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Abstract
Background: Most smokers attempt to quit smoking, but few are successful. Data regarding the reasons
for this relapse and the course of the relapse process may be helpful for determining e�cient methods of
smoking cessation. This study aimed to identify the causes of and scenarios associated with smoking
relapse after effective smoking cessation.

Methods: We conducted 20 semi-structured interviews with smokers who had previously unsuccessfully
attempted to quit. The data underwent qualitative content analysis.

Results: Three major themes were identi�ed: Reasons for smoking relapse; Smoking relapse scenarios;
and Perception of the in�uence of personal environments, including family and physicians, on refraining
from smoking after cessation. The �rst theme comprised the following subthemes: insu�cient willpower
and self-discipline, contact with smokers, exposure to stressful situations, lack of family support, weight
gain, and insu�cient improvement in one’s mental and physical well-being. The second theme contained
enjoyable social events, professional life, critical events, and encouragement to smoke from family
members. The respondents frequently emphasized the large role of interaction with other smokers.

Conclusions: The predominant factors underlying smoking relapse include insu�cient willpower and self-
discipline and exposure to stress. The most frequent relapse scenario concerned experiencing negative or
positive emotions when interacting with other smokers.

1. Background
Currently, almost 1.1 billion people worldwide smoke cigarettes, and almost half will die as a result of
smoking-related diseases [1,2]. The annual number of deaths related to the global tobacco epidemic is
continually rising, and currently exceeds seven million [3,4].

The only methods of improving this situation are by preventing people from commencing smoking, which
will bring results in the long term, and by increasing the number of people who are quitting smoking,
which would be the fastest way of lowering tobacco-related mortality [5,6]. To this end, many countries
have introduced multi-level campaigns to discourage smoking, involving measures such as high taxation
of cigarettes or bans on advertising and sponsorship, and several have also conducted information
campaigns aimed at preventing non-smokers from beginning smoking and at encouraging active
smokers to stop smoking [7,8]. Moreover, many behavioral interventions and pharmacological treatments
have been offered to active smokers to help them quit smoking [9–11].

As a result, the majority of current smokers have considered smoking cessation, and many have made
attempts to quit [12]. Studies have shown that over one-third of daily smokers have attempted to quit over
the past year, and that almost three-quarters have made such an attempt at least once in their lifetimes
[13]. Unfortunately, most smoking-cessation attempts end in failure [14,15], and the majority of smokers
make several attempts before achieving long-term abstinence [12].



Page 3/25

When considering issues associated with smoking cessation, it is important to remember that
commencing smoking depends mainly on in�uences from one’s environment, while continuing to smoke
after a certain time is the result of nicotine addiction [16]. For individuals with nicotine addiction, regular
cigarette smoking maintains adequate plasma nicotine levels to prevent withdrawal symptoms, and it
allows them to experience the rewarding effects associated with smoking [17]. Conversely, for such
people, when plasma nicotine levels become inadequate, unpleasant symptoms of anxiety and stress
present, and this creates a strong stimulus to smoke a cigarette [18]. Thus, the nature of nicotine
addiction concerns the achieving of positive reinforcements, such as a decrease in anxiety, mood
modulation, and avoidance of withdrawal symptoms [19]. Former smokers who are addicted to nicotine
can also experience non-biological urges to smoke, such as when exposed to various situations during
which they would have previously smoked; these urges persist long after withdrawal symptoms have
subsided [16]. Smokers use cigarettes during various events, and making connections between particular
situations, moods, or places can create smoking-related cues concerning the rewarding effects of nicotine
[20]. During smoking-cessation attempts, these cues can trigger the breaking of abstinence.

The aforementioned biological conditions can be in�uenced by psychological conditions, such as
personality, resistance to stress, and the presence of anxiety and/or depression [21–23]. Additionally, a
large role is played by the environments in which the smoker lives and works as, on one hand, these may
create circumstances that discourage smoking commencement or encourage smoking cessation while,
on the other hand, they may promote smoking. A particularly important role in this regard is played by the
person’s close social circle, particularly in relation to the atmosphere of trust and support the people in
this circle may create, as well as whether they smoke and whether they will help the former smoker
continue his/her abstinence [24–26].

Smoking is a complex behavior and, when analyzing the process of smoking cessation in its entirety, all
dimensions of this behavior must be taken into consideration. The available literature con�rms that
changing smoking behavior is a long-term process that can include repeated episodes of relapses and
renewed quitting attempts [12]. The process of relapse, has been the subject of research for many years,
as better understanding thereof may result in the development of more effective programs for smoking
cessation.

Such previous studies, conducted mainly using quantitative methods, have shown, for example, that sex,
age, socioeconomic status, age when beginning treatment, and level of addiction are related to the
e�ciency of a smoking-cessation attempt [27–29]. The majority of these studies of unsuccessful quitting
activity have been primarily conducted in developed Western and Asian countries, where measures to
discourage smoking have been implemented for several decades [12,14,15]. In contrast, little research has
been conducted in countries where the smoking-reduction process has begun more recently. Although the
number of smokers has decreased in both the former and latter groups of countries, the attitudes and
behaviors of the smokers in these countries may differ across the two groups. In developed countries,
where the smoking-reduction process is stabilized and has been ongoing for several years, subsequent
generations have been growing up in a climate of various anti-nicotine campaigns. In the countries where
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this process began later and had a more turbulent course, many smokers, even young ones, have lived
without smoking-related barriers and prohibitions; in fact, they have frequently been exposed to actions
and messages promoting cigarette smoking. Moreover, the availability of medical assistance, smoking-
cessation services, and pharmacological treatment is much lower in poorer countries than in developed
countries [30]. Currently, almost 80% of the world’s smokers live in low- and middle-income countries, and
the experiences of smokers in such areas may differ from those living in developed countries [1].

Poland, which has recently joined the group of high-income countries, has shown many positive changes
in public health, including a reduction in tobacco smoking, in the last 20 + years [31,32]. It previously had
one of the world’s highest rates of smoking consumption, but over the past several years it has shown a
consistent and ongoing decrease in tobacco consumption [31,33]. For this reason, studies in such a
country may provide useful data for countries in which smoking-reduction efforts remain in their
formative stages. The present study is a continuation of a project that aimed to identify the factors that
in�uence complex smoking behaviors from the perspective of genetic, personality, and social conditions
of cigarette smoking [23,34,35].

The speci�c aim of this study, conducted in a primary care setting, is to determine the causes of and
scenarios underlying smoking relapse after earlier effective smoking cessation.

2. Methods

2.1. Design
Qualitative studies are the most suitable methods of obtaining an in-depth understanding of analyzed
phenomena [36]. Given that the present study sought to examine the phenomenon of failure to abstain
from smoking, the qualitative approach represented the best method of exploring this issue [37].
Moreover, this study pertains to sensitive issues, such as the course of the addiction, failure to overcome
addiction, close relationships, and working environment; for this reason, among the various qualitative
study methods, a semi-structured interview approach was chosen. The semi-structured interviews
conducted in this research were narrative in form, making it possible to gain an in-depth understanding of
the analyzed issue, while also allowing the informants to feel at ease during individual meetings, discuss
their experiences, and express their opinions regarding the questions under discussion [38].

2.2. Participants, setting, and data collection
This study was conducted between October 2015 and March 2016 at which point data saturation was
achieved. Purposive samples of interview participants were recruited from three general practices in
Bydgoszcz, Poland, that had a cooperative relationship with the Family Medicine Department of Nicolaus
Copernicus University and two general practices in Bialystok, Poland, that had a cooperative relationship
with the Family Medicine Department of the Medical University in Bialystok. Patients making regular
visits to the practices and who ful�lled the criteria presented below were invited by the GPs or nurses to
participate in the project.
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For participation in this research, individuals who were at least 18 years of age, who had made at least
one unsuccessful attempt to quit smoking, and who had smoked at least 100 cigarettes in his/her
lifetime before the attempt were targeted; an attempt to quit was de�ned as at least 24 hours of
continuous tobacco abstinence.

Interviews were conducted in the general practices in Bydgoszcz by MDF (MD) and KB (MD, PhD) and in
Bialystok by LM (PhD), and, all of whom were experienced in qualitative research methods, and in
accordance with a topic guide. All participants were not known to researchers before the study. Before
interview researchers presented themselves and explained reasons for doing the research.

The topic guide was developed based on a literature review and was tested and re�ned through a pilot
study involving three people meeting the same inclusion criteria as stated above. The interviews began
with an opening question followed by prompts, as shown in Table 1. These interviews lasted from 25 to
40 minutes, were audio-recorded, transcribed verbatim, and then anonymized. The interviews were
conducted in an independent room, with only the participant and the interviewer present. There were no
repeated interviews and participants did not comment transcripts and results.

Table 1
Topic guide for interviews.

Opening question Have you ever tried to stop smoking?

Prompt 1 How many years have you been smoking?

Prompt 2 How many times have you tried to quit smoking?

Prompt 3 Why did you want to quit smoking?

Prompt 4 How long did you cease smoking?

Prompt 5 Can you tell me how you relapsed to smoking?

Prompt 6 What or who do you think was the reason you relapsed?

Prompt 7 How do you think your doctor could help you to refrain from smoking?

Prompt 8 Would you like to add something else about your experience?

After the 15th interview, data saturation was achieved. However, because further interviews had already
been arranged, the team decided to conduct them.

2.3. Data analysis
This study is based on qualitative content analysis, as demonstrated by Granheim and Lundman [39],
Sandelowski [40], and Hsieh and Shannon [41]. In this context, content analysis represents a technique of
ordering and describing data. The semi-structured interview data were analyzed with the aim of
establishing a straightforward descriptive summary of the informational content of the data. The stages
of analysis included identi�cation of meaning units, creating condensed descriptions of these units,
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coding and, �nally, identi�cation of subthemes and themes. The interviews were analyzed by a team of
three researchers.

Two authors (KB and LM; male and female) independently analyzed the transcripts and identi�ed
meaning units.

These were subsequently condensed and independently labeled with various codes that provided general
descriptions thereof (Table 2). The codes were �nally juxtaposed and formulated into subthemes and
themes. Then, KB and LM, together with a third researcher (MDF; female), discussed the de�nitions of the
subthemes and themes over two meetings until a consensus was reached. The analysis revealed three
major themes, which are described in the following section.

Table 2
Example of the content analysis procedure of deriving a meaning unit, a condensed meaning unit,

interpretation, a subtheme, and a theme.
Meaning Unit Condensed

meaning unit; a
description that
closely resembles
the text

Interpretation

(Code)

Subtheme Theme

I hadn’t smoked for 56
days, and I decided that,
since I hadn’t smoked for
such a long time, I could
allow myself to smoke one
cigarette. My strong
willpower was then
broken.

I did not smoke
for many days,
and thought I
could afford to
have one
cigarette. My
strong willpower
was then broken.

Lack of strong
willpower and self-
discipline and
allowing oneself to
have “only one
cigarette” was an
important cause of
smoking relapse.

Lack of
strong
willpower
and self-
discipline
as a reason
for
smoking
relapse.

Reasons
for
smoking
relapse.

3. Results
Twenty semi-structured interviews were conducted. During recruitment, six people refused to participate
in the study. The participants comprised seven women and 13 men, with a mean age of 43 (24–
69 years). The women were older (mean age: 49 years) than the men (mean age: 39 years). The average
smoking duration was approximately 21 years (ranging from six to 40 years), and was shorter in men
(mean duration: 18 years) than in women (mean duration: almost 25 years). Four participants had made
one ineffective attempt to quit smoking, one participant had made over a dozen, and the others (n = 15)
had made between one and 10 such attempts. The participants’ characteristics are shown in Table 3.
None of the participants had attended any smoking-cessation clinics and none had received any
psychological assistance. They sporadically utilized nicotine replacement therapy. The vast majority of
smoking-cessation attempts were based on the “cold turkey” method (i.e., depending only on one’s own
willpower to resist smoking-related cravings and urges). Some of the participants reported informing
physicians that they smoked. However, this did not constitute sourcing systematic help for a smoking-
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cessation attempt; instead, it was determined to represent sourcing of motivation from a physician to
cease smoking.

Table 3
Participants’ characteristics.

Participant

number

Gender Smoking duration (years) Number of attempts

1 M 12 2

2 M 7 2

3 F 10 1

4 F 35 8

5 M 18 1

6 M 6 Several

7 M 12 3

8 M 9 4

9 M 22 1

10 M 15 4

11 F 35 5

12 M 33 Several

13 F 30 4

14 M 22 > 12

15 M 20 5

16 M 40 2

17 F 20 Several

18 F 22 3

19 F 20 1

20 M 40 2

Detailed analysis of the transcripts of the in-depth interviews uncovered the following themes: (1)
Reasons for smoking relapse; (2) Smoking relapse scenarios; (3) Perception of the in�uence of personal
environments, including family members and physicians, on refraining from smoking after cessation.
Themes and subthemes are described below, with associated quotations from the participants.



Page 8/25

3.1. Theme 1. Reasons for smoking relapse
The participants were eager to highlight possible reasons for their failure to cease smoking, and
described the course of their failed attempts. The majority of the participants provided several reasons
for their smoking relapse; meanwhile, some participants only gave a single reason for their failure, most
likely its major cause (Table 4).

Table 4
Reasons for failure to cease smoking.

Reasons Participant number

Insu�cient willpower and self-discipline 1, 2, 3, 4, 6, 7, 9, 10, 12, 14, 17, 19

Contact with smokers 3, 6, 8, 9, 16, 17

Exposure to stressful situations 3, 5, 11, 15

Lack of family support 8, 13, 18, 20

Weight gain 18, 19

Insu�cient improvement in one’s mental and physical well-being 20

The following reasons for failure to abstain from smoking were established: insu�cient willpower and
self-discipline (n = 12), contact with other smokers (n = 6), exposure to stressful situations (in professional
and daily life; n = 4), lack of family support (n = 2), weight gain (n = 2), and insu�cient improvement in
one’s mental and physical well-being (n = 1).

3.1.1. Insu�cient willpower and self-discipline
Most participants (n = 12) mentioned insu�cient willpower and self-discipline as the only or most
important reason for their failure. This indicated that it was a personal quality, and not external
circumstances, that the participants most frequently considered the reason for their failure. In their
opinion, over time their initial strong willpower and self-discipline weakened, and the risk of smoking a
cigarette increased. Smoking the �rst cigarette after the cessation attempt was considered an important
moment that was a result of their weakened willpower and self-discipline. Most frequently, smoking this
one cigarette led to a complete failure in the cessation attempt; that is, a relapse to smoking. This is
exempli�ed by the following statement:

I think this relates to a lack of self-discipline. Eventually, after some time, not too long, a person just lets
themselves go. If they smoke one cigarette, nothing will happen, but then they have another one, a third
one, a fourth one (Participant 2).

Some participants were unaware that smoking one cigarette could mean a relapse to addiction. They
believed that their strong willpower would make it possible to maintain abstinence after such an incident,



Page 9/25

but this assumption was usually incorrect. As shown in the example below, after smoking the �rst
cigarette they lacked the willpower to avoid relapsing to smoking.

I hadn’t smoked for 56 days, and I decided that, since I hadn’t smoked for such a long time, I could allow
myself to smoke one cigarette. My strong willpower was then broken (Participant 9).

3.1.2. Contact with smokers
Another reason concerned contact with other tobacco smokers. According to the participants, the
presence in their close environments of smokers who were not trying to quit made it di�cult to refrain
from smoking. The example below illustrates how spending time among smokers weakens one’s will to
remain abstinent:

As you have noted, quite a lot of people smoke at our workplace. The daily contact with smokers
de�nitely somehow broke my strong willpower (Participant 3).

Another participant admitted that, for him/her, spending time among smokers caused the most di�culty
regarding maintaining abstinence; concurrently, he/she emphasized that when he/she was among non-
smokers, he/she did not feel the temptation to smoke. Unfortunately, spending time among smokers
resulted in failure for him/her.

Spending time with tobacco smokers or in rooms where someone was smoking. It was most di�cult
when I could smell the smoke; the smell. When I was in a room with non-smokers, there was no such
temptation (Participant 9).

Some participants emphasized that their attempts to refrain from smoking were aided by a lack of
cigarettes and smokers in their close environments.

In my case, it was much more helpful if I didn’t see cigarettes, if they weren’t around, and if someone
didn’t leave to smoke. For people with an addiction, like smokers, it is helpful not to be exposed to it so
much; rather, they should isolate themselves (Participant 6).

3.1.3. Exposure to stressful situations
The participants frequently mentioned stress; they often experienced it in their professional lives for
example emergency services. Smoking at work made it easier to perform tasks, as it decreased stress and
improved focus, but it also led to a relapse to smoking. This is illustrated by the following quote, in which
the participant explains what he/she primarily blames for his/her relapse to smoking.

Professional life. Above all. The other factors have less in�uence. It’s a fact, as they say, we go around at
night, we need some kind of a kicker in these stressful situations, some kind of a booster. The effect of
nicotine can get us going at three a.m. when we get a call (Participant 5).

Similarly, another participant stated that, on one hand, work-related activities distracted him/her from the
temptation to smoke but, on the other hand, work-related stress was the reason for his/her relapse to
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smoking.

Work makes it possible to stop yourself from smoking; it’s better when you are thinking about something
else […], the reason for the relapse was also work, the accompanying stress (Participant 15).

3.1.4. Lack of family support
For people who are quitting smoking, their personal environment has a large in�uence on whether they
persevere. This pertains not only to the aforementioned professional environment, but also to
relationships with close relatives and friends. For the participants, a particularly signi�cant role was
played by close acquaintances who were current smokers and who did not support the participants
during their period of abstinence. Some participants speci�cally mentioned that their partner (husband or
wife) was the person who had the biggest in�uence on their relapse to tobacco smoking. This is
illustrated in the two examples below. First, a woman who was not supported by her smoking husband:

A smoking husband. He was a big obstacle, because after I talked to my female friends, they stopped
offering me cigarettes. However, I didn’t want to push my husband away, but he didn’t support me. I felt
such a grievance towards him because he didn’t support me. […] I somehow held out through parties,
although I stood next to smokers. I was a little afraid of parties, but I made it through New Year’s Eve
(Participant 18).

Second, a man whose entire household were smokers, which meant that he could not rely on support
from his close family members, and that he had easy access to cigarettes at home:

Everyone at home is a smoker. I knew there were cigarettes at home; I had access to them. Maybe if I’d
been the only smoker, if nobody else at home smoked, I wouldn’t have been able to get [cigarettes] from
them (Participant 8).

3.1.5. Weight gain
A reason for failure that particularly pertained to women was weight gain. Observations con�rm that
smoking cessation is sometimes associated with weight gain. The participants explained that the fear of
gaining weight caused them to relapse, or stated that they were discouraged from abstinence as a result
of their consequent weight gain.

For me, and I think also for many women, the issue of gaining weight is a problem. I am afraid of this. I
gained 10 kg in three months. This is a problem for every woman (Participant 18).

Another respondent made similar statements. She also referred to her family’s tendency to become
overweight or obese as an additional reason for her fear of experiencing further weight gain during her
abstinence.

It may seem ridiculous, but it was because I started gaining weight. It disturbed me a lot; that I was
putting on those kilos. In my family, there is a tendency to gain weight. I was afraid I would put on even
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more weight (Participant 19).

3.1.6. Insu�cient improvement in one’s mental and physical
well-being
Some participants relapsed into addiction as a result of a lack of improvement in their mental and
physical well-being. This was the case for a long-term smoker who had been diagnosed with chronic
obstructive pulmonary disease (COPD). This person expected smoking cessation to result in a swift
improvement in his/her mental and physical well-being and a decrease in his/her COPD symptoms. When
that did not happen, his/her motivation to abstain from smoking decreased. This, in conjunction with a
lack of support from his/her close family and friends caused the participant to relapse.

After a month of not smoking, I didn’t notice any improvement in my well-being […]. [My wife] encouraged
me to smoke. The neighbor would come in the morning […] and would sit with my wife, where they would
smoke cigarettes together. She would smoke, my wife would smoke, what was I to do? (Participant 20).

3.2. Smoking relapse scenarios
Various situations contributed to the participants’ relapses to smoking tobacco. These included social
events, returning to work after a break, and critical events (e.g., an argument, an exam) that were
accompanied by either positive or negative stress. These scenarios featured similar characteristics: the
former smoker would spend time among smoking acquaintances, he/she would experience positive or
negative emotions, and cues would appear. Then, insu�cient willpower to avoid succumbing to these
indirect or direct incentives, sometimes additionally weakened by alcohol consumption, led to a relapse
(Fig. 1).

3.2.1. Enjoyable social events
The participants relapsed to smoking during family meetings and social events. In these situations, the
relapse was frequently connected with drinking alcohol; for example, at a party or a family member’s
wedding. Weakened self-control regarding abstinence and the in�uence of smoking companions were
also likely to contribute to the relapse. This is presented in the following two examples:

I attended a party where I smoked with some people, and then I began smoking again (Participant 2).

For me, this [relapse to smoking] is associated only with my brother’s wedding. During the wedding, you
know, there was alcohol. The next day, I was sober, but I also had already bought another pack
(Participant 1).

Social meetings where alcohol consumption was absent could also have an effect. During these,
encouragement from others to smoke, and probably the wish to do something enjoyable, were decisive
factors leading to a relapse to smoking. The example below describes a meeting involving a mother and
a daughter:
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All those times when I went to see someone, it didn’t matter to me that other people were smoking. Mostly,
this was when I went to see my daughter, [who I visit] once a week. But, sometimes there was such a
desire. I think that if I hadn’t taken the cigarette then, [I would not have relapsed]. […] But, I thought,
“whatever, one will not harm me.” (Participant 4)

3.2.2. Professional life
Relapsing to smoking frequently occurred at work. On one hand, this was a result of stress, tiredness, or
anxiety and, on the other, of the presence of smokers in the social circle and of easy access to cigarettes.
An example of this is one respondent who returned to work after maternity leave, where her relapse was
facilitated by interaction with smoking co-workers and being offered cigarettes.

I hadn’t smoked for two years, and then I stopped nursing my baby. I returned to work and somehow [I
relapsed]. A friend offered one cigarette, and then another, and then a third one. Then, I had to buy some,
because I would not smoke someone else’s, and so, unfortunately, I went back to this addiction. […] As you
have noted, quite a lot of people smoke at our workplace. The daily contact with smokers de�nitely
somehow broke my strong willpower (Participant 3).

Another respondent also emphasized the in�uence of the presence of smokers at his/her workplace in
regard to his/her relapse to smoking.

That was where I �rst smoked a cigarette after a period of abstinence. At work, everyone is smoking, and
so it starts with one cigarette, two cigarettes, and continues from there. (Laughter). By that point, after
having taken a break from smoking, I had already begun to like them a lot. Someone offers one here,
someone offers one there. From two to three to more or less 10 a day. First just a little, and then more and
more (Participant 7).

3.2.3. Critical events
Some participants’ return to smoking was assisted by exposure to particular stress-related situations
(events). These included personal problems; for example, an argument with a spouse.

Some small misunderstandings. It was during the holidays, I was alone with my husband. One argument
made me take a cigarette from him and I started smoking again (Participant 18).

Another situation concerned preparing oneself for an exam and experiencing a urge to re-adopt habits
from university years; that is, smoking cigarettes during the exam period. The participant who
experienced this situation also mentioned the availability of cigarettes at this time.

Then, there was an exam, for which I was studying at night. A habit I had from the time of my university
studies was to do something while taking a break. Since cigarettes were [available] at home, because my
wife is a smoker – I had one; then, I had two, and then I began to smoke on occasion for a month, and
then I bought a pack (Participant 5).

3.2.4. Encouragement to smoke from family members
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When not smoking, the participants frequently experienced anxiety and irritation, which was noticed by
those in their close environments. In such situations, family members gave them permission, or even
encouragement, to smoke, which would result in a relapse to smoking.

I felt anxiety. My wife would say “have a smoke, you’ll be less anxious, you’re exhausting yourself.” I
would tell my wife to stop smoking, but she didn’t want to. She annoyed me (Participant 20).

3.3. Perception of the in�uence of personal environments, including family members and physicians, on
refraining from smoking after cessation

The in�uence of one’s environment on smoking relapse was mentioned by many participants, although it
was not always perceived as the main reason for the relapse. Many participants stated that of great
signi�cance was whether people in their environments were smokers and, if so, whether they
unnecessarily encouraged the participants to smoke.

The example below shows the importance of non-smoking environments, which promote smoking
abstinence.

In my case, it was much more helpful if I didn’t see cigarettes, if they weren’t around, and if someone
didn’t leave to smoke. For people with an addiction, like smokers, it is helpful not to be exposed to it so
much; rather, they should isolate themselves (Participant 6).

One example of the impact of the close personal environment concerned the in�uence of one’s family.
Having close family members who were non-smokers and who provided support represented a major
example of positive in�uence.

The family can help. When I’m spending time with my children and grandchildren, who do not smoke, I do
not smoke either (Participant 13).

This positive example of the in�uence of non-smoking family members contrasts with the following one,
which shows that a lack of support from close acquaintances (in this case, spouses) is a signi�cant
detriment in refraining from smoking.

A smoking husband. He was a big obstacle, because after I talked to my female friends, they stopped
offering me cigarettes. However, I didn’t want to push my husband away; he didn’t support me. I felt such
a grievance towards him because he didn’t support me. […] I somehow held out through parties, although I
stood next to smokers. I was a little afraid of parties, but I made it through New Year’s Eve (Participant 18)

Physicians may also play a certain role in the environmental impact on smokers. This study established
that physicians may have both positive and negative in�uences on one’s smoking status. The positive
in�uence presented by physicians, and their ability to present the negative effects of smoking, was
connected, along with other factors, with the possibility of motivating the smoker.
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A physician can help by discussing the harmful effects of smoking. One physician got to me. He really
scared me (Participant 11).

On the other hand, physicians could also have a negative in�uence, especially when they did not adopt an
individual approach to the smoker, instead treating all smokers the same way.

Obviously, the physician repeats the same thing during all visits. I realized that this was a rote-learned
statement about healthy lifestyle, etc. […] I knew this was not individual; that the message was the same
for every person (Participant 1).

Some participants indicated that the decision to stop smoking is individual and mainly concerns the
smoker. Other people in smokers’ environments may try to in�uence their decisions, but they are
ultimately accountable for their actions and make the �nal decisions.

To be honest, nobody can help besides myself. This may sound self-centered, but I know this is so. I was
once in a relationship with a girl who tried to convince me that I should not smoke, and nothing
happened, I am still addicted (Participant 1).

4. Discussion
This study reveals the causes, underlying scenarios, and the role of personal environments regarding
failure to maintain abstinence after smoking cessation. The major �nding of this study is that the most
important causes of a relapse are insu�cient willpower and self-discipline and exposure to stress.
Moreover, one’s smoking environment also plays a large role, as it is usually in the company of other
smokers, while experiencing positive or negative emotions, that one relapses to smoking.

Insu�cient willpower was the most commonly given reason for failure, although the participants also
mentioned several other contributing factors. The former smokers needed strong willpower to overcome
the initial withdrawal symptoms. After quitting smoking, former smokers experience anxiety, irritability,
and a depressed mood at levels that are comparable to those experienced by psychiatric patients [42,43].
The former smokers realize that smoking a cigarette might relieve these unpleasant experiences; thus,
some immediately succumb to this temptation and relapse to smoking. Of those who manage to
overcome such unpleasant symptoms, some adopt an independent approach, using willpower (the so-
called “cold turkey” method). Meanwhile, others use pharmacotherapy to reduce the severity of the
symptoms; although such medications have various mechanisms of action, their end result comprises a
reduction in physical withdrawal symptoms and a lack of reinforcing effects if one happens to smoke a
cigarette during abstinence [11]. Thus, using medication increases the chances of maintaining
abstinence by several times [44,45]. Through lessening withdrawal symptoms, pharmacotherapy makes it
easier for former smokers to concentrate on making changes to their psychological and social behaviors.
Unfortunately, however, pharmacotherapy is used too rarely in the process of smoking cessation [30,46].
Many smokers are not aware of or underestimate the e�ciency of pharmacotherapy in relation to
smoking cessation [47]. In general, the participants in the present study used only the cold turkey method
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and did not seek professional help; they also sporadically used nicotine replacement therapy; this
approach has also been reported in earlier studies conducted in eight European countries [30]. Later, when
the withdrawal symptoms abate, to combat cravings it remains necessary to exercise willpower in certain
situations, mostly those in which the person would usually have smoked. Our results pertaining to the
essential role of strong willpower in this regard are consistent with those of Shaheen et al., who examined
young smokers in Pakistan, a low-income country [48].

Spending time in a smoking environment has a negative impact on former smokers as, in such
environments, there is a lack of social support to abstain from smoking, high tolerance for smoking, and
exposure to smoking cues [49–51]. The participants mentioned that they would not have recommenced
smoking had they not spent time with smokers. Smoking cues that appear in situations in which former
smokers would have previously smoked (which causes the cues to function as triggers) seem to have key
meaning [20,52]. It is the response to these cues that ultimately causes one to smoke. Our respondents
described experiencing such situations when they spent time among smokers. People with lower
education levels and who have lower socio-economic status are more likely to smoke, meaning former
smokers from these social groups are more frequently exposed to smoking cues. Previous studies have
highlighted the signi�cant in�uence of the smoking environment on the occurrence of relapses to
smoking, particularly among former smokers with lower education levels and lower income [27,29,53].

The participants frequently emphasized that the attitude of their close social circle to smoking abstinence
was a signi�cant factor. Unfortunately, they had negative experiences in this regard, as having a spouse
who smoked had a similar in�uence as spending time with other smokers – they were a source of stimuli
to smoke. Lack of support from close social circles was listed as a reason for relapse; it also played a
large role in the scenarios underlying such relapses. Similarly, several previous studies have also found
that the smoking status of a former smoker’s cohabitants has a large in�uence on the success of the
quitting attempt, as living with a smoker decreases the chance of successful smoking cessation [25,26].

On the other hand, support from non-smoking life partners and family members has been found to play a
large positive role in successfully quitting smoking [54–56]. Further, living with a non-smoker or someone
who has quit smoking in the past has a particularly bene�cial impact [15,57].

Among our participants, a recurring problem mentioned in connection with relapsing to smoking was
weight gain, which was perceived—especially by women—as a deterioration of their physical appearance.
These observations are consistent with the results of studies by Memon et al., who showed that post-
cessation weight gain promotes relapse. Moreover, these researchers showed that fear of unavoidable
weight gain is also a barrier to attempting to cease smoking [58]. Thus, this appears to be a subject worth
mentioning when preparing a smoker for smoking cessation. When there is a risk of such weight gain, an
appropriate intervention should be provided, as gaining weight after smoking cessation means not only a
change in one’s physical appearance, but also a higher risk of diabetes and hypertension [59].

In all interviews, the relapse scenarios mentioned involved contact with smoking environments. Social
meetings were particularly frequently discussed. Prior to smoking cessation, the participants would
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frequently smoke during informal meetings; consequently, during the cessation attempt such meetings
induced a sudden impulse to smoke. If the person did not have su�ciently strong willpower (which was
occasionally weakened by alcohol consumption in such situations), relapse would occur. The connection
between alcohol consumption and tobacco smoking has been known for a long time [60,61]. Speci�cally,
drinking alcohol is connected with increased nicotine dependence, less frequent undertaking of smoking-
cessation attempts, and a larger probability of relapse during smoking-cessation attempts [60,62,63].
When seeking to help smokers quit, it is worth keeping in mind that, in order to decrease the risk of a
relapse, they should be advised to limit their alcohol consumption or to become temporarily entirely
abstinent. Unfortunately, even after many years of abstinence a social meeting connected with alcohol
consumption can constitute a relapse scenario [60].

Another �nding was that stress plays a large role in unsuccessful smoking-cessation attempts. In our
study, the participants frequently cited work-related stress as a trigger, which is consistent with reports
from other studies [64,65] When stress is accompanied by a lowered mood, the risk of relapse increases
[21,66]. For example, Cooper et al. demonstrated that the occurrence of depression in participants is
connected with more frequent undertaking of smoking-cessation attempts; unfortunately, it is also a
predictor of more frequent relapses [67]. Further, Zvolensky et al. also con�rmed that affective factors
play an important role in quitting attempts [22].

For former smokers, exposure to stress causes an urge to smoke in order to alleviate the associated
unpleasant sensations, as this had been an effective strategy prior to smoking cessation. A frequent
scenario underlying smoking relapse, contact with other smokers, is also associated with stress, as the
urge to relapse was especially strong when the participants experienced stress while in the company of
other smokers. Thus, stress at work and during critical situations can lead to a relapse, particularly when
cigarettes are easily available. Interventions for improving one’s mood, especially among people with
lowered mood, could be useful for preventing such a scenario [68].

Although a substantial majority of the participants did not use regular medical assistance in their
smoking-cessation attempts, some discussed the role of physicians in smoking cessation. According to
our participants, a physician can play a positive role, especially when they present to the smoker the
consequences of tobacco smoking. However, to maximize the helpfulness of this advice, they should do
so in an engaging manner, adapted for the given smoker. Wang et al. made similar observations in their
studies; the respondents reported that health-care professionals who demonstrate sensitivity and true
interest in helping the smoker represent notable sources of support when one is attempting to quit
smoking [69]. Other studies have also highlighted the roles physicians and nurses can play in helping
patients quit smoking [70–72]. This indicates that health-care professionals should seek to engage
themselves in helping smokers quit, and should do so in a non-judgmental fashion, instead offering
advice and support. This is particularly important when considering the effectiveness of anti-nicotine
interventions and pharmacotherapy, which signi�cantly increase the chance of successful smoking
cessation [73–75]. In Poland, smokers can obtain anti-nicotine advice from general practitioners, but they
have no access to smoking-cessation clinics, as no such institutions exist in many parts of the country
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[35]. Unfortunately, among European countries, smokers in Poland are least likely to use health
professionals’ advice to quit; this especially contrasts with the situation in countries in which the
smoking-reduction process began several decades ago [30]. Pharmacotherapy involving nicotine
replacement therapy, bupropion, cytisine, and varenicline are available, but they are not covered by health
insurance, unlike in some developed countries [30]. In practice, this means that the majority of smokers
attempt unassisted cessation: the cold turkey method and reduction in cigarette use before quitting
completely [76].

Limitations
Although our study provides a new perspective on the smoking-cessation process in a country
undergoing social changes, it has certain limitations. First, the present study is qualitative and the
obtained results cannot be generalized to the entire smoking population. Second, despite having
conducted interviews until data saturation was achieved, it is still possible that we did not establish all of
the reasons for smoking-cessation failure. However, taking into account that, despite interviewing a
narrow group of smokers who had unsuccessfully attempted to quit smoking, saturation was achieved
after three-quarters of all interviews were conducted, the in�uence of these limitations should be limited.
As we recruited participants from primary care settings, there may be a risk of selection bias, with more
people with symptoms of smoking-related diseases among our participants than there are among the
general population. However, this limitation does not seem to be signi�cant in terms of the goals of this
study.

Moreover, recall bias, resulting from misremembering facts or varying level of memory detail, is possible.
However, it would appear that information such as the reasons for failure to quit smoking and the course
of this process are usually well remembered by the smokers. Nevertheless, it would be possible to
decrease the risk of this bias by collecting the opinions of the life partners of our smoking participants,
which would enrich the results obtained.

Conclusions
This study revealed reasons smokers fail to quit smoking and scenarios that lead to a relapse. The
causes of smoking-cessation failure are complex. However, insu�cient willpower and self-discipline and
exposure to stress predominate. This indicates that it is necessary to continually work with individuals
who have quit smoking, providing support and helping them maintain self-discipline and abstinence.

Our study showcased the large role played by the social environment of the person who quits smoking.
This pertains to the family as well as the work environment, and both should support tobacco abstinence.
For smokers who have made repeated unsuccessful attempts to quit smoking, it may be necessary to
make positive changes to both the smokers and their environments.
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In the case of people who have repeatedly relapsed to smoking, it might be useful to identify the
particular scenario(s) in which relapse continually occurs and to develop a plan to help them avoid such
a course of events. Based on the results of our study, it can also be surmised that providing high levels of
access to cessation services and performing analysis of earlier failures could help smokers.
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Figure 1

A scenario that induces a smoking relapse

Supplementary Files

This is a list of supplementary �les associated with this preprint. Click to download.

ISSMCOREQChecklist.pdf

https://assets.researchsquare.com/files/rs-42358/v1/ISSMCOREQChecklist.pdf

