four headings: 

socio-demographic; environmental; behavioural and personal (Tyas and Pederson, 1998). 

Similar findings were found by Mayhew et al., (2000) who conducted a review of studies 

attempting to predict the factors that influence transition between the stages of adolescent 

smoking, and concluded that there was no single factor to predict smoking initiation and 

movement between stages of development. Attempting to separate predictors of adolescent 

smoking is, therefore, problematic because they are often overlapping. This is illustrated in 

Figure 2.8 which comes from a comprehensive review of young people and smoking by Amos 

et al., (2009)  and summarises the range of factors that their literature review identified. 

 

Figure 2.8: Factors associated with adolescent smoking 
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As Figure 2.8 illustrates there are numerous influencing factors, with the impact of some on 

smoking consumption e.g., age, gender and socio-economic status already highlighted in the 

section 2.2.2. Attention now turns to explore these three factors in more depth, to which family 

and peer influence will also be added. As noted in the introduction, discussion of peer influence  

will draw heavily from the social network analysis literature which highlights the importance of 

peer selection as well as peer influence and peer group structure.  

 

2.4.1 Age  

 

Age is an important factor in progression through the stages of smoking development. As 

prevalence data shows (section 2.2.2) there is marked increase in regular smoking between 

the ages of 13 and 15. This is why smoking prevention programmes like ASSIST target 11-13 

year olds because the majority of adults who smoke started in childhood. The 2012 Surgeon 

General report on adolescent smoking noted that amongst a survey of American adult 

smokers aged 30 - 39, 81.5% had tried their first cigarette before they were 18 years old 

(Benjamin, 2012). Similar findings are found in the UK; with the 2011 General Lifestyle Survey 

reporting that 61% of adult smokers were regular smokers before they were 18 years old 

(ONS, 2013). In Scotland, like the rest of the UK, there is an increase in regular smoking 

between the ages of 11 and 15 (Figure 2.5).  

 

A study by Reidpth et al. (2014) found a significant relationship between age of smoking 

initiation and becoming a regular smoker. They reported that if an 18-year-old white male 

started to smoke aged eight the probability of them smoking everyday was around 60%, but if 

they did not start smoking until 16 this dropped to less than 20%.  However, as this study was 

conducted with US schools, caution is required around the applicability of these findings to 

Scotland. Despite this caveat, the evidence base points to a strong correlation between 

smoking prevalence and age of initiation - the younger a person starts smoking the higher the 

risk that they will go on to become regular smokers and will be less likely to stop in the future 

(Reidpath et al., 2014, Breslau and Peterson, 1996a). This is why 2018 SALSUS data reported 

previously in 2.2.2.1, which showed a delay in the age of smoking initiation, is encouraging - 

the more smoking initiation can be delayed the lower the risk of progression to regular 

smoking.  

 

 

 



45 

 

2.4.2 Gender 

 

Several qualitative studies have shown the importance of gender in adolescent smoking 

experimentation and progression to regular smoking (Grogan et al., 2009, Nichter et al., 1997, 

Amos and Bostock, 2007, Hoving et al., 2007). For example, a mixed methods study explored 

the relationship between peer group structure, gender and smoking behaviour, by mapping 

individual social networks and conducting qualitative interviews with young people aged 11-

13 (Michell and Amos, 1997). The authors found that peer group structure was hierarchical 

with pupils placing themselves in a pecking order with higher status defined by being popular, 

attractive and fashionable. At the top of the hierarchy were ‘top girls’ who smoked and were 

under pressure to continue smoking to hold onto their superior position in the hierarchy. Boys 

did not have the same kind of pressure because they could acquire higher social status via 

sport. Other studies have found similar findings where girls used smoking as a way to gain 

status and create an identity to make them stand out and move away from being ‘average’, 

whereas boys were able to gain similar status through sports (Plumridge et al., 2002, Grogan 

et al., 2009).   

 

A further study conducted single sex focus groups with 15 and 16 year olds to explore the 

‘meaning and function’ of smoking from a gendered perspective – i.e., do boys and girls smoke 

for different reasons? (Amos and Bostock, 2007). Their findings suggest that the shared 

reasons for smoking for both genders were: to fit in; enjoyment; fun; or to use it as a coping 

strategy to relive stress. However, they also identified gender differences. For example, girls 

spoke about sharing the experience of smoking – i.e., sharing a packet of cigarettes or single 

cigarette which strengthened friendships. Boys were less likely to do this, especially sharing 

the same cigarette, perhaps because it was viewed as un-masculine. Instead, boys were more 

likely to smoke to relieve anger, calm down and keep themselves out of trouble. Girls also 

spoke of smoking to relieve stress, which was often caused by boys. Nichter et al., (1997)  

also found that girls smoked to help them relax and relieve stress, but this was broader than 

‘boy stress’. They identified other factors such as: family troubles (especially relationships with 

parents); stress of schoolwork and fitting in. The negative aspects of smoking were also 

gendered - boys were concerned about the impact of smoking on their sporting abilities, while 

girls were more concerned about aesthetics (e.g., smell and bad breath).  

 

Finally, when considering the contribution of gender to adolescent smoking consumption, it is 

important to note the perception that smoking can help with weight loss by acting as an 

appetite suppressant. A study by Cawley et al., (2004) conducted secondary analysis of a 

National Longitudinal Survey of Youth in America to explore the influence of body weight and 
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smoking initiation in American adolescents. They found that females were more likely to start 

smoking if they had a BMI (Body Mass Index) that classified them as ‘at risk’ or ‘overweight or 

described themselves as overweight or were trying to lose weight.’ This is not surprising 

considering that Grogan et al., (2009) notes girls generally feel more pressure to be thin than 

boys.  

 

The above discussion, therefore, highlights that the role of gender in adolescent smoking is 

complex and linked to the broader factor of peer influence which I examine in more detail in 

section 2.4.5. It is therefore not surprising that there has been increasing support for gender 

specific smoking prevention programmes (Grogan et al., 2009, Amos et al., 2012). However, 

it is important to note that several of the studies reviewed above were conducted 20 years ago 

and since then there has been a raft of tobacco control policies that have contributed to a 

narrowing of the gender differences in adolescent smoking behaviour. It is, therefore, likely 

that these gendered patterns may not be found in todays’ early adolescents.  In addition, a 

longitudinal quantitative study of 13 year olds explored the gender influence on transition from 

never smoked to smoking, and found that for both boys and girls the strongest predicators of 

smoking were: modelling from parents, more spending power; and intention to start smoking 

(Hoving et al., 2007). Based on these findings they concluded that smoking prevention 

programmes should address the whole peer group to de-normalise smoking, but also be 

tailored to address gender specific risk factors – e.g., girls given strategies to resist pressure 

from friends to start smoking.  

 

However, the picture for rural areas is less clear, with a study by Levin et al., (2014)  

suggesting that gender differences could still exist. The authors conducted secondary analysis 

of 2010 HBSC data to assess whether socio-economic inequalities differed by urban and rural 

areas. They concluded that in comparison to boys, girls were significantly (p<0.05) more likely 

to have tried smoking (42.8% compared with 34.3%), be a current (18.9% compared with 

13.6%) weekly (14.1% compared with 9.9%) or daily smoker (10.7% compared with 7.9%). 

Despite the caveat that this analysis is now ten years out of date, it further highlights the 

complexity of disentangling the role of gender in adolescent smoking and suggests that even 

with the recent narrowing of the gender gap, the role of gender should still be considered in 

future analysis of adolescent smoking.  

 

 

 



47 

 

2.4.3 Socio- economic inequalities 

 

Socio-economic status (or socio-economic position) describes societal position in relation to 

social or economic factors such as income, education, and occupation and is an important 

indicator of inequalities (Galobardes et al., 2006). Adult population studies in developed 

countries have consistently shown the link between low socio-economic status (SES) and 

smoking; more specifically higher smoking rates and lower rates of smoking cessation 

(Hiscock et al., 2012b, Hiscock et al., 2012a, Nagelhout et al., 2012) This link is also found 

with  adolescence, as evidenced previously in Figure 2.6  which showed  that 15-year olds 

living in the most deprived areas of Scotland continued to have higher levels of cigarette 

smoking. In addition, there are several studies that have shown that students from the less 

affluent areas are more likely to start smoking, progress to regular smoking and have a higher 

exposure to smoking through their friends and family (Glenn et al., 2017, Lorant et al., 2015, 

Pampel et al., 2014, Moore and Littlecott, 2015).  

 

However, a study by West (1997) suggests that the influence of SES on adolescent smoking 

is more complex and may diminish as young people get older. West (1997) argues that during 

adolescence individual position in the social hierarchy becomes more important. This means 

that the once strong family influence is overtaken by peer influence and so the association 

between SES diminishes. West (1997) describes this as the ‘equalization hypotheses’, which 

asserts that the influence of peer group cuts across SES and dilutes the visibility of health 

inequalities in adolescence. Further support for this argument comes from a literature review 

examining the relationship between SES and five health behaviours, one of which was 

smoking (Hanson and Chen, 2007). Twenty-one studies were classed as ‘high quality’ 15 

supported the theory that adolescents with low SES were more likely to smoke than those with 

high SES. However, the authors concluded that the link between SES and smoking in early 

adolescence was stronger than in late adolescence, which supports West’s (1997) theory that 

adolescence is a period equality within SES. However, there was no detail of how the articles 

were assessed and categorised or if screening was double blind or not. In addition the authors 

acknowledge that SES measures varied across studies which Amos et al., (2009) note is a 

particular challenge with survey data attempting to understand the relationship between the 

SES and adolescent smoking behaviour.  They note, for example, that one of the main data 

sources of English adolescent smoking behaviour, the Smoking Drinking and Drug Use 

Survey, uses measures that young people are more likely to find easier to answer such as 

number of books in the home and free school meals, rather than the more established 

measures such as parental occupation and housing tenure. 
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2.4.4 Family influence  

 

Parental influence, particularly parental smoking, as well as family structure are some of the 

most important factors associated with adolescent smoking (Flay et al., 1998, Barman et al., 

2004, Leonardi-Bee et al., 2011) with Barman et al (2004) concluding that, 

parental smoking has become a well-known and clearly demonstrated risk factor 

for adolescent smoking     (Barman et al., 2004, p. 1050)  

 

As noted above  (West, 1997, Simons-Morton et al., 2001, Simons-Morton et al., 1999), the 

influence of family may become less apparent during adolescence when peer influence 

becomes more dominant. That said, parental influence and family structure remain of 

paramount importance in moulding the smoking attitudes of children and young people. The 

literature on the ways this manifests itself can be summarised into four themes. First, and 

perhaps the most obvious, is parental and sibling smoking behaviour – if parents and siblings 

smoke children living in these families are more likely to smoke. This is evidenced by Simons-

Morton et al., (1999)  who found that parents who smoke were risk factors for all of the stages 

associated with becoming a smoker outlined in section 2.4 Further evidence comes from a 

systematic review and meta-analysis of 58 studies which concluded that parental smoking 

was a significant influencing factor on smoking uptake (Leonardi-Bee et al., 2011). The authors 

also estimated that approximately 23,000 15-year olds who were regular smokers in England 

and Wales were doing so as a result of exposure to smoking in the home.  

 

The effect was stronger in maternal rather than paternal smoking, a finding that has also been 

found in other studies (Griffin and Botvin, 2010, Distefan et al., 1998). SALSUS data provide 

the Scottish perspective with the 2018 survey reporting young people (aged 15), who were 

regular smokers, were more likely to have at least one parent who smoked daily than young 

people classified as non-smokers (47% compared with 17%) Scottish Government (2019a, p. 

29).  

 

Next is family structure, e.g., single parent families, families with stepparents, and ‘traditional‘, 

intact families with both parents still together. Griesbach et al., (2003) explored the relationship 

between smoking in 15-year olds and family structure in seven European countries using 

HBSC data. Their analysis concluded that two of the risk factors associated with adolescent 

smoking (parental smoking and smoking by other household members) were most likely to be 

found in lone parent and stepparent families. SALSUS (2018) found that among regular 
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smokers who were age 15, 10% lived in single parent families compared with 5% who lived 

with both parents Scottish Government (2019a). Thus, Holliday (2006)  concludes that, 

 

 ‘In general, intact two-parent families are protective against smoking.’  

         (Holliday, 2006). p. 28. 

 

This assertion is backed up further by Chen et al., (2014) whose analysis of the influence of 

social structure and social capital on adolescent smoking found that students with parents who 

were married or living together had more family social capital which is a protective factor 

against smoking.  

 

Third, is parental attitude to smoking with studies suggesting that parents who have a negative 

attitude towards smoking are protective factors against smoking in adolescents. Whereas, 

parents who were indifferent to their child smoking or not may increase the likelihood of 

smoking in adolescence (Distefan et al., 1998, Conrad et al., 1992). For example, data from 

the 2013 SALSUS survey found that young people who were regular smokers with a parent 

who smoked were more likely to be allowed to smoke than regular smokers whose parents 

did not smoke (52% compared with 22%) (Scottish Government, 2014, p. 31).   

 

Last is parenting behaviour. Parents who are involved, supportive, know their child’s friendship 

network and have a good attachment with their child are found to be protective factors against 

adolescent smoking (Distefan et al., 1998, Conrad et al., 1992). For example, SALSUS 2013 

found that regular smokers in comparison with non-smokers were more likely to report that 

their parents did not know how they spent their money (19% compared with 4% for mothers 

and 39% compared with 15% for fathers) or where they went at night (20% compared 5% for 

mothers and 40% compared with 14% for fathers, Scottish Government, 2014, p. 38). Thus, 

positive parental role modelling and influence is of paramount importance for developing 

young people’s attitudes and behaviour in relation to smoking, however so too is that of their 

peers.   

  

2.4.5 Peer influence  

 

The importance of peer influence in shaping adolescent attitudes, beliefs and behaviour 

towards smoking is widely acknowledged, with Hoffman et al., (2006) noting that several 

reviews, cross-sectional and longitudinal studies have shown a clear link between peer 

influence and smoking in young people, and concluded that: 
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The association between peer influence and adolescent smoking has been 

documented for over 25 years.            (Hoffman et al., 2006, p. 103). 

 

However, there is a degree of ambiguity around what the term ‘peer influence’ means. For 

example, Amos et al’s., (2009)  review of young people and smoking in England highlighted 

the importance of friends and peer group on adolescent tobacco use. They identified seven 

qualitative studies, who framed peer influence as ‘peer pressure’ - i.e., coercion or bullying to 

smoke. They further noted that 17 studies highlighted the importance of coercion with 

adolescent smokers coercing non-smoking peers to smoke Amos et al., (2009). However, they 

also observed that there were just as many studies (18 cited in the review) who contradicted 

this perspective and instead highlighted that young people were able to decline cigarette offers 

from their smoking peers.  

 

Thus, understanding the role of ‘peer influence’ is more complex than simply labelling it as 

direct ‘peer pressure’ to smoke, with Amos et al., (2009) highlighting the importance of 

exposure to smoking and social norms – i.e., the belief that everyone is smoking, when this is 

often not the case.   

 

Social network analysis (SNA) scholars also argue that the role of peer influence needs to be 

considered from a broader perspective and have criticised the existing evidence base for 

failing to consider two importance dimensions: 1) the combined role of peer influence and peer 

selection and; 2) the composition of adolescent networks (i.e., network structure). This is 

important because there is a growing evidence to show that both are significant predictors of 

adolescent smoking behaviour (Choi and Smith, 2013, Seo and Huang, 2012, Ennett et al., 

2008, Mercken et al., 2012, Mercken et al., 2009). The focus of this section of the literature 

review is, therefore, to review the SNA literature on adolescent smoking to: 1) disentangle the 

importance of friendship selection and friendship influence and; 2) examine the significance 

of where an adolescent sits within their social network – i.e., does it matter if they have lots of 

friends, a few friends or no friends? 

 

2.4.5.1 Friendship selection and friendship influence  

 

Several studies have noted similar smoking behaviour amongst friends (Mercken et al., 2012, 

Ragan, 2016, Derzon and Lipsey, 1999) but there is debate about why this is so. On the one 

hand there is a body of literature, as noted above, that points to the importance of peer 
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influence. For example, peer pressure, social norms, desire to be popular, coercion - smokers 

encouraging non-smokers to smoke,  (Aloise-Young et al., 1994, Lakon and Hipp, 2014, Lakon 

et al., 2015, Winther et al., 2014); whereas others claim that peer selection – where 

adolescents select friends with similar smoking behaviour to them - is equally, if not more, 

important (Ennett et al., 1994, Fisher and Bauman, 1988, Hall and Valente, 2007, Pearson et 

al., 2006, de Vries et al., 2006, Ennett et al., 2008).  

 

However, as Hall and Valente (2007) note, adolescents tend to select friends based on shared 

interests and activities but, the friends they select will influence their behaviour (Hall and 

Valente, 2007). Thus, it is plausible that adolescent smoking behaviour is a consequence of 

both peer selection and peer influence (Kirke, 2004, Hoffman et al., 2007, Mercken et al., 

2009, Steglich et al., 2012). For example, Lorant et al., (2017) sought to further understand 

smoking inequalities in adolescents. Their results showed that students of lower SES were 

more likely to be regular smokers than students of higher SES. Less affluent students were 

also more likely to have a higher exposure to friends who smoked, with one quarter of their 

friends smoking in comparison with one sixth of the most affluent students. They concluded 

that adolescent smoking behaviour was ‘substantially related’ to the smoking behaviour of 

their friends. However, they could not distinguish between the importance of peer selection or 

peer influence, 

 

Two pathways could explain why adolescent smoking behaviour is substantially 

related to friends’ smoking behaviour: either adolescents make friends with other 

smoking peers because they have a personal vulnerability to smoking (e.g., when 

their parents smoke) or they take up the behaviour of their existing peers. The first 

pathway is known as selection, whilst the second is labelled peer influence. Our 

cross-sectional design makes it difficult to disentangle the two and that is beyond 

the scope of this paper.      (Lorant et al., 2017, p. 60.) 

 

It is not surprising then, that Mercken et al., (2012) have also observed that disentangling the 

two is challenging. However, they also note that to aid the design of adolescent smoking 

prevention programmes, attempts should be made to understand them independently, 

 

Smoking prevention programs should not solely focus on social influence 

processes, but also consider peer selection processes.  

                (Mercken et al., 2009, p. 80.) 
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Ragan (2016) adds a further dimension and encourages us to consider the role of peer beliefs. 

He is critical of the SNA literature examining peer selection and peer influence on adolescent 

smoking and argues that it presents an incomplete picture by not considering the contribution 

of peer beliefs. Using SNA to generate a greater understanding of the ways that peer belief 

contributed to adolescent smoking he concluded that peer beliefs were influenced by 

friendships, which in turn influences peer selection, which will then influence the beliefs. This 

highlights the complexity of trying to disentangle peer influence, peer selection and peer belief, 

and adds weight to Hall and Valente’s (2007) arguments (and others Kirke (2004), Hoffman et 

al., (2007) that they are interconnected, as I have attempted to illustrate in Figure 2.9. 

 

Figure 2.9:  The combined influence of peer belief, peer influence and peer selection 

on adolescent smoking behaviour  

 

 

 

Thus, it would seem that considering peer influence and peer selection without considering 

peer beliefs results in an incomplete understanding, which could be detrimental to adolescent 

smoking prevention programmes. ASSIST is, therefore, unique because it takes cognizance 

of these three elements - it uses network intervention approaches (discussed in 4.4.2) to 

identify influential students and then trains them to challenge their own and peer smoking 

beliefs which has the potential to influence peer selection.  

 

Peer beliefs

peer 
influence

peer 
selection 
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2.4.5.2 Typology of adolescent smokers: isolates, liaisons and cliques  

 

Having examined the importance of peer section, peer influence and peer belief, this section 

will focus on understanding more about the composition of adolescent smoking networks i.e., 

what do the networks of adolescent smokers look like? This is important because 

understanding what these networks look like could help to direct future smoking prevention 

programmes and policy by identifying which of groups of adolescents are most at risk.  

 

The SNA literature on the composition of adolescent smoking networks identifies three main 

typologies: ‘isolates’, ‘cliques’ and ‘liaisons’. In its purest terminology an isolate has no 

connections to other people in a network, thus has little or no interaction with their peers. 

Cliques (also referred to as ‘members’) would be clusters of adolescents who share similar 

attitudes and beliefs, spending more time with one another than other adolescents. In contrast, 

the networks of liaisons are more diverse, interacting with a wider group of peers and, 

therefore, exposed to different attitudes and beliefs (Choi and Smith, 2013).  

 

Seminal early work in this area conducted by Ennet and Bauman (1993) found that isolates 

were the group most at risk of being smokers. Using SNA they investigated whether 

adolescent smoking prevalence varied by peer group structure. They hypothesized that if 

adolescent smoking behaviour was linked to peer group structure then cliques should be at a 

higher risk of smoking than non-clique members. Survey data, completed via a self-complete 

home survey, was collected from students aged 14-15 with a sample range of between 165 

and 292 students. Students were asked to name and rank their three best friends. They 

allocated students to one of three groups: clique member; liaison; and isolate. Their hypothesis 

was not proven, with isolates more likely to be current smokers than clique members or 

liaisons. The range of cliques who smoked across the five schools was 3.9% to 15.5%, 

whereas the range was nearly five time higher in isolates – 16.7% to 38.5%. They noted that 

their finding was in contrast to the, 

prevailing belief that cigarette smoking is a peer group phenomenon.  

(Ennett and Bauman, 1993, p.234.)  

 

Similar findings have been found from other studies who identified isolates as those most at 

risk of becoming smokers. For example, Pearson and Mitchell (2000) used SNA to explore 

smoking and drug taking behaviour amongst a group of adolescents aged 12 -14 in Scotland. 

They also concluded that isolates were more inclined to take part in risk taking behaviour than 

the other two groups (who they labelled as members and peripherals i.e., liaisons). For 
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example, the percentage of regular smokers (classified as isolates) at time point one was 

11.1%, by time point two (one year later) it had increased to 33.3%. Comparable figures for 

members were 17.1% and 22.9% with a decline for peripherals from 17.1% to 11.6%.  

 

Ennett and Bauman (1993) offer three key theories to explain why isolates were the group 

most at risk of smoking. First was social isolation, which may trigger boredom or stress which, 

in turn, may trigger smoking onset. Second was social exclusion (which leads to social 

isolation) where a peer group may expel and bar someone from entering if they become a 

smoker. Thus, they may have been in a different peer group e.g., a clique or liaison but 

became an isolate due to being shunned because of their smoking behaviour. Again, this ties 

in with earlier discussion around peer selection where adolescents select people similar to 

themselves (homophily). Last, they suggest that students classified as isolates could be 

members of cliques or liaisons with networks outside of school. However, they also note that 

students were not restricted to nominating alters from their own school, and that 95% of 

friendship nominations were for alters attending the same school.  

 

There are two main criticisms of the Ennett & Bauman (1993) and Pearson & Michell (2000) 

studies. First, there is no inclusion of gender in the analysis to assess whether the structural 

position in a network varies by gender. Second, is the age of the data. Data were collected for 

the Ennett and Bauman (1993) study 40 years ago in 1980 and over 20 years ago (1995) for 

the Pearson and Michell (2000) study. However, more recent work by Choi and Smith (2013) 

also found that isolates remained a key risk factor for adolescent smoking. They conducted a 

meta-analysis (combing existing studies to produce larger samples) of existing studies (year 

of publication ranging from 1995-2008) to examine the relationship between smoking 

behaviour and network position. By combining findings from existing studies they set out to 

answer two research questions: 1) What is the relationship between an adolescent’s position 

in their social network (i.e., members, liaisons or isolates) and smoking behaviour and; 2) 

Does the association between smoking behaviour and social position change over time? A 

search strategy was described, but the search terms were limited and the inclusion criteria 

vague. For example, there was no description of how smoking status was measured. In 

addition, the age criterion was ‘18 years or younger’. This means that we do not know what 

the age range of the included studies were (this is important because as discussed previously 

(section 2.4.1) age is a key factor in adolescent smoking careers). However, despite these 

limitations, the sample was large with 5,067 participants and their analysis found that the odds 

of smoking were 1.5 times higher (95% CI = 1.32, 1.81) for isolates than clique members or 

liaisons. This consolidates previous findings that an adolescent’s position in their social 

network is related to their smoking behaviour.  
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The authors also concluded that, by comparing the odds ratios from the included studies by 

year of publication, the odds of isolates smoking in comparison to members (cliques) and 

liaisons decreased over time. Given that adolescent smoking prevalence rates increase 

through adolescence (Scottish Government, 2019a, Amos et al., 2009, Benjamin, 2012) this 

finding is unusual as we would expect it to increase over time in line with the general 

prevalence figure. Choi and Smith (2013), speculate that this could be a result of smoking 

restrictions (introduced through tobacco control policy), with smokers required to smoke in 

designated outdoor areas. This could mean that isolates were coming into contact with other 

smokers, forming new bonds and therefore changing their network position from isolate to 

liaison or clique. They argue that their findings have two implications. First, it calls into question 

the strength of peer influence as a key factor to explain adolescent smoking behaviour - if 

friends were so important we would expect to see higher odds of smoking in the members and 

liaison groups, not isolates. The authors note that further research is required to understand 

why the odds of smoking is higher in isolates, with siblings posited as one theory – i.e., isolates 

maybe influenced by their siblings’ smoking behaviour.  

  

Further support for the importance of isolates when considering peer group structure and 

smoking evidence comes from a systematic review of studies examining peer group structure 

(i.e., clique members, liaisons or isolate) and its influence on smoking behaviours (Seo and 

Huang, 2012). The authors searched for articles over a 15-year period (1985 – 2010) and 10 

met the criteria for full review. Six of these studies specifically looked at the relationship 

between peer group structure and adolescent smoking behaviour. All of these studies 

consistently identified isolates as a risk group, with the odds ratios of smoking amongst 

isolates in comparison with cliques ranging from 1.19 to 5.49. They concluded that,  

 

Isolates were not only more likely to smoke on a daily basis but also be more likely 

to be current smokers than either clique members or liaisons. 

               (Seo and Huang, 2012, p. 23.) 

 

However, Pearson et al., (2006) and others (Turner et al., 2006, Amos, 2009, Lorant et al., 

2017) suggest that the importance attributed to isolates may be too simplistic, with various 

contextual factors, such as the subtleties between peer influence, selection and beliefs 

discussed in 2.4.5 and the role of gender and inequalities, at play. For example, Pearson et 

al.,(2006) sought to explore whether network structure influenced smoking behaviour and 

collected survey data from nine secondary schools in Glasgow, Scotland in 2001. Participants 
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were aged between 13 -15 and data were collected to measure three things: sociometric 

position (group, dyad, isolate); popularity (i.e., number of friendship nominations received) and 

expansiveness (number of nominations made) by gender, SES and age. Their findings concur 

with the existing evidence base – that isolates had the highest smoking prevalence, but this 

was only true for students who attended schools in deprived areas.  Smoking rates were higher 

amongst the most popular students in schools in less deprived areas.   

 

2.5 Summary  

 

The aim of this first literature review chapter was to establish a platform for the thesis by 

developing a greater understanding of adolescent smoking behaviour and the factors that 

influence it. The chapter started with a review of data sources for adolescent smoking in 

Scotland, highlighting the limitations of these data and the measures used to classify 

adolescent smoking behaviour. This included inconsistencies in the measurement of smoking 

status between different countries and the importance of recording both regular and 

occasional smoking.   

  

The review of the Scottish adolescent smoking prevalence and trends data highlighted five 

key points. First, Scottish adolescent smoking rates remains low and are in line with the rest 

of the UK. However, despite a continued decline in smoking initiation, the rate of decline in 

Scotland appears to have slowed in comparison with other devolved nations and countries 

taking part HBSC countries. Second, adolescent smoking increases with age. Quantitative 

data sources have consistently shown that adolescent smoking prevalence increases between 

the ages of 13 and 15. This is why smoking prevention interventions like ASSIST target 

secondary school students aged 11-13 years to try and prevent or delay the onset of smoking 

experimentation for as long as possible. Third, the gendered pattern of smoking behaviour has 

narrowed in recent years. Fourth, the decline in occasional smoking is more modest than 

regular smoking. Fifth, regular smoking among adolescents continues to be significantly 

higher in the most deprived areas.   

  

Once these data had been considered, explanation was sought to further understand the 

patterns and trends in adolescent smoking that had been identified through the review of 

existing data sources. This comprised a review of existing models attempting to describe the 

different stages of adolescent smoking behaviour. It concluded that despite these models 

helping to conceptualise smoking behaviour, they can be criticised for being too linear in focus, 

with traditional categories of smoking behaviour (such as regular, occasional non-smoker) 
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incongruent with how young people see themselves. Consequently, they do not take account 

of the more nuanced and fluid nature of adolescent smoking behaviour.   

  

This chapter also reviewed the key factors associated with adolescent smoking and concluded 

that there is no single reason to explain why adolescents start to smoke and progress to 

regular smoking, with several factors at play. However, age, gender, socio-economic 

inequalities, family and peer influence were identified as key factors. Of particular importance 

was the role of peer and social network influence, which is central to this thesis. Drawing on 

the social network analysis and adolescent smoking literature I considered the complexity of 

peer influence, taking into account the importance of peer selection, peer belief and social 

network structure.  

 

A limitation of this literature review is that the evidence, despite being extensive, is dated. For 

example, in Mayhew et al., (2000) called for further research to explore the amount of time 

young people spend in each the stages of his theory of adolescent smoking behaviour 

development. This literature review did not identify any studies that filled this gap in the 

evidence base. In addition, the existing qualitative work exploring the influence of gender and 

adolescent smoking is c15-20 years old.  

 

Despite this, Chapter Two achieved its objective which was to provide a platform for the thesis 

to help guide research design and inform analysis. For example, it highlighted the importance 

of considering the role of gender in my analysis - e.g.,   whether peer supporters were more 

likely to speak to women or men and if this varied by the gender of the peer supporter. It also 

added context to explain the limited extent of message diffusion within the peer supporter’s 

school year discussed in Chapter Seven (i.e., as fewer adolescents are smoking it may have 

been harder for peer supporters to identify peers in their school year to speak and to also 

initiate a smoking conversation with). The implications of this and recommendations for 

ASSIST (and any interventions using a similar approach) are discussed in Chapter Nine. 

 

Having started with a broad overview of adolescent smoking behaviour and influencing factors, 

Chapter Three will now present findings from my systematic review of the barriers and 

facilitators to delivering school-based interventions, which informed the overall aim and 

research questions for this thesis.  
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Chapter 3: A systematic review examining the facilitators 

and barriers to the delivery of school-based smoking 

prevention interventions for children and young people 

 

3.1 Introduction 

 

The previous literature review was deliberately broad in order to set the thesis in context by 

reviewing data sources for Scottish adolescent smoking and presenting key findings in relation 

to adolescent smoking prevalence, consumption and influencing factors. This chapter will be 

narrower in focus and examine the barriers and facilitators to delivering smoking prevention 

programmes in schools. Previous systematic reviews of school-based smoking prevention 

programmes have found mixed results regarding effectiveness and have tended to exclude 

qualitative studies (unless they are part of a process evaluation running alongside the RCT) 

(Flay, 2009, Thomas et al., 2013a, Wiehe et al., 2005). This is due to their focus on assessing 

intervention effectiveness which qualitative research cannot answer. There is, therefore, a lack 

of qualitative systematic review evidence looking at the barriers and facilitators to delivering 

school-based smoking prevention interventions from qualitative studies. Such studies can 

highlight important learning and generate deeper insight into the factors that contribute to the 

success or failure of school-based smoking prevention programmes, such as ASSIST. By 

updating an existing systematic review, conducted by Bauld et al., (2009) this chapter will 

contribute to this evidence gap. It will also help to shape the overall aim of the thesis by 

highlighting a lack of research exploring the extent of (or potential for) message diffusion 

beyond the school environment.   

 

This chapter commences with a brief introduction to conducting a qualitative systematic review 

and then provides a summary and critique of the barriers and facilitators identified from the 

2009 review. Next, the focus moves onto the methodology employed in this review, then 

results are presented and concludes with a summary of the key findings and limitations of the 

review. Various documents are appended that add further detail on the process of the review 

(Appendix 3 – Systematic review search strategy, Appendix 4 – Websites of key organisations 

to identify grey literature, Appendix 5 – Sifting checklist, Appendix 6 - Study quality ratings)
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3.2 Systematic reviews: definitions and development  

 

Systematic reviews are a hugely valuable resource for health care providers, policy makers 

and researchers who have limited time to wade through ‘unmanageable amounts of 

information’ (Murlow 2014, Cynthia, 1994). Their main purpose is to review, appraise and 

integrate the existing literature to provide reliable and accurate findings to inform evidence-

based decision making (Petticrew and Roberts 2006). Petticrew (2003) places the first specific 

use of the term ‘systematic review’ around the 1930s, suggesting that it is not a new method. 

However, Gough et al (2012) argue that it was not until the late 20th century (1980s) that 

systematic reviews became ‘a major area of methodological development.’ In the UK, the use 

of systematic reviews in public health gained further traction via the establishment of UK 

Cochrane Centre in 1993 and the NHS Centre for Reviews and Dissemination in 1994. Both 

centres have a specific remit to conduct systematic reviews that focus on the effects of health 

care interventions.   

 

3.2.1 Qualitative Systematic Reviews  

 

Traditional approaches to conducting a systematic review tend to be quantitative in focus, 

often excluding qualitative studies due to their lack of generalizability to the wider population. 

This is illustrated by Petticrew (2005) and Popay (2010) who describes the ‘hierarchy of 

evidence‘ which is often used by health researchers to describe the selection process for study 

design, which are eligible for inclusion. At the top of the list are studies that employ a 

Randomized Controlled Trial (RCT) design, with qualitative studies ranked near the bottom of 

the hierarchy (Petticrew and Roberts, 2003). However, Petticrew and Roberts (2003) also note 

that the term ‘hierarchy’ is contentious especially in the field of public health and health 

promotion. This is primarily because the term was constructed to aid decision making for 

clinical questions (i.e., effectiveness of treatments). The hierarchy was not designed for 

reviews that seek to answer questions around process (i.e., how acceptable an intervention 

was and how it was delivered). Because of this they argue that a more useful approach to 

conducting a systematic review is to think of ‘typologies’ of evidence rather than ‘hierarchies’- 

i.e what type of evidence is best placed to answer the research question of interest? 

Systematic reviews of qualitative studies can, therefore, add valuable insight into how and why 

interventions are successful or unsuccessful. For example, as noted by Noyes et al., (2018)  

synthesising evidenced from qualitative data can aid our understanding for intervention design 

and implementation (i.e., factors that aid or hinder delivery of an intervention and could be 

adapted for future delivery). This includes factors that are external to the intervention itself, 
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e.g., policy development.  It can also aid the delivery of healthcare systems – e.g., what are 

the barriers and facilitators to accessing healthcare.  

 

As illustrated by Tong et al, (2012) the number of published syntheses of qualitative health 

studies is on the increase, rising from 1 in 2001 to 89 in 2010. In the late 1990s the Cochrane 

Qualitative and Implementation Methods Group was established to develop methodological 

guidance and offer advice and training on qualitative evidence synthesis. Since then, methods 

for qualitative synthesis have evolved considerably, with over 30 different methods for 

conducting evidence synthesise from qualitative reviews (e.g., Meta-ethnography; Grounded 

theory; Thematic Synthesis; Realist Synthesis; Textual Narrative Synthesis; Critical 

Interpretive Synthesis; Ecological Triangulation) (Thomas and Barnett-Page, 2009, Thomas, 

2012, Noyes et al., 2018). 

 

However, Higgins et al, 2012 note that the lack of evaluation to assess the strengths and 

weakness of each synthesis approach and conclude that the approach to data syntheses will 

depend on the review questions, expertise within the team and available resources. Generally, 

the most popular method is thematic synthesis, which uses thematic coding to summarise 

findings from included studies (Thomas, 2012). These codes can be pre-specified (deductive) 

or built up from the extracted data (inductively). Thomas and Newman (2009) note that this 

flexibility enables synthesis of multiple studies across the positivist and interpretive research 

paradigms, which may explain its popularity. Popay et al (2010), however, note that a lack of 

transparency often exists in reporting how themes were created. This can be mitigated by 

authors being as transparent and detailed as possible about how the themes were generated. 

 

3.2.2 Critical appraisal in qualitative systematic reviews  

 

Assessment of study rigor and quality is an accepted requirement in quantitative systematic 

reviews, to reduce reporting bias. However, several authors note that quality assessment 

using ‘formal’ checklists (of which there are over 100, few of which have been evaluated) is a 

contentious issue for qualitative systematic reviews with debate around their applicability and 

value (Dixon-Woods et al., 2006, Dixon-Woods et al., 2005, Popay, 2010, Higgins, 2011). 

There are two main reasons for this. First, assessing quality is more complex for qualitative 

studies than quantitative studies. For example, studies deemed of poor quality due to weak 

methods may offer new insight/understanding using robust analysis and interpretation. 

Likewise, studies that score highly for design, method and sample may present weak 
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descriptive analysis, lacking interpretation of findings. Second, checklists are criticized for 

failing to distinguish between different study designs or theoretical approaches and imposing,  

 

A dominant view of what ‘good’ qualitative research should be like   

             (Dixon-Woods et al., 2006. p 9.)  

 

Nonetheless, some assessment of quality is required to give some degree of confidence in 

the findings extracted. Further discussion of the approach used in this systematic review is 

presented in 3.4.5. 

 

3.3 Summary and critique of the 2009 systematic review  

 

In February 2010, the National Institute for Health and Care Excellence (NICE) published 

guidance on school-based interventions to prevent smoking. To inform this guidance NICE 

identified an evidence gap from qualitative studies and commissioned a team of researchers 

to conduct a systematic review of qualitative research published in 1990-2008 (Bauld et al., 

2009). The aim of this review was to examine the facilitators and barriers to the successful 

delivery of school-based interventions to prevent the uptake of smoking. The review identified 

21 papers that matched the inclusion criteria and were included for full review. Key themes 

and issues from the included studies were extracted and used to create evidence tables. Once 

evidence tables were created the study team synthesised the extracted data into six themes. 

Each theme was presented independently using a clear and structured descriptive approach. 

While this was easy for the reader to digest and highly suited for a research findings report 

(as requested by the funder), it lacked interpretation i.e., what do the findings mean in the 

context of developing and evaluating school-based interventions to prevent smoking? Thus, 

below I will attempt to summarise the six themes from the 2009 review but also offer some 

interpretation in terms of how they can aid the design and delivery of school-based 

interventions to prevent adolescent smoking. This familiarisation with the existing themes and 

the further interpretation will form the foundation for analysis of the studies added from my 

2009-20141 update of the existing review.  

 

 
1 Note conducting the systematic review was one of my first tasks when I started my PhD in May 2014, 
the search was conducted in December 2014 and was not updated due to time restraints. This is 
acknowledged as a limitation in Chapter Nine. 
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3.3.1 Delivery context of the intervention 

  

This theme looked at the factors associated with delivery of school-based smoking prevention 

interventions. Authors of the 2009 review noted the importance of timing in relation to: 1) 

delivering the intervention at a time that suited the school’s curriculum; 2) intervention delivery 

over several sessions in the school year; 3) careful consideration of what school year to target. 

The authors used the example of ASSIST, which targets delivery to year 8 (S2 in Scotland). 

They referred to Audrey et al’s (2008) study, which noted that this year offered more flexibility 

in terms of curriculum, with fewer exams which made it easier for students to be taken out of 

class to attend the two-day training and subsequent follow-up sessions. This suggests that 

meaningful dialogue with the schools is essential when planning delivery of a school-based 

interventions to ensure successful participation. Related to this was a further recommendation 

to facilitate successful delivery, which was engagement with key partners to develop the 

intervention (i.e., not just deliver it). The only barrier identified under this theme was school 

team members who were seen smoking on school premises.  

 

3.3.2 Characteristics of young people 

 

This theme was concerned with the attitudes, beliefs and smoking behaviour of the young 

people the intervention was targeting and how they could be a barrier to intervention delivery. 

For example, intervention delivery was more challenging when delivered in schools with higher 

smoking prevalence. Authors of the 2009 review did not elaborate on why this was, but from 

reading the study summaries it may be associated with greater exposure to smoking within 

their social networks. This exposure contributes to smoking being normalised and seen as an 

acceptable activity. For example, the review authors noted the importance of other smokers 

in young peoples’ households and local communities (i.e., their social networks) and flagged 

this as a potential barrier to implementation effectiveness. They presented findings from one 

study where a child smoker reported that they found it hard to stop smoking because their 

parent and siblings were also smokers (Cole, 2000). This suggests that the effectiveness of 

school-based interventions could be diluted if the adolescent’s social network included 

smokers.  

 

The importance of age was also acknowledged - with older adolescents less receptive to 

smoking prevention messages than younger adolescents. This adds further strength to the 

argument that school-based, smoking prevention interventions should be targeting younger 

adolescents, (which, as noted in Chapter Two, is why ASSIST targets 12-13 year olds). It also 
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suggests that when targeting schools with higher smoking prevalence a greater level of 

resource and planning may be required to support intervention delivery (i.e., more time to build 

relationships with schools to anticipate challenges to engagement and identify strategies to 

try and mitigate them). 

 

3.3.3 Peer interventions 

 

The 2009 review found that involving young people in the delivery of interventions to address 

peer smoking norms could help to facilitate successful implementation of school-based 

prevention. Key elements were: students’ nomination of peers to deliver the intervention; 

training of peers to take place away from school by externally trained staff (i.e., not school 

staff); building flexibility into intervention delivery to allow peer deliverers to adapt their delivery 

styles as appropriate; enhancing the value of the intervention by including other presentation 

materials such as video; and finally ensuring good communication between the intervention 

deliverers and the school team. Two barriers were discussed: 1) school staff concerns 

regarding the suitability of some students selected to deliver peer intervention; and 2) the 

success of peer delivered interventions will depend on the size of peer social networks, as 

well as the receptiveness of fellow students to listen to prevention message.  

 

3.3.4 Delivery mechanisms 

 

Delivery mechanisms focused on intervention delivery, specifically who delivered the 

intervention and when it was delivered. Facilitators included: delivery by an external 

professional, or by teachers who do not smoke and/or have high self-efficacy (because they 

were more likely to deliver the intervention as intended); involving parents by reinforcing 

messages at home using supporting material. In contrast the 2009 review found that barriers 

to delivery were teachers who were reluctant to discuss parental smoking and used dated 

communication methods (no detail is given regarding what communication methods are out 

dated). The purpose of this theme appears to be very similar to the first theme – delivery 

context of the intervention.  

 

3.3.5 Smoke-free schools  

 

The review found that enforcement of smoke-free school policies served as both a facilitator 

and barrier to the delivery of smoking prevention programmes. For example, policies that 

applied to staff and students were more successful than those allowing staff to smoke in 
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designated areas. Not surprisingly, policies that were poorly enforced were found to be a 

barrier to successful intervention delivery. Within this theme there was no discussion of what 

a smoke-free policy actually was – i.e., the components it should cover. For example, guidance 

created by NHS Greater Glasgow and Clyde and ASH Scotland (2015), emphasised the 

important role that the school environment has on the choices young people make and called 

for this to be acknowledged in their smoke-free policies by creating a guidance document that,  

 

aims to encourage and support schools to extend their tobacco policies beyond 

simply stating where people can and cannot smoke and to more formally recognise 

the role of schools as health educators and positive life choice influencers by 

becoming a Tobacco-Free School’  (NHSGG, 2015, p. 8.) 

 

3.3.6 Programme content 

 

The review authors concluded that successful elements of intervention programme content 

were: innovative and interactive (e.g., role play); challenged social norms (i.e., the 

misperception of high smoking prevalence amongst adolescents); culturally and ethically 

sensitive and non-judgemental. Programme content that was overly complex and instigated 

fear was less successful. In light of this, it is not surprising that peer led, innovative, social 

network interventions like ASSIST are considered more effective than traditional school-

based, teacher lead smoking prevention programmes. (Campbell et al., 2008b, Brown et al., 

2014a, Thomas et al., 2013a). 

 

3.4 2014 update review aim and research questions 

 

In 2013 an update to the NICE guidance on delivery of school-based interventions to prevent 

smoking was published (NICE, 2013). The update identified new studies and reviews, but it 

was not a systematic review of qualitative studies. A subsequent review (Brown et al, 2014) 

of smoking interventions for young people used more inclusive criteria, including both 

qualitative and quantitative studies, however it had a specific focus on the equity impact of 

interventions, and only included studies reporting smoking-related outcomes for two or more 

socioeconomic groups. My systematic review (conducted in 2014) will, therefore, serve as an 

update to the existing 2009 review (Bauld et al., 2009) searching for qualitative data from any 

new school-based programmes. 

 



65 

 

With this in mind, the aim of the review update was to explore the facilitators and barriers to 

delivery of school-based interventions to prevent smoking uptake in children and young 

people. In line with the research questions for the 2009 review, my systematic review 

addressed the following two research questions: 

 

1. What factors aid the delivery of school-based interventions to prevent the uptake of 

smoking? 

2. What are the barriers to the delivery of school-based interventions to prevent the 

uptake of smoking? 

 

3.4.1 Methods 

 

A protocol was designed using the PRISMA-P guidelines for systematic review protocol 

development. This was registered with PROSPERO (CRD: 42014015483) an international 

registry of systematic reviews specifically concerned with health outcome. The aim of 

registering the protocol is to avoid unnecessary duplication and reporting bias. The protocol 

was also published in Systematic Reviews, an online-only open-access peer-reviewed journal 

concerned with the design, delivery and reporting of systematic reviews (Dobbie et al., 2018).  

 

3.4.2 Search Strategy 

 

The search period was from January 2009 to December 2014 and  included three elements. 

First, in order to build on findings from the 2009 review, the same electronic databases 

consulted in 2009 were searched: Cochrane Library, MEDLINE, EMBASE, PsycINFO, HMIC, 

ERIC, ASSIA, Web of Science and CINAHL. The search terms (example found in Appendix 

3) also replicated the search strategy used in the original review with subject headings relating 

to smoking, children and young people, health promotion, and school. As do the inclusion and 

exclusion criteria in Table 3.1. Second, retrospective reference checking of a sample of 

systematic reviews and articles (e.g.,  by most recent publication type) was conducted. Finally, 

website searching (using pre specified search terms) of key organisation and stakeholder 

groups (see Appendix 4) was conducted to identify any unpublished literature.  

 

3.4.3 Inclusion / exclusion criteria 

 

The PICO format (Higgins, 2011), Table 3.1, was used to define the search strategy, to which 

S (setting), T (type of study) and P (type of publication) were added.   
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Table 3.12: PICO(STP) criteria 

Participants/ population 

 

Any young person attending primary or secondary 

school in a country of origin within the OECD 

(Organisation for Economic Co-operation and 

Development). 

Intervention(s), exposure(s) 

 

Any type of school-based smoking prevention 

intervention or programme. This could focus solely 

on smoking prevention or be included as part of a 

risk prevention programme (e.g.,  drugs, alcohol, 

sexual health). Only findings related to tobacco 

smoking were included, marijuana smoking and 

electronic cigarettes were excluded. 

 

Comparator(s)/ control 

All types of primary and secondary 

schools (e.g., state, public, special 

education, young offenders and faith 

schools) were included. 

Not applicable. 

 

Outcomes 

 

To explore the facilitators and barriers to the 

delivery of school-based interventions to prevent 

smoking uptake in children.  

Setting 

 

All types of primary and secondary schools (e.g.,  

state, public, special education, young offenders 

and faith schools) were included. 

Types of study to be included 

 

Qualitative studies only. This included mixed 

method studies where qualitative and quantitative 

research had been used. Pure quantitative studies 

or RCTs were excluded (unless they had a process 

evaluation which included a qualitative element).  

Publication characteristics 

 

Systematic reviews (for reference checking only), 

journal articles and grey literature published in 

English between January 2009 and December 2014 

were eligible for review. Conference abstracts were 

excluded due to a lack of data, although a search 

was made for a full-text paper. 
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3.4.4 Data management  

 

Once the search terms were piloted and finalised, electronic databases were searched and 

references exported to RefWorks (ProQuest LLC) bibliographic software for storage and 

removal of duplicates. After removing duplicates, title and abstracts were reviewed to identify 

relevant studies using a pre-defined checklist (Appendix 5). I conducted this review and a 

double review of all references was conducted by Karen Allum (KAl). Full papers were 

retrieved for studies deemed potentially relevant. Double-screening of full papers was 

conducted by myself and KAl and those deemed irrelevant were removed. Where we 

disagreed, a third reviewer Kathryn Angus (KAn) screened the full paper for inclusion or 

exclusion. This generated a final list of studies for full review. At this stage the other elements 

of the search method were conducted (website review and reference mining). 

 

3.4.5 Quality assessment 

 

All studies that meet the inclusion criteria for full review were independently reviewed by 

myself and KAl. In line with the previous review, the critical appraisal checklist developed by 

NICE for qualitative studies was used to review the selected articles (Methley et al., 2014). 

This proved challenging because only two of the studies used purely qualitative methods, the 

rest were mixed methods, some with a very small qualitative component. However, as my 

focus was findings from the qualitative component, the tool was useful to enable assessment 

of these data. For each study the tool assessed: the theoretical approach and clarity of its 

aims; the rigour of the methods; how well the data collection was carried out; the relationship 

between the researcher and participants, and reliability of the methods; the richness of the 

data and rigour and reliability of the analysis and findings; and the reporting of ethical issues. 

An overall assessment of the study’s relevance and one of three final gradings (++, + or -) was 

given according to how many of the checklist criteria had been fulfilled, and if not fulfilled, 

whether the conclusions were likely to alter or not. 

 

3.4.6 Strategy for data synthesis 

 

Study findings were synthesised thematically using ‘best-fit framework syntheses’ (Cooper et 

al., 2011). This allowed for the existing set of themes from the 2009 review to be used as a 

starting point to map or code included studies. These themes were then adapted as data 

extraction took place to accommodate new emerging themes. This approach is particularly 

useful for updating an existing systematic review because it enables utilisation of the themes 
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identified in the previous systematic review (Bauld et al ., 2009). It is also an efficient and 

pragmatic approach to coding when timescales are limited (Cooper et al., 2011).  

 

3.5 Results  

 

Results from the 2014 review update are presented in three parts. Part one describes results 

from the search strategy discussed in paragraph 3.2. To give the reader a sense of the papers 

selected for full review part two presents a general summary of aim, design and quality rating. 

Finally, part three presents findings from the ‘best-fit’ synthesis structured around four themes: 

1) delivery approach; 2) programme content; 3) school support; and 4) characteristics of young 

people and their social networks.  

 

3.5.1 Results from search strategy  

 

A total of 6,550 publications were identified after de-duplication (see Figure 3.1). After title and 

abstract review, a further 6,449 publications were removed, due to them not meeting the 

inclusion criteria set out in section 3.4.3) resulting in 101 for full text review of which five were 

eligible for analysis. The grey literature search was unproductive with just one highly relevant 

unpublished report found via consultation with a colleague. Unfortunately, permission was not 

granted to include in the review as this would require approval from the commissioner who 

had since retired.  
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Figure 3.1: Flow diagram of results  
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3.5.2 General overview of papers selected 

 

Five papers met the inclusion criteria for full review. A summary of each paper (including a 

description of the intervention) is presented in Table 3.2, with an assessment of their overall 

aim, design and quality presented below.  

 

3.5.2.1  Study aims 

 

All of the studies (bar one) had a specific aim to evaluate an existing intervention (i.e., the 

intervention had already been developed). For one study it was not clear  whether they were 

evaluating a pilot intervention or not (but given that is was delivered to eight classes across 

two schools we can assume it was pilot) (Hassandra et al., 2009); two studies were evaluating 

the same intervention delivered as part of an RCT across several schools (Holliday et al., 

2009, Starkey et al., 2009a). One study combined findings from both the intervention 

development and pilot (Andersen et al., 2014b) and the remaining study (the only purely 

qualitative study with nine semi-structured interviews) was neither describing the development 

or evaluation of an intervention but focused on collecting information to inform future 

intervention design (Small et al., 2013). This paper was deemed suitable because participants 

had either developed or delivered smoking prevention interventions previously which they 

were asked to reflect on. It, therefore, contributed to our understanding of the barriers and 

facilitators to delivering school-based smoking prevention programmes, which was the 

purpose of this review. 

 

3.5.2.2  Study design 

 

Four of the five studies used  mixed methods, combining quantitative (surveys) and qualitative 

methods (semi-structured interviews, focus groups, diary completion and observation 

(Andersen et al., 2014b, Hassandra et al., 2009, Holliday et al., 2009, Starkey et al., 2009a). 

One study was explicitly described by the authors as being qualitative in design, using semi-

structured interviews (Small et al., 2013).  

 

3.5.2.3  Participants 

 

Due to the focus of this review being qualitative studies, the sample size for each study is of 

limited importance (participants are selected to represent range and diversity not to be 

representative of the study population). My interest, therefore, was to review detail on sample 
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characteristics and to assess the range and diversity amongst participants. All studies had 

consulted with a variety of stakeholders, indicating a good degree of sample diversity. For 

example, participants included: Head teacher’s/school principals; teachers; project 

coordinators / trainers; pupils/students; parents; public health nurses; and employees of non-

government organisations. Studies mainly collected data from school staff (teachers and head 

teachers) and students, with just one study including the views from parents (Andersen et al., 

2014b, Buswell and Duncan, 2013, Hassandra et al., 2009, Small et al., 2013, Starkey et al., 

2009a). None of the papers discussed sample characteristics that may have influenced 

sample diversity, such as gender and ethnicity, characteristics of schools e.g.,  located in a 

deprived area- although, one study did explicitly state that the intervention was delivered in 

two private schools only (Hassandra et al., 2009). Qualitative sample sizes were mixed 

(ranging from 8 to 33 participants with no discussion or justification for the achieved sample 

size), which may explain why these variables were not considered. 

 

3.5.2.4  Study quality  

 

Study quality was assessed using the procedure set out in paragraph 3.5 with quality grading 

presented in Appendix 6. Two studies (Holliday et al., 2009, Small et al., 2013) were rated as 

high quality showing that most of the checklist criteria had been met, two (Hassandra et al., 

2009, Starkey et al., 2009c) were classified as medium quality meeting some of the criteria 

and two (Andersen et al., 2014b, Buswell and Duncan, 2013) classified as low quality meeting 

very  few of the checklist criteria. All studies lacked detail on analytical approach (i.e., how 

they analyzed the qualitative data) and ethical considerations when conducting the research.  

It is also important to note that although all of the studies had a qualitative component, for 

some this was very small indeed (Andersen et al., 2014b, Hassandra et al., 2009), meaning 

there was very little qualitative data that could be used.  

 

3.5.3 Results from the ‘best-fit’ thematic synthesis 

 

Using the ‘best-fit’ approach discussed previously in section 3.4.6, study findings were 

synthesised thematically. This means that the starting point for analysis was to amend and 

update the existing themes from the 2009 review (discussed previously in section 3.3).  For 

the 2014 update the following four themes were created: 1) delivery approach; 2) programme 

content; 3) school support; and 4) characteristics of young people and their social networks.  
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The 2009 review theme on programme content remains, but smoke-free schools has been 

dropped because just one study included for full review in 2014 had a smoke-free intervention 

component (Andersen et al., 2014b) and only three smoke-free school studies were included 

for the 2009 review. This is most likely explained by the smoking ban being fully in place across 

the UK by 2007  which completely prohibited smoking on school premises.  

 

As noted in section 3.3 the 2009 review themes ‘delivery context of the intervention’ (3.2.1) 

and ‘delivery mechanisms’ (3.3.4) appeared very similar and have therefore been combined 

into a broader theme called ‘delivery approach’. A new theme has been added specifically 

looking at school support.  

 

3.5.3.1 Delivery approach 

 

This theme was concerned with how the intervention was actually delivered (i.e., what the 

interventions components were, who delivered it and what was required of the schools to 

facilitate in delivery). Across the five studies, three separate interventions (Andersen et al., 

2014b, Buswell and Duncan, 2013, Hassandra et al., 2009, Holliday et al., 2009, Starkey et 

al., 2009a) were described in five papers each using a different delivery approach. The X:IT 

study (Andersen et al., 2014b) (a Danish smoking prevention study targeting high school 

students aged 13-15) was developed and piloted using a multi-component approach which 

comprised of three elements: 1) schools sign up to be smoke-free premises; 2) parents sign 

smoke-free contracts and agree to engage in smoke-free discussion at home and; 3) smoking 

prevention is included in the school curriculum. The authors noted encouraging feedback from 

School Principals who reported a positive effect on students, who enjoyed participating. 

However, the delivery approach may have been over ambitious with some schools 

encountering problems fulfilling the smoke-free restrictions of the study (i.e., an entirely non-

smoking school). After pilot testing, this criterion had to be relaxed to include schools that had 

an outdoor space for staff to smoke. The paper lacked explanation as to why this criterion was 

challenging to fulfil in all schools, but it could say something about the school culture or ethos 

where it was seen as acceptable for staff to smoke in designated areas, or perhaps it was 

challenging to implement a smoke free policy if staff were not prepared to leave school 

premises to smoke. Regardless, this study highlights two potential barriers: 1) expecting too 

much of schools; and 2) being over ambitious in what can be achieved.  

 

The authors note that the X:IT study was delivered by a coordinator but there was no detail 

about what their specific role was or whether they were employed by the school or not. This 

lack of detail is important as findings from two studies (Hassandra et al., 2009, Holliday et al., 
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2009) suggest that a facilitator to successful delivery was having ‘specialists’, who were 

external to the school deliver the programme (i.e., not school staff). For example, Hassandra 

et al., (2009) (who conducted a pilot study in two private schools in Greece to promote exercise 

as an alternative to smoking) reported findings from school principals, which suggested that 

they would have preferred external deliverers of the intervention (i.e., not school staff). 

Reasons for this centred on external staff having a better skill set to deliver smoking prevention 

messages than school staff who lacked the specialist knowledge or training. Further support 

for external intervention delivery comes from Holliday et al (2009), whose UK mixed method 

study looked at the fidelity of implementation of ASSIST programme and noted that,  

 

Trainers also acknowledged that different styles, expertise and experience could 

be complementary and allow a more rounded delivery of the intervention, 

especially when dealing with a range of students. (Holliday et al., 2009, p.56.)

   

 

However, they also noted that variation in trainer background and expertise could result in 

different delivery styles, which could cause conflict,  

 

Disadvantages of this diversity were identified in trainer interviews and 

questionnaires, and in researcher observations. These included variations in 

expertise and differences in style, which on occasion caused conflict. 

        (Holliday et al., 2009, p.56.)

    

Holliday et al’s., (2009) study also highlighted the importance of venues as an intervention 

component. This was viewed from the context of delivering four follow-up sessions as part of 

the ASSIST programme which relied on school staff to secure suitable space within the school. 

They noted that,   

 

venues varied across schools and may have affected the success of the session 

        (Holliday et al., 2009, p.52.) 

 

Due to the pressure of the school timetable, competition within the school for available space 

was often high, which meant venues varied from classrooms, science labs, dining rooms and 

halls. The authors also found that the venue for the two-day ASSISIT training was an important 

consideration, concluding that despite hotel venues being viewed as a ‘treat’ for students they 
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were not always ideally suited for outdoor spaces which was needed for the students, during 

break time and often required additional supervisions. They suggested that community venues 

(e.g., a rugby club) may be more suitable. 

 

The final point related to the delivery approach comes from Small et al (2013), who conducted 

semi-structured interviews with a variety of professionals working in either tobacco control, 

health or education with a responsibility for smoking prevention in schools (Small et al., 2013). 

They concluded that adolescent smoking prevention required strong and sustained effort from 

three key groups; parents, schools and society. Parents were a child’s greatest influence and 

smoking prevention education should come from them through discussion and living in non-

smoking homes and vehicles. Schools have responsibility to reinforce the messages and 

society needs to provide a supportive environment through policy and legislation – e.g.,  mass 

media campaigns, graphic health warning on packaging. This also highlights the importance 

of social networks and the role they play in smoking prevention in terms of role modelling and 

influencing smoking attitudes and behaviour.  

 

3.5.3.2  Programme content 

 

Findings related to programme content were primarily concerned with designing interventions 

that were flexible enough to fit in with existing school commitments and priorities to facilitate 

school support. For example, Holliday et al., 2009 noted the importance of tailoring the 

duration of intervention delivery. ASSIST trainers used a traffic light system to ensure that the 

core programme was delivered if any issues with time arose. They also noted that delivery of 

the four follow-up sessions could be challenging, with flexibility required to accommodate 

changes to the timetable depending on the needs of the school. This could be a barrier to 

maintaining student interest and motivation.  

 

 The greatest variation in session length occurred during the follow-up sessions. 

The main reasons were: length of school lessons, organizational problems (for 

example, ‘double-booked’ rooms), and students arriving late. In one school, where 

school staff would not allow students to attend follow-up sessions during school 

lessons, these were conducted in 30 minutes during lunch breaks. Where time 

was short, trainers adapted the programme accordingly 

         (Holliday et al., 2009, p.53.)
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Similar viewpoints came from Hassandra et al., (2009) who noted one barrier to delivery was 

a lack of time to deliver the programme with an additional two or three weeks (i.e., a 12-week 

programme) required. They also noted the importance of message re-enforcement by way of 

booster session at a later date. Small et al., (2013) raised a similar point concluding that 

smoking prevention should be covered through a student’s school career, not just an isolated 

time point  

 

Participants thought that, although more emphasis might be placed on prevention 

education in junior high and high school, this might be too late, as some children 

start smoking early. They believed that the earlier smoking prevention is 

introduced the better. It needs to start from day one and be “integrated” into the 

curriculum, throughout the grades. It should not be isolated, occasional, random 

presentations on the topic.    (Hassandra et al., 2009, p. 124) 

 

The final point related to programme content was sustainability. Andersen et al’s., (2014)  X:IT 

study built in yearly study workshops for head teachers, teachers and school coordinators. 

The workshop aims were to share experience, discuss new ideas, problem solve and provide 

an overview of intervention progress. They also noted the importance of rooting the 

intervention in the local community and having the same study coordinator to help build 

capacity and facilitate implementation in other schools. 

 

3.5.3.3  School support 

 

One of the key facilitators to the successful delivery of any school-based intervention is 

support from schools. Without their ‘buy-in’ even the best planned and most successful 

interventions may fail. The 2009 review suggested that engagement with schools when 

planning an intervention was essential but lacked detail on what may help or hinder this. A 

study by Andersen et al., (2014) helps to fill this gap by adding further context to explain why 

schools may not be willing or able to participate. The barriers they identified have been sub 

divided into two categories: perceived relevance and practical barriers. Perception of 

relevance centred on the belief that smoking prevention was not a priority. The authors also 

found that some head teachers viewed smoking as irrelevant compared to the larger problems 

student faced. Related to this was the view that some schools believed they had few or no 

students who smoked and therefore viewed smoking prevention interventions as irrelevant 

and not a worthwhile investment of school resources, preferring instead to prioritise other 

health promotion activities. Practical barriers were due to schools being overloaded with work 
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and reluctant to impose further obligations, viewing the required contribution as too large and 

overwhelming to support.  

 

A further barrier comes from Holliday et al., (2009), who (through interviews with school staff 

and observation of intervention delivery) found occasions where school staff appeared 

concerned about the school’s image. This centred on the (highly likely) scenario where 

students who were not the best behaved in class were invited to become a peer supporter, 

which could be perceived as rewarding students for poor behaviour. At times this resulted in 

school staff intervening with the nominated list of students – i.e., not letting them take part for 

fear of damaging the school’s reputation. A similar perspective came from Starkey et al., 

(2009) who conducted semi-structured interviews with school staff, peer supports and non-

peer supporters to examine the selection of peer supporter process. They reported that staff 

expressed an interest in who was on the list, even though they took no part in assessing 

suitability. Related to this was the final point around school support - staff attendance at 

training and follow-up session which the authors noted varied and, in some cases, deteriorated 

as the intervention progressed,  

 

“Teacher attendance waned as the intervention progressed: 21 schools had a 

teacher present at the recruitment meeting; by follow-up 1 this had fallen to 18 

schools; and by follow-up 4 this had fallen to 12. Generally, the more organized 

the school contact, the more likely it was that school-based sessions could be 

delivered to the intended schedule and in appropriate venues”   

        (Holliday et al., 2009, p. 55.)  

 

3.5.3.4  Characteristics of young people  

 

Holliday et al., (2009) highlighted that disruptive behaviour from peer supporters during the 

training delivery phase of the intervention could serve as a barrier to delivery. They noted 

feedback from trainers of occasions where schools had adhered to the intervention ethos and 

did not intervene to remove disruptive students. Starkey et al., (2009)  also highlighted the 

importance of student characteristics for intervention delivery, from delivery of ASSIST. Their 

findings from teachers, peer supporters and students who were not peer supporters reported 

a view that some of the students selected to be peer supporter were not suitable (due to a 

lack of confidence or not taking their role seriously) which may have served as a barrier to 

intervention delivery, 
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Just as teachers expressed some reservation, students who were not peer 

supporters and peer’s supporters themselves expressed mixed opinions about the 

suitability of nominated students to undertake the role of peer supporter. Some 

were thought to be responsible and outgoing; others were considered unsuitable 

because they lacked the confidence to initiate conversations about smoking or did 

not take the task seriously.              (Starkey et al., 2009, p. 983.) 
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Table 3.23: Evidence tables  

Reference Study aims  Intervention Sample Country Design Key findings Quality 

score 

Andersen et 

al (2014) 

 

Protocol paper to 

describe the 

development, 

component parts, pilot 

findings and future 

evaluation plan for the 

X:IT intervention. 

Three components: 

1. Smoke free 

premises – 

participating schools 

had sign up to indoor 

and outdoor smoke 

free premises  

2. Parental 

involvement – one 

parent or guardian 

agrees to sign a 

smoke free contract 

where they support 

the adolescent to 

stay smoke free 

3. Schools agree to 

deliver 8 smoke free 

lesson over  a three 

year period  

Head teachers, 

teachers 

(n=16), project 

coordinators 

(n=109), pupils 

(n=4,161). 

 

Denmark Mixed methods design 

 

Findings presented 

from two sources: 1) 

pilot testing in ten 

schools.  

Qualitative 

consultation (mode not 

specified) with project 

coordinators, head 

teachers, teachers, 

pupils, and parents. 

2) An effect, process 

and health economic 

evaluation. A cluster 

randomised control 

trial was used to test 

effectiveness.    

Pre and post student 

survey using existing 

survey questions. 

Questionnaires 

Barriers:  

Schools overloaded 

with work and reluctant 

to impose further 

obligations on staff - 

study seen as too 

large  

problems fulfilling the 

smoke-free restrictions  

Head teachers viewed 

smoking as irrelevant 

compared to larger 

problems students 

face, meaning that 

other health promotion 

activities were 

prioritized 

Perception from some 

schools that they had 

few or no students 

who smoked. 

 

- 
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completed by study 

coordinators and 

teachers 

Qualitative data 

collected as part of the 

process evaluation 

included: observation 

and semi-structured 

interviews with 

teachers (n=16) in 

participating and non-

participating schools.  

 

Hassandra et 

al (2009) 

 

To examine the 

applicability of smoking 

prevention intervention 

called resource ‘I do 

not smoke – I exercise’.  

 

Delivered in school 

over 10 lessons by 

teaching staff who 

were given written 

instructions on how 

to deliver each 

lesson. Students 

were given a work 

book with information 

about smoking and 

exercise along with 

activities. 

Seventh grade 

students (aged 

12-13) from 8 

classes in 2 

private 

secondary 

schools 101 

boys and 109 

girls (n=210). 

School 

principals and 

teaching staff 

(n=8).   

Greece Mixed method design  

 

Students complete 

questionnaires on 3 

occasions (T1 at end 

of first lesson, T2 at 

end of last lesson, T3 

12 months later). 

Semi –structured 

interviews with the 

school principals (n=2) 

and internal teaching 

staff who delivered the 

programme (n=6). 

Facilitators:  

View form principals 

that the programme is 

best delivered by 

‘specialists’ who are 

external to the school  

Programme delivers 

spoke of the potential 

for wider impact out 

with school into wider 

social networks  

 

Barriers: 

+ 
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Lack of time to deliver 

the programme  

Perception that it was 

difficult for students to 

understand goal 

setting. 

Longer term outcomes 

at 12 month follow-up 

showed attitudes and 

interest in smoking 

information returned to 

pre intervention levels. 

Holliday et al 

(2009) 

 

To examine the fidelity 

of implementation of A 

Stop Smoking in 

Schools Trial (ASSIST)  

Anti-smoking 

messages delivered 

by students (peer 

supporters) who 

were nominated by 

fellow students in 

their year. Peer 

supporters taken out 

of school for 2 day 

training delivered by 

external trainers who 

offer ongoing support 

over a 10 week 

period. 

Trainers, 

researchers 

and sessional 

staff in 30 

secondary 

schools in 

south Wales 

and west of 

England 

(n=319).  

UK Mixed method design  

 

Pre and post self-

complete 

questionnaires with 

researchers and 

sessional trainers who 

delivered some or all 

of the intervention 

component parts  

 

Qualitative element 

conducted with 4 

schools selected for 

Facilitators:  

Building in flexibility to 

session delivery - 

traffic light system to 

ensure core 

programme was 

delivered if issues with 

time arose. 

 

Barriers: 

Peer nomination and 

recruitment – staff 

appeared concerned 

about school’s 

++ 
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the in depth process 

evaluation. Included: 

non-participant 

observation at 

recruitment (n=3), 

training (n=4), follow 

up sessions 1 (n=4), 

session 2 (n=3), 

session 3 (n=4) and 

session 4 (n=3); and     

Semi structured 

interviews (post 

intervention) (n=11).  

 

 

image/rewarding 

students for poor 

behaviour. 

Disruptive behaviour of 

peer supporters. 

Venue variation and 

suitability and effect on 

success 

Intervention timetable 

was often extended 

which was issue with 

maintaining interest 

with some students.  

Teacher involvement 

in sessions varied, and 

deteriorated as 

intervention 

progressed. 

 

Facilitators and 

barriers 

Training approach of 

trainers with a variety 

of backgrounds meant 

a variation in expertise 

and differences in style 
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which could cause 

conflict.  Similarly, it 

could also allow a 

more rounded delivery 

of intervention. 

 

Small et al 

(2013) 

 

The examination of the 

perspectives of 

professionals on youth 

smoking prevention. 

Not a specific 

intervention but 

drawing on expertise 

from participants 

who have delivered a 

range of school-

based smoking 

prevention 

interventions.  

Teachers, 

public health 

nurses and 

employees of 

non-

government 

organisation 

(n=9) 

Canada Qualitative design  

 

Semi structured 

interviews (n=9)   

Facilitators: 

Smoking prevention 

among youth required 

strong and sustained 

effort from three key 

players; parents, 

schools and society. 

 

Barriers:  

Sense that smoking 

prevention was not a 

priority in schools and 

when it was taught it 

was lost in the general 

health topic 

Need to be covered 

throughout school 

career not just isolated 

to one-time point. 

 

++ 
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Starkey et al 

(2009) 

 

 

 

 

 

 

To examine the 

success of a whole-

community approach to 

identify a diverse group 

of influential young 

people to effectively 

diffuse health 

promotion messages 

among peers. 

 

Same intervention as 

discussed above 

(Holliday et al, 2009)  

 

School staff, 

students, peer 

supporters (see 

design column 

for sample 

detail). 

UK  Mixed method design 

  

Semi structured 

interviews at baseline 

(n=8) and post 

intervention (n=10) 

and a random sample 

of students who were 

not peer supporters 

(n=32). 

Post intervention focus 

groups (n=10 involving 

77 students) and semi 

structured interviews 

(n=33) with peer 

supporters 

Barriers and 

facilitators:  

 

Peer supporter’s views 

about those 

nominated: 

Wide range of people 

took part 

Maturity was an issue 

Smokers seen as 

hypocritical advising 

others not to smoke 

Confidence of some 

participants 

questioned  

 

Non-peer supporters’ 

views on those 

nominated 

Suitability questioned 

at times for some in 

relation to maturity, 

shyness, confidence 

and being a smoker 

themselves. 

 

+ 
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Teachers views  

Good mixture of 

students reflecting 

those who were 

streetwise to those 

perceived as sensitive. 

Staff interested in who 

was on the list, even 

though they took no 

part in assessing 

suitability. 
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3.6 Summary  

 

Much has been written about the delivery and effectiveness of school-based interventions to 

prevent adolescent smoking (Flay, 2009, Thomas et al., 2013a, Wiehe et al., 2005). However, 

results have been mixed depending on the type of programme delivered and little is known 

about the factors that influence intervention effectiveness. This qualitative review sought to 

address this evidence gap by updating an existing review to examine the barriers and 

facilitators to the delivery of school-based smoking prevention programmes.  

 

The review identified several barriers that can make delivery of smoking prevention, health 

promotion interventions in schools challenging. However, as illustrated in the discussion 

below, it also identified a number of facilitators to help overcome them. Thus, for interventions 

likes ASSIST schools (due to student attendance being compulsory) remain the best setting 

for delivery. Four themes were identified to summarise the barriers and facilities to delivering 

school-based smoking prevention interventions.  

 

Delivery approach, focused on how the intervention was actually delivered (i.e., what its 

components were, who delivered it and what was required of the schools to assist in delivery). 

It also included practical aspects like venue for intervention delivery.  Facilitators were: having 

specialists to deliver the intervention who were external to the school (i.e., not school staff) 

and had the required level of expertise. This makes intervention delivery less burdensome for 

the schools in terms of level of resource and, thus, more likely that they will support delivery 

in their school. Barriers to intervention delivery were intervention components being overly 

ambitious and expecting schools to contribute more than they were able to, in addition to 

inappropriate time slots and venues.  

 

Programme content, highlighted the importance of designing interventions that were flexible 

enough to fit in with schools and students and facilitate school support. Facilitators were: 

tailoring the intervention to accommodate restrictions within the school timetable; and having 

booster sessions after the intervention has been delivered to reinforce key messages. The 

main barrier was working with the challenges of school timetables, which restricted time to 

deliver the intervention. 

  

School support, centred on the barriers to securing school support to help deliver the 

intervention, with the main facilitator being external intervention delivery, which did not require 

a high level of resource from the school. Barriers were four fold: 1) not viewing smoking a 
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priority due to the low smoking prevalence rate in the school and, therefore, not a worthwhile 

investment of school resources (i.e., staff time); 2) schools being overloaded with other 

commitments and not have the capacity for delivery in their school; 3) concern about potential 

impact on school’s image/reputation; and 4) schools agreeing to support delivery and then not 

being able to honour this.  

 

Characteristics of young people focused on the disruptive behaviours from some students and 

a perception from school staff that some students selected to deliver peer support were not 

suitable.  

 

There are limitations to this systematic review. Only five studies were identified for full review, 

which limits confidence that findings are relevant to smoking prevention interventions in 

general. However, generalisability is not the purpose of qualitative research and the included 

studies did highlight a range of barriers and facilitators that may inform future interventions. 

That said there were far fewer studies that met the inclusion criteria for full review with two 

potential explanations. This could be a reflection of the drop in adolescent smoking prevalence 

discussed in Chapter Two and/or highlights a lack of qualitative studies. While a range of 

databases were used to identify relevant articles, and a grey literature search undertaken, the 

review did not explicitly ask experts or authors for other studies of relevance. In addition, the 

restriction to English is acknowledged as a language bias. The cost of high-quality translations 

of in-depth qualitative data was beyond the resources available.   
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Chapter 4: Social network research and network 

interventions  

 

4.1 Introduction  

 

Previous Chapters (One, Two and Three) have highlighted the importance of social networks 

when considering adolescent smoking behaviours and have characterised ASSIST as an 

example of a network intervention. They have also argued that there is currently no evidence 

looking at the extent of message diffusion into the wider social networks of peer supporters 

taking part in the ASSIST programme. Given that exploring this is a key aim of this thesis 

(along with understanding the context and composition of message diffusion in peer supporter 

networks), this chapter focuses on developing a greater understanding of social network 

analysis and network interventions, which will inform my research design, discussed in the 

next chapter (Chapter Five).  

 

The chapter is comprised of three sections. Starting first with a definition of what social network 

analysis (research) is and a brief historical overview charting its rise in popularity since the 

1930s. Next is a detailed review of the different approaches to collecting and analysing 

network data using quantitative, qualitative and mixed method approaches in section two. The 

final section widens the focus to look at social networks and health behaviour change, with 

specific consideration given to what network interventions are and the theory that supports 

them. This is important as ASSIST is one of a few examples of an evidence-based network 

intervention.  

 

4.2 Definitions and historical overview 

 

Crossley (2010), describes social networks as ‘social worlds’ made up of various individuals 

with shared ‘meanings, purposes, knowledge, understandings, identities’ which affect how and 

who they interact with. Social Network Analysis (SNA) seeks to understand these ‘social 

worlds’ by studying relationships and connections most commonly, although not exclusively, 

between individuals. SNA works on the principle that individuals are influenced by people they 

have contact with and vice versa (Christakis, 2010).  

   

Luke (2007), traces the origins of SNA to the 18th century and credits mathematician 

Leonhard Euler as providing,  
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one of the mathematical foundations of network analysis 

       (Luke and Harris, 2009, p.70.)

    .   

Valente (2010) and Scott (2013),  highlight the important contribution made by Moreno who, 

in the 1930s, devised the ‘sociogram’ to visually show connections between individuals, a 

method still used which will form an important element of my research design (discussed 

in 5.3.2.3).  

 

Scott (2013), notes that due to the merging of different academic disciplines working in SNA 

(such as: mathematics, sociology, social psychology and anthropology), the mid-20th century 

was an important period in the development of SNA. This resulted in the creation of the 

International Network for Social Analysis (INSNA) to support the growth of SNA, and two 

specific journals (Social Networks and Connections). More recently, the emergence of 

computer programmes in the mid-1980s made it easier to map complex networks and explain 

connections (Scott, 2013, Wasserman, 1994). The 1990s generated further traction when the 

public health field started to realise the potential of SNA to provide a new lens to frame and 

answer important public health questions (e.g., analysing the spread of HIV/AIDS and peer 

influence on risky behaviours (Luke and Harris, 2007). Add to this the growth of the World 

Wide Web and social networking sites (e.g.,  Facebook and Twitter, which makes it easier to 

acquire network data), it is no surprise that SNA has become relevant to multiple disciplines 

(Scott, 2013).  

 

4.3 Approaches to collecting and analysing social network data  

 

To help inform potential data collection approaches to (discussed further in Chapter Five) the 

purpose of this section is to review different approaches to collecting and analysing network 

data using quantitative, qualitative and mixed method approaches.  

 

Broadly speaking there are two types of network data: ‘whole’ and ‘egocentric’ networks.  

Whole networks are concerned with an entire population (defined by pre-specified inclusion 

criteria – e.g.,  an entire school or an entire corporation (2015, Domínguez and Hollstein, 

2014). In contrast, an egocentric network (also called an ‘egonet’ or personal network), is the 

network of one individual (the ego), with members of their network called ‘alters’ or ‘actors’. 

Egonets are usually represented using visualisation techniques such as sociograms (Robins, 

2015). In the 1930’s Jacob Moreno (a psychiatrist) created the term ‘sociogram’, which is a 
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visual way to show the structure of interpersonal relationships (typically in a graph or circular 

shapes) (Scott, 2013, Ryan et al., 2014). Ryan et al., (2014) note that a further development 

was made in the 1940s with the inclusion of concentric circles to illustrate levels of closeness 

or distance in the network (see Figure 4.1). As noted by Crossley et al., (2015) the addition of 

concentric circles enables the analytical process to run alongside data collection as 

participants (egos) are ranking the people they add to their map and therefore evaluating their 

relationships as their maps are created.  

 

There are several studies that have included the use of sociograms into their research design 

(Tubaro et al., 2016b, Ryan et al., 2014, Hogan et al., 2007, Antonucci, 1986, Bellotti, 2015, 

Heath et al., 2009b, Ryan, 2011a, Reith and Dobbie, 2013, Emmel, 2009), with Tubaro et al., 

(2016a) noting two common approaches. The first is for the researcher to collect data from 

the participant about their network members and then draw the networks (typically using 

computer software) and present it back to the participant (the ego) for their review. The second 

is to ask participants to draw their own networks either free hand or using a pre-defined 

tool/framework. They note that, regardless of which approach is used, visualising networks 

using sociograms:  

 

… gives participants a more global view of their relationships and the social 

contexts they are embedded in, a view that would not emerge spontaneously from 

just describing their relationships in interviews, or adding names of contacts to a 

list in a questionnaire.      (Tubaro et al, 2015, p. 3.) 

 

Given that a key objective of this thesis is to understand the composition of peer supporter 

social networks, network analysis has been incorporated into the research design. Before the 

practical steps to collecting these data are presented in Chapter Five, the different approaches 

(which informed the research design) to collecting and analysing network data using 

quantitative, qualitative and mixed method approaches are considered below.   

 

4.3.1 Quantitative ‘formal’ methodologies    

 

Traditionally, social network researchers have used quantitative techniques to measure the 

structural properties of a network and connections (ties) between individuals (also called 

‘alters’ or ‘actors’) (Bellotti, 2015, Heath et al., 2009b, 2015). Heath et al., (2009b) describes 

this approach as ‘formal’ SNA. Edwards (2010), notes that formal SNA is particularly interested 

in the ‘flow’ of the network and the factors that affect this. Examples include trade movement 
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between countries, the spread of infectious disease, diffusion of ideas and information, and 

providing social support. As noted by Crossley and Edwards (2016), a particular strength of 

‘formal’ SNA is its ability to systematically map and measure social relations,  

“quantitative techniques of SNA are crucial for identifying and measuring the 

properties of networks and for identifying associations between such properties 

and wider behaviours and factors that might be regarded either as causes or 

effects of them”      (Crossley and Edwards, 2016)  

 

However, they also note that qualitative research is essential to understand the ‘how’ and 

‘why’ of these associations (Edwards and Crossley, 2009). A particular criticism of quantitative 

SNA, therefore, is that it provides static ‘snapshots’ of social relationships which in practice 

will continue to change and evolve, and lacks important detail in relation to content, context 

and meaning (Edwards, 2010). For example, Bearman and Parigi (2004), explored how 

respondents understood a question from the General Social Survey (a large US household 

survey that collects social network data) which asked – ‘who do you discuss important matters 

with’? Their analysis, based on 768 telephone interviews with adults living in North Carolina, 

resulted in two key findings. First, they challenged previous interpretations, which suggested 

that participants who reported not talking to anyone also experienced social isolation. Instead, 

they found that over half (56%) who reported not talking to anyone did so because they simply 

felt that they had nothing to discuss.  Second, they found that interpretation of the question 

used to collect network data was wide and varied with participants conceptualising the term 

‘important matters’ in different ways - some talked about personal issues such as caring for 

elderly parents or health and family matters, whereas, others talked about things that might 

be considered unimportant or trivial – such as a new haircut and lawn care.  

 

This example highlights the limitations of using survey questions to collect network data, with 

some network scientists arguing that SNA has developed in the ‘formal’ (i.e., quantitative) 

sense with only limited attention paid to the contribution of qualitative approaches in SNA. As 

Bellotti (2015) states:  

 

researchers have often complained about the unbalanced ratio between the use 

of quantitative and qualitative tools in networks studies, claiming that the discipline 

has favoured the development of highly sophisticated formal methods at the 

expense of the detailed and rich descriptions of social networks and calling for a 

more systematic (re)introduction of qualitative methods. (Bellotti, 2015, p. 3) 
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This lack of qualitative SNA has led to the criticism that formal SNA may fail to capture the 

depth and diversity of social networks. With Crossley et al (2015), noting that ‘formal’ SNA 

gives an ‘outside’ view of the network, but the addition of qualitative data adds the ‘lived’ 

experience. Further, a lack of qualitative methods have been noted as unusual by several 

authors who point out that early SNA studies drew on qualitative methods (Bellotti, 2015, 

Hollstein, 2011, Heath et al., 2009b). Finally, Bellotti notes that network science has much to 

offer qualitative social scientists concerned with moving beyond individual determinants of 

behaviour and fits well with theories that seek to explore the importance of relationships and 

interactions between individuals and their social environment, such as Bronfenbrenner’s 

ecological system theory (Bellotti, 2015). 

 

4.3.2 Qualitative and mixed methods   

 

In recent years Knox et al., (2006) has argued that there has been a ‘cultural turn’ in network 

science which recognises that networks are not just structures to be observed and measured 

but have cultural formations with narratives that need to be understood.  As Hollstein notes, 

in the last 20 years the field of network science has also come to appreciate that:  

 

“… focusing on either quantitative or qualitative research techniques alone leads 

researchers to miss important parts of the story. Researchers have found that 

better results are often achieved through combined approaches” 

      (Dominguez and Hollstein, 2014, p.109.)

   . 

This has culminated in the rise of qualitative and mixed methods to collect and interpret social 

networks (Domínguez and Hollstein, 2014, Crossley and Edwards, 2016, NickCrossley et al., 

2015, Edwards and Crossley, 2009, Bellotti, 2015). These approaches have tended to focus 

more on the content and context of social ties and the narratives used to explain them, and 

less on the structural properties of the relationships. In particular, several authors have noted 

the rise of data visualisations tools, such as sociograms, commenting on their contribution to 

both data collection and analysis. For example, Ryan’s (2011a), study of Polish migrant 

workers demonstrated the value of incorporating sociograms into face to face interviews, 

arguing that it elicits ‘richer data’ by adding greater insight into the content and meaning of 

individual narratives (Ryan, 2011a).  
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4.3.3 Approaches to collecting and analysing network data  

 

A paper by Edwards (2010), sought to explore the different ways that qualitative and 

quantitative methods have been used in network studies. She noted the ‘variable’ use of 

qualitative methods, which were rarely used in isolation but often combined with quantitative 

methods for data collection and/or analysis of network data. Of particular interest was the 

finding that some studies had collected network data using only qualitative methods but these 

data were then analysed using a mixed method approach – i.e., both quantitative and 

qualitative analysis methods. A limitation of her review is the lack of detail in relation to how 

many studies were reviewed, the inclusion/exclusion criteria or how the study quality was 

assessed. Nonetheless, Edward’s work identified three approaches which furthers our 

understanding of conducting and analysing network studies using quantitative and qualitative 

methods.   

 

4.3.3.1 Approach 1 – mixed methods to inform research design only  

 

The first approach, includes multi-stage (mixed methods) networks studies where qualitative 

research is conducted to inform subsequent quantitative data collection methods and vice 

versa. Edwards, (2010) cites an ethnographic study conducted by Dolcini et al (2005) which 

explored adolescent friendship networks and risk taking behaviour as an example of this 

approach. In the first phase they used qualitative observation methods to acquire a greater 

understanding of the cultural context in which the study was situated. This then informed the 

design of the next (quantitative) phase of the study which was a survey.   

 

4.3.3.2 Approach 2 – mixed methods for data collection and analysis 

 

The second approach involves the use of qualitative and quantitative methods for both data 

collection and analysis. This is often referred to as ‘triangulation’ where qualitative and 

quantitative data are collected and analysed to generate a deeper, more informed, 

understanding of a particular phenomenon. However, Silverman (2014), cautions against 

mixing methods which he argues could result in poor analysis. Despite speaking for mixed 

methods studies in general, it is also relevant for network data collection, 

Mixed methods are often adopted in the mistaken hope that they will reveal ‘the 

whole picture.’ But this ‘whole picture’ is an illusion which speedily leads to scrappy 
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research based on under-analysed data and an imprecise or theoretically 

indigestible research problem.      (Silverman, 2014, p. 47)  

 

Nevertheless, in social network research there is strong support and a growing body of 

research studies using mixed method approaches, which most likely reflects a desire to 

examine both the structure of the networks and the meaning and context that underpins them  

(Bellotti, 2015, Heath et al., 2009b, Ryan, 2011a, Ryan et al., 2014, Tubaro et al., 2016b). An 

example comes from Bellotti’s study of friendship networks of single men and women living in 

Milan (Bellotti, 2015). A two-stage research design was used – first network maps were 

created using name generation questions (a classic ‘formal’ approach where participants are 

asked to generate a list of names of people in response to a specific question – e.g., list the 

names of 10 co-workers, this is usually done using a survey approach) which allowed ‘formal’ 

exploration of the structure of the networks and connections between friends. These maps 

were then visualised using a computer aided software package call Netdraw and given back 

to participants and used as prompts for deeper exploration of the ‘content, meaning, history 

and dynamics of friendship’ using a qualitative in-depth interview.  

 

Bellotti concluded that:  

 

The combination of social network analysis and qualitative methods allows 

observing and measuring at the same time the formal structure of networks and 

the content and dynamics of these structures. (Bellotti, 2015,  p. 77.) 

 

Edwards (2010), also adds that combining methods in this way enables both an ‘outsider’ (i.e., 

the structure of the network) and ‘insider’ (i.e., network context and meaning) view of the 

network, which would have been lacking if a mixed method approach was not used.  

 

4.3.3.3 Approach 3 – data collected using qualitative methods, analysed using 

  quantitative and qualitative methods  

 

The third approach uses qualitative methods to collect data but analysis is conducted using 

quantitative and qualitative methods. In approaches one and two a key component was the 

inclusion of quantitative data collection, e.g., a survey. In contrast, approach three does not 

include any quantitative data collection, with network data collected using qualitative methods 

only. However, at the analysis stage, both quantitative and qualitative methods are used, 

which Edwards argues is a strength of social network research, 
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Qualitative data on networks can not only be transformed into numerical data for 

statistical analysis, but it can also be subject to content analysis to explore 

meanings, perceptions and dynamic processes, whilst simultaneously providing 

crucial contextual details that aid in the interpretation of structural measures. 

        (Edwards, 2010, p. 45) 

 

Qualitative researchers would no doubt be uncomfortable with the idea of using qualitative 

methods for data collection and then quantifying findings into numbers, as Edwards suggests. 

However, I would argue that this is a legitimate approach when conducting social network 

research. For example, this could involve qualitative data collection, such as in-depth 

interview. The interview would be divided into two parts. Part one would focus on mapping the 

participants’ social network using sociograms (which have the potential to be counted and 

ordered) and then, in part 2, qualitative interviewing probing techniques would be used to 

further understanding of the phenomena of interest. Both parts would take place in one 

interview.  Analyses could then be conducted on two levels: 1) the production of network maps 

using ‘formal’ network analysis where the structural properties of the network are presented 

and; 2) qualitative analysis to create a greater understanding of the network composition and 

explore specific area of interest. Crossley et al., (2015) refer to this as a ‘bifocal’ approach’:  

 

Qualitative sources therefore enable what has been referred to as a ‘bifocal 

approach’ to social networks that can involve both quantitative and qualitative 

forms of analysis. (Crossley et al., 2015, p. 106) 

 

A practical example of this bifocal approach comes from Edward and Crossely’s work which 

explored the social networks of suffragette Helen Kirkpatrick Watt (Edwards and Crossley, 

2009). Network data was collected from archival sources (letters sent by Helen Watt), with 

both quantitative and qualitative analytical approaches used. For example, the number of 

people she wrote to was analysed quantitatively, but the content of the letter was analysed 

thematically.  

 

4.3.3.3.1  Applicability to this thesis  

 

Due to the aims and objectives of this thesis (set out in Chapter One and discussed further in 

Chapter Five) approach 3 could be a potential model for research design. For example, data 
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could be collected using qualitative in-depth interviews that will include the use of sociograms 

to map peer supporter networks and collect network data, which will be analysed 

quantitatively. However, the interview would also include in-depth probing to understand more 

about who peer supporters decided to speak to or not about smoking as well as the context 

and influencing factors in which these conversations took place. This would be collected in 

one interview, not two and analysed qualitatively. Thus, the research design would not be 

mixed method using the definitions commonly used in research methods text books (Blaikie, 

2019, Creswell, 2013), which describes mixed methods studies as involving,  

 

The collection of, analysis and mixing of both quantitative and qualitative data in a 

single study or a series of series of studies           (Blaikie, 2019, p. 131) 

 

Instead, data collection would be qualitative, with no separate quantitative data collection. 

However, it would be mixed method in terms of analysis because it would use both quantitative 

and qualitative analytical approaches that will be triangulated. I would, therefore, describe this 

approach as ‘a qualitative study using a mixed method analytical approach’. Chapter Five 

considers this in greater depth, as well as the logistics and practicalities of data collection and 

analysis using this approach.  

 

4.3.3.4 An additional approach - network data collection without any ‘formal’ 

  analysis 

 

Edward’s (2010), summary of the different approaches to conducing network studies provided 

a useful lens in which to view the different ways to collect and analyse social networks using 

qualitative and quantitative methods. A key theme across all three approaches was the 

inclusion of ‘formal’ network analysis. However, my review of the literature to inform the 

research design for this thesis highlighted a fourth approach – network data collection without 

any ‘formal’ analysis. In this approach, network data are collected qualitatively using 

sociograms which are used as a tool to facilitate a deeper understanding of the phenomena 

of interest. However, these data are not analysed using ‘formal’ social networks analysis 

because there is no interest in measuring the structural properties of the network. Instead, 

sociogram creation is a visual tool to support the interview, i.e., it is something that enables 

the participant and the interviewer to find a starting point to generate a deeper understanding 

and meaning of the area of interest.  
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An example comes from Emmel and Clark’s (2009), ‘Connected Lives’ study which sought to 

explore the networks of neighbourhoods and communities in Leeds, UK, with a specific 

interest in what happens in the network and how they are constructed, maintained and 

breakdown. They described their research design as a ‘qualitatively-driven mixed method 

approach’. It was mixed method because they included secondary analysis of existing 

quantitative data to contextualise the study by understanding more about the geographic 

areas they were sampling from. This included census data for demographic information and 

local council data to look at levels of crimes, welfare benefits and health.  

 

They then used a range of qualitative methods to understand how networks, neighbourhood 

and communities operate (in both a spatial and temporal context) which included: walkabouts 

(walking around the research site); key informant interviews; walking interviews with local 

residents; observation; and field diaries. Local residents were interviewed and asked to draw 

their networks (for some who lacked literacy skills interviewers did this on their behalf) and 

add lines to show the connections between people in their networks (see Figure 4.1). 

Interviewers then used the maps to facilitate discussion about how the participant had chosen 

to present their networks and how they perceived the people within it (so very similar to 

approach three). Crucially the maps were not used to generate ‘formal’ network data, as noted 

by the authors, 

 

The participatory maps diverges from other methods of developing sociograms 

because it does not seek to explore specific researcher defined attributes of a 

network such as the strengths and weaknesses of ties; the importance of a 

relationship; nor does this mapping seek to constrain and limit the investigation to 

a specific number of people doing particular things, as is common in network 

analysis. p16.      (Emmel and Clark, 2009, p. 16) 

 

Interestingly, the authors also note that they had planned to conduct ‘formal’ network analysis, 

but were unable to do so. They do not explain why this was the case but judging by the sample 

map (Figure 4.1, Hogan et al., 2016) – the complexity of the maps created would not easily 

facilitate formal network analysis because they are too hard to read, especially the lines which 

show the connections between people on the map.  
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Figure 4.1: Sociogram example from the Connected Lives study  

 

 

Thus, whilst qualitative and mixed method networks scholars argue that network data can be 

collected qualitatively and then analysed quantitatively, this is dependent on maps being clear 

and not overly complex in detail, which as noted by Hogan (2016), is often not the case.  

 

…when displaying a large number of nodes or relationships, graphs quickly 

become too complicated to easily interpret, or to be used to develop clear 

understandings of micro-level structural details.  (Hogan et al., 2016, p. 24) 

 

Further examples of this fourth approach come from, Ryan’s (2011) study of Polish migrant 

workers and Heath et al’s., (2009b) study of educational decision-making processes. Ryan 

argues that this approach elicited ‘richer data’ by adding greater insight into the content and 

meaning of individual narratives (Ryan et al., 2014). In Heath et al’s., (2009) study, participants 

mapped their network using sociograms which, like Emmel and Clark’s study (2009), were 

explored further via a face-to-face interview, but did not include any ‘formal’ analysis of the 

network structure. Heath notes that a particular strength of this approach was that maps were 

created by the participants, using a ‘realist’ approach in which the boundaries of the map were 
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imposed by the participants (e.g., the number of people they place on the map). This is in 

contrast to a ‘nominalist’ approaches where network boundaries, in terms of numbers, are set 

by the researcher (Heath et al., 2009b).   

 

4.4 Network interventions and health promotion  

 

The focus of this chapter, so far, has been to present a brief history of SNA and to describe 

the different approaches to data collection and analysis, which informed the research design 

presented in Chapter Five. However, in recent years, health behaviour change scientists have 

realised the potential of social networks to serve as conduits of behaviour change. This is 

explored further in this last section, followed by an introduction to network intervention theory, 

on which ASSIST is situated. 

 

4.4.1 Social networks and health  

 

Several studies and reviews have shown the link between social networks and health. For 

example, Berkman and Syme’s (2017) study showed that the age adjusted relative risk of 

death amongst women with the least social ties (i.e., connections to other people such as 

family, friends, colleagues neighbours etc.,) was 2.8 times higher in comparison to those with 

most social ties and 2.3 for men. This and other scientific evidence (Umberson and Karas 

Montez, 2010, House et al., 1988) supports Umberson’s conclusion that, 

 

Studies consistently show that individuals with the lowest level of involvement in 

social relationships are more likely to die than those with greater involvement.   

      (Umberson and Karas, 2010, p. 2) 

 

Low quality, or quantity of, social ties can also increase an individual’s chance of developing 

specific medical conditions including cardiovascular disease, high blood pressure, and cancer 

(Umberson and Karas Montez, 2010). The link between social networks and health also 

extends to health behaviours such as physical activity (Sawka et al., 2013, MacDonald-Wallis 

et al., 2012, Maturo and Cunningham, 2013) and diet (Fletcher et al., 2011, Christakis and 

Fowler, 2007). To take smoking as an example, the existing literature tells us that the attitude 

and smoking behaviour of partners, family and friends can be an important influence on 

smoking initiation and act as a barrier and facilitator to smoking cessation (Christakis and 

Fowler, 2008, Hitchman et al., 2014, Huang et al., 2014, Sterba et al., 2011).  
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As a consequence, there is support and recognition within the public health field for the 

potential of social networks to create health behaviour change. However, despite this 

recognition, there is a lack of evidence looking at how this link can be ‘engineered’ or utilized, 

to create health behaviour change. In short, there is a lack of studies incorporating social 

networks into intervention design to create health behaviour change. As illustrated by Rovniak 

et al., (2016) whose point, despite making reference to physical activity, has wider resonance 

to other health behaviours,  

Despite growing recognition that social networks both shape and mirror 

community-level physical activity, little is known about how best to engineer social 

networks to sustain physical activity.     (Rovniak et al., 2016 p. 9) 

 

Whilst this is true, one of the reasons why there is a lack of evidence-based network 

interventions may be due to poor engagement from health behaviour scientists with network 

scientist. As illustrated Chapter Three, there were examples from the systematic review that 

included features from network science but were not labelled as such. 

 

4.4.2 Social network interventions 

 

The link between social networks and health outlined above resonates with the work of Robert  

Putnam that popularised use of the term ‘social capital’. Putnam, descries social capital as 

connections between people and the power of social networks to promote trustworthiness, set 

social norms and promote community cohesion. This can enable communities to grow and 

collectively resolve problems (Putnam, 1995, Putnam, 2000).  As noted by Green et al,  

 

There has been considerable interest in the notion of social capital as a means of 

improving health prospects and particularly as a response to the adverse effects 

of social exclusion.      (Green et al., 2015, p. 93) 

 

Thus, it is not surprising that there is growing interest in the potential of social capital, found 

in social networks, to promote positive health behaviours and create health behaviour change. 

Valente (2012), introduced the term ‘social network interventions’, which he describes as  

 

 purposeful efforts to use social networks or social network data to generate social 

 influence, accelerate behaviour change, improve organisational performance, and/or 
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 achieve desirable outcomes among individuals, communities or organisations or 

 populations.         (Valente, 2012, p. 49) 

 

In 2012, Valente conducted a review of social network interventions and identified four 

separate approaches to using social networks to inform behaviour change interventions. The 

first was to recruit individuals (also called nodes) to serve as champions to promote behaviour 

change. Champions are identified by looking at the ‘centrality of a social network’ (where 

someone sits in the network and the number of connections with other members of the 

network) which can be an indicator of power and influence. In contrast, segmentation 

approaches focus on identifying groups of people (also called ‘cliques’), who are specifically 

targeted. For example, introducing a new piece of technology or policy into the workplace may 

only work if the entire group adopts it. Induction interventions promote the cascading of 

information through networks and are common in media campaigns – e.g., a word of mouth 

campaign to encourage friends and family to recommend products to members of their 

network. Induction can also be used as a recruitment tool via respondent driven sampling 

(RDS). RDS, also known as ‘snowballing’ relies on network members (also known as ‘seeds’) 

to recruit members of their network. This approach is particularly effective for hard to reach 

groups, such as injecting drug users (Broadhead et al., 2006, Latkin et al., 2003).  The last 

approach, alteration, is different to the first three (which assumes the network is static i.e., 

ignores network dynamics that may influence behaviour) because it seeks to alter the network 

to change behaviour by adding or deleting nodes. In the field of health behaviour change 

adding nodes generally involves introducing ‘change agents’ such as lay health advisors or 

other health professionals to create behaviour change. In contrast deleting nodes aims to 

change the network dynamic by removing critical nodes who are not enablers of positive 

behaviour change. For example, a paper by Hitchman et al., (2014) looked at whether 

changing the number of smokers in a social network affects smoking cessation. Results found 

that smokers who reduced contact with their smoking friends had more successful smoking 

cessation attempts than those who experienced no change in their number of smoking friends. 

This led to the conclusion that, 

 

 Quitting may be particularly unlikely among smokers who do not experience a 

loss in the number of smokers in their social context.  (Hitchman et al., 2014, p. 1) 

 

Another approach comes from Heaney and Israel (2008) who present a network intervention 

typology (comprising of four elements) to enhance social network support. The first element, 

‘enhancing existing network ties’, centres on the assumption that existing social networks offer 
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untapped potential. These interventions focus on strengthening existing relationships and 

equipping network members with new skills to provide additional support (Park et al., 2012, 

Donatelle et al., 2000). However, this is dependent on being able to identify existing network 

members who not only have the capacity, but also the inclination to provide additional support. 

In addition, it also ignores the fact that some connections will be negative and therefore 

strengthening positive ties and not negative ties could be difficult to manage. Next is 

developing new social ‘network linkage’.  These interventions seek to create new ties and are 

often most successful in small social networks or networks that are unable to provide effective 

support (e.g., ties promoting negative health behaviours like smoking for example). Typically, 

these interventions centre on introducing a mentor or buddy who can offer mutual support and 

encouragement (group smoking cessation classes for ex ample where people are encouraged 

to ‘buddy up’). Self-help groups and internet-based support group are also examples of 

interventions providing new social ties (Eysenbach et al., 2004). The third typology is 

‘enhancing networks’ through the use of natural helpers and community health workers. 

Natural helpers are people within a network who are trusted sources of advice and support 

and can also link network members to each other and access external sources of support. 

The challenge with this intervention approach is to find a way to identify these natural helpers; 

a common approach to ask members of the social network to identify people who have the 

characteristics of a natural helper. Once recurrent names are identified these people can be 

recruited to deliver health promotion messages to their network. The final typology is 

enhancing networks through community building and problem solving. This approach 

identifies and includes social network members to resolve community problems, which may in 

turn strengthen their existing social networks.  

 

4.4.2.1 Implementing social network interventions   

 

Heaney and Israel (2008) argue that one of the barriers to developing network interventions 

is identifying an appropriate theory to underpin intervention design, failing to see SNA as 

theory in its own right. Heaney and Israel justify their position by arguing that the terms ‘social 

networks’ and ‘social support’ are concepts describing structure and therefore are not theories. 

For example, Umberson and Montez (2010) describe social networks as a ‘web of social 

relationships’ that surround an individual, whereas social support is delivered via the social 

relationships within a social network (Heaney, 2008). Thus, social networks are quantifiable, 

objective and measurable. Members of a social networks (called alters or nodes) can be 

counted, their characteristics can be analysed and frequency of contact measured. Social 

support, in contrast, is more subjective and therefore difficult to quantify (Maulik et al., 2011). 

Social support is a conscious, deliberate action given with the intention to offer positive 
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support, whether or not it is viewed this way by the recipient is less clear but it can be 

categorised in four ways:  

 

1. emotional support (empathy, love, trust and caring); 

2. instrumental support (tangible aid and service of direct assistance to a person in need); 

3. informational support (provision of advice, suggestions and information to address 

problems); and 

4. appraisal support (provision of constructive feedback) 

 

A further criticism of the network intervention approaches presented above is the limited 

assessment of their application in practice – i.e., how do social network interventions work in 

practice and how effective are they? It is therefore not surprising that Hunter et a., (2015) calls 

for further research into social network intervention design for public health, 

 

Whether social networks could be harnessed to support a successful public health 

intervention depends on a range of practical and theoretical issues that have yet 

to be studied.        (Hunter et al., 2015, p. 514) 

 

This is why ASSIST is an important example of a network intervention; not only does it draw 

on network intervention theory and apply it to young people (enhancing networks through the 

use of natural helpers, using champions and induction approaches), it has also has been 

rigorously evaluated. This means assessment can be made about the contribution of network 

intervention theory to health behaviour change, in this case the prevention of adolescent 

smoking.   

 

4.5 Summary  

 

This chapter sought to achieve two things. First, to further understanding of social network 

research, with a specific focus on the different approaches to collecting and analysing network 

data. This helped to shape the research design for the thesis, summarised as ‘a qualitative 

study using a mixed method analytical approach’. Chapter Five will discuss this in more detail. 

Second, was to focus more broadly on the contribution of social network interventions to health 

promotion and health behaviour change. This helps to contextualise ASSIST, which is unique 

due to it being an example of an evidence-based network intervention targeting young people.  
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Part one concluded that SNA has been criticised for its focus on ‘formal’ SNA relying on 

quantitative methods, which fail to capture the depth and diversity of social networks due to a 

lack of qualitative methodology.  More recently, qualitative and mixed method SNA scholars 

have attempted to address this imbalance by incorporating qualitative approaches into the 

collection and the interpretation of network data (Tubaro et al., 2016a, Ryan et al., 2014, Ryan, 

2011b, Bellotti, 2016).  Despite these recent advances, findings from Chapter Three have 

already highlighted a lack of tobacco studies collecting network data from children and young 

people using qualitative approaches. This is in contrast to the numerous studies using 

quantitative approaches, suggesting that the field has some way to go to address the 

imbalance between quantitative and qualitative approaches to SNA with children and young 

people. The novel methodology developed for this thesis (discussed further in Chapter Six) 

attempts to contribute to qualitative SNA by collecting network data from young people using 

sociograms and then contextualising these data via qualitative face to face interview.   

 

Part one also reviewed three approaches to collecting and analysing network data. An 

additional (fourth) approach was also presented which gave examples of qualitative and mixed 

method social network studies, with an explicit purpose to investigate social networks but none 

of them applied any ‘formal’ analysis of the networks structure. Thus, it could be argued that 

they are examples of social network research rather than social network analysis. Adopting 

this broader terminology is more inclusive of the different approaches to studying social 

networks, yet both terms are used in the existing social network literature (Robins, 2015, 

Domínguez and Hollstein, 2014, Bellotti, 2015)  (often interchangeably) which does not help 

promote wider engagement with network science from the broader academic community. In 

light of this, I will use the term ‘social network research’ to describe the research design 

presented in Chapter Five.  

 

In part two, a review of literature on ‘network intervention theory’, on which ASSIST is based 

identified an adult centred perspective, with limited understanding of their applicability to 

children and young people. Nonetheless, the broader theme of social networks and their 

influence on health, attitudes and behaviour is applicable to all ages. A further finding was the 

need for much more practical implementation of network interventions to evaluate their 

effectiveness in the ‘real world’. Building on the key findings presented here, Chapter Five will 

describe the research design and methods used when conducting the research for this thesis.  
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Chapter 5: Methods  

 

5.1 Introduction 

 

Previous chapters have argued that there is a lack of evidence looking at the extent of ASSIST 

message diffusion in peer supporter social networks and the potential for wider influence 

beyond the school year. This thesis seeks to address this gap and Chapter Five will discuss 

the methodological considerations for an empirical study to collect primary data to generate 

this new evidence base. The chapter has two parts. Part one considers the philosophical 

underpinnings (i.e., the thinking) that shaped and influenced research design and analytical 

approach which is discussed in part two (i.e., doing empirical research). 

 

5.2 Part 1 -Thinking about philosophical underpinnings 

 

My intention for part 1 is for the reader to have a better understanding of the ‘thinking’ which 

informed my research design (presented in part 2). Starting first by considering the importance 

of ontology and epistemology, I will then move onto the research paradigms of ‘positivism’ and 

‘interpretivism’ and finally consider inductive; deductive; retroductive and abductive research 

strategies to help answer the study research questions (presented in 5.3.1). Drawing on 

Blaikie’s (2009) diagram of research strategies and paradigms, I created Figure 5.1 to 

summarise my own philosophical perspective and the paradigms which underpin the research 

study discussed in part two. Each element of Figure 5.1 will now be considered. 
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Figure 5.1: Philosophical factors that have influenced the research design (adapted 

from Blaikie (2009) p. 81) 

 

 

 

5.2.1 Ontology and epistemology  

 

Research design is influenced by two important philosophical perspectives which relate to the 

social world in which we live - ontology (how we view the world) and epistemology (how we 

acquire knowledge (Ritchie et al., 2014). Our own ontological perspective will influence the 

research study aims and objectives and our epistemological perspective will influence how we 

choose to collect and analyse the data. (Ritchie et al., 2014) note that ‘broadly speaking’ there 

are two ontological positions - realism and idealism. Realists view the world as existing 

independently, irrespective of personal beliefs or understanding or more specifically, as noted 

by Silverman (2016), how the researcher studies it. So, what we see exists externally to our 

 

 

 

 

 

 

Ontology 

Epistemology 

Research paradigm 

Inductive  

Abductive 

 

Concepts and theory 

created 

Constructionism 

Research strategy 

Interpretivism 

 

Research questions 

 

 

 

 

 
Critical realism 

 



106 

 

mind, which means that everything we experience through, for example, touch, sight, taste, 

smell and sound is exactly how we perceive it to be. Idealists, on the other hand, believe that 

reality exists in the mind and is influenced by society and social construction (Ritchie et al., 

2014). Within the idealist ontological position there are several variants such as subtle, 

contextual, collective or radical idealism.  For realism, there is also different variants, some 

with the same meaning such as: naïve, cautious, depth, subtle, shallow, conceptual, critical, 

social realism and materialism (Ritchie et al., 2014).  

 

As illustrated in Figure 5.1 the chosen ontological perspective for this thesis is critical realism 

(also referred to as subtle or social realism), which translates to a belief that reality exists 

independently to those who observe it. However critical realists recognise that to understand 

reality (i.e., the social phenomena of interest) it has to observed and understood through the 

individual (Ritchie et al., 2014, Blaikie, 2009). Thus, whilst what we see is real, how we 

interpret it is influenced by individual experience, which is often diverse and complex.  

 

As noted previously, epistemology is concerned with generating knowledge about the reality 

of the world in which we live. Blaikie (2009) describes five types of epistemological positions: 

Empiricism; Rationalism; Falsification; Neo-realism and; Constructionism. Constructionism,  

views knowledge as being constructed by the individual, who is trying to make sense of the 

world in which they live (Ritchie et al., 2014). Thus, researchers are motivated to explore and 

understand the social world of the participant and seek to create meaning from this using an 

inductive logic where findings are grounded in the data. Constructionism, is therefore, a good 

fit for the research questions of this thesis (discussed in 5.3.1). However, Blaikie (2009) 

cautions that interpretation of meaning will be from the researcher’s perspective which will 

inevitably be affected by their assumptions, experiences and beliefs. This highlights the 

importance of researcher reflexivity (i.e. having an awareness of the researcher role and how 

this affects data collection and outcomes from the research) and considered in Chapter Nine 

(9.5.1).   

 

5.2.2 Philosophical paradigms  

 

A philosophical paradigm is a belief system or theoretical approach that guides how we do 

something. Research paradigms provide an intellectual context which influences our 

ontological and epistemological assumptions and methodological approach. The two main 

research philosophical paradigms are ‘Positivism’ and ‘Interpretivism’, although Blaikie 

(2009) identifies several others, such as: Classical Hermeneutics; Critical Rationalism; Critical 
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Theory; Ethnomethodology; Social Realism; Contemporary Hermeneutics; Structuration 

Theory and Feminism (Blaikie, 2009).  

 

Positivism asserts that knowledge generation can be independent of the participant, 

researcher and research setting. It is generally associated with quantitative approaches which 

are deductive and ‘top down’ where data is collected to confirm or reject a hypothesis. 

Positivism assumes that scientific knowledge is governed by general laws and universal 

statements that allow the researcher to control and predict events. Qualitative researchers 

generally reject this position because it does not always apply to the social world which is 

governed by meaning rather than rules (Ritchie et al., 2014). In contrast, qualitative 

approaches are generally interpretivist in application, emphasising the importance of the 

lived experience to explore the connections between society and the environment. Knowledge 

generation is inductive, i.e., ‘bottom up’ from which theories are then developed.  

 

Factors that influence these philosophical perspectives include the researcher (who may have 

a particular preference for a particular research method), the researcher’s supervisors, 

research audience, funder and research aims and objectives (Blaikie, 2009, Ritchie et al., 

2014). However, it should be noted that viewing the two research paradigms in terms of 

quantitative and qualitative ‘camps’ has been criticised because it is an oversimplification of 

data collection. For example, Blaikie (2009) argues that researchers cannot adopt a purely 

inductive or deductive approach because we do not approach research studies with complete 

neutrality. This caution is echoed by Ritchie et al., (2014) who discourage allegiance to one 

tradition and encourage researchers to draw on difference perspectives, concluding that: 

 

 If researchers are comfortable making an ideological commitment to a particular 

 tradition, regardless of their research topic, then that is their choice, but others should 

 not be forced into a theoretical or methodical straight jacket.    

         (Ritchie et al., 2014, p.19.)  

 

However, Clark et al., (2012) reminds us that too often the importance of ontology in the design 

and evaluation of health behaviour change interventions is ignored, which he argues is 

peculiar given the influence this has on intervention design 

 

 In healthcare interventions, ontology seems to be thought of as irrelevant or a luxury 

 when compared with attention given to methods, measurement and results. Yet 

 ontology shapes not only these aspects but also questions what research should and 

 can ask.        (Clark et al., 2012, p.  2.) 
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Thus, how we as researchers perceive the world will influence our approach to data collection, 

analysis and interpretation. This makes it pertinent that I clarify my own  philosophical research 

paradigm, which is interpretivism using qualitative research methods. Qualitative research 

methods are interpretivist in application and emphasise the importance of the lived experience 

to explore the connections between social, cultural, and environment.  

 

 5.2.3 Research strategy  

 

Once research questions are set, a research strategy is required to address them. Blaikie 

(2009) and Ritchie et al., (2014) present four research strategies: inductive (‘bottom up’ 

approaches to data collection where characteristics and patterns are observed and theories 

are then developed); deductive (‘top down’ approaches where theory is used to generate a 

hypothesis which will either be confirmed or rejected); retroductive (discovering reasons for 

an observed phenomena using models); and abductive (unique to qualitative enquiry, 

participant language is used to create ‘first order concepts’ to  describe social life). Meaning 

is then ‘abducted’ by the researcher who creates categories of explanation called ‘second 

order concepts (Ritchie et al., 2014, Blaikie, 2009). 

 

Blaikie (2009) notes that choosing a research strategy will depend on the nature of the 

research questions (e.g.,  what, why or how) and that it may be necessary to use different 

strategies for different research questions (Blaikie, 2009). The research questions for this 

thesis are present in 5.3.1 and are designed to develop a deeper understanding of both the 

potential and actual extent of message diffusion through peer supporter networks, as well as 

the context and factors that influence this. In light of this, an inductive research strategy with 

its focus on description of patterns and associations is well placed to answer these questions. 

However, the research questions also want to say something about why these patterns and 

associations are observed, so an abductive strategy with its focus on developing 

understanding through focusing on the ‘insider’ views (i.e., the research participant) rather 

than imposing a ‘top down’ researcher perspective is also applicable.  
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5.3 Part 2 - Doing empirical research   

 

Thinking through the philosophical perspectives that underpin the research design is important 

because it shapes and informs the doing of the research, which includes data collection and 

analysis. Detailed discussion of this is the focus of part 2 which will: clarify the overall research 

aim and objectives; methods of data collection; sample; recruitment; ethical consideration, 

informed consent and analytical approach.   

 

5.3.1 Research aim and questions  

 

The overall aim of the study was to examine whether ASSIST has the potential to influence 

smoking behaviour, attitudes, and knowledge of smoking related harm, beyond the school 

year. 

 

The following research questions were explored: 

1. What do the social networks of ASSIST peer supporters look like? 

2. What is the potential extent of message diffusion in peer supporter networks and 

how does this compare with the actual extent of message diffusion?  

3. What factors influence who peer supporters choose to speak to/not speak to about 

smoking and what are the reasons for this? 

4. What is the context in which conversations take place and their content? (e.g., 

where and how conversations are initiated, what communication methods are 

used, what is discussed?).  

5. How do peer supporters feel about initiating and having informal conversations 

about smoking? 

6. What perceived influence, if any, do peer supporter conversations have on 

smoking behaviour, attitude and knowledge of social network members?  

7. What are the implications and recommendations for any future delivery of ASSIST, 

specifically, and network intervention science more broadly?   

8. What are the methodological contributions to qualitative social network research in 

general and working with young people in particular?  

 

5.3.2 Method  

 

As noted previously the research questions set out above require an inductive and abductive 

research strategy. In light of this, qualitative methods, using in-depth interviews, were used. 



110 

 

Before I discuss my approach to conducting the interviews, it is important to consider why I 

decided this was the most appropriate method instead of focus groups, paired interviews or 

mini groups. One of the key factors I considered when choosing an appropriate method was 

conducting research with young people, as well as the importance of research setting.  

 

5.3.2.1 Conducting qualitative research and young people  

 

Much has been written on the topic of conducting research with young people and whether 

there are distinct differences to working with an adult population or not (Punch, 2002, Hill, 

2006, Tisdall et al., 2008), with Punch noting that,  

 

There has been a tendency to perceive research with children as one of two 

extremes: just the same or entirely different from adults. (Punch, 2002, p. 321) 

 

This is why Tisdall et al., (2008)  encourage us to reflect upon our ontological position towards 

children i.e., What is a child? Both Tisdal et., al (2008) and Punch (2002) note that clarifying 

your perspective on this before you start fieldwork is important because it will inform the 

research method. Reflecting on this, my first observation is that I did not see the peer 

supporters I interviewed as children, but as a diverse group of extremely capable young people 

(by virtue of the fact that they had the confidence to take on the peer supporter role). However, 

they were different to adults in that they still needed education, care and support. I therefore 

approached the fieldwork being acutely aware of my adult, middle-aged status, which could 

have made it more difficult to establish a rapport as the peer supporter may have compared 

me to their teachers or parents. In light of this I was, perhaps, more mindful to ensure that 

peer supporters knew they were not taking part in a test and did not need to take part in the 

interviews. Further, I was aware that I was more likely to look for cues that my questioning  

style was clear and non-authoritarian, than if I were interviewing an adult.   

 

In addition to how the researcher perceives children and young people there are five further 

considerations such as: 1) the research setting (in this case the school); 2) the power 

imbalance between researcher and young person; 3) choosing an appropriate research 

method; 4) obtaining informed consent and; 5) the potential for coercion if recruitment is 

facilitated by a gatekeeper. Points four and five are considered further in the ethics section 

(5.3.5) and so my focus here is to consider points one, two and three.    
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The research setting has a considerable influence on the quality of data collected, especially 

when conducting research in schools. Ideally, the interview would be conducted in a 

comfortable environment with natural light and comfortable chairs but would also be conducted 

in a safe place where the young person could speak without fear of interruption from their 

peers or adults working in the school. A space with minimal noise interference is also desirable 

to maximise quality of the audio recording and aid transcriptions (Tisdall et al., 2008). These 

should be considered the ‘gold standard’ conditions for conducting interviews but they are not 

always possible to achieve when conducting ‘real world’ research. This was evidenced by my 

field notes in which I reflected on the interview environment, 

 

 Interview environment – School 1 better interview space with separate interview room, 

 but still interruptions due to daily prayer and other tannoy announcements. School 2 

 not a private room for two of the interviews – conducted in staff base with photocopier 

 going and some interruptions. Meant I had to stop interview not great for young person 

 who may have felt uncomfortable with staff coming in and out.               

                 Field notes 9.8.2016 

 

Next is consideration of the power imbalance between an adult (who is the researcher) and a 

young person (who is the participant) and the influence this may have on participant response, 

especially when conducting research in the school setting. For example, the young person 

may not speak as open and honestly as if they were interviewed in a more neutral environment 

(e.g., their home); or the young person may want to please the interviewer by telling them what 

they think they want them to say. As noted by Punch (2002) young people are not equal to 

adults who maintain control over their lives.  

 

Children are marginalized in adult-centred society. They experience unequal 

power relations with adults and much in their lives is controlled and limited 

by adults      (Punch, 2002, p. 323) 

 

Table 5.1 sets out the range of qualitative methods I considered as well as the advantages 

and disadvantages of each approach. (Tisdall et al., pp 75-79). 
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Table 5.14: Review of different qualitative research methods with young people  

Method  Advantages Disadvantages 

Focus groups or mini groups  1. Young people can feel 
more relaxed and 
comfortable being with 
their friends or peers and 
it may encourage them to 
contribute to the 
discussion. 

2. Can dilute the power 
imbalance between adult 
and children as 
researcher is 
outnumbered by the 
young people.  

3. Can be easier logistically 
if a pre-existing group 
already exists. 

4. Allow consultation with 
more young people.  

1. The group dynamic could 
result in discussion being 
dominated by one or two 
more confident 
participants.   

2. Shy members of the 
group or participants who 
do not know one another 
may feel uncomfortable 
sharing their thoughts 
and opinions. 

 

Paired friendship interviews 1. As per points 1-4 above 
and mitigates the 
disadvantages  listed 
above due to 
participants already 
knowing and trusting 
one another.  

1. Small sample size than 
a focus group or mini 
group.  

In-depth interviews  1. Young person may 
appreciate the privacy 
of discussion without 
their peers or other 
adults present. 

2. Allows researcher to be 
aware of subtle cues 
and react to signs of 
discomfort. 

3. Generates rich and 
detailed data specific to 
the individual. 

1. Small sample size than 
a focus group or mini 
group.  

2. Young person may feel 
uncomfortable  having 
one adult present, 
especially if they had 
had negative 
experience face to face 
interviewing before 
(e.g.,  with the police, 
teachers, social 
services).  

3. The power imbalance 
may result in the young 
person giving the 
answers they think they 
should give. 

 

Despite focus groups, mini groups or paired friendship interviews allowing for the inclusion of 

a greater number of peer supporters (and potentially a greater range of opinion and sample 

diversity) than individual interviews, I chose not to use these methods for three reasons. First, 

there would not have been enough time to map the social networks for each participant, and 

also to obtain the additional detail and depth of discussion required. Second, asking young 
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people to map their social networks alongside their peers raises ethical concerns around how 

comfortable they would feel mapping their network in the same room as someone else, even 

if it was their friend (their social network may be small, and they may feel uncomfortable 

ranking their relationships with another peer present). Last, based on my previous experience 

of conducting focus groups with this age group, the quality of the discussion can vary greatly 

depending on who is in the group (e.g., gender and whether they know one another or not), 

the time of day (low energy levels after lunch) and their motivation to attend the discussion. 

For example, in a different study I once had a student come along to a focus group discussion 

to avoid his lesson and sat with his head on the table for most of discussion and contributed 

very little. For these reasons, I decided that face to face in-depth interviews were the preferred 

mode of data collection. The following sections will consider the various stages required to 

plan and conduct them.   

 

5.3.2.2 In-depth interviews with peer supporters 

 

A key objective of this thesis was to generate new knowledge about the flow of ASSIST anti-

smoking messages beyond the school environment, as well as create a deeper understanding 

of the context in which this took place. This meant that the interviews with peer supporters had 

to achieve two things: 1) collect data about their social network and the spread of message 

diffusion within it and; 2) facilitate discussion to explore the spread of message diffusion and 

perceptions of the impact this may or may not have had.  

 

I therefore designed a semi-structured topic guide that facilitated collection of social network 

data (via egocentric sociograms discussed below) but also enabled in-depth qualitative follow-

up to unpack and further understand the specific detail in the sociograms. The peer supporter 

topic guide can be found in Appendix 7. In light of the power imbalance between myself and 

the peer supporter (discussed above in 5.3.2.1) I was mindful of the importance of establishing 

a rapport with the peer supporter to make them feel comfortable and at ease. I did this by 

dressing informally, introducing myself by my first name, telling them about why I was 

conducting the research and encouraging the peer supporter to tell me a bit about themselves. 

I also took great care at the start of the interview (and also throughout) to reassure the peer 

supporter that the interview would be fun and informal and that it was not a test. I emphasised 

that my only objective to hear their thoughts and opinions which would be completely 

confidential (unless they told me something that concerned me for their own safety or that of 

someone else). The next two sections will explain in more detail the two parts of the interview 

– part one creating sociograms and part two qualitative follow-up. 
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5.3.2.3 Egocentric sociograms    

 

Peer supporters in the study were asked to map their social networks using egocentric 

sociograms. Mapping such as this is common in network science and is generated through a 

‘name generation question’, which has been used since the 1960s (Hogan et al., 2007). 

(Borgatti, 2013) describes the three stages involved. First, is ‘name generation’ where 

participants (referred to as ‘egos’) are asked a question to prompt a list of names (also referred 

as ‘alters’). Careful thought was required to choose the correct name generation question as 

it could have been interpreted in different ways, which may have generated different types of 

data. For example, Borgatti (2013) summarises four types of name generator questions: 

1. Role-based relationships (e.g., friends, family) - name five people that you consider a 

friend? 

2. Interactions – (e.g., people we have spoken to) who are the people you have spoken 

to about a work or school matter? 

3. Affective, (e.g., likes and dislikes) - who are the people in your office/school/university  

that you feel particularly close to? 

4. Exchange and flows (e.g., source of support/help) who are the people who would give 

you financial support if you needed it?   

 

The existing social network research evidence base lacks guidance on using name generation 

questions with young people to generate qualitative data (making a contribution to address 

this evidence gap is one objective of Chapter Six). This is mostly a reflection of there being 

very few studies that have conducted egocentric mapping with children or young people. Of 

those which have, such as Samuelsson et al., (2016) there is no discussion of why the name 

generation question was chosen or whether it was piloted with children first in order to 

understand how the question was interpreted.  

 

I, therefore, drew on my previous research where I conducted egocentric sociograms with a 

cohort of adult gamblers. The methods used for the study are described elsewhere (Dobbie et 

al., 2017), but I used the same concept of using concentric circles to collect network data and 

then draw on the sociograms to prompt further detail via qualitative discussion. The name 

generation question for the gambling research was “please think about the important people 

in your life right now? This worked well with adults, but I was concerned that it was not clear 

enough for peer supporter to interpret easily. In particular, young people might be unsure how 

to interpret the term ‘important people’. I was also cognisant of the limited time I had to conduct 

the interviews (around 50 minutes) so I did not want peer supporters to get distracted by trying 

to figure out the parameters of the name generation question and potentially list several 
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names. I, therefore, decided to simplify the question to ‘please think about the people you feel 

close to’?  Piloting the use of this name generation with young people was one of the objectives 

of this thesis, with findings presented in Chapter Six. 

 

Stage two, is ‘name interpretation’, where egos are asked for further detail on the list of alters 

generated from this stage called ‘alter attributes’ e.g., age, gender, employment status etc. 

Borgatti notes that because these characteristics come from the ego (i.e., the individual who 

generated the list of names) they are based on the ego’s perception of the alter and could be 

inaccurate or flawed, however, this will depend on the nature of the detail required and the 

strength of the relationship between ego and alter. For example, if a peer supporter was asked 

the age of an alter who was also their friend or sibling, they could be confident in their answer, 

whereas they may be less confident if it was parent or grandparent whose age they may not 

now. Again, the accuracy of the name interpreter stage will depend on the name generation 

questions asked to generate the list of alters.  

 

The third and final stage is ‘name interrelaters’ where the respondent is asked about the ties 

within their network i.e., which alters know one another also called ‘alter - alter ties.’ This is 

used in social network analysis to measure things like network density (the number of 

connections in a network) and centrality (identifying key influencers in the network). Borgatti 

(2013) describes this stage as optional because it can be extremely time consuming for the 

participant and is dependent on the ego having knowledge of the ties between their alters 

which may be limited. For example, Borgatti (2013) illustrates the propensity for ‘respondent 

fatigue’ when asked to list all their alter-alter ties, with the example of an ego with 50 alters in 

their network which has the potential  to report on 1225 ties. One approach to mitigate this 

burden is to cap the number of ties alters would have to identify, but the obvious limitation is 

that the data will be unrepresentative of the entire ego network. A more pragmatic approach 

is to select a random sample of alters which will be more manageable. This level of detail is 

not included in my thesis because it was not directly relevant to the research questions set out 

in 5.3.1. 

 

5.3.2.4 Concentric circles  

 

Peer supporter sociograms were created using ‘concentric circles’ - a hierarchical mapping 

technique (Antonucci, 1986). Creating the maps was a very simple process consisting of two 

steps: first, peer supporters were given a blank piece of paper with four concentric circles and 

asked to write their name in the smallest circle in the centre. Using the following name 
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generation question – please think about the people you feel close to - they were asked to list 

members of their network and then place them onto the map in order of closeness – i.e., those 

who they felt closest were in in the inner circles, with those ranked less close placed in the 

outer circles. As noted above, Chapter Six will critically reflect on the sociogram making 

process but will also offer insight into how the name generation question was interpreted by 

peer supporters. In line with similar studies which have used sociograms there was no limit on 

the number of alters that could be included, (Heath et al., 2009a, Ryan et al., 2014). Each 

member of the network (called ‘alters’) was represented with a post-it to which additional 

information was added such as: the nature of the relationship to the peer supporter; their age; 

smoking status and frequency of contact. An example sociogram is given in 6.2.2.2. 

 

5.3.2.5 Qualitative exploration    

 

Once sociograms were created, they were used as a tool to facilitate discussion about whom 

peer supporters had spoken to as a result of their ASSIST training and to generate a sample 

list for alter interviews (discussed further in 5.3.2.6). An extension to the sociogram making 

process was the addition of coloured dots, which to the best of my knowledge had not been 

done with young people before. Red dots were added to each post-it note to identify whom on 

their map they had spoken to about smoking and blue dots identified individuals who they 

thought the conversation had some sort of influence on in terms of smoking behaviour, 

attitudes or knowledge. Lastly, green dots were used to identify people peer supporters 

thought would be willing to take part in a face to face or telephone interview (discussed further 

below). The use of coloured dots provided a clear visual representation of maps allowing the 

peer supporter to see their network and think about whom they had spoken to specifically 

about smoking. Once the sociograms were completed they were used to facilitate further 

discussion of the following key areas:  

 

1. Why did peer supporters decide to talk to some people on their sociogram about 

smoking and not others?  

2. How did peer supporters communicate with people on their sociogram about smoking? 

(e.g., mode of communication:  face to face, social media, text, phone) 

3. What did they discuss in relation to smoking? 

4. What was the perceived influence (if any) of these interactions on smoking behaviour, 

attitudes and knowledge? 
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Incorporating sociograms into qualitative interviews is not new, but the addition of coloured 

dots is, and I could not find any prior examples of this approach being used with young people. 

The addition of the dots introduced a visual aspect to the sociograms where it was immediately 

obvious who peer supporters had spoken to and who they perceived their conversations had 

made some kind of influence. The merits of this novel and new methodological approach to 

data collection with young people and sample generation are considered in detail in Chapter 

Six. 

 

5.3.2.6 Alter interviews  

 

As noted by Crossley et al., (2015) one of the criticisms of conducting interviews with peers 

supporters (‘egos’) and asking for their perception of influence on the people they spoke to 

(i.e., alters) is the reliance on the ego interpretation of influence and recall of the conversation. 

Peer supporter interviews, therefore lacked alters’ voices, which is why I included provision to 

conduct 12-15 alter face to face or telephone interviews. The topic guide for these interviews 

is found in Appendix Eight. In these interviews I was interested in exploring alter thoughts and 

perceptions of ASSIST and what perceived influence (if any) discussions with peer supporters 

had on their attitudes and knowledge towards smoking, and if appropriate their own smoking 

behaviour. These accounts could then be compared with peer supporter interpretation and 

furthers understanding about the acceptability and potential influence, of extended message 

diffusion. Reflecting on the content of the topic guide consultation with alters could also have 

been conducted via a focus group discussion (the content of the topic guide was not 

particularly sensitive, and views and opinions could have been richer and more informed 

though discussion). However, as I did not know who would volunteer to take part (e.g., in terms 

of age, gender, employment status etc., which can influence the group dynamic of a focus 

group discussion), I decided that one to one interviews would be more appropriate. Further, I 

anticipated that recruitment would be challenging (discussed further in in 5.3.4.2) and one to 

one interviews would have enabled me to be more responsive and flexible in terms of 

appointment times. This might have made it more likely that I would have been able to secure 

a productive interview.  

 

5.3.3 Sample  

 

Samples for qualitative research studies are not large enough to generalise to the population 

of interest (if it this is the intention then a quantitative design would be required). Rather, the 

benefit of qualitative studies is the opportunity to generate deeper meaning and understanding 



118 

 

of the phenomena of interest through a sample with enough range and diversity to capture a 

variety of views and opinion.  As noted by Ritchie et al., (2014) 

 

 Statements about incidence or prevalence are not the concern of qualitative research. 

 There is therefore no requirement to ensure that the sample is of sufficient scale to 

 provide estimates, or to determine statically significant discriminatory variables       

              (Ritchie et al., 2014, p.  117)  

 

They further note that a fine balance is required between having a sample size that is large 

enough to generate new evidence, but not so large that the analyst is prevented from 

conducting a robust and detailed analysis. Their final point is to recognise how highly resource 

intensive conducting qualitative research is, concluding that it would 

 

 ….simply be unmanageable to conduct and analyse hundreds of interviews, 

 observations, or groups unless the researcher intends to spend several years doing 

 so.               (Ritchie et al., 2014, p. 117) 

 

Ultimately, the thorny issue of an adequate sample size for qualitative studies will depend on 

several factors such as the heterogeneity of the population of interest – the more diverse this 

is the more the researcher needs to understand the variants within it and seek to have them 

represented in their sample. This often results in a larger sample. Conversely the more 

homogeneous the population is the smaller the sample. Next, is consideration of any special 

interest groups that require deeper study, with representation from these groups perhaps 

needing to be boosted resulting in a larger overall sample. The last two considerations are 

more pragmatic. For example, choice of research method will influence the size of the sample 

– focus groups will yield a larger sample than one to one in-depth interviews. Finally, and 

perhaps of most importance, is the budget available and timescale for the research study as 

both of these factors will influence the size of the sample that is possible to achieve. Thus, 

having considered the factors that influence qualitative sampling I will now explain the sample 

rationale for this study. 

 

The research questions set out in 5.3.1 pointed to two key groups, peer supporters and 

members of their social network. Taking cognisance of the sampling criteria discussed above 

I had originally planned to consult with 10 peer supporters and then conduct interviews with 

15 members of their social networks. I decided on these numbers because the sample of peer 

supporters was relatively homogenous in that they were all non-smokers, aged between 12 

and 13 years who attended school. Alters on the hand, were potentially more heterogenous 
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in terms of different age, smoking and employment status and ethnic group. For this reason, I 

decided that more alter interviews were required. If these target number of interviews were 

met this would have resulted in a total of 20-25 interviews and transcripts. Both data collection 

and analysis would have been manageable within the budget and time constraints of this 

thesis.  

 

To ensure the required range and diversity of opinion was included, a purposive quota 

sampling frame was used with the recruitment criteria presented in Table 5.2. Attempting to 

interview members of peer supporter social networks was novel and required the use of 

respondent driven sampling (discussed further below) which typically results in lower uptake. 

In light of this, I did not set any sampling criteria for the alters and decided to see who 

volunteered to take part. The only recruitment criterion was that social network participants 

had to be aged 16 or older. If they were younger they would have needed permission from a 

parent / carer to take part which would be have made opt-in harder. In Chapter Nine I reflect 

on whether this was a limitation of the study or not. I had hoped to have interest from a range 

of social network participations e.g., parents, aunts, uncles, siblings (aged 16 or over), and 

extended family members. If I was in the fortunate position of having more volunteers than I 

needed, I planned to set retrospective sample quotas to aid sample selection. 

 

Table 5.2 also indicates that the actual number of participants for peer supporter interview 

exceeded that of the accepted tolerances and that the number of alter interviews was zero. 

Reasons for this are discussed in more depth in Chapter Six (section 6.2.5) but, in summary, 

the alter recruitment method failed – peer supporters did not nominate enough alters and the 

ethical requirement for alters to opt-in (discussed further in 5.3.4.2) precluded their 

participation. This meant I had additional resources to increase the number of peer supporter 

interviews to 16 (eight from each school) and enabled greater exploration of message diffusion 

beyond the school year.   

 

Table 5.2 also highlights the sample diversity in terms of school, ethnicity and gender 

(although slightly more females were recruited than males) which qualitative samples strive 

for. In addition to this demographic detail students also spoke briefly about the environment in 

which they lived and their hobbies and interests. Students tended to live locally and were able 

to walk to school or take a short bus ride of 15-20 minutes. Others lived further away which 

required a commute of 30 minutes or longer.  Country of origin for most students was Scotland 

but for others they moved to Scotland from Africa and Eastern Europe. It was not 

appropriate/necessary to ask why they had settled in Scotland but one of the schools was 

located in an area with asylum seeker, refugee and immigrant populations. Across both 
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schools, hobbies and interests were gendered with girls interested in: cheer leading, dancing 

(ballet, tap, hip-hop, contemporary, freestyle modern), listening to music, playing a musical 

instrument, drawing, reading, athletics, talking on the phone, going to the beach and park, 

gymnastics, shopping, drama, chilling, riding a bike. Whereas boys mentioned racing (type 

not specified), playing computer games, watching TV, sports, brain exercise (e.g., quizzes), 

sleeping and playing football. The only exception was ‘hanging out with friends’ which applied 

to both girls and boys. All participants reported that they did not smoke and had never tried a 

cigarette, not even a puff.  

 

Table 5.25: Sample characteristics  

Recruitment criteria Ideal 

number of 

participants  

Accepted tolerances Actual 

number of 

participants 

Minimum 

number of 

participants 

Maximum 

number of 

participants 

 

Peer supporters  

School School 1 5 4 6 8 

School 2 5 4 6 8 

School 

year 

S2  10 10 10 16 

Age 13-14 10 10 10 16 

Gender Female 5 3 7 10 

Male 5 3 7 6 

Ethnicity   Mixed/Multiple ethnic groups, 

Asian/Asian British, 

Black/African/Caribbean/Black 

British, Other ethnic group 

3 2 5 9 

White  

 

7 5 8 7 

Members of peer supporter social network  

N/A  N/A 12 8 15 0 
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5.3.4 Recruitment and informed consent 

 

5.3.4.1 Peer supporters  

 

The recruitment process is summarised in Figure 5.2, but before this is described it is 

important to clarify why I wanted to recruit from two schools and not just one. There were four 

reasons for this. First, it made the request for support from the school much more limited and 

manageable. By asking one school to find a quiet space to conduct interviews and allow five 

students to leave their class to take part was easier than asking for 10. Second, recruiting two 

schools instead of one offered the reassurance that if one school was unable to support 

recruitment of the target number of students, I had another school to draw on (something that 

proved vital when I decided to boost the number of peer supporter interviews from 10 to 16). 

Third, despite both schools being part of Glasgow City Local Authority they were situated in 

different locations of the city, with different school populations. For example, despite both 

schools being large and able to accommodate a total of 950 students, school one was located 

in the north east of Glasgow with a larger black and minority ethic population and asylum 

seeker and refugee population than school two which was located in the south of city. I was 

therefore keen to include both schools to capture as much diversity as possible, which is 

reflected in the ethnic diversity of peer supporters shown in table 5.2. The last reason was 

opportunity. Having worked with both schools as part of the ASSIST Scotland process 

evaluation (Dobbie et al., 2019), I had already built a rapport with the school and this 

undoubtably made the approval process easier. Something I reflect on further in Chapter Nine. 

 

As illustrated in Figure 5.2 the recruitment and consent process comprised of four stages. 

First, I contacted the school and arranged a face to face meeting with Head/Deputy Head  

Teacher to present the study, seek their co-operation and talk through the fieldwork logistics. 

The next stage was to notify the peer supporter’s parent/guardian by way of an information 

letter which described what was involved and gave them the opportunity to withdraw their child 

from the study within a 10-day period (please see Appendix nine). Distribution of this leaflet 

was via the school lead. Then I visited the schools and met all of the peer supporters who 

were present at the follow-up session as part of the ASSIST programme. Face to face delivery 

of this stage was crucial to start to build rapport and answer any questions students may have 

regarding the purpose of the research and what their participation would involve. Copies of 

the information sheet and consent form (Appendix 10) were given to the young person to 

review and I returned at the next follow-up session (around seven to10 days later) to recruit 

young people to the study and arrange a suitable time for interview during school hours. Peer 
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supporters who expressed an interest in taking part were asked to complete a recruitment 

questionnaire (Appendix 11) to collect demographic detail and information on the number of 

conversations they had and with whom. Written informed consent (Appendix 10) was obtained 

from each peer supporter prior to commencement of their interview.  

 

Figures 5.2: Summary of recruitment process  

 

 

5.3.4.2  Alter recruitment  

 

In order to comply with data protection legislation and obtain ethical approval potential ‘alters’ 

(i.e., members of the peer supporter network who were identified by peer supporters as 

potentially willing to take part in an interview) had to ‘opt-in’. This meant peer supporters could 

nominate names of people in their networks but not share their contact details with me 

because they did not have their consent to do so. Peer supporters were, therefore, provided 

Recruit school

• Initial contact with school by email/phone

• 1st school visit to present the study to Head Teacher and seek approval 

• Amend existing approval from Glasgow City Council to work with school 

Letters to 
parent/carer

• School to distribute opt-out letter to peer supporter to take home for 
parent /carer to read and complete the opt-out form if they did not want 
them to particpate  

2nd school visit

• Meet the peer supporters, introduce myself and study

• Leave copies of consent documentation 

3rd school visit

• Answer any questions  peers supporters may have

• Ask those who are interested in taking to complete a recruitment  
questionnaire 
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with ‘opt-in’ invites (Appendix 12) which contained a study information leaflet, consent form 

and a reply-paid envelope, which could be returned by post.  The benefit of this approach was 

that it mitigated coercion (as the ego will not know who took part unless the alter decides to 

share this information). However, the downside is it relied on the peer supporter being 

motivated to pass on the interview invitation and then the alter being motivated to opt-in. 

Despite offering a £10 voucher to encourage response, unfortunately none of the peer 

supporter alters opted-in for interview and this part of the study was unable to proceed as 

planned. Chapter Six considers this in more detail, suggesting potential explanations and 

lessons learned from piloting this novel recruitment approach. 

 

5.3.5  Ethics  

 

As in other studies, care was required to consider whether the research proposed could have 

unduly caused any upset or harm and put strategies in place to mitigate this. To ensure this is 

given the necessary scrutiny approval is required by an independent ethical review committee. 

For this study approval was granted by the School of Health Sciences Research Ethics 

Committee from the University of Stirling on 10th March 2016. In preparation for my ethics 

submission I identified three ethical concerns which I discuss here, along with my solutions to 

address each issue.  

 

5.3.5.1 Thank you payments for young people under 16 

 

It is not uncommon in qualitative research to offer a small incentive or ‘thank you payment’ to 

acknowledge participants’ time and contribution. However, at the time when I was planning 

my fieldwork (2016) guidance on the ethical implications of doing this in a school setting was 

sparse and unclear. The most useful guidelines came from the Market Research Society, 

which stated that if a voucher was given to children, parents or guardians should be informed, 

which suggested that this approach was acceptable. However, the Association for Research 

Ethics stated that:  

 

 

Payments to children can be considered to be an unethical inducement especially if in cash.   

http://arec.org.uk/policy-and-guidance/guidelines-library/ (last accessed 22.1.16) 

 

This quote is ambiguous because it does not explicitly say that payment was unethical. I would 

also argue that it could be considered unfair to give an adult a voucher to acknowledge their 

http://arec.org.uk/policy-and-guidance/guidelines-library/
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participation and not a peer supporter. In the end I decided to discuss the matter with the 

school and take their lead. Both were happy for the young people to receive a £10 Amazon 

voucher to thank them for their time. Each school also received a £50 Amazon voucher for 

schools funds to thank them for their support.   

 

5.3.5.2 Coercion 

 

As with any study with human participants, recruitment approaches need careful thought – 

especially if the sample was to be accessed via a gate keeper as was the case for this study 

(i.e., peer supporters were accessed via the school and potential alters identified by the peer 

supporter). The concern with this approach is that participants may feel they have to take part 

because they have been nominated by someone else (especially if that person is an authority 

figure like a teacher or a friend or family member). The recruitment process outlined in the 

previous section (5.3.4) was designed to minimise any feelings of coercion or pressure to take 

part. For example, access to peer supporters was facilitated via the school lead and ASSIST 

trainers but they did not approach them to take part – I did this by visiting each school twice 

to conduct recruitment (see Figure 5.2). Access to members of the peer supporter’s social 

networks was facilitated via the peer supporter using ‘respondent driven recruitment’ (also 

known as ‘snowballing’). This relied on the peer supporter passing on information about the 

study to members of their network who then ‘opt-in.  

 

5.3.5.3 Confidentially and disclosure 

 

With any interview there is a small risk that the participant may disclose information that would 

make the researcher concerned for their safety or for that of someone else. This is especially 

pertinent for research with young people where they will be asked to talk about the people 

they feel close to. Interviews were not concerned with why peer supporters felt close to the 

people they nominated and so it was not anticipated that interviews would generate any 

potentially sensitive discussions. However, it was made clear during the informed consent 

process and before the interview took place that participants could refuse to answer any 

questions they wish and terminate the interview at any time (with no reason necessary).  It 

was also clearly articulated that everything the participant said was confidential unless they 

told me something that caused me concern for their own safety or that of someone else.  

 

A further important consideration is that young people may not want to talk about their social 

network for a variety of reasons (their network may not be very big, they may have a chaotic 
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family life, they be could living with a foster family, have suffered a recent family trauma e.g., 

bereavement, divorce). During the recruitment process peer supporters were reassured that 

taking part in the study was entirely voluntary and if they did not want to take part this would  

not affect the role as a peer supporter for ASSIST. It was also made clear that they choose 

whom to add to their sociograms and if they did not want to answer any questions or speak 

about certain people on their maps they did not need to.  

 

5.3.5.4 Who gives consent?   

 

If this study was a clinical trial involving an intervention, young people aged under 16 would 

not commonly be required to give their consent. Instead, this would be required from their 

parent or legal representative (e.g., foster carer, guardian) and the young person would also 

be asked for their ‘assent’ to take part. http://www.hra-decisiontools.org.uk/consent/principles-

children-Scotland.html (accessed 29.12.15) 

 

However, for a qualitative research study such as this, the process is more complex because 

there are no specific legal requirements to conduct research with young people aged 11-13, 

as noted by the Health Research Authority (HRA) 

 

 There is no specific provision in Scots law governing a child's right to consent to take 

 part in research, other than a Clinical Trial of an Investigational Medicinal Product 

 (CTIMP), i.e., consent for non-CTIMPs.  

 http://www.hra-decisiontools.org.uk/consent/principles-children-Scotland.html  

 (accessed 29.12.15) 

 

The Heath Research Authority also note that a child’s ability to give informed consent will be 

dependent on their capacity to understand what their contribution will involve which is 

generally considered to be from the age of 12. Their capacity will be influenced by the quality 

of the information presented to them and language used is a key consideration. This meant 

the process to obtain informed consent was confusing and it was not clear whether student 

consent was enough or whether consent was also required from their parent or carer also. In 

light of this, I decided that the best approach was to be consistent with that for clinical research 

and as described in section 5.3.4.1 parent/carers were given the option to withdraw their child 

from the study, i.e., ‘opt-out.’. 

 

http://www.hra-decisiontools.org.uk/consent/principles-children-Scotland.html
http://www.hra-decisiontools.org.uk/consent/principles-children-Scotland.html
http://www.hra-decisiontools.org.uk/consent/principles-children-Scotland.html
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5.3.6 Analysis   

 

All interviews were recorded and transcribed verbatim by a professional transcriber rather than 

by the researcher. Immediately after each interview an observation sheet was completed to 

record initial observations and points of interest for context and analysis. This was combined 

into a master observation document which was discussed with supervisors and informed the 

coding frame which is discussed further below. Peer supporter interviews generated two types 

of data for analysis: individual sociograms visually displaying peer supporter social networks; 

and a qualitative narrative that ran alongside the sociograms capturing data in relation to 

message diffusion beyond school year peers.  

 

5.3.6.1 Qualitative analysis of peer supporter narratives  

 

Transcripts were analysed using thematic analysis, which involved reading and re-reading 

transcripts to identify patterns, associations or meaning, which are then ordered into higher 

level themes and sub-themes (Ritchie et al., 2014, Braun and Clarke, 2006).  Ritchie et al 

(2014) note that some authors have argued that thematic analysis is a generic approach used 

across different types of analytical theory (such as grounded theory, interpretative 

phenomenological analysis) rather than an approach in its own right.  However, with the 

ontological perspective for this thesis situated in critical realism, thematic analysis was a good 

fit because it enabled inductive and abductive data extraction from the research participant’s 

perceptive, not the analyst (Silverman, 2014).  

 

The first stage in thematic analysis is data management, where the objective is to make sense 

of the data through a process of sorting and coding. This creates a platform for movement 

beyond what Braun and Clarke (2006) refer to as the ‘surface of the data’ (i.e., descriptive 

analysis) and into interpretive analysis. I conducted this process of data management using 

‘Framework’, developed by the National Centre for Social Research in the 1980s (Ritchie et 

al., 2014). First, I identified the key topics and issues which emerged from the data through 

familiarisation (i.e., reading of transcripts and observation records). This ensured that my next 

stage - creating a thematic framework to code the transcripts was grounded in the data. My 

coding framework (see Appendix 13) was informed by the transcripts, observation records, 

research questions and topic guide. Once I had created a coding frame I piloted it with two 

transcripts (I used paper copies of the transcript and applied my coding frame using a pencil 

which allowed for further refinement as required). Once the final coding frame was agreed 

(with my supervisors) I commenced stage three of the data management process where I 
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indexed and sorted my data using NVivo 11 (a computer-assisted qualitative data analysis 

software package (CAQDAS). This meant taking each transcript and applying labels to chunks 

of data, also referred to as ‘coding.’  

 

Framework adds an additional step to data management - ‘data summary and display’. This 

requires the analyst to write a summary of each piece of coded text, which can be displayed 

by theme and case in a set of matrices. This last stage of data management is time consuming 

and laborious, which some researchers do not include (Ritchie et al., 2014).  

 

Having previously conducted data summarisation for other research projects I knew how time 

consuming this process was. However, I also knew how valuable it was to condense the 

volume of the data and build a thematic analysis that was truly grounded in the data. Rather 

than summarise solely in Framework (which can be difficult to view and edit) I chose to conduct 

this using word because I found his easier to work with than Framework.  

 

Once I had ordered the data using Framework I then moved onto the final phase of abstraction 

and interpretation where key findings were drawn out to answer the research questions set 

out in section 5.3.1. This started with description, where inductive logic was applied with the 

key focus being ‘what’ questions – i.e., what was the potential and actual extent of message 

diffusion within peer supporter social networks? This then lead onto more analytic ‘abductive’ 

approach where I sought to explain the context in which smoking conversations took place 

(e.g., why peer supporters choose to speak to some people and not others; how they set about 

initiating a conversation, as well as where and when conversations took place) and content 

(e.g., what did they talk about, what was the perceived outcome, how did they feel after the 

conversation?).   

 

In practice my approach to data abstraction and analysis can be summarised into two stages. 

First, I copied all of the coded data for each theme (i.e., verbatim transcript text which I coded 

in NVivo) into one master word document which I called ‘all coded data’. As would be expected 

this document was dense with 324 pages. I then created a second excel document – ‘data 

abstraction and generating themes’ where I abstracted and summarised key findings from the 

‘all coded data’ document the create my thematic analysis. This involved four steps and 

illustrated via a worked example for perceptions of influence presented in Appendix 14.  
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5.3.6.2 Social Network analysis of peer supporter social networks  

 

Chapter Four introduced the reader to social network research and outlined the different 

methods to collect and analyse network data. Four approaches were discussed, and I 

highlighted the particular relevance of approach three and considered how it could be 

incorporated into my research design. After conducting this review, I decided that I was 

conducting a qualitative study using a mixed method analytical approach.’  

 

In practice this meant that data was collected qualitatively with no separate collection of formal 

network data via a survey, for example. Instead, collection of network data was incorporated 

into the interview via sociograms (see 5.3.2 for more detail). This enabled a mixed method 

analytical approach with both quantitative and qualitative findings presented in Chapters 

Seven and Eight.   

 

My approach to analysing social network data collected from the sociograms was twofold. 

First, I created an excel spreadsheet to enter the data collected from the sociograms. This 

included detail on the peer supporter (ego) ID and gender and information for each alter added 

to the map by the peer supporter. For each alter the following detail was added: alter ID, 

gender; age; employment/school status; relationship to peer supporter; frequency of contact 

with peer supporter; mode of communications with peer supporter; smoking status; placement 

on sociogram and; whether they had been given a red, blue or green dot.  Once the excel 

spreadsheet was complete I created bar charts and figures to illustrate the potential and actual 

extent of message diffusion which is described in detail in Chapter Eight.  

 

5.4 Summary   

 

This chapter has outlined the different elements of my empirical research to explore the extent 

of ASSIST message diffusion beyond the peer supporter school year. This included 

consideration of: working with young people; the most appropriate research method; ethics; 

sample and analytical approach. Informed by the literature from the previous chapters the aim 

of my research study was to examine whether ASSIST has the potential to influence smoking 

behaviour, attitudes, and knowledge of smoking related harm, beyond the school year. 

 

After reviewing approaches to the conduct of social network research, I decided to use a 

qualitative study design, with a mixed method analytical approach, in order to address these 

research questions. Data were collected using in-depth face to face interviews but were 
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analysed using both quantitative and qualitative methods. I developed a new and innovative 

approach using sociograms and coloured dots to collect peer supporter social network data, 

with a deeper understanding of context and content of message diffusion acquired through 

face-to-face qualitative interviews.  

 

Sixteen interviews were conducted with peer supporters from two schools located in deprived 

areas in Glasgow City, with sample diversity achieved in terms of gender and ethnicity. 

Analysis was conducted using Microsoft excel to develop an understanding of the potential 

and actual extent of message diffusion beyond the school setting (discussed in Chapter 

Seven). Qualitative data were analysed using thematic analysis with inductive and abductive 

approaches to extracting meaning from participant transcripts (discussed in Chapter Eight), 

which is consistent with my ontological perspective of critical realism.  

 

Findings from this empirical study are discussed in three results chapters the first of which 

(Chapter Six) will critically reflect on the novel research method developed to collect social 

network and qualitative data from young people (the names of you people have been changed 

to protect their identity).  
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Chapter 6: Making sociograms  

 

6.1 Introduction 

 

As we have seen from Chapter Four, social network research (SNR) has been criticised for its 

propensity to use ‘formal’ (quantitative) methods (Tubaro et al., 2016a, Bellotti, 2015). Despite 

some growth in qualitative SNR, it still remains poorly represented in comparison to 

quantitative SNR, with even less methodological detail in terms of how the data was collected 

analysed qualitatively. In this thesis sociograms were created using concentric circles with 

additional detail captured using post-it notes and coloured dots. Using sociograms to generate 

social network data or to serve as a prompt for greater depth of understanding in qualitative 

interviews with adults is not new (Ryan, 2011b, Ryan et al., 2014, Heath et al., 2009a, Bellotti, 

2016). However, a search of the literature suggests that this specific approach of using 

coloured sticky dots to identify networks members and subsequently prompt for further 

discussion, has been used previously with adults but not with children (Dobbie et al., 2017).  

In this chapter I will critically reflect on the application of the chosen method of data collection 

(i.e., creating egocentric sociograms with qualitative follow-up using coloured dots) in 

adolescents.  

 

6.2 Reflection on research method  

 

As noted above, this chapter is concerned with the often complex and multifactorial process 

of constructing sociograms using post-it notes and coloured dots with adolescents. Reflections 

on using this novel method are presented under five themes: 1) name generation; 2) cognitive 

processes associated with building sociograms; 3) peer supporter views of making 

sociograms; 4) using post-it notes and coloured dots; 5) environmental and practical 

considerations associated with creating sociograms. The last section switches focus to 

critically reflect on using the approach as a recruitment tool for follow-up interviews with alters, 

which as noted the previous chapter was unsuccessful.  

 

6.2.1 Name generation  

 

This first section focuses on name generation, specifically the name generation question that 

was used to populate peer supporter sociograms. I will consider this from two perspectives: 
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1) how peer supporters interpreted the primary name generation question (NGQ); and 2) 

generating further nominations through the use of secondary NGQs. 

 

6.2.1.1 Peer supporter interpretation of the primary NGQ 

 

The importance of choosing an appropriate NGQ was noted in the methods chapter (5.3.2.3), 

as well as acknowledging the lack of literature offering methodological guidance on how to 

craft a name generation question that was suitable for young people. In light of this, the 

decision to start with the primary name generation question – ‘please think about the people 

you feel close to’ - was mainly pragmatic. It is one of the most commonly used questions to 

generate a list of role-based relationships and has been used in previous studies (Borgatti, 

2013). However, studies that report using this question tend to be adult population based and 

lack reflection or discussion about how participants interpreted the name generation question 

or what it meant to them. This is less than ideal, as social network researchers caution against 

failing to give due care and consideration to the name generation question because it will 

influence which  names are nominated. Different NGQs will generate different lists of alters, 

which will then influence interpretation of these data. For example, who do you speak to on a 

daily basis? could generate a large list of people (alters) who are neighbours, friends, family 

members, works colleagues etc. However, a NGQ that ask who do you discuss important 

matters with? could generate a different list of names that may be smaller. This will impact 

interpterion of the data collected, e.g., size of the network.  

 

In an effort to help fill this evidence gap, i.e., the lack of methodical guidance on how to create 

a suitable qualitative name generation question for adolescents, peer supporters were asked 

to think specifically about what the phrase ‘people you feel close to’ meant to them. Before 

discussing the different ways this NGQ was interpreted by the peer supporters, it is important 

to clarify that when I designed the topic guide my expectation was that this single NGQ would 

generate enough data to answer the research questions for this thesis. However, as will 

become clearer in later sections of this Chapter (6.2.1.3), this proved not to be the case, with 

additional (secondary) NGQs required. This is an important learning point for future 

researchers to consider if they plan to use a similar method of data collection and is something 

I reflect on further in Chapter Nine.  

 

Analysis of peer supporter narratives suggested that the primary NGQ was interpreted in three 

ways. First, was having a physical presence, i.e., seeing the person every day. Second, was 

having an emotional connection, for example this was described by one participant as 
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someone who made them smile. Third, was knowing they could share their secrets (and have 

the confidence that they would be kept a secret), but also a belief that the person would always 

be there for them, would not intentionally hurt them and would help them if they were having 

a difficult time or needed guidance or advice. But above all, as shown in the quote below, 

qualities of trust and dependency were paramount. 

 

“Someone I can tell my secrets to, and someone I can really trust a lot, if it was 

just like a normal friend then sometimes you don’t trust them a wee bit, there's 

always that one friend or one family member you can trust the most and you can 

tell your secrets to.”        (Michelle) 

 

“And like...um...knowing that they won't hurt me on purpose.”  (Zarina) 

 

6.2.1.2 Definition vs reality  

 

The brief discussion above demonstrated a descriptive perspective of what closeness meant 

to peer supporters. However, further analysis highlighted a disconnect between how 

participants defined closeness and who they added to their sociograms – i.e., definitions of 

what closeness meant did not always match their rationale for deciding who to add to their 

sociogram. For example, Louise chose not to add her younger sibling to her sociogram. 

Despite meeting the closeness criteria discussed above in terms of a physical and emotional 

connection, this peer supporter felt her sibling was too young to share her emotional problems 

with and therefore was not added to her sociogram.  

 

Interviewer: You’ve got a wee sister as well. So she’s not on your map at the 

moment. Is there a particular reason for that? 

Participant: We fight like cat and dog. Of course I love her.  She’s my wee sister 

and I do feel close to her, it’s just that she’s not old enough to understand yet. If 

I’ve boy problems or whatever, I can’t go to my wee sister.   (Louise)  

 

The same participant also decided not to add her father to her sociogram, again this was not 

because she did not feel close to him, but because she felt closer to her mother who she would 

confide in.   
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Interviewer: So you mentioned your dad there. He’s not on your map. Is there any 

particular reason?” 

Participant: I am close to him, but it’s just like – obviously I trust him and I love 

him, but I’m not as close to him as I am with my mum.  Things I can tell my mum, 

I can’t tell my dad.        (Louise) 

 

A final example comes from Michael who chose not to add his mother to his sociogram. When 

probed it was clear that she met the closeness criteria by virtue of her being his mother, but 

this was not enough to entitle her to be added to his sociogram.  

 

I do feel close to her just because like she’s my mum and usually...I like her, but 

it's like sometimes she's annoying.     (Michael) 

 

These examples suggest that despite feeling close to these family members they were not 

necessarily people they would confide in if they had a worry or concern either because they 

were too young to offer advice or because there were other people they would prefer to seek 

counsel from. They also point to the dominant criteria for defining closeness being centred on 

feeling able to confide in the person, rather than having a physical presence or family tie. 

 

Finally, the above examples also highlight the importance of the NGQ – the young people 

clearly understood the primary NGQ and demonstrated maturity and a clear rationale for who 

they decided to add to their sociogram. However, it also narrowed the list of names they could 

add to the people who they conceptualised as being close to. This meant that other people 

who they may have engaged in conversation with about smoking, but did not fell especially 

close to, were missed. This is why secondary NGQs were crucial to ensure sociograms 

contained a fully comprehensive list of people peer supporters could have spoken to about 

smoking.  

 

6.2.1.3 Secondary Name Generation Questions  

 

As noted previously, my expectation when I designed the topic guide was that just one NGQ 

- please think about the people you feel close to - would be sufficient to capture the level of 

detail I was aiming to collect. However, during the first few interviews it quickly became 

apparent that it was not. The reason for this is that one of the key objectives of my thesis was 

to capture both the potential and actual extent of message diffusion. Therefore, it was 
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important that peer supporters nominated all of the potential people who they could engage in 

a conversation about smoking as a result of taking part in ASSIST. Relying on the primary 

NGQ which asked peers supporters to reflect on who they felt close to would not have 

generated a comprehensive list of alters. This meant it was necessary to add secondary NGQs 

to prompt the peer supporter to think about other people who they initiated a smoking 

conversation with. These questions were essentially probes for ‘anyone else’, with some 

examples listed below: 

 

So have you spoken to anybody else in S2, anybody else in your year group? 

So let's think anybody else that you've had a conversation with about smoking has 

there been anybody else? 

So...I want you to think now about any other conversations you've had with 

anybody else about smoking since you've been part of the ASSIST programme, 

can you think of any other conversations that you've had with anyone, anybody in 

S2, anybody not in S2, any other friends or family members? 

 

Thus, the sociograms created could be viewed as ‘hybrid’ sociograms which consisted of one 

set of alters who were added because the peer supporters felt close to them, and a second 

set which were added because the peer supporter had engaged them in a conversation about 

smoking but were not necessarily people they felt close to. Due to the fact that this hybrid 

approach evolved after fieldwork had started, I did not include a mechanism to distinguish 

between these different types of nominations (e.g., adding another coloured dot). However, 

as peer supporters were asked to rank all of their nominated alters by level of closeness on 

their sociogram, the variation in how the list of names (alters) was actually compiled is less 

important.  

 

However, it does raise an important question around why the primary NGQ had a particular 

focus on who peer supporters felt close to. If my aim was simply to generate a list of names 

(alters) who peer supporters could have spoken, to why did I not choose another NGQ?  

 

My self-reflection on the interview process identified some potential explanations. Due to the 

limited time (c45-50 minutes) I had with the peer supporters, it was crucial that I was able to 

help them to engage easily and quickly with the NGQ. Thus, I decided that asking peer 

supporters to think about people they felt close to was more focused and less abstract than 

something which could be interpreted differently by different people such as “who do you 

speak to on a daily basis?” For example, there are various people that we see some days and 
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not others, so how do you define daily basis? It was, therefore, extremely important that peer 

supporters were not distracted by trying to figure out the parameters of the questions. Of equal 

importance was not selecting a primary NGQ that could result in a sprawling list of names that 

could not be explored fully due to time restrictions. Even if there were no time restrictions, as 

noted in the literature a long list of names increases the risk of interviewee (and interviewer) 

fatigue which could affect the quality of the qualitative discussion that followed after the 

sociogram was created (Borgatti, 2013, Crossley et al., 2015). Thus, a combination of a lack 

of guidance on how to select an appropriate NGQ for young people; protecting the time 

available; and making it relatable to the peer supporter resulted in a primary NGQ that was 

fairly specific in focus.   

 

6.2.2 Cognitive processes  

 

Asking peer supporters to think about the people they felt close to and rank them on a piece 

of paper with concentric circles is relatively simple in theory. However, as we have started to 

realise from the above discussion of NGQs, in practice it could be cognitively complex and 

sometimes challenging. Peer supporter ability to recall alters along with their reasons and 

thought processes for inclusion in their sociograms are explored further in this section.   

 

6.2.2.1 Alter recall  

 

Peer supporter alter recall, i.e., remembering names of alters to add to their sociogram and 

then which ones they had a smoking conversation with, could be taxing for peer supporters. 

The quote below illustrates that these thought process took some time. 

 

Interviewer: Okay. So is there anybody else that you have had any conversations 

with about smoking, being a peer supporter, or ASSIST that we've not got on your 

map? 

Participant: Um...I don’t really remember because it took me long to remember on 

the day I was putting it down [this refers to the day I went into school to recruit 

peer supporters to the study and asked them to complete a recruitment 

questionnaire].                  (Julie) 

 

This quote also refers to an important tool that I developed to help prompt participants to 

identify further alters to add to their sociogram. As shown in Appendix 10, before interviews 
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took place participants were asked to complete recruitment questionnaire. These were 

completed as part of the recruitment school visit (see paragraph 5.3.4.1 for further detail) when 

I visited the school to speak to peer supporters and tell them about the study, explain the 

consent process and invite them to opt-in. Students who were interested in taking part were 

then asked to complete the recruitment questionnaire which collected detail on the number of 

smoking conversations they remembered having and with whom. Initially it was intended to 

be used a sampling tool to ensure that those participants selected for interviews had a 

minimum of two separate conversations about smoking with different people. However, it also 

served as a useful prompt to use during interviews to help peer supporters populate their 

sociograms more fully – i.e., once peer supporters had added their alters, I was able to check 

to see if there was anyone missing and then introduce them to the discussion. This approach 

appears to have helped the peer support remember conversions that they may have forgotten 

about as demonstrated in the following quotes:  

 

 Interviewer: So you mentioned when you filled out the form to take part in the interview 

 that I think you might have had a conversation with a parent, have you spoken to your 

 mum or dad about being a peer supporter? 

 

 Participant:  Oh yeah, I did actually my dad.      (Susan) 

 

 Interviewer: So... yeah you mentioned on your form that you might have spoken to a 

 grandparent does that ring a bell? 

 

 Participant: Oh yeah, my dad's dad I forgot about that.   (Michelle)  

 

 

Transcript analysis also highlighted examples where I actively prompted the peer supporter to 

help them with alter recall. As noted above this could take the form of referring back to the 

participant’s ‘opt-in’ sheet, but also occasions where I encouraged participants to add coloured 

dots where appropriate.  

 

 Interviewer: “What about your mum?” 

 Participant:  “My mum used to smoke for years, but she stopped and then she 

 started. But I think sometimes she has an e-cigarette, but I said to her that scientists 

 haven’t proved whether they are better or worse, so she’s edging off it a wee bit now, 

 to stop completely from that.” 
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 Interviewer:  “So it sounds like you have had a conversation with your mum. Do you 

 think she should get a red dot?” 

 Participant:  “Yeah”               (Ann) 

 

6.2.2.2 Alter placement   

 

In response to the initial NGQ, “who do you feel close to?’ peer supporters were relatively 

quick and clear about who they were and were not adding to their maps. As discussed above 

(section 6.2.1.2) it would be wrong to assume that important people in their life such as parents 

and siblings would automatically be added to their sociograms. For some peer supporters, 

despite expressing love for their parents and younger siblings they were not people that they 

felt close enough to add to their sociogram. As the interviewer, I was cognisant that family 

composition is varied and diverse in today’s society, and consequently took great care not to 

cause any upset or discomfort for the peer supporter by deliberately not probing too much 

about family members that were not added. The remainder of this section outlines potential 

explanations of the rationale peer supporters used to position and rank alters in their 

sociogram.   

 

As illustrated in Figure 6.1, and noted previously in section 5.3.2.4, peer supporters were 

asked to rank the people they added to their sociogram by level of closeness - the closer the 

peer supporter felt to the person, then the closer that person should be to the centre of the 

sociogram. 
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Figure 6.1: Illustration of closeness categories in sociogram 

 

 

 

 

Looking at the sample of peer supporters overall, the ranking of alters appears to be fairly 

straightforward, with peer supporters quickly deciding where to rank alters by level of 

closeness. Once they had placed their alter onto their sociogram, peer supporters tended not 

to reposition them. However, there were some examples which highlighted the subtleties 

around the levels of closeness and placement of alters. Great care was taken by some peer 

supporters to position alters exactly on the border line between two levels of closeness, 

suggesting a degree of hesitation regarding where to place them. For example, as illustrated 

in Figure 6.2, Angela positioned six of her family nominations on the border line between very 

close and close. When asked why she decided on this approach, her reasoning was somewhat 

vague suggesting a degree of uncertainty regarding where to position them - 

 

Interviewer: Good!  Where's Auntie xxxx?  Okay so I see you put her over the line 

so does that mean she's kind of half in half out? 

Participant: Yeah because I don’t see her a lot, but I do at the same time, like...    

                (Angela)  

 

 

 

Very close 

Close

Less close 
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Figure 6.2: Sample sociogram  

 

 

A further example comes from Louise who added a fellow student to her sociogram because 

she had engaged her in conversation about smoking. However, she was disappointed in the 

outcome of this conversation because her friend had told her she would stop smoking but did 

not. This resulted in the participant no longer classing her as a friend, but because of the 

smoking conversation they had, they were added to the sociogram but were not ranked in 

terms of closeness because they were no longer friends.  

 

Interviewer: So where would you put Molly on your map? 

Participant:  Just where she is.” [On the bottom left corner of the map, not 

ranked at all] 

Interviewer: OK. You don’t need to put her on the map at all. So tell me about the 

conversation with Molly then.  What was that? 

Participant: I just tried to tell her that it wasn’t good for her.  She knows it’s not 

good for her, but she wasn’t too bothered.  She promised me that she would stop 

doing it, but she never did.  She has tried to.  There was a time when we were 
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best friends and she did stop cos she knew I didn’t like it.  But she done it behind 

my back and that is one of the reasons we fell out.     (Louise) 

 

Further analysis of who peer supporters nominated and how close they felt to them is the 

focus of Chapter Seven, so our focus here is who they nominated first – friends or family? As 

shown in Figure 6.3 peer supporters were more likely to nominate family members as their 

first and second nominees, and more likely to nominate friends by their 4th and 5th. This 

suggests that peer supporters were more likely to think of their family when they were asked 

to think of the people they feel close to.  

 

Figure 6.3: Nominations of family and friends by order of nomination 

 

 

6.2.3 Peer supporter views of making sociograms  

 

Having explored the cognitive processes involved in creating the sociograms attention now 

turns to peer supporter feedback on making their sociograms. At the end of the interview 

participants were asked their thoughts on making their sociogram and how easy or difficult 

they found this to do. Despite the obvious caveat that participants may not have felt able to be 

truly open and honest in front of me (for reasons discussed in 5.3.2.1), feedback was generally 

positive. Participants commented that they enjoyed creating the sociograms and found it easy 

to do.  

 

“I actually found it really fun. I enjoyed it”.      (Louise) 
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“It was kind of easy to do like the ones who are closer and not closer, and the best 

friends.”          (Julie) 

 

Creating their own individual sociogram appeared to help peer supporters visualise their 

networks, something which they had never done before, and offered a deeper understanding 

of their relationships. 

 

“I like it because then you know like who you hang about with and like who you 

talk to most and actually like...know more about what's...like...who you trust.” 

          (Julie) 

 

Sociograms also introduced a practical side to the interview which took away the formality of 

a traditional face to face interview and may have made participations feel more at ease.  

 

“I have found it easy and like, it’s not like an interview it’s more informal and easier” 

          (Michael) 

 

“Um...it was laid back it wasn’t formal”.     (Michelle) 

 

Despite this generally positive feedback, feeling apprehensive before the interview took place 

was expressed by some participants. This was in relation to not knowing what to expect, being 

interviewed by a stranger and concerns around sharing the smoking status of people they 

added to their sociogram. However, these feelings appeared to have been alleviated once the 

interview started and my post interview observation sheets recorded that participants 

appeared relaxed and reassured that their feedback was valued and treated in strict 

confidence.  

 

 “I thought it was good but I was kind of scared to say like my big brother to smoke because 

he’s my big brother and he thinks that my mum and dad don’t know that he smokes but my 

mum and dad do know that he smokes.”       (Bashar)  

 

“I thought when I first came into it, it was a bit scary but after getting into it I thought it was 

brilliant.”           (Ellie) 
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Finally, a broader ethical issue was raised when one participant, Michelle, who was asked for 

her thoughts on creating their sociogram and commented, ‘I should socialise more’, implying 

that her social network was small. This peer supporter did not have a particularly small network 

(eight alters) yet their perception was that they needed more friends. This raises a potential 

ethical concern that this young person may have left the interview feeling that they were 

lacking friends or wondering how they compared with the other participants.  

 

6.2.4 Deeper interpretation: using post-it notes and coloured dots 

 

As noted in Chapter Five, the research methodology used to collect data for this study was 

novel, not in its use of sociograms, but in the addition of different coloured post-it notes and 

coloured dots to visually represent key detail in the sociograms (e.g.,  pink post-it notes for 

family and yellow for friends, red coloured dots to highlight people the peer supporter had 

spoken to about smoking and blue dots to identify people who the peer supporter thought the 

conversation had made some kind of impact – see Figure 6.1). Using visual props helped the 

young person engage with the interview and facilitated co-creation of their sociogram. 

Participants liked that they were the ones to add the sticky notes and dots to their maps.  

 

Interviewer: What did you enjoy about it [making their sociogram]? 

Participant: Um...the questions [from the interviewer] and the sticky notes.         

          (Umar) 

 

From a data collection perspective, the use of coloured post-it notes and sticky dots was an 

extremely useful tool to help me interpret sociograms in real time and prompt for further 

questioning. From an analysis perceptive it was easy to look at the sociograms and quickly 

see the extent of message diffusion and to whom (i.e., friends or family). Finally, from an 

ASSIST delivery perspective the approach offers an alternative way to record the extent of 

message diffusion which participations found acceptable and beneficial. For example, it 

helped peer supporters see who they spoke to and reflect on whether the conversations were 

positive or negative 

 

Interviewer: How did you find that mapping process? What did you think? 
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Participant:  You know how sometimes you have to map things out in yourself, so 

it really shows who you have had a conversation with and what ones went better 

and why they went better.”          (Ann) 

 

6.2.5 Recruitment tool for alter interviews 

 

As noted in the methods chapter, one of the objectives of this research was to test a novel 

approach using a respondent driven recruitment strategy, where peer supporters used their 

sociograms to nominate alters for follow-up interview. The aim of these alter interviews was to 

explore thoughts and perceptions of ASSIST and what influence (if any) discussions with peer 

supporters had on their attitudes and knowledge towards smoking and, if appropriate, their 

own smoking behaviour. Peers supporters were given green dots to add to the alter post-it 

note on their sociogram to show that they had selected them for interview. Once they had 

made their selection, they were given interview invitation letters and asked to deliver them to 

their selected alters. Each invitation had the study information leaflet, consent form and a 

reply-paid envelope, which they had to send back to the student (Appendix12). This ‘opt-in’ 

approach was a specific requirement for ethical approval and, unsurprisingly, had strengths 

and weaknesses. From the peer supporter perspective, it gave them control over whom they 

selected for follow-up. Because the sample of alters for follow-up was selected by the peer 

supporters, the data generated may be different to that which would result if all of the alters 

had been given equal chance of taking part. This is similar to one of the criticisms of SNA 

which is that perspectives of influence on alters comes only from egos (Crossley et al., 2015).  

 

Of the sixteen peer supporters who took part in an interview just over half (nine) added green 

dots to their sociogram and agreed to pass over the invitation letters. Of the remaining seven, 

four were not asked to make nominations because there was not enough time to include this 

and three did not nominate anyone. As illustrated below, reasons for this centred on language 

barriers and busy working lives, which the peer supporter felt, would prohibit their involvement.  

 

 My family doesn't speak English that well.  My granddad or my uncle don’t and my 

 mum and dad work like sometimes its weird hours [they work].  (Michelle) 

 

In total twenty letters of invitation were given to peer supporters to pass onto the people they 

selected. Unfortunately, none of them responded, which resulted in no alter interviews. There 

is no way to be certain why none of the alters opted in as no follow-up interviews were 
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conducted with peer supporters. However, it is likely that there are at least four possible 

explanations for this.  

 

First, the recruitment approach itself was dependant on the peer supporter handing over the 

invitation and their alter then being motivated enough to opt in. This was a high-risk recruitment 

approach from the outset due to its dependence on participant motivation and willingness to 

participate. Even if the peer supporter was motivated to pass over the letter of invitation, and 

their alter was interested in taking part, it required effort and time to post the consent to contact 

form back to me.  

 

Second, peer supporters were only permitted to nominate alters who were aged 16 or older. I 

made this decision because anyone under 16 would have required parental/guardian consent 

which would have made the process even more convoluted. However, being able to include 

alters under 16 may have generated a wider pool of alters for interviews as it would have 

included friends of the peer supporter aged between 13-14 years old.  

 

Third, as discussed in Chapter Eight, one of the potential challenges peer supporters faced 

was talking to an adult about smoking and how receptive the adult was to the conversation. In 

light of this, it is plausible that the young person may not have felt confident handing over the 

letter of invitation to their adult alters and may not have wanted to share this with me; or, the 

peer supporter may have assumed that the conversation was too short for the alter to have 

remembered it and there was, therefore, no point in inviting them to take part in an interview. 

This leads onto the last potential explanation, peer supporters may simply have said that they 

would pass on the letters of invite because they wanted to please me.  

 

I did not seek ethical approval to ask for peer supporter contact details as I did not feel this 

was appropriate in the context of conducting interviews and, as noted previously, would have 

made the consent process even more complex. This made alter recruitment even more 

challenging because I was not able to make any call backs to peer supporters to encourage 

participation.  

 

6.2.6 Recommendations for future research using this method 

 

This final section is more practical in focus, highlighting factors that are important to be aware 

of and recommendations for anyone considering using this or a similar data collection 
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approach. As noted previously, a particular challenge was time, especially when fieldwork took 

place during one class period (which was around 50 minutes).  

 

I had to obtain consent, establish a rapport in order to try and alleviate any anxiety the student 

may have about talking to an adult they did not know within this time limit. In addition, as the 

topic guide shows (Appendix 7), other detail related to the understanding and experience the 

peer supporter had of ASSIST was required as well as alter recruitment. This meant that 

creating the sociogram had to be completed in as time efficient a manner as possible (around 

10 minutes), whilst also making sure that the young person felt comfortable, had enough time 

to grasp the concept and think about who to nominate. In order to manage this, I prepared 

somethings in advance (e.g., post-it notes to collect alter demographic information), but as the 

interviews were conducted other time saving tips emerged. This has culminated in nine 

recommendations based on my experience of the process, which may help future studies 

using the same or similar approach.  

 

1. Building a connection with the school in order to ensure they understand the purpose 

of the research, the methods to be used when carrying out the study.  In addition, 

emphasising how and why it will benefit the student, the school and wider community 

is crucial in obtaining buy in and permission to carry out research in this environment 

 

2. The venue for the interview should be carefully considered and should ideally minimise 

disruption and distraction.   

 

3. Interview opt-in sheets can be used as an additional tool to prompt participants for 

additional names that could be added to their sociogram. 

 

4. Asking students whether they would prefer to add detail to their nominations for alters 

themselves or have the interviewer do this ensures inclusion of students with dyslexia 

or literacy challenges.   

 

5. By informally discussing family and friends, with whom the young people live with at 

the beginning of the interview, participants become acquainted with the nomination 

process as they had already started to think about who the important people were in 

their lives are before being asked to list them. 
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6. Using different coloured post-it notes to distinguish between friends and family is an 

extremely effective visual technique that helps to identify the balance of friends and 

family nominated. 

 

7. It is important to ensure that demographic information is not lost.  Care should be taken 

to ensure that the sticky-dots are not placed in a manner which obscures text and the 

colour of the dot is evident. 

 

8. Similarly, it is important that post-it notes are not placed in a manner that obscures text 

on the sociogram.  Participants should be asked to reposition post-it notes if necessary. 

 

9. When the sociogram is finalised and the participant is happy with the layout, post-it 

notes should be secured using sellotape (or other adhesive) to ensure no data is lost. 

 

6.3 Summary  

 

This chapter reflected on, and critically appraised, the novel method of data collection utilised 

in this thesis. The method is considered to be novel because it used qualitative social network 

analysis to understand the potential and actual reach of ASSIST message diffusion.  The 

incorporation of post-it notes, and sticky coloured dots provided a new approach to engage 

with young people in a visual and collaborative manner, whilst also generating real time data 

for further exploration in an interview. A review of the literature suggests that this particular 

approach had not previously been used with young people. Thus, this chapter contributes to 

the existing evidence base in three ways. First, it has generated guidance on collecting 

network data from young people, second it has tested name generation questions for young 

people and third tested a novel recruitment approach to interview alters.  

 

In addition to nominating and ranking alters, participants were also required to remember who 

they had previously had a conversation with about smoking, and the context of that 

conversation such as how it was initiated, where and when it took place and what the 

discussed. Feedback from the peer supporters on the process of making their sociograms, 

and how they interpreted the primary name generation question, suggested that they 

understood the task and also enjoyed it. As will be seen in subsequent chapters, the interviews 

generated rich and detailed data that add greater depth of understanding regarding the 

potential and actual reach of message diffusion and the factors that influenced it.  
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To capture the views from alters themselves, one of the objectives of the thesis was to pilot a 

respondent driven recruitment approach. This approach required the participant (ego) to 

nominate and then invite alters to opt-in for an interview. On reflection, it is perhaps not 

surprising that this approach was unsuccessful as it may have placed too much of the 

recruitment burden on the peer supporter and their alter.   
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Chapter 7: Message diffusion: potential and actual reach 

and perceptions of influence  

 

7.1 Introduction  

 

One of the aims of this thesis was to examine the potential and actual extent of ASSIST 

message diffusion beyond the school year. To help achieve this a deeper understanding of 

the structural properties of peer supporter social networks is required – if we do not know what 

peer supporter networks look like, how can we consider the potential reach of ASSIST beyond 

the school year? Developing this structural understanding is the first objective of this Chapter. 

The second objective is to explore the actual extent of message diffusion and the factors that 

influenced this, as well as peer supporter perceptions of conversation influence.  

 

As noted in the methods chapter, data were collected using qualitative methods but were 

analysed using formal social network analysis (i.e., descriptive quantitative analysis), and 

qualitative thematic analysis. This chapter focuses on the quantitative ‘formal’ analysis and 

considers the following four analytical questions: 

 

1. What was the potential extent of message diffusion (i.e., how many people could peer 

supporter have spoken to?) 

 

2. What was the actual extent of message diffusion (i.e., who did peer supporters speak 

to?) 

 
3. What factors influenced the spread of message diffusion? 

a. Did the size of the network matter (i.e., were larger networks more likely to have 

greater diffusion than smaller networks)?  

b. Were peer supporters more or less likely to speak to their friends or family 

members?  

c. Were peer supporters more or less likely to speak to people they felt more or less 

close to? 

d. Were there particular alter characteristics that made it more likely for peer 

supporters to diffuse information about smoking? (e.g., were they more likely to 

speak to smokers than non-smoker)? 

 

4.  Who, in their network, did peer supporters think were influenced by the conversation? 
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Despite the sample size being just large enough to support non-parametric statistical testing 

using the Fisher’s exact test or the Mann-Whitney U test, after careful consideration and 

discussion with my supervisors it was decided that this was not appropriate due to the hybrid 

approach taken to create the peer supporter sociograms. As previously discussed in Chapter 

Six, alters included in peer supporter sociograms were generated through a primary name 

generation question which asked peer supporters to consider who they felt close to. However, 

in order to ensure that I captured detail on as many of the people peer supporters had a 

smoking conversation with, I then had to add secondary name generations questions. This 

resulted in a list of alters with varying degree of closeness which could comprise interpretation 

of any statistical tests. Thus, results presented below should be viewed as descriptive findings 

from an exploratory study, which indicate potentially significant findings for further exploration 

in a larger sample. 

 

7.2 Potential extent of message diffusion  

 

Starting first by examining the potential number of alters that peer supporters could have 

initiated a smoking conversation with. This was calculated by counting the number of alters 

each peer supporter added to their sociogram which came to 151. Three peer supporters 

added four further nominations to their sociograms. However, as these were groups of people 

(e.g., S3 or S2 year groups in general, friends from primary school or teachers) and not named 

individuals they were excluded from the analysis. It is important to note that the total number 

of alters added to peer supporter sociograms (n=151) represents the number of alters peer 

supporters could have spoken to in response to the specific name generation questions that I 

asked. In light of this, it is most likely an under estimation of the true size of peer supporter 

social networks.  

 

The mean number of alters in each peer supporter network was 9.4 (calculated by dividing the 

potential number of alters by the number of peer supporters 151/16) Thus, on average peer 

supporters could have spoken to 9.4 people about smoking. The smallest networks comprised 

six people (alters) and the largest 14.  

 

Based on these findings, from this sample of peer supporters, we can be confident that peer 

supporter networks were large enough to potentially diffuse smoking information from 

ASSIST. 
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7.2.1 Alter nominations by gender of peer supporter   

 

The 151 alters nominations included 100 (66.2%) female alters and 51 (33.7%) male alters. 

Table 7.1 presents  the gender breakdown of alter nominations by peer supporter gender. 

From this  it can be seen that female peer supporters made more nominations than male peer 

supporters – 110 alter nominations came from female peer supporters in comparison with 41 

from male peer supporters. This is not surprising given the gender profile of the peer supporter 

sample, which comprised of 10 female students and six male students. In addition, female 

peer supporters were more likely to nominate female alters (74.5% of alters were female 

compared with 25.4% male). However, this was not the case for male peer supporters whose 

alter nominations were less gender specific (43.9% female alters compared with 56.1% male 

alters).  

 

Table 7.16: Alter nominations by gender of peer supporter and alter  

Gender of peer supporter 
 

Gender of alter 
 

Total 

Female % (n) Male % (n)  

Female (n =10) 
 

74.5% (n=82) 25.4% (n=28) 110 

Male (n = 6) 43.9% (n=18) 56.1% (n=23) 41 

 

7.2.2 Alter nominations by gender of peer supporter and alter smoking status  

 

Of the 151 alters added by peer supporters to their sociograms the majority (80.1%, n=121) 

were non-smokers. This is not surprising for two reasons. First, is the decline in smoking 

prevalence in Scotland noted in section 2.2.2.2.  Second, peer supporters were guided by 

ASSIST trainers to speak to anyone in their year group regardless of whether they knew or 

suspected the individual of smoking or not. As noted in section 2.4 the aim of ASSIST is to 

prevent future smoking behaviour, with peer supporters encouraged to speak to their peers 

about the risks of smoking and the benefits of being smoke-free (Audrey et al., 2006).  

 

As illustrated in Table 7.2. female peer supporters were more likely to nominate smokers than 

male peer supporters - 86.7% of alters who were described as a smoker by a peer supporter 

were nominated by a female peer supporter, in comparison with 13.3% nominated by male 

peer supporter.  
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Table 7.27: Alter nominations by gender of peer supporter and alter smoking status 

Gender of peer supporter 
 

Alter smoking status  
 

Smoker % (n) 1Non-smoker % (n) 

Female (n =10) 
 

86.7% (n=26) 69.4% (n=84) 

Male (n = 6) 13.3% (n=4) 30.6% (n=37) 

Total  30 121 
1 The smoking status of four alters was unknown and four used e-cigarettes only. These cases have 
been added to the non-smokers category. 

 

Looking more closely at the characteristics of alters who were classified as smokers by the 

peer supporters in this sample (Table 7.3) we can see that: the gender split was fairly even 

with 46.7% being female and 53.3% being male (despite the majority of alters nominated being 

female 66.2%, n=100); the majority were out with the peer supporter age group (83.3% were 

aged 18 and over) and family members (79.9%). These findings suggest that message 

diffusion did extend beyond the peer supporter’s school year and into peer supporter wider 

social networks.  

 

Table 7.38: Characteristics of alters classified as smokers  

Sex % (n) 

 Female 46.7% (n=14) 

 Male 53.3% (n=16) 

Age  

 13-17 16.7% (n=5) 

 18-34 40% (n=12) 

 34-54 23.3% (n=7) 

 55+ 20% (n=6) 

Relationship to Peer supporter  

 Parent 20% (n=6) 

 Sibling 10% (n=3) 

 Grandparent 20% (n=6) 

 Aunt/Uncle 26.6% (n=8) 

 Cousin/niece/nephew 3.3% (n=1) 

 School year friend 10% (n=3) 

 Other  10% (n=3) 
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7.3 Actual extent of message diffusion  

 

Having looked at the potential number of people (alters) peer supporters could have spoken 

to about smoking, which was 151, attention now turns to the actual number of alters peer 

supporters reporting having a smoking conversation with (research question 2). As shown in 

Figure 7.1, which compares the potential and actual number of conversations, the number of 

alters peer supporters reported having a smoking conversation with 103. This means that peer 

supporters diffused information about smoking to 68.2% of their network. The average number 

of reported conversations per peer supporter was 6.4 (103/16), with a range of between one 

and 11 conversations.  

 

Figure 7.1 Comparing the potential and actual extent of message diffusion  

 

 

It is important to note, that the actual extent of message diffusion (n=103) is the total number 

of people peer supporters reported speaking to and not the total number of conversations they 

actually had, as peer supporters could have had more than one conversation with each 

person. With hindsight, it would have been helpful to have explored the number of 

conversations with each alter in more detail. However, as previous studies of ASSIST (Audrey 

et al., 2006) have shown that conversations generally happened immediately after peer 

supporter training, and were often brief in duration, I felt that peer supporters would find it 

difficult to remember this level of detail. Thus, in the interests of time I decided not to include 

data collection on this.  
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7.4 Factors that influence message diffusion  

 

Having looked at the potential and actual extent of message diffusion in peer supporter 

networks, this section will now explore the factors that may have influenced message diffusion 

(analysis questions 3.1-3.4).  

 

7.4.1 Size of peer supporter network  

 

The starting point is to understand more about the size of peer supporter’s social networks 

and what influence this has (if any) on message diffusion. This will address research question 

3.1 - is the size of the peer supporter’s network associated with the number of people they 

reported having a smoking conversation with?  

 

Descriptive analysis, from this exploratory study, presented in Figure 7.2 compares the 

number of alters (i.e., the potential number of people peer supporters could have spoken to) 

with the number of reported conversations and indicates that, unsurprisingly, peer supporters 

with bigger networks had a greater number of conversations, than those with smaller networks. 

In Figure 7.2 peer supporters are ordered by those with the largest number of alters in their 

sociogram to the smallest and further divided into two groups - those whose networks were 

larger than the mean and those whose networks were smaller.  Those in the first group had 

conversations with a total of 68 people, with a mean of 8.5 conversations per peer supporter. 

In contrast, peer supporters in the second group (below the mean) had conversations with a 

total of 35 people with a mean of 4.4 people per peer supporter.  
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Figure 7.2: Message diffusion by network size  

 

 

7.4.2 Type of relationship  

 

Findings so far have highlighted the potential importance of network size with larger networks 

having wider diffusion, but what about the types of people who are part of peer supporters’ 

social networks? Are peer supporters more likely to diffuse information to their friends or their 

families or is there no difference (analysis question 3.2)?  

 

Looking first at the total number of alters peer supporters could have initiated a conversation 

with (n=151), Figure 7.3 shows that more than half (52.9%, n=80) were family members, 37% 

(n=56) were school friends, 8.6% (n=13), were outside of school friends and 1.3% (n=2) were 

others (e.g., neighbour, family friend). This highlights that, for this sample of peer supporters, 

network composition was skewed slightly more towards family members, which demonstrates, 

that there was a large pool of family members who peer supporters could have spoken to 

about smoking as a result of taking part in ASSIST.  

 

  

0

2

4

6

8

10

12

14

16

N
u

m
b

er
 

Peer supporters

alters conversations



155 

 

Figure 7.3: Peer supporter relationship to alters 

 

 

A similar pattern was found when we compare alter relationship to peer supporter by network 

size above or below the average size of peer supporter networks (Figure 7.4). Regardless of 

network size, there was a higher representation from family members.  

 

Figure 7.4: Peer supporter relationship to alters grouped by above or below network 

size average  

 

 

 

 

 

52.9%37.0%

8.6%

1.3%

family members school friends outside of school friends other



156 

 

Figure 7.5 looks at the 103 alters peer supporters reported have a smoking conversation with 

by their relationship to the peer supporter. Over half (51.4%, n=53) of peer supporters spoke 

to a member of their family, 40.7%, (n=42) spoke to their school friends and a further 6.7% 

(n=7) spoke to their non-school friends, 0.9% (n=1) spoke to someone else. This suggests 

that the peer supporters were more likely to speak to their family than their school friends. This 

is an important finding when the context of ASSIST delivery in the Scottish pilot is considered. 

In the pilot, trainers advised students to only speak to other students in their school year (as 

discussed previously in 1.4). However, this study found that only two fifths (40.7%, n=42) of 

the smoking conversations peer supporters had were with school friends (Figure 7.5). A 

potential explanation for this could be that peer supporters may have felt safer talking to family 

members than their school friends or peers. This, as well as the other factors that influenced 

peer supporter’s decisions about who to speak or not, is discussed further in Chapter Eight.  

 

Figure 7.5: Peer supporter smoking conversations by alter relationship to the peer 

supporter   

 

 

7.4.3 Level of closeness  

 

Looking at the sample overall (n=151), Figure 7.6 shows that peer supporter networks were 

mostly comprised of alters who they felt either very close to (63.2%, n=98) or close to (29%, 

n=45). This finding is not surprising given that the primary name generation question peer 

supporters were asked to think about was the people they felt close to. Further, as noted in 

Chapter Six peer supporter first and second nominees (in this sample) were more likely to be 

family members than friends.   

40.7%

6.7%
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Figure 7.6: Peer supporter level of closeness to all alters added to their sociograms 

 

 

Figure 7.7 presents levels of closeness for the 103 people peer supporters spoke to about 

smoking (message diffusion) and addresses research question 3.3.  While peer supporters 

were most likely to have a conversation about smoking with the people who they felt the 

closest to (34.9%, n=36 talked to family members and 31%, n=32 talked to their friends), over 

one third of people spoken to were less close or not close at all. This suggests that ASSIST 

message diffusion can transcend beyond close social network members. Qualitative data from 

the in-depth interviews that accompanied the sociogram creation adds further context to 

explaining the factors that influenced peer supporter decision to speak to people in their 

network or not (Chapter Eight).  
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Figure 7.7: Peer supporter level of closeness to alters who peer supporters had a 

smoking conversation with  

 

 

7.4.4 Alter characteristics 

 

In this section the focus is interpretation of the additional ‘name interpreter’ detail peer 

supporters were asked to add to their post it note for each alter they added to their sociogram. 

This included detail such as the alter’s: age; gender; employment status; frequency of contact; 

and smoking status. These data contribute to analysis question 3.4 – are there particular alter 

characteristics that make it more likely for Peer Supports to diffuse information about smoking 

(e.g., are peer supporters more likely to speak to smoking then non-smoker).  

 

Table 7.4 presents a summary of alter characteristics for potential and actual conversations. 

Column A, presents the characteristics of people nominated by the peer supporter (i.e. who 

they could have potentially initiated a smoking conversation with). Characteristics of the 

people peer supporters actually initiated a smoking conversation with are presented in Colum 

B and, finally, Colum C shows the conversion from potential to actual conversation. This was 

calculated by  comparing potential conversations (column A) with actual conversions (column 

B), e.g. of the 51 males who peer supporters could have potentially initiated a smoking 

conversation with this was converted into actual conversation with 35 males so the 

conversation rate was 69% (35/51x100). Key findings for each characteristic are discussed 

below.  
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Gender  

 

Despite the uneven gender split in relation to alter characteristics by sex (column A of Table 

7.4: females 66%, n=100, males 33%, n=51) and in the reported number of alter conversations 

by sex (column B: females 66%, n=68, males 34% n=35), the gender difference disappears 

when looking at it in terms of  conversion rates, which are the same for both male and female 

alters (column C: females 68%, n=68, males 69%, n=35). One explanation could be that male 

alters were more likely to be smokers than females. However, when the gender profile of the 

27 smokers who peer supporters reported a smoking conversation with is considered this does 

not seem a plausible explanation - just over half of alters who were smokers were male (59%, 

n=16) and 41% (n=11) were female. Further research with a larger sample is required to 

investigate this further.  

 

Age  

 

Table 7.4, column A, shows that nearly half (47.5%, n=49) of alters nominated were in the 

same age bracket as peer supporters (13-15). This is not surprising given that ASSIST trainers 

advised peer supporters to speak to people in their school year only. The conversion rates 

(from potential to actual conversation) for alters in the 13-15 years old age group was, 67.1% 

(49/73), which was very similar to the conversion rate of 69.2% for all other age groups. Thus, 

despite the target age group for ASSIST message diffusion being 13-15-year olds, findings 

from this exploratory analysis suggest that the conversion rate from potential to actual 

conversations was very similar for the target age group but also all other ages combined. This 

further supports the conclusion that ASSIST message diffusion extends beyond the peer 

supporter school year and into their broader social networks.  

 

Family member type  

 

As noted previously in section 7.4.2 two fifths (40.7%, n=42) of actual conversations took place 

with other students in the peer supporter’s school year. This means that over half of 

conversations were with people out with the school environment and included family and out 

of school friends. From column C (Table 7.4) we can see that the conversation conversion 

rate from potential to actual was 77.8% for school year friends.  However, when we combine 

the other types of relationships category, we can see that 63% were converted from potential 

to actual conversations (61/97). This again supports the conclusion that message diffusion 

was spreading further than the peer supporter school year group and into their broader social 

networks.  
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Alter smoking status  

 

Table 7.4 compares the characteristics of alters who were nominated and those with whom 

conversations took place, which were broadly similar. The majority of alters nominated by peer 

supporters were non-smokers (75%, n=113) and of the 103 alters with whom peer supporters 

had a smoking conversation with, only one fifth (21.3%, n=27) were smokers. Nevertheless, 

the conversion from a potential to an actual conversation was very high at 90%. This suggests 

that targeting smokers was a strategy used by peer supporters when deciding who to initiate 

a conversation with. This will be explored further in Chapter Eight.  

 

Table 7.49: Alter characteristics  

A) Characteristics of alters added to peer 
supporter sociograms (i.e. potential 
conversation N=151) 

B) Alters spoken to  
( n=103)  

C) Conversion from potential 
to actual  conversation  
(n=103) 

Sex % (n) % (n) % (n) 

 Female 66% 

(n=100) 

66% (n=68) 68% (n=68) 

 Male 33% (n=51) 34% (n=35) 69% (n=35) 

Age1    

 12 and under 5% (n=7) 3.8% (n=4) 57.1% (n=4) 

 13-15 48% (n=73) 47.5% (n=49) 67.1% (n=49) 

 16-24 10% (n=15) 6.8% (n=7) 53.3% (n=7) 

 25-34 7% (n=10) 9.7% (n=10) 100% (n=10) 

 35-44 9% (n=14) 7.7% (n=8) 78.6% (n=8) 

 45-59 9% (n=14) 9.7% (n=10) 71.4% (n=10) 

 60+ 3% (n=5) 3.9% (n=4) 6.8% (n=4) 

 Unknown 9% (n=13) 10.7% (n=11) 23.1% (n=11) 

Relationship to Peer 

supporter 

   

 Parent 17% (n=26) 20.4% (n=21) 80.1% (n=21) 

 Sibling 11% (n=16) 10.7% (n=11) 68.8% (n=11) 

 Grandparent 7% (n=11) 8.7% (n=9) 81.9% (n=9) 

 Aunt/Uncle 11% (n=16) 9.7% (n=10) 62.5% (n=10) 

 Cousin/niece/nephew 6% (n=9) 1.9% (n=2) 22.2% (n=2) 

 School year friend 36% (n=54) 40.8% (n=42) 77.8% (n=42) 

 Outside school year friend2 12% (n=18) 6.8% (n=7) 38.9% (n=7) 
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 Ex-school friend 1% (n=1) 0.9% (n=1) 100% (n=1) 

Frequency of contact    

 every day 40% (n=60) 43.6% (n=45) 75% (n=45) 

 most days 30% (n=45) 29.1% (n=30) 66.7% (n=30) 

 couple of days a week 11% (n 

=17) 

12.6% (n=13) 76.5% (n=13) 

 one a week 5% (n=7) 1.9% (n=2) 28.6% (n=2) 

 2-3 times a month 11% (n=16) 10.7% (n=11) 68.7% (n=11) 

 once a month or less 

 

4% (n=6) 1.9% (n=2) 33.3% (n=2) 

Smoking status    

 Smoker 20% (n=30) 21.3% (n=27) 90% (n=27) 

 Non Smoker 75% 

(n=113) 

69.0% (n=71) 62.8% (n=71) 

 E-cigarettes 3% (n=4) 2.9% (n=3) 75% (n=3) 

 Unknown 3% (n=4) 1.9% (n=2) 50% (n=2) 

1  Peer supporters did not know the exact age for some of their alters so gave their best estimate 
2 Included: neighbours, big brother’s girlfriend, sisters friend and friends that went to a different school but they 
knew from clubs, playing with at home  

 

7.5 Peer supporter perception of influence  

 

Of the 103 people peer supporters had a smoking conversation with, perceptions of some kind 

of influence were reported for over one third (36.9%, n=38) with thirteen of the 16 peer 

supporters believing that some of their smoking conversations may have had some kind of 

influence. The size of the network for the three peer supporters who did not perceive any 

influence tended to be smaller ranging from six to eight alters. In addition, two of the peer 

supporters only spoke to one person each which meant that the potential for impact was very 

small to begin with. The third peer supporter, despite having a small network of six alters, 

reported speaking to five (83%) of their alters. Considering that this peer supporter had spoken 

to the majority of their alters, it is notable that they perceived their conversation to have had 

no influence.  

 

Table 7.5 presents the characteristics of alters whom peer supporters thought they had 

influenced.  Looking at gender first we can see that perceptions of influence on male alters 

was greater than for females (51% n=18, compared with 29% n=20). This finding did not vary 
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by gender of the peer supporter – i.e., male alters were not perceived to be any more or less 

influenced by the conversations than had been initiated by a male or female peer supporter.  

 

Despite the 13-15 age group being the most common age group for an actual conversion to a 

smoking conversation, perceptions of having had an influence were low at 29%.  Similar 

findings were apparent when comparing alter relationships to peer supporters with perception 

of influence on school year friends being low at 24%, the lowest of all the relationship types. 

Finally, although smokers were a key target group for conversations, perceptions of influence 

on smokers was modest at 44%.  

 

Table 7.510: Alter characteristics for perceived influence 

Alter characteristics A) Actual 
conversation 
(n=103)  

B) Perceived influence of 
actual conversations 
(n=38)  

Sex % (n) % (n) 

 Female 66% (n=68) 29% (n=20) 

 Male 34% (n=35) 51% (n=18) 

1Age   

 12 and under 3.8% (n=4) 50% (n=2) 

 13-15 47.5% (n=49) 29% (n=14) 

 16-24 6.8% (n=7) 37.5% (n=3) 

 25-34 9.7% (n=10) 40% (n=4) 

 35-44 7.7% (n=8) 45% (n=5) 

 45-59 9.7% (n=10) 45% (n=5) 

 60+ 3.9% (n=4) 28.5% (n=2) 

 Unknown 10.7% (n=11) 100% (n=3) 

Relationship to Peer supporter   

 Parent 20.4% (n=21) 48% (n=10) 

 Sibling  10.7% (n=11) 64% (n=7) 

 Grandparent 8.7% (n=9) 56% (n=5) 

 Aunt/Uncle 9.7% (n=10) 30% (n=3) 

 Cousin/niece/nephew 1.9% (n=2) 0% (n=0) 

 School year friend 40.8% (n=42) 24% (n=10) 

 2Outside school year friend 6.8% (n=7) 43% (n=3) 

 Ex-school friend 0.9% (n=1) 0% (n=0) 

Frequency of contact   
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 every day 43.6% (n=45) 51% (n=23) 

 most days 29.1% (n=30) 7% (n=2) 

 couple of days a week 12.6% (n=13) 39% (n=5) 

 one a week 1.9% (n=2) 50% (n=1) 

  2-3 times a month 10.7% (n=11) 64% (n=7) 

 once a month or less  1.9% (n=2) 0% (n=0) 

Smoking status   

 Smoker 21.3% (n=27) 44% (n=12) 

 Non Smoker  69.0% (n=71) 32% (n=23) 

 E-cigarettes 2.9% (n=3) 67% (n=2) 

 Unknown 1.9% (n=2) 50% (n=1) 

1Peer supporters did not know the exact age for some of their alters so gave their best estimate 
2Included: neighbours, big brother’s girlfriend, sisters friend and friends that went to a different school 
but they knew from clubs, playing with at home  

 

7.6 Summary  

 

In this chapter ‘formal’ social network analysis was utilised to look at the potential and actual 

reach of message diffusion in peer supporter networks and the perceived impact of this. 

Bearing in mind the caveats around interpretation of the descriptive data presented in this 

chapter, there are three key findings which merit further investigation with a larger sample of 

peer supporters.  

 

Looking first at the potential for wider message diffusion beyond the peer supporter school 

year and into their wider social networks. Findings from this study indicate that of the 16 peer 

supporters who took part in this study, their combined networks were fairly large with a total 

of 151 alters added to peer supporter sociograms. This strongly suggests that peer supporter 

networks were sufficient in size to support wider diffusion beyond the school year.  A key 

finding from this exploratory analysis is that peer supporter social networks comprised of more 

non-school friends and family members than school year friends, which indicates that there is 

potential to broaden the reach of ASSIST message diffusion beyond their peer supporter 

school year and into their broader social network.   

 

In terms of the actual extent of message diffusion, peer supporters reported a total of 103 

smoking conversation with alters, with over half of these conversation with family members or 

non-school friends. These findings confirm that peer supporters are willing and able to initiate 
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conversations with both peers in their own school year and with members of their wider social 

networks.   

 

Despite the majority of peer supporters (81.2%, n=13) commenting that they thought their 

smoking conversation had had influence on some of the alters they had spoken to, analysis 

of the sociograms reveals that overall, only one third of alters (36.9%, n=38) were believed to 

have been influenced in some way. 

 



165 

 

Chapter 8: Message diffusion context and content 

8.1 Introduction 

 

Chapter Seven focused on the structural properties of peer supporter networks. This 

developed an understanding of the potential extent of message diffusion (i.e., who peer 

supporters could have spoken to) as well as the actual extent of message diffusion (i.e. who 

peer supporters choose to speak to). It also highlighted peer supporter perceptions of 

conversation influence. However, as discussed in the methods chapter these data lacked 

important detail related to context and content.  For example, why peer supporters chose to 

speak to some people and not others; how they initiated a conversation, as well as where and 

when conversations took place; what did they talk about; what was the perceived outcome; 

how did they feel after the conversation?  Answering these questions is the purpose of Chapter 

Eight which draws on the qualitative narratives that accompanied sociogram creation. The 

chapter begins with consideration of two important elements: conversation context and 

conversation content. It will then consider peer supporter perceptions of conversation 

influence and finish with peer supporter perspectives on initiating and delivering smoking 

conversations.  

 

8.2 Conversation context    

 

As noted by Craig et al., (2018) and Moore et al., (2014) , consideration of the context in which 

an intervention is situated creates a greater understanding of how, and why, interventions are 

successful or unsuccessful, and aids assessment of transferability to different settings or 

populations. This section will, therefore, consider the factors that influenced who the peer 

supporter initiated a conversation with, as well as how, where, and when they set about doing 

this.  

 

8.2.1 Initiating conversations: influencing factors   

 

As illustrated in Chapter Seven, Figure 7.1, on average peer supporters spoke to around two-

thirds of the people (alters) in their social network. This included students in their year group 

but also people from their wider social networks, such as family members and friends outside 

of school. The focus of this section is to understand more about the factors that influenced 
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who peer supporters spoke to (or not). The following three themes were identified: recall and 

opportunity; confidence; and targeting smokers.  

 

8.2.1.1 Recall and opportunity  

 

As previously discussed in Chapter Six, (6.2.2.1), peer supporter discussions about 

conversation initiation were reliant on them remembering the conversations they had and with 

whom. However, as illustrated by the quote below, it was also reliant on the peer supporter 

remembering to initiate conversations with people they knew, 

 

Interviewer: And is there a particular reason that you’ve not done it [had a 

conversation] yet? 

Particiaptn: I just think I maybe forgot or something.    (Michael) 

 

Thus, peer supporters needed to be alert to opportunities for initiating conversations about 

smoking. For peer supporters who were trying to navigate their way through adolescence as 

well as the demands of schoolwork, combined with unknown challenges they may face in their 

personal lives, it is not surprising that they may simply forget to initiate a conversation.   

 

However, for other peer supporters they may have made a conscious decision not to initiate 

a conversation about smoking. For example, Louise commented that because she did not see 

her Gran or Uncle very often, she wanted to spend the time they had together having fun, not 

talking about serious issues (like smoking), 

 

Cos I don’t see my gran that often, when I go there I just want to spend as much 

time with her as I can.  We watch films and eat sweets and stuff. Cos my uncle 

xxxx is there as well, it’s just the same. We just talk about family and have a good 

laugh together. It’s nothing serious we talk about.     (Louise)  

 

A further example comes from Umar who explained that he had not spoken to his older sibling 

about ASSIST due to their mutually busy schedules preventing an opportunity to bring it up,  

 

…she comes back home late and when she comes back home we're eating dinner 

and she has to take a shower and after dinner we have a little bit of free time and 

she comes out of the shower and I have to go to sleep so...   (Umar)  
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These examples highlight the importance of context for conversation initiation – in the first 

example the peer supporter’s affection for their family members meant that they wanted to 

maximise their time together and not have it compromised by talking about smoking. In the 

second, the peer supporter did not initiate a conversation due to a lack of time. However, it is 

not clear whether these peer supporters consciously made the decision not to talk about 

ASSIST or whether it was simply not something they remembered to do.  

 

The importance of time was not confined to family members, with Angela noting that limited 

time with school friends meant they would rather talk about things that were not school related. 

For example, when Angela was asked why she had not initiated a conversation with two of 

her school friends she replied that, 

 

It’s because I don’t really see them a lot but the time I do we don’t really like talk 

about what we're doing in school we just talk about like other things.  (Angela) 

  

Finally, it is important to consider that difficulty in conversation recall could be a result of 

conversations often being brief and therefore difficult to remember. Despite peer supporters 

not being explicitly asked how long conversations lasted, section 8.3 looks at the content of 

conversations and suggests that some of these conversations could be very short.  

 

8.2.1.2 Peer supporter confidence 

 

Confidence appears to have been a key factor that influenced with whom peer supporters 

initiated conversations with. This was predominantly expressed as not feeling confident that 

an approach to initiate a conversation would be received positively, resulting in a fear of a 

negative response. This was especially important if approaching a fellow student who was 

known to smoke, as illustrated in the quote below,   

 

…and there's two people [that smoke] but if I was to approach them they would be 

mad, there's no way to approach them because if I tried to approach them they 

would call me names.                       (Umar) 

 

Like Umar, Bashar also expressed feelings of anxiety when he was talking about two of his 

friends who were ranked in the outer circle of his sociogram (so not best friends). When asked 

why he had not spoken to them he expressed a fear of being ridiculed. 
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Interviewer: So your friends on the map, tell me a bit about why you’ve not spoken 

to them about being a peer supporter or smoking or ASSIST. 

Bashar: But (xxx) and (xxxx) I didn’t really want to speak to them, I don’t know 

why, I think I was a wee bit scared but at the same time I didn’t know if they still 

smoked or not…….I just think that they would have said something to me like I’m 

talking a load or crap or something.     (Bashar) 

 

Linked to this was not knowing the person who they wanted to approach very well and feeling 

uncertain about initiating a smoking conversation. This was illustrated by Julie who explained 

that she had identified a fellow student who she knew smoked and wanted to initiate a 

conversation with. However, because she did not know her that well she was reticent about 

approaching her on her own.  

 

Her name's xxxxx and I think she's addicted to smoking because she was smoking 

in class once but like the teacher didn’t see her and she likes smokes after school 

and before school and that.  So I kind of want to talk to her but like we don’t really 

talk so..... xxxxx                    (Julie) 

 

Julie went onto express feelings of anxiety when she thought about talking to her fellow 

student because she (Julie) was not part of the alter’s social group. This resonates with 

findings from Chapter Two (literature review looking at the factors associated with adolescent 

smoking) where peer influence and the hierarchical structure of some adolescent friendship 

groups were considered.   

I'm kind of anxious to because...like she's one of those people who like has a 

particular group of friends so like if you're not in that particular group you're not 

really friends.  But she does talk to me kind of sometimes.              (Julie)  

 

When asked how she could feel more confident to initiate a conversation her strategy was 

engage some other peer supporters to make the approach with her. 

 

Interviewer: Is there anything that could be done to make you feel more confident 

about having that conversation? 
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Julie: Um...well if xxxxxx or someone else like in the peer supporting group were 

to do it with me I would probably do it.      (Julie) 

 

These quotes illustrate the challenges that peer supporters thought they may encounter 

making the initial approach to initiate a conversation, opting instead to protect themselves from 

potential unpleasantness by choosing not to approach particular individuals or seeking support 

from other peer supporters. This adds greater depth of understanding to the potential 

emotional load that the peer supporter role could place on a young person. This is especially 

relevant when considered in the context of adolescence where young people are maturing 

and may find social interaction awkward. Despite, none of the peer supporters, in this sample,  

expressing any discomfort or anxiety about executing their peer supporter role, they were not 

explicitly asked about this and it may have been difficult for them to articulate even if they had 

been.  

 

8.2.1.3 Smokers and non-smokers  

 

The Scottish evaluation of ASSIST found that one of the main reasons peer supporters did 

not initiate conversations within their school year was because the majority did not smoke, 

which they felt made the conversation pointless (Dobbie et al., 2019). A similar finding was 

found in this exploratory study with Chapter Seven (7.2.2) reporting that the majority of alters 

nominated by peer supporters were also non-smokers (80.1%, n=121). Despite peer 

supporters being reassured, during their training, that they can and should speak to both 

smokers and non-smokers there were examples of peer supporters not initiating 

conversations because the alters did not smoke. For example, Umar explained that one of the 

reasons he had not spoken to any of his fellow school year students was because very few of 

were known to smoke,   

 

Interviewer: Have you spoken to many other people in S2? 

Participant: Just xxxx, just xxxx yeah.   

Interviewer And is there any particular reason for that? 

Participant: Hmm!  It's because mostly everybody in our year no one smokes   

          (Umar) 
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Similarity, when Ann was asked why she had not initiated conservation with her two best 

friends about smoking she replied that there was no need because they did not smoke, and 

she did not think they were ‘at risk’ of starting to smoke. 

 

A further example comes from Louise, who despite understanding that she could speak to 

both smokers and non-smokers, decided not to approach her non-smoking peers because 

she did not believe that the conversation would resonate with them.   

 

Interviewer: This is your map and that gives us an idea of who you have spoken 

to. Is there anyone that you’ve thought of speaking to, that you haven’t done yet, 

apart from your gran and your uncle? 

Participant: Not really no.  There is not anyone else I know who smokes.  

Interviewer: So would you only speak to people that smoke, or would you think of 

speaking to people that don’t smoke? 

Participant: Definitely people who don’t smoke as well, but I feel they’re not as 

interested. Cos they don’t do it, they’re like, why tell me, cos it’s not going to affect 

me in any way.  

Interviewer: Is that how you think they’ll react? 

Participant: Yeah         (Louise) 

 

Further, linking back to the discussion of peer supporter confidence to initiate a conversation  

(discussed in 8.2.1.2) we are reminded that fear of being ridiculed or called names was a 

barrier to approaching other peers who were known to be smokers. 

 

As noted in section 7.2.2, when peer supporters did initiate a conversation with smokers these 

tended to be with their non-school year alters, e.g., 83.3% (n=25) were aged 18 or older and 

79.9% (n=24) were family members. An example comes from Bashar, who targeted his big 

brother because he was a smoker and shared with him some of the smoking facts he had 

learned around the chemicals in a cigarette. Despite Bashar noting that the conversation did 

not encourage his brother to stop smoking, the conversation appears to have been a positive 

experience and Bashar commented that this brother had learned something new.  

 

Interviewer:  Okay and why did you decide to speak to your big brother?  
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Participant: Because he’s the only person that I interact with a lot that I know that 

smokes, 

Interviewer: Good, okay, and what things did you speak to him about?  

Participant: I told him like stuff about his smoking, it contains a lot of disgusting 

things in it and like the chemicals you smoke a day in one cigarette and all of 

that….Some of it he said he knew about but some of it he was kind of surprised 

with.          (Bashar) 

 

8.2.2 How conversations were initiated 

 

The previous section focused on developing an understanding of the factors that influenced 

who peer supporters decided to approach or not. Now, attention moves to look at how peer 

supporters initiated a conversation, with analysis pointing to two key themes: deliberate or 

spontaneous conversation initiation and alter led conversation initiation. Before, these two 

themes are considered, it is important to note that, overall, peer supporter narratives showed 

maturity and sophistication in how they set about initiating a conversation about smoking, with 

an awareness that advanced thought and a subtlety of approach were often required.  

 

Like I wouldn’t rush someone and say you have to stop smoking because it's bad 

for you, well we know it's bad but I would just try and you know...maybe start off 

slowly by telling them what's inside or maybe showing them the hazards and the 

risks and how it can affect your body.  And if they are smokers you know try and 

help them to seek help from parents, or teachers.                  (Alia) 

 

8.2.2.1 Deliberate vs spontaneous 

 

Strategies to initiate conversations were two-fold. On the one hand, there were pre-planned, 

deliberate, attempts to initiate a smoking conversion by focusing on particularly relevant facts 

that could be used as leverage to introduce smoking harms to conversations. On the other, 

conversations were sometimes spontaneous an opportunistic (dependant on the young 

person remembering their peer supporter role).  

 

The pre-planned strategy is illustrated by two examples from Ellie and Amy. First, Ellie 

explained that she had told her friend that smoking could cause gum disease and would ruin 



172 

 

her teeth. She also made the point of saying that her friend wore braces, which suggests that 

she may have chosen this fact to maximise impact.  

 

They were away on a music trip and I asked her how it went. She said how did it 

[peer supporter training] go and I was like, good. Have you ever considered 

smoking? She was like, no I wouldn’t do that.  I was like, yeah good, because you 

can get some degree of gum cancer which can ruin your teeth. She wears braces. 

She was like, no I wouldn’t do that.      (Ellie) 

 

Next, Ellie recalled a conversation with a family member who smoked but was also saving for 

a holiday. The fact she shared was the financial impact of smoking and how much money 

could be saved if she stopped or cut down. This was perceived to have made a positive 

influence on the family member,  

 

I told her that most of the money from your cigarettes is tax. She is looking for 

money for a holiday.  She told me, ‘I’d better stop smoking’ and since then she’s 

cut down on fags. I don’t know how many packets a day she used to have, but 

now it’s on a few…… She usually takes out loans for a holiday and now she’s like, 

that has really helped me.       (Ellie)  

 

These examples suggest that Ellie had taken her role very seriously and given advanced 

thought not only about whom to approach, but also how she could initiate a conversation. It is 

not surprising that this peer supporter also had one of the highest rates of message diffusion, 

having initiated a conversation with 10 people from their sociogram.  

 

A further example of a pre-planned approach to conversation initiation was using the peer 

supporter training days as a hook to start conversions. An example comes from Amy who 

explained that if an opportunity did not present itself she would tell the individual(s) that they 

had been away for two days training. This led on to a discussion about what it was about, 

which presented opportunities for Amy to share their facts.  

 

I just waited until they asked me, to bring it up.  If they didn’t ask me I was just like, 

oh yeah we were at a training programme.     (Amy) 
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8.2.2.2 Spontaneous 

 

However, peer supporters also described conversations that arose spontaneously and were 

capitalised to initiate a smoking conversation or share some of the facts they had learned 

about smoking. Some examples included:  

Watching a soap opera where the peer supporter and their friend were discussing how many 

of the characters smoked, 

 

Interviewer: Tell me a bit more about how did that conversation come up? 

Participant: We were talking about EastEnders half the people smoke, like the TV 

shows smoke and I was saying like well...how bad smoking is and that's why it 

came up.         (Zarina) 

 

Doing homework which promoted a conversation about smoking,  

 

Interviewer: How did you pick your moment to tell her about smoking? 

Participant: Um...she was...I went to her house and she was on the computer and 

she was doing some homework and when she was finished I told her about it 

because I saw she was doing facts about the hospital so I just told her about the 

smoking.         (Umar)  

 

Speaking to a classmate in a Health and Wellbeing class when their topic was smoking and 

alcohol, 

 

xxxxx – I sit next to him in one of health and well-being classes. We were doing 

smoking and alcohol.  You sort of bring it up and it’s not just out of the blue with it. 

I told him about ASSIST cos quite a few of his friends had went as well. I don’t 

think he would [smoke] anymore either.        (Ann) 

 

Speaking to a family member when they were sharing their experience of a shisha bar,  

 

We were just talking and I think my sister brought up when she was...16 or 

something her and her friends went to I don’t know what it called like a shisha bar 

and they used to smoke the...yeah she was talking about the other girl how she 
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used to like smoke it a lot.  So then I said you know it's not really that good for you 

even though there's like fruit flavours and stuff, it's not really going to benefit your 

body or yourself and then my mum kind of just listened.  She didn’t really ask a lot 

of questions but she was kind of surprised when I told her what was inside 

cigarettes.                  (Alia)  

8.2.2.3  Alter led conservation initiation  

 

So far, a picture has emerged where conversations were initiated by the peer supporter. 

However, there were occasions when conversations were prompted by someone else, usually 

a family member. For example, to attend the two-day training course peer supporters needed 

a consent form to be signed by their parent or carer. This often led to a discussion about what 

the training was about and then a follow-up conversation (after the training), which prompted 

discussion about smoking.  

 

Interviewer: Let's talk about mum so you've had a conversation with her.  Tell me 

a bit about that? 

Julie: Um...well she had to sign the form for me to go so then she was asking about 

what it was when I went to the thing.  And I was telling her like all the different 

things we learnt like why smoking is bad for you, and why you shouldn’t be 

smoking and what...how it will affect you now and in the future.              (Julie) 

 

Similarly, a further example was a parent/carer asking their child how their day had been,  

which led into a discussion about the training and a wider family discussion about smoking.  

 

They [parent] said how was your day and I was like it was good…. and I was kind 

of talking to my little sister and my big brother at the same time… and then they 

[whole family] all joined in.       (Susan) 

 

Other examples included siblings asking peer supporters why they were going to school in 

their ‘own clothes’ (i.e., not school uniform)  

 

Interviewer: What about...this one is your sister tell me about that one 

[conversation]? 

Julie: Um...well I was talking to her about the thing [ASSIST] because she was 

confused because like we got to wear our home clothes so she was like why do 
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you guys get to where your home clothes when we have to wear our uniform?  So 

I was talking to her about like what we did in the training and things, and like the 

different games.  And the facts that we were...yeah...     (Julie)  

 

The spontaneous nature of these conversations may have made them easier to initiate 

because they were unprompted and unplanned and peer supporters did not need to plan   

conversations in advance. This provides some explanation of findings in Chapter Seven, which 

showed that over half of conversations were with family members. 

 

8.2.3 Where and when conversations took place  

 

Having explored factors that influenced who peer supporters spoke to and how conversations 

were initiated this final section on conversation context, focuses on where and when 

conversations took place. As would be expected conversations with school peers took place 

in school and the surrounding environment (e.g., in class, during breaks, on the bus/walk to 

school). For example, Julie explained that she spoke to one of her alters while waiting at the 

bus stop to travel home from school. Despite already thinking that this was someone they 

wanted to speak to, the opportunity to initiate a conversation was spontaneous because the 

alter started to smoke a cigarette while waiting on the bus home,  

 

It was like...because we were outside where the bus stop is in front of the school 

and we were just sitting there and he was like smoking, then when he was done I 

just started talking to him about it.      (Julie)  

 

In contrast, conversations with family members tended to be at home or in the car. 

Conversations generally took place shortly after the two-day training, where peer supporters 

would share the smoking facts they had learned with peers in class once they returned from 

training or family members at home. This was illustrated by Susan who described a conversion 

she had with her cousin (who she lived with) after the two-day ASSIST training   

 

 Well...when I came back from the [training]...I was like...you'll never believe this and 

 then I told him [about the ingredients in a cigarette].  He said oh okay sure!  He did not 

 believe me.          (Susan) 
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8.3 Conversation content  

 

Attention now moves from conversation context to explore conversation content - i.e., what 

messages did peer supporter diffuse to their alters? As illustrated in the quotes from the 

previous section conversation content varied - sometimes it was pre-planned and tailored, 

other times it was spontaneous and unplanned. Despite this variation in approach, 

conversations shared the same overarching purpose of trying to protect alters from the health 

harms associated with smoking. There were three dimensions to this protection theme. The 

first, was protecting the individual they were speaking to by preventing them from smoking in 

the first place. A common approach peer supporter used was to draw on the learning they had 

acquired regarding the 4,000 chemicals in a cigarette. Another approach was to target alters 

who were currently not smoking but the peer supporter had a concern that they might be at 

risk of smoking in the future. An example comes from Amy who described a conversation with 

her brother Colin, currently a non-smoker and whom she wanted to protect from starting to 

smoke. 

Interviewer: Then we’ve got Colin, your big brother. So tell me about the 

conversations you’ve had with Colin. 

Participant: My conversation with Colin is trying to make sure he doesn’t go down 

the route of smoking and trying to keep him away. He’s getting older and he 

probably will try smoking. I want to try to make sure he doesn’t.                   (Amy) 

 

The second dimension to the overarching theme of ‘protection’ was conversations with 

smokers and trying to encourage them to stop. Once again the fact about there being 4,000 

chemicals in a cigarette was used, but so too was the more direct approach of using ‘shock 

tactics’. Angela described how she approached a conversation with her Aunt who had been 

hospitalised as a result of smoking.  

Participant: Um...she has been in hospital quite a lot because she's had asthma 

attacks due to her smoking as well. So I kind of like just tried to give her information 

because I really want her to stop so I've been kind of trying to persuade her and 

stuff, try to not smoke so I've been trying to give her like kind of the more...like...the 

more...gruesome effects. Like the more...like horrible facts like that it could kill her 

and stuff so...it sounds horrible but I just really want her to stop because I don’t 

want her in hospital again. 

Interviewer: So what made you think that telling her the gruesome facts would be 

the best approach, what was it about that? 
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Participant: Because like...she's quite...like persuasive like if you told her 

something she might like take it in and actually do it.  So like I thought I would say 

to her like the more...you could save a lot more money and that you could die like 

a lot earlier and stuff.  She was really interested in it and like I think...I'm not sure 

like...after it she kind of just looked really worried and stuff so yeah.                         

          (Angela)  

 

The latter part of this quote ‘she kind of just looked really worried and stuff’ – raises an 

important ethical dimension regarding wider message diffusion in social networks. In particular 

is it acceptable/desirable to cause fear in alters who smoke? Linked to this, is a wider point 

about peer supporters’ diffusing misinformation, especially with regard to electronic cigarettes. 

For example, Angela also spoke about a conversation with her Grandparents about electronic 

cigarettes and told them they were just ‘as bad as a normal cigarette’, which is not 

substantiated by the current evidence base (Board on Population Health and Public Health et 

al., 2018) 

Participant: Um...I said to...my nana was smoking a E-cigarette and I was saying 

like how dangerous that one is, it's just as bad as a normal cigarette and she...I 

said that to my granddad as well and my granddad didn’t look that bothered 

because he thought it was safer and I was trying to explain to him that it's still got 

nicotine in it and if you over charge it and stuff it could kind of like blow up. 

Interviewer: And where did you learn that from? 

Participant: Um...I've seen quite a few things on Face Book but I seen it on the 

ASSIST  thing as well.”              (Angela)  

 

The third dimension was to protect, not just the alter but, other people around them by sharing 

the dangers of second-hand smoke. For example, Amy described a conversation with her 

older brother Liam who was a smoker and also a father to his young son. Her aim was to 

protect his son (her nephew) from second-hand smoke   

Interviewer: “Let’s talk about Liam – that is your eldest brother – cos he’s got a red 

and a blue dot. Can you remember what the conversation like? What did you 

speak about?  

Participant: Trying to get him to stop, because he’s got a two-year-old now.  When 

my sister-in-law was pregnant with the baby – she used to smoke, but she stopped 

smoking because she was having him, then he stopped for a while when she was 
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pregnant, but then went back. It’s trying to get him to stop again, cos if he’s done 

it once he can do it again.”              (Amy) 

 

In addition to the overarching theme of protecting alters from smoking harms, there was a 

further theme centred around peer supporters offering one another emotional and practical 

support. Emotional support included sharing anxieties regarding their peer supporter role and 

offering one another reassurance that they were going to be able to do it. Girls were more 

likely to draw on this kind of support than boys. Whereas practical support centred on 

swapping and checking facts they had learned in training as well as how to initiate a 

conversation and who to approach.  

Interviewer: So then so we've got xxxx your friend who is also a peer supporter so 

you've had a conversation or conversations with her? 

Participant: We were saying like both....the interesting facts we thought...each 

other like um...like the...I'm trying to think of the facts.  The...um...one where it was 

like Ready Steady Cook and it was like the tar and liquorice and stuff.  And she 

thought it was interesting how you've got like vanilla and cocoa in cigarettes and 

you wouldn’t normally think they were in it.  So...        (Angela) 

 

These conversations were included in the overall total number of conversations discussed in 

7.3 and could be perceived as overestimating the extent of ASSIST anti-smoking message 

diffusion. However, I would argue that these are still valid conversation for two reasons. First 

as illustrated above by sharing key facts with one another peer supporters were consolidating 

their smoking harms knowledge which is a key objective of ASSIST. Second, by having these 

conversations they may help to boost peer supporter confidence to diffuse anti-smoking 

messages, which is crucial to the success of the ASSIST intervention.  

 

8.4 Perceived influence of conversations   

 

Chapter Seven reported that the majority of peer supporters perceived that their smoking 

conversations had resulted in some sort of influence with around one third (36.9%, n=38) of 

the alters they had spoken to, most of whom were family members. However, it lacked detail 

on what kind of influence this was and whether it was positive or negative. Exploring this 

further is the purpose of this section.  
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8.4.1 Positive perceptions of influence  

 

Positive feedback was presented in two ways. First, was the cascading of message diffusion 

to wider networks - where peer supporters would disseminate information to alters who would 

then pass it onto to people in their own networks. Two examples of this kind of wider diffusion 

came from Zarina and Ellie. First, Zarina described how she had shared information with her 

younger sister who then shared this information with her friends, with Zarina describing her 

sister as ‘another peer supporter for her friends.’  Ellie explained how her best friend intended 

to share the information she had learned from their smoking conversation.  

 

Interviewer: Tell me about the conversation with [best friend]. 

Participant: She asked me how it went [the two training] and I said do you know 

that there are over 4000 chemicals in a fag?  She was like, no.  I was like, it 

contains vanilla and rat poison [arsenic]. She was like, that is disgusting.  She said 

I’m going to tell my mum and dad that, cos her mum and dad smoke.  

      (Ellie) 

 

Second was a change in alter smoking behaviour, knowledge or attitudes. This was discussed 

in three ways. Fist, as illustrated by the quote below from Julie, was a greater awareness of 

the health harms associated with smoking. 

 

Interview: And so you've given her [family member] a blue dot as well so you think 

that might have had some sort of influence, can you tell me a bit more about what 

influence you think it might have had? 

Participant: Um...because now she knows that like...she knew smoking was bad 

in the first place but now she knows it's worse than she thought it was.    (Julie) 

 

Next was a change in alter smoking behaviour, as illustrated by Ann who described how she 

felt the conversation she had initiated with her Gran had improved her Gran’s awareness of 

the dangers of smoking and this had encouraged her to cut down her cigarette consumption.   

 

Interviewer: So let’s talk about your gran, xxxx.  Tell me about that conversation.  

Participant: She’s smoked for years – over forty years. She said it would be a hard 

habit to stop. But she’s cut right down now, so talking to her about it, she’s trying 

to stop.  
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Interviewer: Do you think she has cut down and tried to stop as a result of you 

speaking to her? 

Participant: Yeah  

Interviewer: Tell me a bit more about that.  

Participant: Yeah.  I go down quite as lot through the week, so usually whenever 

...she always has half a cigarette, so she’s trying to cut down every time she has 

one as well. I was telling her about the dangers and she didn’t know some of them. 

She didn’t know there was rat poison in them. So that kind of put her off it.          

           (Ann) 

 

A further example comes from Amy, whose description of the smoking conversations she had 

with her father indicated that, despite not having an impact on the number of cigarettes he 

consumed, it may have contributed to a greater awareness of the health harms associated 

with second-hand smoke as she noted that he would sometime smoke outside away from 

herself and her siblings.  

 

Interviewer: What does he [dad] say when you have these conversations? 

Participant: He really listens to it. I feel like he tries to stop but it’s just hard and he 

always goes back. Sometimes it makes him look into different views and 

sometimes instead of sitting having a smoke around us, he’ll go out and stand out 

the back or at the window.       (Amy) 

 

Finally, was the realisation that by having conversation with someone who did not smoke might 

delay or prevent them smoking later, as illustrated by Alia who described a conversation with 

her little sister 

 

Interviewer: Was there any other reason why you think it might have had an 

influence on her? 

Participant: Maybe for her not to smoke maybe when she's older, later on. (Alia)  
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8.4.2 Negative perceptions of influence   

 

Despite peer supporters generally reporting that their conversations were well received, there 

were occasions were peer supporters felt conversations had not been a positive experience. 

Reasons for this centred on alter response to the conservation, which were described as 

patronising, hypocritical or apathetic. For example, Michelle explained how she had a 

conservation with her mother, telling her how bad smoking is and expressing her concern that 

it could cause her mother to die prematurely. Unfortunately, Michelle’s perception was that her 

mother did not take any notice because she laughed at her.  

 

I just kind of like told her that she should stop smoking because it's really bad and 

I wouldn’t want her to pass away prematurely.  But...I don’t think she took notice 

of that, she just kind of laughed at me.     (Michelle) 

 

Michelle, also described her father as being a ‘hypocrite’ because he was pleased that she 

was taking part in ASSIST because he did not want her to smoke but showed no inclination to 

stop smoking himself.  

 

Examples of alter apathy were also found with friends and family members. Ann described 

how she spoke to her father and uncle about being a peer supporter and what she had learned 

while they were watching the television. This resulted in zero conversation, and so Ann 

concluded that they were not interested. She also made the wider point that this tended to be 

a common reaction, regardless of what the topic of conversation,  

Participant: That's every conversation with my family nobody's interested in 

anything! 

Interviewer: Okay.  Nobody is interested in anything about smoking or - 

Participant: About smoking but like other conversations, sometimes it's the same.  

           (Ann) 

Amy described speaking to a school friend (positioned on the outer circle so not that 

close) whom she felt was not really listening or interested in what she had to say.  

Interviewer: Tell me about the conversations you’ve had with Leoni. 

Participant: Just trying to make sure she doesn’t go down the wrong path and try  

to make sure she doesn’t try it and end up in a bad position. 

Interviewer: How did that conversation go? What do you think she felt? 
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Participant: it feels like, sometimes she’s listening, but she’s not listening. It’s just 

like she doesn’t care.         (Amy) 

 

Peers supporters also described how some of the conversations with their peers made them 

feel like the person they were talking to had an attitude or was trying to act cool in front of their 

friends so the peer supporter was not sure if they were listening to them. For example, Yusuff 

described a conversation with one of his close friends, Euan (who was not a peer supporter). 

Yusuff was telling Euan about his peer supporter role and sharing some of the facts he had 

learned. Yusuff explain that his friend Euan appeared uninterested and replied in a sarcastic 

tone, 

He was like alright Yusuff alright good for you.  He tries to act cool and that.  

          (Yusuff) 

 

Two slightly more worrying examples of negative alter reactions came from Amy and Louise.  

Amy described how her parents were supportive of her being a peer supporter but became 

irritated when she ‘babbled’ on about her facts.  

 

They think it’s good, but they can get annoyed when I come and just sit and babble 

about it.          (Amy) 

 

Louise spoke about how she had decided to speak to a peer who she used to consider her 

best friend, but unfortunately her reactions to conversation was not what Louise had hoped 

for, which contributed to the decline of the friendship. This alter was not placed on any of the 

circles on the map, but instead placed on the bottom left corner, showing clearly and very 

visually where this alter lay.    

 

I just tried to tell her that it [smoking] wasn’t good for her.  She knows it’s not good 

for her, but she wasn’t too bothered.  She promised me before, that she would 

stop doing it, but she never did.  She has tried to.  There was a time when we were 

best friends and she did stop cos she knew I didn’t like it.  But she done it behind 

my back and that is one of the reasons we fell out.     (Louise) 
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8.5 Peer supporter perspectives on conversation initiation and delivery  

 

Discussion so far has focused on whether peer supporters perceived their smoking 

conversation to have been positive or negative, with limited discussion of how the peer 

supporter felt initiating and conducting the conversion. This is the focus of this last section. 

Naturally if the conversation had been well received peer supporters felt happy and pleased. 

 

Interviewer: And how do you feel when you're having the conversations with 

people? 

Michelle: I feel like...I feel like I'm doing a good thing for them, letting them know 

that it's not cool to smoke.  

Interviewer: So how does that make you feel knowing that you might have had a 

positive impact? 

Michelle:  Happy because he would be healthier and he would live a bit longer. 

          (Michelle) 

 

In contrast when conversations were perceived negatively by peer supporters (e.g., not gone 

very well or had limited or little influence) peer supporters reporting feeling sad, angry, 

annoyed or disappointed because they felt they were not being listened to. Interestingly 

examples of these feeling were mainly confined to older family members, not friends.   

 

Interviewer: Are there any conversations that you’ve had that you felt didn’t go very 

well? 

Participant:  Some of my dad’s cos he’s just not budging.  

Interviewer: So how do those conversations make you feel? 

Participant:  Sad and angry. A wee bit disappointed. With xxxx [brother aged 

27] you’ll always have an argument about it.  He’ll always have a reply to 

everything you say. So it’s trying to get him to listen to what you’re saying and it’s 

quite hard sometimes.  

Interviewer: So how did that make you feel? 

Participant: Kinda annoyed.      (Amy) 

 



184 

 

A further example comes from Clare who explained that her dad had not listened to what she 

was telling him about smoking, this caused frustration because she wanted him to listen to 

something which she knew was important. 

 

Interviewer: Yeah and what about when your dad wasn’t that bothered how 

did that make you feel? 

Participant:  Quite um...annoyed basically, just like...how I'm talking to him and 

he's not listening and it's something important that he should know.  (Clare) 

 

Despite sections of the peer supporters training equipping peer supporters with the skills to 

initiate a conversation and to be prepared for conversation outcomes that they may find 

disappointing; the above examples highlight the emotional load the role could have on a young 

person. Having to process feelings evoked from a negative response to a conversation adds 

to the potential anxiety that a peer supporter could face. Currently there is a lack of research 

exploring this in detail, with findings from this exploratory study suggesting that it is an area 

requiring further investigation.   

 

8.6 Summary  

 

This chapter has drawn on the qualitative data collected when creating peer supporter 

sociograms to explore the context and content of message diffusion. Exploring the context of 

message diffusion points a lens on the peer support role, highlighting that it requires not only 

the confidence to initiate a conversation, but also prior thought and planning to identify who to 

speak to and how to engage them in conversation. It is important, therefore, to acknowledge 

that the peer supporter role asks a lot of students, which for some could be considered 

overwhelming and daunting. None of the students in this sample explicitly expressed these 

feelings but they did share concerns around how they would be received by their peers and 

whether they would be ridiculed or ignored.  

 

Findings from this chapter suggest that conversation initiation may have been easier with 

family members, especially parents and siblings who peer supporters live with and, therefore, 

interact with more than peers at school. Added to this is the practical requirement that 

parents/carers were required to give their consent to attend the two-day training which would 

prompt a conversation about what they have learned. This, perhaps, made conversation 

easier to initiate because it required less advanced thought, unlike with their peers. These 

findings offer some insight into why peer supporters were more likely to have conversations 
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with their family members than friends (discussed in Chapter Seven).  Future delivery of 

ASSIST (or health behaviour change interventions based on the ASSIST model), should 

consider whether active promotion of message diffusion into wider social networks would be 

beneficial to help build peer supporter confidence to enable them to approach their school 

peers, but also to broaden intervention reach.  

 

Conversation content took a variety of forms with a mixture of spontaneous and pre-planned, 

tailored, conversations to resonate with the person they wanted to engage with.  One particular 

approach was the use of ‘fear appeal’ or ‘shock tactics’, which raises ethical concerns around 

the appropriateness of this approach, especially as the existing evidence questions the 

effectiveness of this approach (Green, 2015, Ruiter et al., 2014). Findings also demonstrated 

that peer supporters could view the conversations they had as positive or negative. One area 

of particular interest was where the peer supporter spoke to an adult and reported feelings of 

not being taken seriously or being ignored.  

 

A key strength of the findings included in this chapter is the depth of understanding in relation 

to context and content of message diffusion. However, a limitation is the lack voices from the 

alters themselves. As discussed in Chapter Six, effort was made to try and include their views 

but unfortunately no one consented to participate in an interview. This means that there is a 

lack of perspective regarding the approach used to diffuse information and what influence this 

may have had. Instead, there is a reliance on peer supporter perception of influence on 

someone else, which will be one sided. In addition, a further limitation is that due to the school 

timetable data collection took place during the third and fourth follow-up which is approximately 

six to ten weeks after training. This may have affected peer supporter recall when discussing 

their conversations.  
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Chapter 9: Discussion  

 

9.1 Introduction  

 

The aim of this thesis was to determine whether an adolescent smoking prevention 

programme called ASSIST had the potential to influence smoking behaviour, attitudes, and 

knowledge of smoking related harm beyond the school year. In this chapter I will demonstrate 

that findings from this thesis, not only make a contribution to the future delivery of ASSIST 

(and variants of the model to accommodate other risk factors), but also to complex health 

behaviour change intervention design and conducting research with adolescences using novel 

and visual approaches. This chapter begins with a reminder of the thesis rationale, aim and 

research questions.  

 

9.2  Rationale, aim and research questions  

 

Despite the continued decline in youth smoking in Scotland, adolescent smoking prevention 

continues to be a public health priority for several reasons. Children are still experimenting 

with smoking, which significantly increases their likelihood of becoming a regular smoker in 

late adolescence, particularly for those living in deprived communities, where smoking 

prevalence is higher (Glenn et al., 2017, Pampel et al., 2014). Children who smoke can suffer 

asthma, lung function and lung growth impairment and other chronic health outcomes in 

adulthood such as cancer, heart disease or chronic obstructive lung disease if they continue 

to smoke. Due to the association between early tobacco use and tobacco dependency, the 

health harms associated with tobacco increase the earlier smoking uptake occurs (Muller, 

2007, Turner-Warwick, 1992).   

 

Schools continue to be a particularly popular setting to deliver youth smoking prevention 

interventions, however, evidence of the effectiveness of such programmes is mixed and dated 

(Thomas et al., 2013a). ASSIST is in the unique position of being one of a few school-based, 

peer-led, smoking prevention programmes that has been shown to be effective in reducing 

regular smoking in adolescents (Campbell et al., 2008). A further unique aspect of ASSIST is 

that it is an example of an evidence-based, social network intervention targeting young people. 

Interest in social network interventions has grown in recent years, where social networks are 

used to create or promote health behaviour change. However, despite a robust evidence base 

supporting the implementation of ASSIST it is predominantly focused on delivery within 
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schools only. This means that there is only a limited understanding of the extent and context 

of message diffusion beyond the school year and into peer supporter’s wider social networks. 

This thesis sought to address this gap by exploring the extent, nature, content and perceived 

influence of message diffusion beyond the school year. In addition to this epistemological 

contribution, the thesis also sought to make a methodological contribution to qualitative social 

network research. This was through the development and testing of a novel, visual approach 

to collecting and interpreting social network data from adolescents. It also piloted a novel 

approach to the recruitment of alters for interview. 

 

This thesis consisted of two parts. Part one (Chapters Two, Three and Four) reviewed the 

literature to identify an appropriate area for investigation and inform the research design for 

the empirical study. For example, findings from my systematic review (Chapter Three) 

highlighted two key points that informed the thesis aim and research questions discussed in 

5.3.1. First, despite social networks featuring in the included studies for both the 2009 (Bauld 

et al., 2009) and 2014 update (Dobbie et al., 2018), their contribution was not explicitly 

discussed, and authors did not use social network terminology or label their intervention as a 

‘social network intervention’. For example, the 2009 review noted an implementation barrier 

was intervention delivery to students whose peer group comprised of experimenters, 

occasional or regular smokers, or who lived in households with smokers or in a local 

community with a high smoking prevalence. This illustrates the importance of social networks, 

yet it was not drawn out as a discussion point. Likewise, the 2014 update (Dobbie et al., 2018) 

included the X:IT study (Andersen et al., 2014a) which had an explicit design component 

where parents had to engage in smoke-free discussion at home. Using Valente’s (, 2012) 

taxonomy of network intervention this an example of an ‘induction’ approach which promotes 

the cascading of information through networks. Yet the authors did not label their intervention 

as a network intervention when in fact it was.  

 

Second, a further finding from the 2014 update (Dobbie et al., 2018) is that none of the studies 

included for full review looked at the influence of school-based smoking prevention 

interventions on the wider networks of students (i.e., their friends and family).  

 

These evidence gaps helped identify my overall thesis aim, which was to explore whether 

ASSIST has the potential to influence smoking behaviour, attitudes, and knowledge of 

smoking related harm, beyond the school year.  

 

Part two (Chapters Five to Eight) was dedicated to the design, analysis and presentation of 

findings from the empirical data study in order to answer the following research questions: 
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1. What do the social networks of ASSIST peer supporters look like? 

2. What is the potential extent of message diffusion in peer supporter networks and 

how does this compare with the actual extent of message diffusion?  

3. What factors influence who peer supporters choose to speak to/not speak to about 

smoking and what are the reasons for this? 

4. What is the context in which conversations take place and their content? (e.g., 

where and how conversations are initiated, what communication methods are 

used, what is discussed?).  

5. How do peer supporters feel about initiating and having informal conversations 

about smoking? 

6. What perceived influence, if any, do peer supporter conversations have on 

smoking behaviour, attitude and knowledge of social network members?  

7. What are the implications and recommendations for any future delivery of ASSIST, 

specifically, and network intervention science more broadly?   

8. What are the methodological contributions to qualitative social network research in 

general and working with young people in particular?  

 

 

The reminder of this chapter is comprised of five sections. Section 9.2 will consider the key 

findings from the thesis and their broader contribution to knowledge beyond ASSIST. The 

focus of section 9.3 is the contribution this thesis has made to research methods where the 

novel research method and pilot test of a respondent driven recruitment method will be 

discussed. Strengths and limitations are then considered in 9.4. The remaining three 

sections will focus on: reflections on the research process (9.5); implications and 

recommendations (9.6); and conclusions (9.7). 

 

9.2 Key findings  

 

The focus of this section is to present the key findings from this thesis in relation to the first six 

research questions (RQs) which this thesis sought to address. Sections 9.2.1 and 9.2.2 

address research questions 1 and 2 by considering both the potential and actual extent of 

message diffusion. Section 9.2.3 considers conversation content and context and speaks to 

research questions 3 & 4. Finally, section 9.2.4 focuses on research questions 5 & 6 by looking 

at perceptions of influence and peer supporter feelings about their role. Research question 7 
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is the focus of the implications section 9.4 and research question 8 is addressed in section 9.3 

(methodological contribution).  

 

9.2.1 Potential for broader diffusion beyond the school year  

 

Given the overall aim of the thesis, developing an understanding of the size and composition 

of peer supporter social networks was an important starting point. This analysis gave an 

indication of the potential for extended reach if peer supporters were encouraged to speak to 

anyone in their social network, not just peers in their own school year (as was the instruction 

given to students when fieldwork took place).  

 

Chapter Seven used ‘formal’ (i.e. quantitative) social network analysis to create a picture of 

peer supporter networks. This analysis started by looking at the size of peer supporter 

networks to assess the potential for message diffusion beyond the school year. Results 

indicated that peer supporter networks (from this small experimental study of 16 peer 

supporters) were fairly large with a total of 151 alters added to peer supporter sociograms. 

The smallest networks comprised six people (alters) and the largest 14. However, these alter 

nominations were in response to a specific name generation question (discussed further in 

9.3.) and, therefore, do not give a definitive count of the actual size of their network. This 

means that the total number of alter nominations is most likely an underestimate because it 

did not include all the people that peer supporters knew.  

 

Despite this caveat, findings from Chapter Seven, which looked at the potential for extended 

message diffusion, found that peer supporter networks comprised of more non-school friends 

and family members than school year friends. For example, the majority of alters nominated 

by peer supporters were non-school friends or family members (64%, n=97), with just over 

one third (36%, n=54) being school year friends. This suggests that there was untapped 

potential to extend the reach of message diffusion into peer supporter’s friends and family out 

with their school year that, could result in a wider influence on smoking attitudes and 

behaviour. Further, results from the systematic review highlighted findings from Small et al 

(2013) who noted the importance of parents and society to encourage smoking prevention 

(3.5.3.1).  

 

These findings suggest that the current delivery model of ASSIST is, potentially, missing a 

significant opportunity to promote the extension of message diffusion into peer supporter wider 

social networks. This potential (for greater message diffusion) may be transferable to any 
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health behaviour change intervention using the ASSIST model and is discussed further in the 

implications section. 

 

9.2.2 Actual extent of message diffusion  

 

Having clarified that peer supporter networks could potentially support the extension of 

message diffusion beyond the school year, in the analysis I then sought to find out if peer 

supporters were having smoking conversation with members of their broader social network, 

and if so, with whom? Answers to these questions came from Chapter Seven which reported 

that peer supporters had a total of 103 smoking conversations, which was two thirds of their 

social network (66.5%). When this figure was broken down to look at whom peer supporters 

had a smoking conversation with, it became apparent that they were more likely to speak to 

their non-school year friends and family members, rather than their school year friends. Three 

fifths of conversation were with non-school friends or family members (59.2%, n=61) and two 

fifths (40.8%, n=42) with school year friends. Despite variation in the number of conversations 

at the individual peer supporter level (which ranged from 1 to 11), these findings suggest that 

peer supporters were actively engaging with their networks and diffusing the knowledge they 

had acquired from taking part in ASSIST. As would be expected peer supporters with larger 

networks were more likely to have more smoking conversations with their alters, than those 

with smaller networks.  

 

These findings are important for two reasons. First, despite peer supporters not being 

explicitly instructed to do so, they were actively engaging in smoking conversation with 

members of their social network out with their school year. This is the first time qualitative data 

has been systematically collected using social network research to illustrate the extent of 

ASSIST message diffusion from the peer supporter perspective. This means that message 

diffusion can extend beyond the peer supporter school year and filter into their wider social 

networks. This is highly relevant not only to the future delivery of ASSIST but also to other 

health behaviour change interventions that have adapted the ASSIST model (e.g. FRANK, 

STASH, PRoGRAM-A, discussed previously in 1.6). However, none of these adaptations 

(except PRoGRAM-A, which is currently in the development phase) have made purposeful 

attempts to encourage message diffusion beyond the peer supporter school year.  

 

This is the first study of ASSIST to present evidence suggesting that peer supporters  were 

more likely to initiate conversations with people out with their school year. This supports a key 

argument of this thesis – that ASSIST (and interventions using a similar approach) should 
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consider encouraging (and supporting) peer supporters to choose who they would like to 

initiate a smoking conversation with in their broader social networks (i.e. not just peers in their 

school year).  

 

Second, previous evaluations of ASSIST have not looked at the extent of message diffusion 

beyond the school year, but they have measured diffusion between peer supporters and 

students in the same year group. For example, the 2008 definitive RCT evaluation of ASSIST, 

reported findings from the student survey that found 23.8% of students who took part in the 

self-complete survey said that they remembered having a conversation with a peer supporter 

(Campbell et al., 2008). More recent data comes from the 2014 the process evaluation of the 

pilot delivery of ASSIST in Scotland which reported a much lower figure of 9% when the same 

question was asked (Dobbie et al., 2019). This reliance on student self-report data to capture 

the extent of message diffusion has been criticised by Audrey et al., (2006) because it is 

dependent on students remembering the interaction, which could be challenging when the 

follow-up data was collected at the end of the delivery cycle of ASSIST, which can be anything 

between 10 and 14 weeks. A further criticism of this approach, is that due to the nature of 

ASSIST delivery, students who are not peer supporters are not explicitly told about ASSIST 

and may not know that they had spoken to a peer supporter. 

 

Despite message diffusion findings from this thesis not being directly comparable with the 

ASSIST evaluations noted above (due to differences in mode of data collection, sample group 

and sample size), they do highlight the stark difference in perceptions of message diffusion 

when considered from the peer supporter and alter perspective (i.e. peer supporters reported 

higher levels of message diffusion than students). Thus, the existing ASSIST evidence base 

can be criticised for its reliance on self-report data from a student survey to examine the extent 

of message diffusion and not directly asking peer supporters about whom they had spoken to. 

In order to understand the extent of message diffusion more fully it is important to include 

perspectives from peer supporters as well as their alters.  

 

However, it is important to bear in mind that the primary outcome measure for the 2008 

definitive trial of ASSIST was to measure change in smoking prevalence in the past week in 

the school year group, not the extent of message diffusion. It should also be noted that ASSIST 

message diffusion is reliant on informal conversations between peer supporter and their alters, 

which make any attempts to accurately measure the extent of message diffusion challenging, 

if not impossible. Future delivery of ASSIST (and other interventions using this model) should 

seek to investigate this further and I suggest ways this could be achieved in section 9.4.1. 



192 

 

9.2.3 Peer supporter conversations 

 

As noted in 1.4 there are many benefits to using peer education approaches for health 

promotion, but there is also potential for some burden associated with  the role (Milburn, 1995, 

Audrey et al., 2006). For example, Milburn (1995) notes the ethical dilemma of expecting peer 

educators to instigate health behaviour change, when the social and environmental factors 

that influence that behaviour are out with their control. Further, Layzer et al., (2017) notes the 

additional work and time commitment the peer supporter role can place on the young person, 

who has to make up for the class work they miss in their own time (Layzer et al., 2017).  

Ochieng (2003), notes the importance of personality traits (e.g. being shy) of the peer 

educator, which could influence how comfortable and confident they feel about executing their 

role.  

 

Similar parallels were found with peer supporters who took part in this study. For example, 

they were required to have not only the confidence to initiate a conversation, but in some 

instances, the foresight to think about who to speak and plan how they would engage them in 

smoking conversation. In addition to this, peer supporters were also required to remember 

their peer supporter role and pro-actively engage in opportunities to initiate a smoking 

conversation, whether they presented themselves spontaneously or were pre-planned. Peer 

supporters also had to decide who to approach or not, think about what facts they would use 

and acknowledge the uncertainly of not knowing how the conversation would be received. 

When viewed from this perspective it is evident that the peer supporter role asks a lot of 

students, which for some could be considered overwhelming and daunting. None of the 

students in this sample explicitly expressed these feelings, but they did share concerns around 

how they would be received by their peers and if they would be ridiculed or ignored. However, 

the national evaluation of the ASSIST pilot in Scotland did report occasions where peer 

supporters felt ‘nervous’ and ‘apprehensive’ about initiating a smoking conversation after their 

training (Dobbie et al., 2017). This emphasises the importance of the follow-up sessions and 

the ongoing support available to peer supporters.  

 

Feedback from some peer supporters also highlighted the amount of prior thought and 

planning necessary to identify whom to speak to and how to engage them in conversation. 

Despite this being an obvious and important part of the peer supporter role (i.e. thinking about 

whom to speak to) it did not appear to be given much prominence in the ASSIST Scotland 

peer supporter training. For example, my review of the delivery manual used for the ASSIST 

Scotland plot in 2014 identified a training session called ‘How, when and where?’ which helps 

peer supporters to think about how to start a conversation. However, in addition to helping 
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peer supporters think about how, when and where to start a conversation I suggest that they 

should also be given guidance to think about with whom they could initiate a conversation.  

 

As noted, previously the evaluation of ASSIST in Scotland found that the extent of message 

diffusion was low (Dobbie et al., 2019). Part of the explanation was due to a reduction in 

adolescent smoking prevalence discussed in Chapter Two, but it may also be due to peer 

supporters simply forgetting to initiate a conversation because they had not explicitly thought 

about whom to approach. Peer supporters could, potentially, be less likely to forgot about their 

role if they were given the time and tools to think about who to approach during their training 

days and follow-up sessions. Adapting the sociogram technique used in the fieldwork for this 

thesis could be any easy route into this. Further details of how this could work in practice is 

considered in section 9.4 (implications). 

 

Thus, peer supporters may forget their role and engage in fewer conversations because they 

have not been supported to think about how and whom to approach as part of their training. 

  

Conversation content centred on peer supporters trying to protect members of their network 

from the health harms associated with smoking.  Approaches to initiate conversations took a 

variety of forms. Peer supporters used a mixture of content that was spontaneously thought 

of or pre-planned and tailored to resonate with the person they wanted to engage with.  

 

One particular approach was the use of ‘fear appeal’ or ‘shock tactics’. Although not 

encouraged by ASSIST, the use of ‘fear appeal’ or ‘shock tactics’, was reported as a deliberate 

approach to initiate a smoking conversion. Findings from Chapter Three (3.3.6) and existing 

literature on the effectiveness and appropriateness of health promotion initiatives that include 

fear or ‘shock tactics’ is mixed with Green et al., (2015) noting that,  

“The use of fear appeal in general – and for health promotion in particular is still 

highly controversial, both regarding the ethics of its use and its relative 

effectiveness.”         (Green et al., p. 353) 

 

A critical review of the use of ‘fear appeal’ used in health promotion initiatives conducted by 

Ruiter et al., (2014) concluded that it was a false belief that the use of fear appeal could 

facilitate positive health behaviour change. Further, Greene et al., (2015) and Ruiter et al., 

(2014) note that the existing evidence base of fear appeal was methodologically weak to 

provide any clear guidance regarding effectiveness. Aside from the limitation regarding 

effectiveness, the broader ethical question remains; should ‘fear appeal’ or ‘shock tactics’ be 
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used to change behaviour? In the context of the future delivery of ASSIST, which could include 

diffusion to wider social networks, careful thought is required in terms of message delivery and 

appropriate ways to diffuse information. It also creates debate as to whether peer supporters 

should be guided away from using shock tactics, or whether this should be at the discretion of 

the peer supporter? My review of the ASSIST Scotland delivery manual suggests that peer 

supporters were given no guidance on whether the use of fear or shock tactics was acceptable 

or not.  

 

A further dimension related to conversation content centred on peer supporters offering one 

another support. This could be emotional (e.g. sharing anxieties about their peer supporter 

role) or practical support (e.g. swapping and checking facts they had learned in training as 

well as how to initiate a conversation and whom to approach). 

 

The range of approaches to initiate a conversations and the thought processes involved to 

structure a conversation as well as the confidence required, can all be viewed as essential 

elements that ‘scaffold’ the role of the peer supporter and help to fulfil their role, which is to 

discuss anti-smoking messages among their peers. This approach is supported by Jerome 

Bruner’s Theory of Scaffolding, which originated in 1976 informed by the work of Lev Vygotsky, 

a Russian psychologist who developed the Zone of Proximal Development (ZPD) theory (Lai 

and Law, 2006, Wass et al., 2011, Vygotski, 1978). The ZPD refers to what an individual can 

achieve by themselves (i.e. without help) versus what they can achieve with help. Vygotsky 

argued that the optimal learning environment is through interaction with a ‘more capable peer’ 

i.e. someone with knowledge and skills that another individual does not yet have. As defined 

by Vygotsky the ZPD is  

 

"the distance between the actual developmental level as determined by 

independent problem solving and the level of potential development as determined 

through problem-solving under adult guidance, or in collaboration with more 

capable peers"       (Vygotsky, 1978, p. 86) 

 

Wass et el., (2011) note that Vygotsky never defined what a ‘more capable peer’ was but 

suggests that it could refer to someone from their peer group, other students, teachers, 

lecturers and researchers. Bruner’s scaffolding theory can be viewed as a tool to help the 

‘capable peer’ move the individual into the ZPD. This is achieved by a teacher (for example) 

offering support to a student (for example) when they are introduced to a new topic, concept 

or task. Initially, the student will rely on the teacher for support but this will gradually fade as 
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they acquire more knowledge, confidence and better understand the task or concept. This 

interaction can metaphorically be viewed as the scaffolding that supports a building which is 

removed once the structure is stable and support is no longer required.  

 

Scaffolding theory can be aligned to ASSIST with the trainers the ‘more capable peer’ who 

equip peer supporters with the knowledge (scaffolding) about smoking which students then 

diffuse through their networks. Trainers add further scaffolding by equipping students with the 

personal and social skills to plan and initiate a conversation and offering ongoing support 

through the 12-14 week delivery period. Teaching staff also provide scaffolding by 

encouraging students to take part and offering support in between follow-up sessions with 

trainers.  The peer supporter then creates their own scaffolding by thinking through: 1) who 

they will/will not speak to and why and; 2) how they will initiate a conversation and what the 

conversation content will be in advance. They also draw on support from other peer supporters 

by sharing experience of conversations they have had and plan to have in the future. Holton 

and Clark describe this as ‘reciprocal scaffolding’ where small groups work together for mutual 

support and learn from one another’s’ knowledge and experience, thus providing their own 

scaffolding and becoming a collective group of ‘capable peers.’ For example, Chapter Eight,  

discussed the apprehension one peer supporter felt to initiate a smoking conversation with a 

peer who she suspected was a smoker, but lacked confidence to approach her and start a 

conversation because she did not know her that well. Her strategy to overcome this was to 

ask for support from a fellow peer supporter to come along with her and speak to the alter. 

9.2.4 Perceptions of influence  

 

When peer supporters were asked to reflect on whether any of their conversations had 

resulted in some kind of influence on their alters, their feedback suggested that of 103 

conversations recorded, just over one third (36.9%, n=38) were perceived by peers supporters 

to have had some sort of influence. Perceptions of influence were reported to be higher among 

peer supporters with larger networks and among alters who were male. Despite the 13-15 age 

group being the most common age group for an actual conversion (47.5%, n=49 of the 103 

reported conversations), perceptions of influence were low at 29%.    

 

Analysis of the qualitative narratives that accompanied the ego sociograms indicated that peer 

supporters could view the conversations they had as both positive (if the conversation had 

been received well) and negative (if the alters had responded with disinterest or the peer 

supporter felt they been patronised). One area of particular interest was peer supporter 

experience of speaking to an adult, especially if they reported feelings of not being taken 
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seriously or being ignored. These accounts raise important ethical questions around the 

dynamics of a child speaking to an adult, i.e. where the child is clearly concerned about the 

welfare of their parent, which the parent then dismisses or ignores. As noted by Rowa-Dewar 

et al., (2014), this could be a result of the parent/carer not seeing their child as an authority 

figure or thinking that it is not the child’s place to offer advice about health behaviours to a 

parent:  

 “Many parents were also described as relatively unaffected by their children’s 

attempts at challenging their smoking. The impact children had on smoking 

practices in the home and car therefore appeared to be constrained by parents’ 

greater power in the home, with most parents reported as resisting attempts at 

negotiation from their children.”   (Rowa-Dewar et al., 2014, p. 109) 

 

These findings suggest that any future extension to the ASSIST programme to include peer 

supporter wider social networks would need to clearly articulate that it is up to the peer 

supporter to decide who they would feel safe and comfortable initiating a conversation with. 

By giving the peer supporter control over who in their social network they decide to speak to 

or not, could help to mitigate the potential for any negative consequences of a child speaking 

to an adult. 

 

9.3 Contribution to research methods 

 

In addition to the key findings outlined above, this thesis has also contributed to research 

methods in two ways: 1) pilot testing a respondent driven recruitment approach; and 2) 

contributed  the ongoing development of a novel and visual research method (i.e. incorporating 

egocentric sociograms into an in-depth qualitative interview) for data collection with young 

people. The contribution to respondent driven recruitment will be considered first.  

 

9.3.1 Contribution to respondent driven recruitment  

 

During their interview peer supporters were asked to think about who on their sociogram might 

be interested in taking part in an interview to explore their thoughts and experiences of ASSIST 

and the potential for wider diffusion. They identified potential alters using green dots. For peer 

supporters it gave them control over who they selected for follow-up, which may have helped 

to ease the power imbalance between the child (interviewee) and adult (interviewer) discussed 

in 5.3.2.1. However, because the sample of alters for follow-up was selected by the peer 
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supporters, the data they generated may be quite different to that if all the alters had been 

given equal chance of taking part.  

 

Once peer supporters had made their selection they were given interview invitation letters 

which they were asked to hand over to their selected alters. Each invitation had the study 

information leaflet, consent form and a reply-paid envelope which they had to send back to 

the student. This ‘opt-in’ approach was a specific requirement for ethical approval and to also 

comply with data protection regulation. It, unsurprisingly, made the recruitment process more 

complex, and ultimately resulted in no alters volunteering for interview. In Chapter Six I offered 

some potential explanations for the lack of interest, but essentially this approach placed too 

much of the recruitment burden on the peer supporter, especially when other demands on 

their time from school, friends and home life are considered. Another factor is the inclusion 

criteria I applied that anyone peer supporters nominated had to be aged 16 or older. To include 

anyone under 16 would have meant obtaining parent/carer consent which would have added 

more complexity and add another burden onto the peer supporter.  

 

As far as I am aware the existing ASSIST evidence base, or other studies that have adapted 

the model for other risk taking behaviour, have not attempted to elicit opinions from alters or 

use a similar RDR approach. In my previous longitudinal qualitative study of gamblers I used 

a similar approach but was able to contact the participants (i.e. the ‘ego’) by phone/text 

message to remind them to speak to their alters. This helped to generate some productive 

interviews but it still fell short of the target numbers (Reith and Dobbie, 2011). For obvious 

ethical and data protection reasons I did not use a similar strategy with the young people in 

this study. 

 

Having piloted this recruitment approach, I would not recommend its use for future studies in 

its current form. An alternative approach that many have yielded more success would have 

been to ask the school to support alter recruitment. This could have been done in four ways. 

First, when the opt-out letters were sent to inform parent/carers that their child may be invited 

to take part in the study they could have been given an option to express an interest in taking 

part in an interview and give consent for their contact details to be shared. Second, once peer 

supporters had nominated their alters for interview, I could have asked to school to post the 

letter of invitation directly to the parent/carer rather than rely on the peers supporter to speak 

to them. Third, I could have asked a member of teaching staff to speak to the peer supporters 

to remind them to hand over the invitation letter and encourage their alters to take part. 

However, this would have added an additional burden to schools who already have many 

demands on their time, which as noted in section 3.5.3.3 of my systematic review was a 
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particular barrier to successful delivery of school-based smoking prevention interventions. The 

final approach would have required me to obtain ethical approval to ask the peer supporter for 

their own contact details so I could follow-up with them to see if they had been able to pass 

over the letter of invitation. I was not comfortable with this approach as it may have made the 

peer supporter feel pressurised to recruit their alters and would most likely have exacerbate 

the power imbalance discussed previously.  

 

Attention now turns to considering the strengths and weakness of the research method used 

– qualitative interviews with egocentric sociograms - which I will discuss from five 

perspectives: visualising social networks; challenges of using the method; peer supporter 

engagement with their sociograms; analytical approach; and data reliability. But first, a brief 

reminder of the research method used is required.  

 

9.3.2 Revisiting the research method  

  

The novel research method developed and tested in this thesis was the incorporation of 

egocentric sociograms into an in-depth qualitative interview, with additional detail captured 

using post-it notes and coloured dots. This enabled peer supporters to map both the potential 

and actual extent of message diffusion within their social networks. The social network 

mapping process (i.e. creating the sociograms) was deliberately designed to be quick and 

easy using a paper template with three concentric circles to which the peer supporters ranked 

their alters by adding a post-it note (one for each alter) to the relevant circle. Each post-it note 

included important alter demographic detail (e.g. age, gender, smoking status) as well 

information rated to their relationship to the peer supporter (e.g. type of family member, inside 

or outside of school friend, frequency and mode of contact). Finally, sociograms included the 

addition of coloured sticky dots to capture whom peer supporters had spoken to, perceptions 

of influence and potential alters for a follow-up. 

 

As noted in Chapter Five the use of social network mapping techniques such as egocentric 

sociograms is not new. However, the addition of post-it notes and coloured sticky dots to add 

further context and serve as a prompt for further discussion is novel and, to the best of my 

knowledge, has not been tested with young people. Chapter Four also noted that a more 

common approach is for the sociograms to be created first and then revised during a 

subsequent interview. Further as noted in Chapter Three, there is a lack of tobacco studies 

collecting social network data from children and young people using qualitative approaches. 

This is in contrast to the numerous tobacco social network studies using quantitative 
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approaches, suggesting that the field has some way to go to address the imbalance between 

quantitative and qualitative approaches to SNA with children and young people (Mercken et 

al., 2012, Ennett et al., 1994, Ennett et al., 2008, de Vries et al., 2006, Hall and Valente, 2007). 

 

The research method used in this thesis was, therefore, distinctive in three ways. First, peer 

supporter sociograms were created and then used as a prompt to facilitate discussion in one 

interview only. Second, post-it notes and coloured sticky dots were added to the sociograms 

to identify key information. Last, and most importantly, the approach was tested with young 

people, which makes a much needed contribution to the field as guidance from the peer review 

literature is currently lacking. This is why an entire chapter (Chapter Six) was dedicated to 

critically reflecting on applying the research method to an empirical research study.  

 

9.3.3 Visualising social networks  

 

A potential strength of the research method was the visual and practical aspect to data 

collection. Bearing in mind the time restrictions (discussed 5.3.2) it was essential that the 

sociogram making process was not overly complicated or time consuming. The pen and paper 

approach meant that peer supporters could quickly process what I was asking them to do. It 

also enabled them to take ownership of their sociogram by having the option to write the alter 

detail onto the post-it notes, place them on their sociogram and add the coloured dots. The 

addition of coloured sticky dots to identify whom they had spoken to and perceptions of 

influence was also a great enabler to me as the interviewer because I could quickly see what 

areas to probe further in the qualitative narrative that followed after sociograms were created.  

 

Peer supporter views on mapping their social network using sociograms, reported in Chapter 

Six were generally positive. Their feedback suggested that the approach made the interview 

experience less daunting than a traditional in-depth face to face interview. This may have 

helped to reduce power imbalance and potential anxiety the peer supporter may have had 

about being interviewed by an adult (which was discussed in 5.3.2.1).  

 

Peer supporters also commented that looking at their sociograms helped them to think and 

reflect about whom they had a smoking conversation with but also, more broadly, it gave them 

a better understanding of their social network, i.e. who they ‘hang about with’. However, while 

this broader understanding was viewed positively by most peer supporters, for one it led them 

to question the size of their network as they perceived that is was too small. Despite this peer 

supporter’s social network being rather large in comparison to others they felt it was lacking 
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in some way. Thus, when mapping social networks with young people, it is important to 

recognise that perceptions of how adequate the network is (in terms of size and composition) 

will vary from person to person. Researchers considering using this technique with participants 

of any age, but especially young people, should be mindful that visualising social networks 

could be a positive or negative experience and might cause distress or concern if the 

participant perceives that their network is too small or is missing important people (perhaps 

through family separation or bereavement). One way to mitigate this would be for the 

interviewer to reassure the participant that there is no right or wrong network in terms of size 

or composition and that just because it is big or small does not necessarily affect the quality 

of support we received from the people within.  

 

9.3.4 Challenges of using the research method  

 

As noted previously one of the challenges I faced when designing the topic guide for the peer 

supporter in-depth interview was deciding on an appropriate name generation question to help 

peer supporters populate their sociogram. I knew from my review of the social network 

analysis (SNA) literature (discussed in 5.3.2.3) that care and thought was required to choose 

an appropriate question (referred to in the SNA literature as ‘name generation question’, herein 

shorted to NGQ), as this would influence the data collected and future analysis. I also knew, 

from my literature review, that the existing SNA evidence base lacked guidance on what was 

an appropriate NGQ for mapping the social networks of young people (discussed further in 

5.3.2.3). Thus, my rationale for selecting my final NGQ was a combination of pragmatism (i.e. 

the need to create a NGQ that the peer supporters could easily understand and engage with 

quickly) and drawing on my past experience of conducting a similar exercise with a cohort of 

adult gamblers (Dobbie et al., 2017). 

 

Based on my previous experience, I made the  assumption that one NGQ would be sufficient 

to capture the level of detail required to answer the research questions for this thesis. 

However, once I started to conduct the peer supporter interviews, it quickly became apparent 

that one name generation was not sufficient. By simply asking peer supporters to list the 

names of people they felt close to, I was excluding other people who they may have had a 

smoking conversation with but did not feel particularly close to. Therefore, I introduced a series 

of secondary NGQs to help the peer supporter try to remember anyone who they had initiated 

a smoking conversation with, regardless of how close they felt to them. 

 



201 

 

The list of names in each sociogram can thus be viewed as a ‘hybrid’ list of alters comprised 

of: one list of people who peer supporters felt close to and could have potentially had a 

conversation with; and another list of people who peer supporters remembered initiating a 

conversation with. However, as peer supporters were asked to rank all of their nominated 

alters by level of closeness on their sociogram, the variation in how the list of names (alters) 

was compiled is less important. The key objective - i.e. to generate a comprehensive list of 

people who peer supporters could have potentially had, or did have, a conversation with - was 

achieved, but only by using a combination of primary and secondary NGQs.   

 

The above discussion highlights a gap in existing SNR literature relating to the practical 

application of using NGQs to create egocentric sociograms through qualitative research 

methods. This is especially important in relation to using the approach with young people. 

Chapter Six attempts to address this gap by providing a set of nine recommendation based 

on my experience of using the approach which may help future studies using the same or 

similar approach (6.2.5).  

 

More broadly the lack of literature to guide this approach points to the tension in social network 

research between ‘formal’ (i.e. quantitative’) and qualitative data collection approaches 

(discussed in 4.3). Formal methods have been criticised for failing to capture the context in 

which social networks are situated as well as the depth and diversity of social networks. Such 

criticism draws parallels with the well-known paradigm wars between quantitative, ‘positivist’ 

and qualitative ‘interpretivist’ approaches more generally. However, in recent years there has 

been a ‘cultural turn’ in social network research, which now recognises that social networks 

are more than social structures to be measured, but also have meaning and content. This can 

add a greater depth of understanding and insight into social relationships and the potential to 

influence attitude and behaviours (Bellotti, 2015, Heath et al., 2009a). This has resulted in a 

rise of qualitative and mixed method social network studies incorporating the use of data 

visualisation tools such as sociograms to collect, analyse and interpret network data (Hogan 

et al., 2007, Ryan et al., 2014, Tubaro et al., 2016a). 

 

Findings from the qualitative social network study conducted as part of this thesis have 

arguably contributed to the further development of research methods in this area in two ways. 

First, it has incorporated the use of sociograms into a qualitative interview. This facilitated the 

collection of alter characteristics, but also measured the potential and actual spread of 

message diffusion. Second, it has provided some needed guidance on using the approach 

with young people.  
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9.3.5 Peer supporter engagement with their sociograms 

 

In general, peer supporters understood the name generation question (please think about the 

people you feel close?) and engaged with it well, generating a list of names quickly and being 

able to rank them in levels of closeness with little hesitation. However, one of the key 

considerations was the cognitive and emotional load it placed on peer supporters, who in a 

very short period of time had to grasp the concept of making their own sociogram, think about 

the people they felt close to and rank them in order of closeness (Ryan et al., 2014, Dobbie et 

al., 2017).  

 

This proved difficult for adults who completed a similar task for a qualitative, longitudinal study 

of gambling, as described by Dobbie et al., 2017, who talked about ‘problematic positioning’ 

of alters. The term captured the complex nature of ‘closeness’ which may vary between 

partners and parent and child. This can cause difficulty for adult participants when asked to 

rank their alters, creating a concern that they were being disloyal by ranking some higher 

others. The authors used the example of one participant who when asked the NGQ (please 

think about the important people in your life right now?) nominated her children first, but then 

expressed feelings of guilt that she did not mentioned her husband first. The authors further 

comment, that throughout the interview it became obvious that this participant had found it 

increasingly difficult to nominate and rank her alters by level of closeness. This was despite 

the reassurance of confidentially and being in a private space where no one could hear the 

conversation. They concluded that some people simply resisted the ranking task,  

 

 As the exercise progressed it was clear that Shona found it increasingly difficult to 

 separate or rank her alters and wanted to put everyone in her inner circle - family, 

 friends, neighbours, in-laws, grandchildren, Gamblers Anonymous contacts and even 

 her dead mother. Throughout, the interviewer tried to explain the placement strategy, 

 but she resisted: her relationships did not work like this, and she rejected the spatial 

 placing that we had constructed for the task. She found it very hard to leave anyone 

 out and creating the ego map was difficult for her.        (Dobbie et al., 2017, p. 217) 

 

However, as noted in Chapter Six, for the young people who participated in this study no such 

angst or discomfort was evident. The ranking process happened quickly, with minimal 

hesitation or changing of position, once peer supporters had added their alter post-it notes. 

This may suggest that the young people found the process easier than adults, but further 

research is required to substantiate this.  
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9.3.6 Analytical approach and data validity 

 

As noted in Chapters Four and Five my research study design was qualitative, using in-depth 

face to face interviews incorporating egocentric sociograms, but my analysis was mixed 

method. To build my argument in support of message diffusion beyond the peer supporter 

school year and into their broader social networks, I needed to conduct descriptive analysis of 

both the potential, and actual, extent of message diffusion beyond the school year. It was also 

crucial that I was then able to draw on the qualitative data that accompanied the sociogram 

creation to explore important issues related the context and content of message diffusion 

(discussed in Chapter Eight).  

 

Despite the benefit of using this visual and novel research method, one of the key challenges 

raised in the SNR literature is that of data validity – i.e. how accurate is the data collected? 

For this thesis this was particularly important when considering the perceived influence that a 

smoking conversation had on the alter. As noted by Crossley et al., (2015) one of the 

challenges of asking participants to map their social networks is that all the detail on the 

nominated alters comes from the participant and not the alter themselves. This means we 

cannot be sure that perceptions (from the ego) of conversation influence are the same as the 

alter themselves. This is especially relevant in the context of an adult interviewing a child, with 

the child more inclined to try and please the adult by telling them what they think they want 

them to hear. This is why eliciting opinion from alters would have made an important 

contribution because views from the ego and alter could have been compared and contrasted.  

 

9.3.7 Summary of contribution to research methods 

 

To conclude this part of the discussion focusing on the research method developed and tested 

in this thesis, it has made a methodological contribution in three ways. First, it offers a new 

approach to conducting qualitative research with children and young people that could 

potentially be applied to any subject area not just adolescent smoking prevention. Second, it 

has contributed to qualitative research methods by furthering understanding of incorporating 

sociograms into a face to face in-depth interview and using them as a tool to prompt for greater 

depth and understanding. Finally, it has made a contribution to network science by furthering 

understandings of collecting social network data with children and young people, especially 

around name generation questions (both by testing NGQs and furthering understanding of 

how they are interpreted by the participant).  

 



204 

 

My experience of using this research method also raised two key ethical issues. The first, 

centred around perceptions of social networks being too small. For example,  one participant, 

who when reflecting on their sociogram, was disappointed that it was lacking in alters. Seeing 

social networks mapped visually has the potential to cause upset in three ways: 1) if the 

participant would like a larger network than the one they actually have; 2) if they would like to 

feel closer to people who are already in it; or 3) there are missing people who are no longer 

part of their network (i.e. due to bereavement, family breakdown, fall outs with friends etc). 

Second, family composition has changed considerably in recent decades, with young people 

living in lots of difference types of families (e.g. single parent families, blended families, same 

sex families, foster and kinship families etc). This emphasises the need for interviewers to 

take great care when deciding whether it is appropriate or not to probe for people who they 

perceive to be missing from a sociogram. There may be deeply sad or complex reasons why 

a mother or father, for example, is not included. 

 

9.4 Strengths and limitations   

 

This thesis has a number of strengths and limitations. First, the research questions and 

research design were derived from two literature reviews and one systematic review of the 

literature. In addition to this, the use of qualitative social network research methods to map 

peer supporter social networks helped to add greater depth of understanding to the extent of 

message diffusion from ASSIST. Further, the thesis supported the development and pilot 

testing of a novel and visual approach to collect network data and facilitate greater 

interpretation. This offers another approach to conducting qualitative studies with young 

people but, more broadly, informs the development of health behavior change intervention 

design which I have applied to my own research portfolio (discussed further in section 9.5.1) 

The sample of peer supporters was diverse with a mix of gender and ethnicity and analysis 

was grounded in a thematic analysis using inductive approaches. Finally, it has generated a 

series of implications for the future delivery of ASSIST which could facilitate the extension of 

message diffusion and influence smoking attitudes and behaviours.  

 

However, despite these strengths there are several limitations to this work. First, the literature 

on the factors that influence adolescent smoking trajectories is dated. Further, the systematic 

review identified just five studies that met the inclusion criteria, which also emphasizes the 

lack of recent evidence on adolescent smoking prevention, school based, interventions. This 

is most likely a reflection of the fall in adolescent smoking prevalence discussed in Chapter 

Two. The systematic review was conducted at the start of my PhD which meant the search 
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period is limited to December 2014. Lack of time meant the search was not updated in 2021. 

Findings from the empirical research presented descriptive statistics from a sample of peer 

supporters, which are not generalisable to the broader peer supporter population. This means 

that findings reported in Chapters Seven and Eight should be viewed as preliminary and may 

not reflect the broader peer supporter experience. However, the finding that there is potential 

for broader message diffusion was also found in a recent study by White et al., (2019) so there 

is consistency of findings.  

 

A key limitation which was evident from the start of the fieldwork piloting, was the limited time 

I had to conduct interviews with young people. Due to the interviews being conducted in school 

time, it was not possible to extend the interview beyond 50-minute class period. This means 

that some areas of interest were not explored more fully – e.g. peer supporter attitudes 

towards smoking and the ways in which this could have influenced their role as a peer 

supporter. However, any extension beyond this could have ran the risk of the young people 

losing interest and becoming disengaged. Nevertheless, there was a lot to get through in a 

short space of time and this inevitably meant there were some occasions where I missed 

opportunities to probe more deeply. 

 

The failure to recruit any alters for interview was very disappointing. Without the alter 

perspective, the thesis is lacking an important dimension to the discussion including alters 

views on message recall, content and influence, as well being able to compare peer supporter 

accounts with that of their alters. However, lessons were learned from the pilot recruitment 

approach with amendments suggested for any future attempts using a similar approach. With 

hindsight, had I known the alter interviews would be have been unsuccessful I may have 

considered conducting follow-up interviews with peer supporters to explore some of the points  

raised in their first interview in more depth (e.g. greater understanding of their perceptions of 

being a peer supporter and what they thought of their role and contribution to ASSIST). It 

would also have enabled me to explore whether my interaction with the peer supporters and 

creating their sociogram prompted any further conversations.  

 

9.5 Reflections on the research process  

 

In this penultimate section of the discussion chapter, I offer some reflections on my role as a 

part-time PhD student, completing the thesis while working on other research projects in my 

academic role. A starting point for these reflections is to consider my experience as a 

researcher prior to commencing the PhD. I had worked in in the field of health promotion 
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and public health for over a decade before registering as a PhD student. I had some pre-

existing knowledge in the subject area, but I also had skills in research project management, 

research design, as well conducting qualitative research and analysis. This experience 

undoubtably helped in my PhD journey as I did not need to spend time developing these 

important skills.  In addition to this, I was also involved (as the lead researcher) in the 

evaluation of the pilot delivery of ASSIST in Scotland. This was invaluable for two reasons. 

First, I had a solid and in-depth understanding of the ASSIST model and the user manual that 

accompanied the Scottish protocol. This meant I came into the PhD already knowing some of 

the strengths and weaknesses of the ASSIST programme, which grew and became more 

nuanced throughout the PhD. Second, having conducted the pilot process evaluation I had 

already built up a strong professional relationship with two schools, who would then go on to 

be the host schools for my fieldwork. Without this pre-existing rapport it would have taken 

much longer to secure participation from schools.   

 

Next is balancing my PhD alongside my full-time research role. Having not had the 

traditional research pathway of an academic (I came back into academia in 2011 after 

several years as a researcher, and research commissioner in the public, private and 

voluntary sector), I embarked on a PhD to develop my skill set and strengthen my position 

as an academic researcher. Completing the PhD took six and half years, far longer than I 

expected. This was, in part, through my own conscious and deliberate decision to prioritize 

my career progression - when I started I was Research Fellow, in 2018 I became a Senior 

Research Fellow. For example, there were times when I would reduce productivity on my 

PhD to focus on advancing my academic career by writing papers for peer review publication 

or leading on writing funding applications. There were also times when the research projects 

I was working on were busy and required all of my time. Had I not done this I would have 

completed the PhD earlier but my career advancement would have stalled. However, there 

were also significant life events (some wonderful, some devastating) that necessitated short 

breaks to my PhD. Despite my PhD undoubtably causing brief periods of stress and anxiety, 

the constant juggling of competing priorities in my professional and private life with the PhD, 

undoubtably helped to develop my time management and organizational skills, which has 

helped in my academic career.  

 

A positive reflection of conducting the PhD part-time is the growth in my reading, analytical 

and academic writing skills, which developed over this period. As a dyslexic student I am 

particularly proud of this achievement.  I also developed my research skills by conducting my 

first systematic review, developing a new data collection tool and learning more about the 
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influence of social networks and the contribution social network research can make to my 

work.  

 

It is this broader contribution to my own academic career which is the final reflection of my 

PhD journey - the effect it has had on my own research. The skills and knowledge I have 

gained from conducting the PhD have already been transferred to other studies I have or am 

conducting. For example, I have submitted two funding proposals using an adaptation of the 

sociogram discussed in section 9.6.1 to create network health behavior change 

interventions. One was a development study to adapt the current ASSIST model to protect 

adolescents from gambling related harm. The lessons learned from the PhD have been 

transferred and the broader diffusion to peer supporter whole networks will be pilot tested in 

one school. Further, I will be using an adapted version of the sociograms as part of the two-

day training to help peer supporters think more about who peer supporters could speak to 

and plan how they could approach this. I intend to use their sociograms to track the extent of 

message diffusion at each of the future follow-up sessions. The second project was again an 

adaption of the ASSIST model to promote bystander CPR (cardiopulmonary resuscitation) in  

deprived communities using social network intervention theory. 

 

These reflections, helped me to consider how my own experience and personal beliefs may 

have influenced findings from this thesis. In these final paragraphs I will consider ‘researcher 

reflexivity’, discussed previously in 5.2.1, from three perspectives.  

 

First, is my motivation to conduct the thesis. As noted in paragraph 1.8 my initial motivation 

was to strengthen my position in academia by consolidating my existing skill set and 

research experience. However, I also wanted to develop my academic writing and research 

method skills (i.e. conducting a systematic review and social network research). As the years 

passed and my PhD found its place alongside my Research Fellow role, I realise that it has 

influenced the trajectory of my academic research, For example, I have actively sought 

projects and funding opportunities that involve social networks.  Further, due to my 

grounding as a mixed method researcher I approached the thesis with an interpretivist 

philosophical perspective. This, undoubtably shaped the research questions and research 

design for the thesis.  

 

Second, is my prior involvement with ASSIST Scotland, which overall, I viewed as a positive 

contribution to the thesis. However, the in-depth knowledge I had of the programme and its 

delivery may have meant that I interpreted meaning from the interviews in a different way to 

someone with no previous awareness of the programme. Related to this was the 
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relationships I formed with founding members of ASSIST, as well as the research and 

ASSIST delivery team. All of this will have influenced how I approached data collection and 

analysis, despite my attempts to maintain researcher impartially.  

 

Finally, my experience as a mixed methods researcher will have influenced the decisions I 

made about the research design and analysis. For example, from previous experience of 

conducting research with young people I am more comfortable with face-to-face interviews 

rather than paired or small group discussions (having had less productive experiences of 

conducting mini groups with young people). Had I not had this prior experience I may have 

decided that paired interviews or mini groups would have been a viable approach, which 

could have facilitated a larger sample. This is why I took care and time to consider the 

different approaches to data collection with young people discussed in 5.3.2.1. 

 

9.6 Implications and recommendations  

 

Having considered the key findings, attention now turns to the implications, recommendations 

and future research from these findings. This will be considered from the perspective of 

ASSIST and health behaviour change intervention design more broadly.  

9.6.1 ASSIST 

 

Findings from this thesis point to two key implications and recommendations for the future 

delivery of ASSIST. The first, is to consider adapting the programme to extend message 

diffusion beyond the school year by encouraging peer supporters to speak to anyone in 

their social network, who they feel comfortable to approach. Evidence from this thesis  

suggests that this addition would capitalise on the currently untapped potential to create 

broader influence beyond the school setting. Support for this extension also comes from 

Mermelstein (2008) who, in his Lancet comment piece reviewing findings from the ASSIST 

RCT, noted the following,  

 

 As encouraging as ASSIST’s findings are, an important message is the need to go 

 beyond the classroom setting and into the many domains of social influence that 

 adolescents encounter.             (Mermelstein, 2008, p. 1557) 

 

Although this was noted over a decade ago, I was unable to find any examples of peer 

reviewed intervention, specific, studies that were school based and had purposefully 
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attempted to use peer education and network intervention approaches to diffuse health 

promotion messages into adolescent social networks, beyond the school environment. Thus, 

a limitation of the existing evidence base is a lack of understanding of the potential barriers 

and facilitators to extending message diffusion to include the peer educator’s social network 

both within and outwith school. As noted in Chapter Three, this could be a reflection of 

potentially relevant studies not being labelled as ‘network interventions’, or it may be that 

broader diffusion among social networks was not the intended outcome and therefore not 

reported. Regardless of why they are not there, it means there is no comparable evidence to 

offer insight into how successful or unsuccessful extending the reach to peer supporter 

broader social networks could be. It also creates a further challenge in regards to how the 

extent of diffusion into broader social networks should be recorded and monitored.  

 

However, a recent paper by White et al., (2019) offers some support for the broader extension 

of ASSIST message diffusion. Their quantitative analysis sought to investigate whether 

ASSIST message diffusion extended to the people peer supporters lived with. They found a 

reduction in smoking prevalence among peer supporter family members and suggested that 

this could be due peer supporters carrying their diffusion role into their family home. The 

authors concluded that future studies of ASSIST, or health behaviour change interventions 

using a similar approach, should include other family members who may indirectly benefit from 

the intervention, 

 

 If these findings are replicated, it would suggest that outcomes targeted by an 

 intervention should be collected on those who might be indirectly exposed (e.g. 

 spouses, family members, siblings, friends, co-workers) to gain a more comprehensive 

 account of potential benefits.     (White et al., 2019, p. 5) 

 

Any future extension to the programme to include peer supporter social networks would need 

to carefully consider five key points. First, is the additional burden it could place on peer 

supporters who will be encouraged to speak to more people, especially in relation to the 

existing demands on their time with hobbies, social life and schoolwork. Second, findings from 

this thesis, and previous research, have highlighted the potential for peer supporters to feel 

anxiety around their role and disappointment if conversations were not as successful as they 

had hoped (Audrey et al., 2006). Care is, therefore, required to ensure young people do not 

feel overwhelmed with their peer supporter role. Third, is the potential associated ethical 

concerns that may arise from the difference in power dynamic of a child speaking to an adult. 

Related to this is the fourth consideration which is that of influence beyond the school year. 

Peer supporters are selected by peers in their school year based on their potential to have 
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influence within their year group, this may not translate to their wider social networks. Careful 

thought is, therefore, required to support the peer supporter to engage in wider diffusion within 

in their social network and stress the importance that it is the peer supporter’s decision who 

they decide to approach or not. Finally, peer supporters would need to be given help and 

support to better understand their social network, think about who they could approach and 

plan how to do this.  

 

This leads to the second potential implication of this research for the delivery of ASSIST, 

which is to include social network mapping as part of the two-day training and follow-

up sessions. Not only would this help peer supporters to engage in more focused thinking 

around ‘who’ they could speak to it could also be used as a tool to track the extent of message 

diffusion at each of the four follow-up sessions, which is currently lacking in the ASSIST 

evidence base. One approach which could be easily incorporated into the two-day peer 

supporter training programme could be to adapt the sociogram making process developed 

and piloted in the thesis. For example, peer supporters could map their social networks in day 

two of the training programme (which focuses on the skills students will need to deliver their 

role). The figure below is a mock-up of what the sociograms could look like and illustrates that 

the sociograms would be a simpler version of what was use for the fieldwork in this thesis. In 

addition to being simplified, the need to rank alters could be removed to ensure peers 

supporters did not feel any awkwardness or discomfort when mapping their networks, which 

could potentially be looked at by other peers. In addition to the ranking of alters being removed 

so to could adding alter characteristics on a post-it note, which could be time consuming. Peer 

supporters could simply be asked to write down the name of their alters which would be in 

response to a generic name generation question such as – ‘who do you speak to regularly?’. 

 

 

 

 

 

 

Figure 9.1: Sample sociogram for future peer supporter training  
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Once peer supporters have added names to their map, they could then review their maps to 

think about who they think they could/would like to initiate a conversation with. These people 

would be identified with a coloured dot (in the example above this is an orange dot). The 

addition of the coloured dot is an important piece of monitoring data as it shows who peer 

supporters initially thought they could initiate a conversation with.  

 

The maps could then be revisited at each follow-up session with peer supporter asked to add 

another dot (see Figure 9.2 below, different in colour – green in this sample sociogram) to 

identify who on their maps they actually engaged a conversation with. The maps would have 

the flexibility for additional names to be added at each follow-up stage ad illustrated in Figure 

9.2 with additional names highlighted in yellow.  
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Figure 9.2: Sample sociogram updated at follow-up sessions 

 

 

 

This process would mean that greater attention could be paid to a more systematic approach 

to measure the extent of message diffusion which as noted previously is currently lacking in 

the existing ASSIST evidence base. Thus, creating these ‘ego’ sociograms would serve as a 

crucial piece of monitoring data because it would visually show the potential for extended 

message diffusion which could then be compared with the actual extent at the end of the fourth 

follow-up session. In addition to this, peer supporters would be reconnected with their 

sociograms at each of the four follow-up session and would, therefore, have a visual reminder 

of who they have and have not spoken to. This could help to encourage peer supporters to 

continue with message diffusion beyond the first few weeks of training, which previous 

research has shown tends to be the case (Starkey et al., 2009b), (Dobbie et al., 2017). This 

approach could also replace the current paper diary approach, which previous evaluations 

have indicated is underutilised and outdated (Dobbie et al., 2017).  
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9.6.1.1 Isolates  

 

It is encouraging that findings from this exploratory study support extending the reach of 

message diffusion beyond the school year and into peer supporter broader social networks. 

However, Chapter Two’s, review of the social network research literature looking at adolescent 

smoking behaviour, highlighted the importance of ‘isolates’ living in deprived communities (i.e. 

young people with limited social contact and/or few or no friends). Isolates were part of a 

typology of adolescent smoking behaviour created by analysis of network structure and were 

identified as the group with the highest smoking prevalence and, therefore, most at risk (Choi 

and Smith, 2013).   

 

This raises important questions for ASSIST. Based on diffusion theory (see section 1.5) 

ASSIST requires peer supporters who have networks that they can influence. This means that 

ASSIST targets clique members or liaisons to become peer supporters, not isolates. Previous 

evaluations of ASSIST have found that the peer nomination approach discussed in 1.4 is 

successful at targeting students who are more socially connected (i.e. cliques or a liaisons). 

For example, Holliday et al., (2016) conducted a formal social network analysis of data from a 

student baseline and follow-up survey to assess whether the peer nomination process was 

successful in identifying peer supporters who were more socially connected than other 

students in their school year. Their analysis concluded that the peer nomination approach:  

 

 …was successful in achieving the goal of identifying peer supporters who were more 

 socially connected than other students in their year, providing confidence that these 

 students had the potential to effectively disseminate the smoke-free message across 

 the year group.       (Holliday et al., p.  951) 

 

This suggests that isolates are excluded from becoming peer supporters. As noted in 1.5. 

there is good reason for this - the success of the ASSIST intervention hinges on identifying 

peer supporters with enough influence to diffuse smoke-free messages throughout their 

school year. However, this runs the risk of a vulnerable group (i.e. those with little or no social 

connections) being excluded from the intervention and raised as an area requiring further 

research in 9.4.3.  
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9.6.2 Health behaviour change intervention design  

  

A consistent narrative from my research findings is that ASSIST message diffusion can spread 

further than just the school year, reaching family members and friends outside of school. This 

creates an opportunity for the expansion of ASSIST and other network interventions that use 

similar approaches (e.g. drugs, sex education and gambling) to  peer supporters’ whole 

network, not just their school year. More broadly it offers insight to health behaviour change 

scientists who seek to design interventions to promote health promotion. It does this by raising 

awareness of the potential benefit of using network intervention theory as a tool assist 

intervention design. The link between social relationships and health, and the of potential of 

social networks for health behaviour change, has been recognised in recent years. For 

example, in 2014 the then, Chief Medical Officer for England, Dame Sally Davies, 

acknowledged in an article for the Lancet that:  

 

 Evidence of the role of social networks in individuals’ adoption of behaviours suggests 

 that social networks could be used as messengers, to help to set norms and create 

 local feedback conducive to health behaviours.  (Davies et al., 2014, p. 1891) 

 

However, a key finding from the systematic review (Chapter Three), was that despite social 

networks featuring in the included studies for both the 2009 and 2014 update, their contribution 

was not explicitly discussed, and authors did not use social network terminology or label their 

intervention as a ‘social network intervention’. This is most likely a reflection of the criticism 

made in Chapter Four of the considerable gap in the existing evidence base looking at how 

social networks can be utilized to support health behaviour change. Findings from this thesis 

make a contribution to this evidence gap by highlighting ASSIST as an example of a social 

network intervention and also describing how it could be adapted to include peer supporters’ 

broader social network, rather just their school year peers.  

 

9.6.3 Future research 

 

This thesis has generated several potential areas for future research.  Some of these are 

specific to ASSIST but others relate to both approaches to adolescent smoking prevention in 

general and research methodology. Starting first with ASSIST, there are three key areas that 

require further investigation. First, is to the fully understand the potential cognitive and 

emotional burden that being a peer supporter could place on students, especially if the 

intervention was extended to include their wider social network outside of school. Second, is 
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to further test and evaluate the use of sociograms to help peer supporters think and 

conceptualize who they could potentially speak, and to monitor the extent of message diffusion 

via follow-up sessions where sociograms are revised and adapted. Third, further research is 

required to determine the best approach to monitor the actual extent of message diffusion by 

peer supporters, this could be using the approach mentioned above or development of a 

completely new method. Regardless, the ASSIST evidence base lacks robust assessment of 

the actual extent of message diffusion beyond the school year. Clarity about this is crucial if 

the current model is to be extended to include peer supporter broader social networks.  

 

Next, regarding adolescent smoking prevention programmes in general, it may be important 

to pay more attention to isolates (as discussed in 9.6.1.1). Further research is required to 

either tailor smoking prevention interventions specifically for isolates or adapt existing 

interventions like ASSIST to ensure they include isolates. Key areas to consider are: what a 

future intervention focusing on isolates would look like? What network intervention theories 

(discussed in 4.4.2) could be used to support isolates to form links to cliques and liaisons? 

How can the young people identified as ‘isolates’ and, therefore a vulnerable group, not feel 

stigmatised? Answers to these questions are currently lacking as noted by, Choi and Smith 

(2013) whose systematic review concluded that there were very few network interventions that 

had attempted to find isolates and help them connect with larger networks and with mixed 

results from those who have (Choi and Smith, 2013).  

 

Aspects of the research method also merit further research. For example, there is currently a 

lack of literature on ways to guide the inclusion of sociograms as part of qualitative interviews 

with young people, and specifically on appropriate name generation questions. Further, there 

is a need to develop better approaches to the recruitment of alters for interview. As noted 

previously, their contribution would have provided further valuable data on message diffusion, 

but the data protection regulations to which the recruitment plan adhered was to the detriment 

of alter recruitment. Alternative approaches to securing contributions from this important group 

is required.  

 

9.7 Conclusions 

 

Findings from this exploratory study support extending the reach of ASSIST beyond the peer 

supporters’ school year and into their broader social networks. Diffusion spreads far beyond 

alters in the peer supporter school year, reaching family members and friends outside of 

school. This creates opportunity for the expansion of ASSIST and other network interventions 
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using similar approaches, in which the whole network could be targeted for message 

diffusion.  The thesis has also considered the ways in which this extension could be applied 

in practice and highlighted the ethical considerations (such as the power dynamic of a child 

speaking to an adult and how messages are put across especially the use of ‘fear’ or shock 

tactics’) that would require care and attention.  

 

It has also made a contribution to qualitative research methods and social network research 

by developing and pilot testing a novel and visual approach to collecting and interpreting social 

network data from young people using sociograms, post-it notes and coloured dots. Further, 

it has illustrated how this approach could be simplified and incorporated into the future delivery 

of ASSIST (and other health behaviour change interventions using a similar model) to capture 

more robust evidence of the extent of message diffusion, which is currently lacking. 
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Appendices 

Appendix 1: Summary of search strategy for literature reviews 

 

Literature was sourced using several methods, summarised below:  

• Searching electronic databases:  Ovid MEDLINE(R) EMBASE, PsycINFO, HMIC 

(Health Management Information Consortium) Applied Social Sciences Index and 

Abstracts (ASSIA). A range of search terms we used which included: child; minor; 

young people; young person; young adult;  adolescent; youth; Juvenile; teenage; 

student; pupil; girl; boy; gender; female; male; smoke; smoking; tobacco; cigarette; 

nicotine; start; initiate; commence; prevalence. 

• Websites searches for datasets and Government reports.  

• PhD thesis’s, published and unpublished articles/reports identified by experts in the 

field.  

• Mining of reference lists from key publications. 
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Appendix 2: Summary of SALSUS and HBSC 
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Table A1: Summary of HBSC and SALSUS 

 HBSC SALSUS 

Background 
and purpose 

The HBSC provides health and well-being data of young 
people in countries across Europe and North America. In the 
UK, data are collected every four years in Scotland, England 
and Wales which allows for comparison across the UK (data 
are not collected for Northern Ireland).  
 
In Scotland the first HBSC survey was conducted in 1990 and 
thereafter every four years: 1994, 1998, 2002, 2006, 2010, 
2014 and 2018. 
 
HBSC aims to increase understanding and create new insight 
into young people's health and wellbeing and health 
behaviours in their social context (i.e., home, school, family 
and friends). HBSC findings are used to inform and monitor 
health policy and education programmes to improve young 
people’s lives. These data also serves as a secondary 
dataset for researches to use.  
 
 

Scotland introduced SALSUS (Scottish Schools Adolescent 
Lifestyle and Substance Use Survey) in 2002. Prior to this 
Scotland and England ran a joint survey but it could not 
provide information at a Local Authority or Health Board level. 
Since then SALSUS has run every two years with a break in 
2012 and subsequent surveys delivered in 2013, 2015 and 
2018.  
 
The main purpose of SALSUS is to evaluate existing policy, 
and monitor progress against key Scottish Government 
targets (set out in documents such as the ‘Tobacco Control 
Strategy – Creating a Tobacco-Free Generation’) for 
reducing smoking, drinking and drug use amongst Scottish 
adolescents. It also severs to inform policy and practice by 
providing patterns and trend data.  
 
 
 

Content Core questions collect data on six key areas: 
Demographic factors (age, sex) 
Social background (family structure, socio-economic status);  
Social context (family, peer culture, school environment)  
Health outcomes (life satisfaction self-rated health, injuries, 
Body Mass Index) 
Health behaviours (physical activity, eating and dieting) 
Risk behaviour (smoking, cannabis use, sexual behaviour, 
alcohol use, violence and bullying) 

The survey collects information on: 
Prevalence and trends of smoking, alcohol and drug use, 
frequency of use and age of initiation 
Source and availably of substance use 
Knowledge and attitudes towards substance use 
Smoking behaviour of friends and family and exposure to 
second hand smoke 
Family structure, parental knowledge and monitoring of 
children's activities,  deprivation and subjective wealth  
Friends and leisure activities 
School  
Health and mental health  
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Funder and 
lead 
contractor  

Collaborative study with the World Health Organisation 
(WHO), each country taking part Has to secure their own 
funding. The Scottish survey is funded by NHS Health 
Scotland and since 1995 has been administered by the Child 
& Adolescent Health Research Unit (CAHRU) at the 
University of St Andrews.  
 
 

Funded by The Scottish Government. Currently Ipsos MORI 
are the lead contractors who also delivered the 2008, and 
2010 surveys. The 2002 and 2004 surveys were conducted 
by CAHRU, and TNS-BMRB delivered the 2006 survey. 
 
 

Sample  Target sample are school children in the last year of primary 
school (P7), second (S2) and fourth (S4) years of secondary 
education (average ages are 11.5, 13.5 and 15.5 
respectively). All local authority and independent sector 
schools are eligible for inclusion. Schools for children with 
special educational needs are excluded.    

The target population is all secondary school students in 
second (S2) and forth year (S4) in Scotland. Pupils are mainly 
13 or 15 years of age at the time of the survey. All local 
authority and independently-funded schools are eligible, 
schools for children with special educational needs are 
excluded.  

Method of 
data 
collection: 

Self-complete questionnaires administered in the classroom, 
by teaching staff (it is not clear whether schools administer 
under exam conditions or not).  

Self-complete questionnaires administered in class by 
teaching staff who were instructed to administer under exam 
conditions (it is not clear how many schools were able to 
accommodate this request)  
 
 

Table populated from: Currie et al.., (2011), Roberts et al., 2009), Scottish Government (2013)
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Appendix 3: Systematic review search strategy 

 

MEDLINE example full search strategy. This search strategy was adapted for each database.  

 

1. young people.mp. 

2. young person$.mp. 

3. young adult$.mp. 

4. adolescent$.mp. 

5. youth$.mp. 

6. teenage$.mp. 

7. girl$.mp. 

8. boy$.mp. 

9. exp Adolescent/ 

10. Child/ 

11. child$.mp. 

12. or/1-11 

13. exp Schools/ 

14. academy.mp. 

15. academies.mp.  

16. city technology.mp. 

17. education 

centre$.mp. 

 

18. secure unit$.mp. 

19. training unit$.mp. 

20. secure training.mp. 

21. referral unit$.mp. 

22. school$.mp. 

23. (offender$ adj 

institute$).mp. 

24. further education.mp. 

25. or/13-25 

26. 25 and 12 

27. health promotion.mp. or 

exp Health Promotion/ 

28. health education.mp. or 

exp Health Education/ 

29. primary prevention.mp. or 

exp Primary Prevention/ 

30. (campaign or teach$ or 

advis$ or counsel$ or promot$ 

or encourag$).mp. 

 

31. (program$ or lectur$ or 

train$ or workshop$ or 

seminar$ or lesson$ or learn$ 

or curricul$ or course$ or 

educat$).mp. 

32. or/28-31 

33. 26 and 32 

34. exp Smoking/ or 

smoking.mp. 

35. smok$.mp. 

36. tobacco$.mp. 

37. cigarette$.mp. 

38. nicotine$.mp. 

39. ((prevent$ or abstain$ or 

abstin$ or stop$ or discourag$ 

or anti$ or no or non) adj2 

smok$).mp. 

40. or/35-39 

41. 34 and 40 

42. limit 41 to (english 

language and yr="2008 - 

2017") 
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Appendix 4: Websites of key organisations to identify grey literature  

 

Action on Smoking and Health (ASH) http://www.ash.org.uk/ 

ARIF website and database http://www.arif.bham.ac.uk/ 

ASH http://www.ash.org.uk/ 

ASH Scotland website http://www.ashscotland.org.uk/ash/ 

Bandolier http://www.bandolier.org.uk/ 

Centre for UK Tobacco and Alcohol Studies http://www.ukctas.ac.uk 

Clinical Evidence http://clinicalevidence.bmj.com/ceweb/conditions/index.jsp 

Cochrane Public Health Group http://www.ph.cochrane.org/en/index.html 

Department for Children Schools and Families http://www.dcsf.gov.uk/index.htm 

Health Scotland http://www.healthscotland.com/  

http://www.nice.org.uk/aboutnice/whoweare/aboutthehda/hdapublications/hda_publications.j

sp 

http://www.childrensnsfcasestudies.dh.gov.uk/children/nsfcasestudies.nsf 

NICE public health guidance 

http://www.nice.org.uk/guidance/index.jsp?action=byType&type=5 

Public Health Observatories’ websites Quit http://www.quit.org.uk 

The Campbell Collaboration http://www.campbellcollaboration.org/ 

The Evidence for Policy and Practice Information and Co-ordinating Centre (EPPICentre) 

Social Science Research Unit Institute of Education, University of London) 

http://eppi.ioe.ac.uk/cms/ 

The Trials Register of Promoting Health Interventions (TRoPHI) http://eppi.ioe.ac.uk/cms/ 

TRIP database http://www.tripdatabase.com/index.html 

UK Public Health Association http://www.ukpha.org.uk/ 

 

  

http://www.ashscotland.org.uk/ash/
http://www.bandolier.org.uk/
http://eppi.ioe.ac.uk/cms/
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Appendix 5: Sifting checklist  

 

Article title:  

Q1 Is the full paper written in English and published from 2008 

– 2014? 

Yes 

/unclear  

Go Q2 

  No  Exclude 

Q2 Does the paper address prevention of uptake of smoking 

in children in primary or secondary school?  

 

Yes 

/unclear  

Go Q3 

  No  Exclude 

Q3 Is the age range of the study participants between 11-15? Yes  Go Q4 

    

Q4 Was the study carried out in an OECD country (see list 

below)? 

 

Yes 

/unclear  

Go Q5 

  No  Exclude 

Q5 Does the paper report on a school-based intervention or 

have a school-based component within a combined 

intervention? 

 

Yes 

/unclear  

Go Q6 

  No  Exclude 

Q6 Is the paper a qualitative study or have a qualitative 

component within a quantitative study? 

Yes 

/unclear  

Go Q7 

  No  Exclude 

Q7 Does the study report primary research (systematic 

reviews will be identified to source primary research 

studies only)? 

 

Yes 

/unclear  

Include for 

full review 

  No  Exclude  

 

Member countries of the Organisation for Economic Co-operation and Development 

(OECD): 

Australia      Austria 

Belgium      Canada 

Chile       Czech Republic  

Denmark     Estonia 
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Finland      France 

Germany      Greece 

Hungary      Iceland 

Ireland       Israel  

Italy       Japan  

Korea      Luxembourg  

Mexico      Netherlands  

New Zealand      Norway  

Poland      Portugal  

Slovak Republic     Slovenia 

Spain       Sweden     

Switzerland      Turkey     

United Kingdom     United States 

Source: http://www.oecd.org/about/membersandpartners/#d.en.194378 
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Appendix 6: Study quality ratings
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Table A2: Study quality ratings 

 

Author  1, Is a qualitative approach appropriate? 2, Is the study clear in what it seeks to do? 

 Appropriate Inappropriate Not sure Clear Unclear Mixed  

Andersen et al 

(2014) 

x    x  

Hassandra et al 

(2009) 

x   x   

Holliday et al (2009) x   x   

Small et al (2013) x   x   

Starkey et al (2009) x   x   

Study Design & 

Data Collection 

3, How defensible is the research design? 4, How well was the data collection carried out? 

 Defensible Indefensible Not sure Appropriately Inappropriately Not sure 

Andersen et al 

(2014) 

x     x 

Hassandra et al 

(2009) 

x    x   

Holliday et al (2009) x   x   

Small et al (2013) x   x   

Starkey et al (2009) x   x   

Validity 5, Is the role of the researcher clearly 

described? 

6, Is the context clearly described? 
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 Clear Unclear Not described Clear Unclear Not sure 

Andersen et al 

(2014) 

  x  x  

Hassandra et al 

(2009) 

  x x   

Holliday et al (2009)   x x   

Small et al (2013) x    x  

Starkey et al (2009)   x  x  

Validity 

(continued) 

7, Were the methods reliable  

 Reliable Unreliable Not sure    

Andersen et al 

(2014) 

  x    

Hassandra et al 

(2009) 

x      

Holliday et al (2009) x      

Small et al (2013)  x     

Starkey et al (2009) x      

Analysis 8, Is the data analysis sufficiently rigorous? 9, Is the data rich? 

 Rigorous Not rigorous Not sure / nor 

reported 

Rich Poor Not sure / not 

reported 

Andersen et al 

(2014) 

  x  x  
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Hassandra et al 

(2009) 

 x   x  

Holliday et al (2009)   x x   

Small et al (2013) x    x  

Starkey et al (2009)   x   x 

Analysis 

(continued) 

10, Is the analysis reliable? 11, Are the findings convincing? 

 Reliable Not reliable Not sure/ not 

reported 

Convincing Not convincing  Not sure 

Andersen et al 

(2014) 

  x   x 

Hassandra et al 

(2009) 

  x x   

Holliday et al (2009)   x x   

Small et al (2013)   x x   

Starkey et al (2009)   x x   

Relevance and 

Conclusions 

12, Are the findings relevant? 13, Conclusions 

 Relevant Not relevant Not sure Adequate Not adequate Not sure 

Andersen et al 

(2014) 

x   x   

Hassandra et al 

(2009) 

x   x   
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Holliday et al (2009) x   x   

Small et al (2013) x   x   

Starkey et al (2009) x   x   

 

Ethics Year 14, How clear and coherent is the reporting of 

ethics? 

Overall assessment  

  Appropriate Inappropriate Not sure ++ + - 

Andersen et al 

(2014) 

 

   x  x  

Hassandra et al 

(2009) 

 

 x   x   

Holliday et al (2009) 

 

  x  x   

Small et al (2013)   x  x   

Starkey et al (2009)   x   x  
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Appendix 7: Topic guide for peer supporter 

 

ASSIST Scotland research study  

 

Topic guide for peer supporters 

 

 

 

 

 

 

 

Introduction/Recap 

 

Background Information 

Recap purpose of study 

Interview Format 

Format of in-depth interview (open questions, hearing their views) 

No right or wrong answers – their views are important 

Confidentiality and limits around disclosures of harm  

Withdrawal at any time from interview as whole, or in not answering particular questions 

Timing of interview (around45 minutes) 

Thank you payment (remember to get the receipt signed) 

Recording of Interview 

Digital recording of interviews – check they are happy with this 

Report, use of quotations, anonymisation  

Check if participant has any questions? 

Check if happy to proceed? 

Consent 

Obtain consent, leave a copy of the consent form with the participant and return the other 

signed copy to the office. 

 

Aim of the interview: 

• Map their social network  

• Use this map to explore the diffusion of ASSIST messages beyond the school 
environment  

• Explore the context of the these conversations and perceived influence on 
ego and alter 

• Start the recruitment process for alter interview  
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Section 1: Introduction  

 

This section aims to encourage the student to think about their role as a peer supporter and 

start them thinking about the people they have spoken to about ASSIST. 

 

⚫ Warm up - tell me a bit about yourself  

- Probe: hobbies, activities, friends, family, weekend activities 

- Probe mode of communication – face to face, phone, text, online? 

 

• What can you tell me about ASSIST? 

 

⚫ How would you describe your role as a peer supporter to someone that had never 

heard of it? 

 

⚫ How do you feel about being a peer supporter? 

- Probe: feelings about being nominated, likes/dislikes, reason for taking part, is it what 

they expected or not? 

 

⚫ Have you spoken to anyone about being a peer supporter?  

- Who? 

 

 

Section 2: Mapping Social Networks  

 

The purpose of this section is to map the participant’s social network. Ask participant to think 

about the people they feel close to and write their name on a post-it note. For each individual 

please add the following information to their post-it note: 

 

• the first name of the person  

• Their relationship to them (i.e., friend, mother, etc.),  

• Age  

• Whether they are a smoker or non-smoker (note tailor options for child and adult see 

Showcard A)  

• Frequency of contact choose from one answer option (give them Showcard B) : 
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- 1 every day 

- 2 most days 

- 3 couple of days a week 

- 4 one a week 

- 5 2 or 3 times a month 

- 6 once a month or more  

 

• Main mode of communication:  

- face to face 

- phone  

- text  

- online 

- other 

 

Now give participant the blank sheet of paper with the concentric circles and write their name 

in the centre circle. Ask them to place each sticky note onto the piece of paper. They should 

rank them in order of closeness – i.e., the closer they are to the participant the closer they 

should be to the middle and vice versa. This will be their social network ‘map’. 

 

Maps will then be used as a tool to facilitate further discussion. This may generate more 

people to add on the map or placement change of existing alter, this can easily be 

accommodated by adding or moving sticky notes.   

 

Using coloured sticky dots the following two areas will be explored: 

 

➢ Red dots will identify who on their map they have spoken to about smoking  

➢ Blue dots will identify individuals who they think speaking to about smoking has 

changed their smoking behaviour, attitudes and knowledge in some way. 

➢ Lastly green dots will identify people they think will be willing to take part in a face to 

face or telephone interview (discussed further below.) 

To make sure you have captured everyone they have spoken to about smoking ask a 

second name generation question - is there anyone else you have spoken to about smoking 

in the last few weeks inside or outside of school? If yes add to map and collect 

characteristics. 

Now probe: 
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• Why did they decide to speak to these people about smoking  

• Why they did not speak to other people on their map?  

• How did they communicate with people on their map about smoking? (e.g.,  mode of 

communication  face to face, social media, text, phone) 

• What was the alter reaction and what influence did this have on ego and alter?  

• What did they discuss in relation to smoking? 

• What is the perceived influence (if any) of these interactions on smoking behaviour, 

attitudes and knowledge? 

 

Section 3: Alter recruitment  

 

The purpose of this section is to compile a sample list for alter interview (i.e., people on the 

participant’s map). To identify ’alters’ participants will be asked to look at their maps and 

identify (using a green dot) anyone who they have spoken to about ASSIST and would be 

happy to invite to take part in an interview. For each person the ego identifies they (i.e., the 

ego) will be given an invitation envelope. This will contain: an information leaflet and reply 

paid envelope which will allow people to opt-in.  

 

Section 4: Reflections on mapping (if time permits) 

 

• What did the term ‘people you feel close to’ mean to you? How did you decide 

who you felt close to or not? 

• What are your thoughts on mapping your friends and family the way we did?  

o How easy or difficult was this? 

o Was there any part that you particularly liked and disliked? Probe 

reason why? 

o How did the map help you think about who you have spoken to about 

smoking?  
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Section 5: Smoking status (copied from ASSIST evaluation survey) 

 

6) Now read all of these statements carefully and pick the box next to the one which 

describes you best (Please pick ONE box only and remember these questions are about 

cigarettes, not electronic cigarettes).  

 

I have never smoked    

 

1 Go to question 7 

     

I have only ever tried smoking once   

 

2 Go to question 7 

     

I used to smoke sometimes but I never 

smoke a cigarette now 

    3 Go to question 11 

     

I sometimes smoke cigarettes now but I 

don’t smoke as many as one a week 

  4 Go to question 9 

     

I usually smoke between one and six 

cigarettes a week 

  5 Go to question 8 

     

I usually smoke more than six cigarettes 

a week 

  6 Go to question 8 
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7) Just to check, read these statements carefully and pick the box next to the one which 

describes you best (Please pick ONE box only).  

 

I have never tried smoking a  cigarette, 

not even a puff or two 

  

 

1 Go to question 13 

     

I did once have a puff or two of a 

cigarette, but I never smoke now 

  

 

2 Go to question 11 

     

I do sometimes smoke cigarettes     3 Go to question 9 

 

 

8) When did you start smoking at least one cigarette a week?  

 

 Less than 3 months ago 

 

  1 Go to question 9 

     

 3 to 6 months ago   

 

2 Go to question 9 

     

 7 months to 1 year ago   

 

3 Go to question 9 

     

 More than one year ago   

 

4 Go to question 9 

 

 

 

Section 6: Any other comments/questions? 

 

 

Thank and close 
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Appendix 8: Topic guide for Alter interview 

 

ASSIST Scotland research study 

 

Topic guide for alters  

 

Introduction/Recap 

 

Background Information 

• Recap purpose of study 

 

Interview Format 

• Format of indepth interview (open questions, hearing their views) 

• No right or wrong answers – their views are important 

• Confidentiality and limits around disclosures of harm  

• Withdrawal at any time from interview as a whole, or in not answering particular questions 

• Timing of interview (around 45 minutes) 

• Thank you payment (remember to get the receipt signed) 

 

Recording of Interview 

• Digital recording of interviews – check they are happy with this 

• Report, use of quotations, anonymisation  

• Check if participants have any questions? 

• Check if happy to proceed? 

 

Consent 

• Obtain consent, leave a copy of the consent form with the participant and return the other 

signed copy to the office. 
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Section 1: Introduction  

⚫ Warm up - tell me a bit about yourself  

- Probe: hobbies, activities, friends, family, weekend activities 

- How do they know [peer supporter], how would they describe them?  

 

1) Awareness of ASSIST and ego role as peer supporter 

 

➢ Do you know anything about the prevention programme xxx is taking part in called 

ASSIST? 

o Probe: purpose of ASSIST, mode of delivery. 

 

➢ How do you think xxx felt when they found out that they had been nominated by their 

class mates to be a peer supporter? 

 

➢ Why do you think they decided to take part? 

o Probe: Any concerns about participating? Did they feel they had a choice? 

Have they taken part in anything like this before (peer led projects)? How active 

are they in the school (e.g.,  pupil council)? Do they usually put themselves 

forward/get picked for things in school? 

 

2) Conversations with ego about ASSIST 

Introduce this section by clarifying that the purpose of ASSIST was to share smoking 

prevention messages  

 

➢ Have you had any conversations with xxx about smoking after they attend their 

ASSIST training? 

o Probe: when, frequency and duration,  where they take place and nature of 

conversation – i.e., feedback on training, practicing how to approach peers, 

facts about smoking harms, tobacco industry, anything about their peer 

supporter role in general (positive and negative – i.e., any concerns, confusion 

about what they are meant to be doing?) 

 

➢ If participant is a smoker - has xxx spoken to you about your smoking behaviour? 

o Probe: how did this make them feel? Did it change their smoking behaviour? 

If yes, why and in what way? If not, why not? 

 

➢ Do you know if xxx has spoken to anyone else about smoking? 
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o Probe: with whom, when, where, why, content, perceived influence? 

 

➢ Is there anyone that the peer supporter has chosen not to speak to about smoking? 

o Probe: who, why not?  

 

3) Reflections and closing comments (only if time permits) 

 

➢ Do they think ASSIST is a good idea or not? Why good/why not? 

 

➢ How has ASSIST made a difference to XXX [peer supporter]? 

 

➢ How has ASSIST made a difference to you, other people peer supporter has spoken 

to? 

 

➢ Any other comments? 

 

Thank and close 
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Appendix 9: Information letter for parent/guardian  

 

 
ASSIST Research Study                
                        
                      

Information Sheet for Parents/Guardians 
 

I would like to invite your child to take part in our research study. Before you decide, it is 
important that you understand why the research is being done and what it would involve for 
them.  
 
Please take the time to read through the information here and contact me to discuss any 
questions you may have, or if anything is not clear. This information sheet tells you the 
purpose of the study and what will happen to your child if they take part. 
 

What is the purpose of the study? 
I am a researcher working at your child’s school to evaluate the ASSIST Scotland project. This 
is a new project which is being delivered in some schools across Scotland to improve students’ 
health by reducing smoking.   
 
Why has my child been invited? 
As part of this research I would like to talk to students who have been selected by their peers 
to be a ‘peer supporter’. Their role as a peer supporter is to attend a two day training course 
and then share information with their peers to prevent them starting to smoke or encourage 
those who are to stop.   
 
What will happen to my child if they take part? 
Your child will be invited to take part in a face to face interview which will be completed during 
school hours. The interview will explore their experience of being a peer supporter and who 
they have spoken to about ASSIST. To help them think about this they will draw a map of their 
social network with guidance from the researcher. Your child will also receive information 
about the interview and be able to ask questions before they make their decision. The 
interview will take about 45 minutes. They will receive a £10 Amazon voucher as at thank you 
for their time. 
 
Will the data you collect be confidential? 
What your child tells me will be completely confidential unless they tell me something that 
makes me concerned for their safety or that of someone else. I will follow ethical and legal 
practice for the protection of your child’s data. No-one except the research team will find out 
what they say. Interview data will be stored anonymously and held in a secure location that 

INSTITUTE FOR SOCIAL 

MARKETING 

 

University of Stirling & The Open 

University 

Stirling FK9 4LA Scotland 

 

http://www.ukctas.ac.uk/
mailto:ism@stir.ac.uk
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can only be accessed by authorised members of the research team. Your child will not be 
named or identified in any way in the outputs from the study such as reports or presentations.  
 
Before any research goes ahead it has to be approved by a Research Ethics Committee. This 
project has been approved by the University of Stirling Research Ethics Committee. 
 
I hope you are happy for your child to participate. If you are, you do NOT need to do anything. 
If you have any questions or concerns about any aspect of the study, please contact Fiona 
Dobbie (telephone:  07811114469 or email: fiona.dobbie@stir.ac.uk).  
 
If you would prefer your child NOT to participate in this research please call or text 
Fiona Dobbie on 07811114469 or email fiona.dobbie@stir.ac.uk by 3rd June 2016.  

 
 
Many thanks for your time, 
 
 

 
 
 
Fiona Dobbie, Research Fellow  
ASSIST Scotland Evaluation Study (Stirling University) 
 
 
 

 
  

mailto:fiona.dobbie@stir.ac.uk
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Appendix 10: Peer supporter information sheet and consent form  

  

 
 
 
ASSIST Research Study                        

 
Information Sheet and consent  
form for Students 
 
 
Hello, I am a researcher called Fiona. I would like to interview 
you about a smoking prevention project called ASSIST. You were 
selected by your peers to be a peer supporter for this project 
and I would like to learn more about your experience of being a 
peer supporter and who you have spoken to. To help you think 
about this we will make a map of your friends and family.  Please 
read the information below before you decide if you want to join 
in.  
 
If you would like to take part I will arrange a time to come into school and conduct your 
interview, which will last about 45 minutes. You will receive a £10 Amazon voucher as 
a thank you for your time. You do not have to take part and you can stop taking part at 
any point without having to give a reason. 
 
The interview is completely confidential. This means that I will not tell anyone what 
you have told me, unless you tell me something that makes me worried for your safety 
or anyone else. I will record your interview and take this back to my office and make 
sure it is stored safely. When I write reports based on the research, you will not be 
named or identified in any way. 
 
Before any research goes ahead it has to be approved by a Research Ethics 
Committee. They make sure that the research is fair. This project has been approved 
by the University of Stirling Research Ethics Committee. 
 
 
 
 
 
 
 
 

INSTITUTE FOR SOCIAL 

MARKETING 

 

University of Stirling & The Open 

University 

Stirling FK9 4LA Scotland 

 

 

http://www.ukctas.ac.uk/
mailto:ism@stir.ac.uk
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If you’re happy to take part in an interview, please tick each box below.  

 

 
I have read the information above. 
 
I understand that I can choose to take part or not.  
 
I understand that I can stop taking part at any time. 
 
I agree to take part in this study. 
 
 
Signed ……………………………..…………….Date…………………………………….. 

 

 
What happens if I have some questions?  
 
If you have any questions please speak to me, your teacher or a Professor from the 
University using the contact details below.    
 

Fiona Dobbie 
Research Fellow  
ASSIST Scotland  
University of Stirling 
Stirling FK9 4LA 
Tel: 01786 467369 
Email -fiona.dobbie@stir.ac.uk 
 

Professor Jayne Donaldson 
Head of the School of Health 
Sciences 
University of Stirling 
Stirling FK9 4LA 
Tel: 01786 466345 
Email: jayne.donaldson@stir.ac.uk 
 
 

 
 

  

 

 

 

 

Please 

initial 

each 

box 

mailto:fiona.dobbie@stir.ac.uk
mailto:jayne.donaldson@stir.ac.uk
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Appendix 11: Peer supporter recruitment questionnaire  

 

ASSIST Peer Supporter Interviews 

 

 

If you would like to talk to Fiona about being a peer supporter for ASSIST please answer the 

questions below: 

 

 

1) My name is:____________________________________ 

 

2) So far I have had ___________ conversations about smoking. 

 

 

3) Please tick who you have spoken to 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Thank you very much for your interest. A teacher will be in touch to let you know if you will be 

interviewed and when this will be. 

 

  

Someone in my year/class
   
 

 

Teacher/other member of 
school staff 
 

 

Parent / carer 
 

 

Brother / sister 
 

 

Aunt / Uncle 
 

 

Grandparent 
 

 

Someone else 
(please tell me who e.g.,  
friend of brother/sister, 
other family member, 
neighbour) 
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Appendix 12: Alter opt-in invitations   

 

 

 

 

CONSENT TO CONTACT FORM  
 

ASSIST Peer Supporter Research Study  
 
 
 
Please read the information sheet enclosed in this envelope before contacting us. 

Once you have read it, if you would like us to tell you more about the study and discuss 

whether or not you would like to take part please contact the study lead Fiona Dobbie 

on: 

 

Mobile - 07811114469 or landline 01786 467369 or email fiona.dobbie@stir.ac.uk 

 

 

Many thanks, we hope to hear from you soon! 

 

 

 

Fiona Dobbie  

 

 

  

mailto:fiona.dobbie@stir.ac.uk
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ASSIST Scotland research study – information for participants 

 
I would like to invite you to take part in a research study.  Before you decide if you will 
take part, it is important for you to understand why the research is being done and 
what it will involve.  Please take some time to read through the following information 
and discuss it with others if you wish before deciding if you will take part.  
 
What is the study about? 
ASSIST (A Stop Smoking in Schools Trial) is a school based programme to prevent 
smoking in young people aged 12-13. It works by training students to become ‘peer 
supporters’ who then talk to their friends about the risk of smoking and the benefits of 
not smoking. I am interested in learning more about who the peer supporters have 
spoken to about ASSIST and what influence this may have had.  
 

Why have I been invited to take part? 
You are being invited to take part in an interview, because a peer supporter has 
identified you as someone they have spoken to in some way about ASSIST. This could 
be sharing some information about smoking or talking about their role as a peer 
supporter. I would like to understand more about these conversations and your 
thoughts on ASSIST. You will receive a voucher for £10 to cover your time and 
expenses. 
 
What will happen if I take part? 
If you decide to take part you will be interviewed at time and place of your convenience. 
The kind of things I will talk to you about will be: the conversation(s) you have had with 
a peer supporter e.g.,  the content, how useful this was for you and/or the peer 
supporter; you thoughts on the peer supporter taking part in ASSIST and the 
programme in general. Interviews will last around 40 minutes and can be face to face 
or by telephone and will be digitally recorded and transcribed. You can ask to a see a 
copy of your transcript.  
 
What are the positives and negatives of taking part? 
We hope that you will find it helpful to take part in the study.  Sharing your experiences 
will help inform decisions around future roll out of ASSIST to other schools in Scotland.  
We do not think that there will be any negatives for you by taking part in the study.  
However, there is a list of useful contacts (on the back of this leaflet) should you wish 
to speak to a member of the research team at any point during the study.  
 

Do I have to take part? 
It is up to you whether you want to take part or not. If you decide to take part you will 
be asked to read and sign a consent form (or give consent verbally by telephone). You 
can withdraw from the study at any time and don’t have to tell us why you don’t want 
to take part anymore. You will receive a copy of this information sheet to keep. 
What happens after the research study? 

http://www.ukctas.ac.uk/
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At the end of the study I will write a report and some journal articles.  I will write a 
summary that we can send to you if you would like to see it.  There will be no 
information about individual people and you will not be identified in any report or other 
publication.  
 
What about confidentiality? 
All data will be kept anonymously on a password protected computer or in a locked 
filing cabinet in a locked office. Only members of the Research Team will have access 
to the data.  
 
Who is organising and funding the study? 
The study is being carried out by Researchers at the UK Centre for Tobacco and 
Alcohol Studies (UKCTAS www.ukctas.ac.uk), funded by the Scottish Government. Full 
ethical approval has been obtained from the University of Stirling’s research ethics 
committee.   
 

What happens if there is a problem? 
If you have any concerns about the study please speak to the research study lead 
researcher Fiona Dobbie or the Head of the School of Health Sciences, Professor 
Jayne Donaldson using the contact details below.    
 

Fiona Dobbie 
Research Fellow  
ASSIST Scotland  
University of Stirling 
Stirling FK9 4LA 
Tel: 01786 467369 
Email -fiona.dobbie@stir.ac.uk 
 

Professor Jayne Donaldson 
Head of the School of Health 
Sciences 
University of Stirling 
Stirling FK9 4LA 
Tel: 01786 466345 
Email: jayne.donaldson@stir.ac.uk 
 
 

Useful contacts 
If you’d like to learn more about smoking in Scotland or speak to someone in 
confidence about your own or someone else’s smoking here are some websites you 
can try. 
 
www.ashscotland.org.uk  
www.canstopsmoking.com 
 

 

http://www.ukctas.ac.uk/
mailto:fiona.dobbie@stir.ac.uk
mailto:jayne.donaldson@stir.ac.uk
http://www.ashscotland.org.uk/
http://www.canstopsmoking.com/
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CONSENT TO CONTACT FORM  
 

ASSIST Peer Supporter Research Study  
 
Please read the information sheet enclosed in this envelope before you contact us. 
Once you have read it, if you would like us to tell you more about the study and discuss 
whether or not you would like to take part please contact the study lead Fiona Dobbie: 
on 07811114469 or 01786 467369 or email fiona.dobbie@stir.ac.uk 
 
Alternatively you can complete this consent to contact form and post it back to Sue 
Napier in the reply paid envelope and we will contact you.  
 
Name:    ____________________________________________________ 
 
 
Address: ____________________________________________________ 
     

    ____________________________________________________ 
 
     ____________________________________________________ 
 
 
Telephone (home): ____________________________________________ 
 
 
Telephone (mobile):____________________________________________ 
 
 
Email: _______________________________________________________ 
 
 
The easiest way to contact me is by:  Phone       
      

Post TICK BOX 
      

Email  
 
 
Please write down the name of the peer supporter who gave you this invitation. 
 
___________________________________________________________ 
  

 

 

 

mailto:fiona.dobbie@stir.ac.uk
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Appendix 13: Coding framework: peer supporters 

 

Coding frame  

1. Background 

1.1 Family and place of residence – use this code for any detail about their home life 

i.e., who they live where, where, for how long? Also add here any detail about 

school siblings attend.  

1.2 Friends 

1.3 Hobbies 

1.4 Peer supporter smoking status 

1.5 Length of time at high school and proximity from home to school  

1.6  mode of communication in general  (but not for specific for ASSIST message 

diffusion see 3.1 and 6.4 for alter characteristics) 

 

2. ASSIST 

2.1 Define ASSIST and their role as a peer supporter 

2.2 Peer nomination and training – code here any thoughts on being nominated and 

invited to take part in programme – happy, not bothered, anxious, any change after 

attending the training. Also code any general thoughts on ASSIST training days 

2.3 Peer supporter role - thoughts on their role as peer supporter and what they have 

gained from being a peer supporter.  

2.4 Thoughts on school taking part in ASSIST 

 

3. Conversations about smoking  

3.1 Who, where, how, why and when conversation took place  

3.2 Content of discussion/message  

3.3 Number of conversations, how/why they decided on the number of conversations 

to have and when / why to stop. 

3.4 Ego feelings speaking to alter (i.e., worry apprehension discomfort) 

3.5 Ego perception of alter reaction to, or behaviour change as a result of, the  

conversation  

3.6 Conversations with other peer supporters - purpose and content  

3.7 Reasons for not having conversations or for not talking to people on their map  

 

4. Making maps  

4.1 Interviewer instruction for making maps (i.e., how did I explain the process) 

4.2 Interviewer instruction for follow-up dots 
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4.3 Name generation question(s) - how they define closeness? Examples of asking 

different name generation questions  

4.4 Alter selection, placement and rationale for adding or placement - how easy or 

difficult did they find this process? 

4.5 Examples where interviewer prompts for alters to add to map or alters added later 

on int interview 

4.6 Ego feedback on interview and making maps  

4.7 Alter recruitment  

 

5. Miscellaneous 

5.1 Potential application of sociograms into ASSIST programme esp. follow ups (i.e., might 

prompt better idea of who they could speak to) 
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Appendix 14: Sample of abstraction process to create thematic analysis 

 

The table below is copied from my excel workbook which I used to create the theme ‘perception of influence.’ First in column B I copied the coded 

data from NVvivo. As this the raw data from the transcripts I have excluded it from this example for confidentiality reasons. Then I summarised 

the key points from the verbatim text (Colum D). Next these summarises were grouped and re-ordered into categories (Colum F) and then 

preliminary themes created in Colum G.   

Perceptions of conversation influence    

A) Res 
ID  

B) Data 
coded in 
Nvivo  

C) Res 
ID  

D) Summary of data code 
in Nvivo  

E) Res 
ID  

F) Summary points re-
ordered into more 
refined categories  

G) Preliminary 
themes 

              

This is where the raw data from the 
transcripts coded in Nvivo would be 
added but this has been removed to 

protect participant confidentiality   stm8 
Mum knows that smoking is 
worse than she thought p60. STM1 

Friend didn’t know there were 
so much chemicals – thoughts 
it was disgusting and was 
going to tell her mum and ad 
because they smoke p88 

Positive perceptions of 
influence - cascading 
message diffusion  

    stp5 

Had one conversation with her 
dad – told him the number of 
chemical in a cigarette but didn’t 
bother with any more because he 
didn’t look that bothered. (p63) stm2 

Ego spoke to little sister who 
is now telling her friends, so is 
like a peer supporter P101 

Positive perceptions of 
influence - cascading 
message diffusion  

    stp1 
Happy conversation with sister in 
law because she stopped p84 stm3 

Alter plans to tell their friend 
about the chemicals in a 
cigarette p102 

Positive perceptions of 
influence - cascading 
message diffusion  

    STM1 

Friend didn’t know there were so 
much chemicals – thoughts it was 
disgusting and was going to tell 
her mum and ad because they 
smoke p88 stp7 

Ego told fact o friends and one 
of them told his mum p111. 

Positive perceptions of 
influence - cascading 
message diffusion  
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    stp7 

Spoke to friend who learned new 
info which he shared with his 
mum P90 stm2 

Ego spoke to little sister who 
is now telling her friends, so is 
like a peer supporter P101 

Positive perceptions of 
influence - cascading 
message diffusion  

    stp8 

Spoke to friend who said smoking 
was disgusting and he wouldn’t 
smoke again, was going to try 
and get his mum and family to 
stop. Ego acknowledged that 
wanted to stop but feels they did 
help him (p91). stm8 

Mum knows that smoking is 
worse than she thought p60. 

Positive perceptions of 
influence - change in 
alter smoking behaviour, 
knowledge or attitudes 

    stm2 

Ego spoke to little sister who is 
now telling her friends, so is like a 
peer supporter P101 stp1 

Happy conversation with sister 
in law because she stopped 
p84 

Positive perceptions of 
influence - change in 
alter smoking behaviour, 
knowledge or attitudes 

    stm3 

Alter plans to tell their friend 
about the chemicals in a cigarette 
p102 stp6 

Gran is trying to cut down, she 
wasn’t aware of danger so 
ego thinks her conversation 
has put her off p110. 

Positive perceptions of 
influence - change in 
alter smoking behaviour, 
knowledge or attitudes 

    stp6 

Gran is trying to cut down, she 
wasn’t aware of danger so ego 
thinks her conversation has put 
her off p110. stp8 

Ego told mum but she already 
knew all her facts because 
she is trying to quit. Feels 
mum is happy with her 
because she is trying to help 
her p112 

Positive perceptions of 
influence - change in 
alter smoking behaviour, 
knowledge or attitudes 

    stp7 
Ego told fact o friends and one of 
them told his mum p111. stp3 

Ego thinks alter still smokes – 
thinks he learned something 
about smoking harm but 
hasn’t taken it in p113 

Positive perceptions of 
influence - change in 
alter smoking behaviour, 
knowledge or attitudes 

    stp8 

Ego told mum but she already 
knew all her facts because she is 
trying to quit. Feels mum is happy 
with her because she is trying to 
help her p112 stm8 

Positive was interested to 
hear what ego had to say 
(p84) 

Positive perceptions of 
influence - change in 
alter smoking behaviour, 
knowledge or attitudes 
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    stp3 

Ego thinks alter still smokes – 
thinks he learned something 
about smoking harm but hasn’t 
taken it in p113 stp5 

Positive didn’t know that there 
were 4,000 chemicals in a 
cigarette (p85) 

Positive perceptions of 
influence - change in 
alter smoking behaviour, 
knowledge or attitudes 

    stp3 

None of egos alters smoke so 
doesn’t think the facts they 
shared made any difference p113 stm6 

Said they would stop smoking 
p104/105 

Positive perceptions of 
influence - change in 
alter smoking behaviour, 
knowledge or attitudes 

    Stp4 

Ego hit her gran with the facts but 
doesn’t think it will change her 
smoking behaviour, but she did 
think it was good that ego was 
learning about smoking harms 
p114. stm7 

Delay smoking initiation in 
alters p105 

Positive perceptions of 
influence - change in 
alter smoking behaviour, 
knowledge or attitudes 

    stm2 

Ego spoke to little sister who is 
now telling her friends, so is like a 
peer supporter P101 stm8 

New knowledge about the 
chemicals inside a cigarette 
p106 

Positive perceptions of 
influence - change in 
alter smoking behaviour, 
knowledge or attitudes 

    stm8 
Positive was interested to hear 
what ego had to say (p84) stm8 

Father now smokes outside as 
a result of their conversation 
and brother?? Doesn’t smoke 
around son and leave the 
room, will pull over when 
driving and smoke outside of 
car P106/7 

Positive perceptions of 
influence - change in 
alter smoking behaviour, 
knowledge or attitudes 

    stp5 

Positive didn’t know that there 
were 4,000 chemicals in a 
cigarette (p85) stp5 

New info for mum re danger of 
second hand smoking and 
said she no longer wanted to 
smoke and now smokes 
outside P108 

Positive perceptions of 
influence - change in 
alter smoking behaviour, 
knowledge or attitudes 

    stm3 

Dad not interested – but that can 
be the same reaction for other 
conversations they have so not 
specific to smoking p102 stp5 

Had one conversation with her 
dad – told him the number of 
chemical in a cigarette but 
didn’t bother with any more 
because he didn’t look that 
bothered. (p63) 

Negative perceptions of 
influence - disinterest  
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    stm4 

Ego sp0oek to friend who was 
disengaged – trying to act cool -
104 Stp4 

Ego hit her gran with the facts 
but doesn’t think it will change 
her smoking behaviour, but 
she did think it was good that 
ego was learning about 
smoking harms p114. 

Negative perceptions of 
influence - disinterest  

    stm6 
Said they would stop smoking 
p104/105 stm3 

Dad not interested – but that 
can be the same reaction for 
other conversations they have 
so not specific to smoking 
p102 

Negative perceptions of 
influence - disinterest  

    stm7 
Delay smoking initiation in alters 
p105 stp1 

Feels like alter doesn’t care 
(ego speaking to a friend) 
p107 

Negative perceptions of 
influence - disinterest  

    stm8 
New knowledge about the 
chemicals inside a cigarette p106 stm4 

Ego sp0oek to friend who was 
disengaged – trying to act cool 
-104 

Negative perceptions of 
influence  - acting cool  

    stm8 

Father now smokes outside as a 
result of their conversation and 
brother?? Doesn’t smoke around 
son and leave the room, will pull 
over when driving and smoke 
outside of car P106/7 stp1 

Listen but still has an attitude 
– ego not sure if he will try or 
not P107 

Negative perceptions of 
influence  - acting cool  

    stp1 
Feels like alter doesn’t care (ego 
speaking to a friend) p107 stp3 

None of egos alters smoke so 
doesn’t think the facts they 
shared made any difference 
p113 

Negative perceptions of 
influence  - not relevant  

    stp1 

Listen but still has an attitude – 
ego not sure if he will try or not 
P107       

    stp5 

New info for mum re danger of 
second hand smoking and said 
she no longer wanted to smoke 
and now smokes outside P108       
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