






















































































3. bsmokers  attitudes towards their habit appear to
reflect an internal need to reduce the digsonance between
what they know {(the risks of their habit) and what they do

{continue to smoke).

4, Smokers employ a variety of different strategies

on order to reduce this dissonance.

5. Smokers can be classified 1into two Erours
"dissonant”  smokers and "consonant” smokers. Dissonant
smokers can be characterised by their wish to give up
smoking despite continuing to sgmoke, their increased
yerception of +the seriousness of the health risks of
smoking, and anhihcreased level of dissonance regarding
their smoking behaviour. Consonant asmokers state that
they do nobt wish to give up smoking, they have lower
levels of fear regarding the health consequences of
smoking, and also exhibit a lower level of dissonance

regarding their smoking behaviocur than dissonant smokers.

8. Dissonant smokers have been shown in a few studies
o be more likely to rate themselves as addicted to
smoking than consconant smokers. It has been suggested that
dissonant smokers have an Tarmoury’ of dissonance

reducing excuses for their continued smoking.
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The first four findings of the general  smoking
behaviour and attitude research are of interest to
research considering how attitudes change when smokers do
manage  to give up. Bx~smokers hold a unique position in
smoking research as they are an example of the
comparatively small number of smokers who have actually
managed to give up. Az such their attitudes are very
important. The differences to be found between current
smokers and ex-smokers attitudes could prove important in
helping smokers to give up, by pin-pointing Jjust how ex-

smokers change their attitudes when they change their

hehaviour. Bome questions of interest here relate Lo the
ex-smokers’ attitudes to the pogsitive and negative

outcomes of smoking. Do ex—smokers place less emphasis on
the pozsitive outecomes of smoking than smokers? And  do

they also place more emphasis on the negative outcomes of

smoking than smokers? Are both these attitude changes
present together in ex-smokers? If dissonance theory is

successful in explaining smoking behaviour, then the
expected finding should reflect +the resolution of
dissonance experienced by the ex-smoker on giving up. The
cx-smokers smoking behaviour should no longer be dissonant
from his knowledge and if dissonance theory can explain
his behaviour it should follow that the ex-smoker no

longer has any need of dissonance reducing strategies.
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THE FIRST AIM:- THE DIFFERENCES BETWEEN THE ATTITUDES OF

SMOKERS, HNON-SMOKL

ES_AND EX-SMOKERS.

The first aim of this study is to investiga
yrediction by comparinghhow the attitudes of smokers, ex-
smokers and non-smokers differ with regard to the positive
and negative outcomes of smoking outlined by Loken (1982).
Of particular interest iz to investigate whether the ex-
smokers attitudes can be predicted from dissonance theory,
that is q? the ex-smokers views differ from the smokers
views?, and do the ex-smokers hold similar view +to the
non-smokersy, with regard to the positive and negative

outecomes of smoking.

The fifth and sixth findings outlined in the summary
of the general regsearch findings detailed earlier werc
concerned with dissonant and consonant smokers. This
digtinction is useful to research trying to gain some
understanding of why of the many smokers who say they want
to  give up (dissonant smokers) so many have failed to do
S0. Much of +the research literature concerned with
smoking cessation methods has concluded that_the attitudes

of the smoker are very important in the process of

successfully giving up. In particular in the preparatlon
stage of a smoking cessation plan, much emphasis 1S
placed on “increasing the smokers motivation to quit by
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pointing out the risks of continued <smoking and +the
benefits of quitting, and by building confidence that he
or she can be successful.” (Sumoking Cessation Methods
18987, »pp. 132). Emphaszis is usually heavily placed on
the enhancement of self-attributions, and in the belief
Lhat the smoker has control over his/her habit.
Interestingly the research findings indicate that many
smokers state that they do wish to stop smoking, that is
they show a verbal wmotivation to do so, however moving any
further towards their goal appears to represent a first
stumbling block. The attitudes of these smokers beyond
their reported wish to stop smoking, should therefore give

some insight into their failure to give up.

THE SECOND AIM :— THE STRATEGIES USED BY DISSONANT AND

CONGONANT SMOKERS

The attitudes of interest in the second aim of this
study are those concerned with the stratedies the
dissonant smokers employ to account for their continued
smoking, and to reduce their dissonance. The specific
strategies of interest are those concerned with the self
labelling of addiction noted by Eiser and his colleagues
snd  the attitudes towards the positive and negative
outcomes of smoking detailed by Loken. The specific aims

are +to investigate whether dissonant smokers more likely
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to use the excuse of addiction +to +their habit than
consonant smokers? Also do dissonant smokers place more
emphasis on  the positive outcomes of smoking, and less
emphazsis on the negative outcomes than consonant smokers.
Of further interest is to investigate whether “dissonant”
and "consonant” gmokers differ with respect to  their

percepbions of the health risks of their habit.
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METHOD

meventy five adult wvolunteers took part in this
study. The subjects formed three groups; current smokers,
ex—-smokers, and non-smokers. The characteristics of the
current smokers and ex-smokers related to their smoking
behaviour can be found in Table A of appendix I. The non-
smokers were adults who stated that they never smoke. The

three groups were matched on the basis of the following

characteristics: -~ Lex, age, marital status, and
profession. {Table B. in appendix 1 details the
characteristics of each group in relabtion +to these

variables. )

The subjects were recruitsed from the sgstudents of
Strathelyde University and from members of +the general
public in and around Glasgow. The experimenter approached
cach of the subjects and afteriﬁriefly detailing what the
study involved asked them if they would bhe willing to take
part. The questionnaire took on average fifteen minutes
to complete, and all subjects complebed the questionnaire
at the initial time of being approached. Prior to
completing the questionnaire the experimenter explained to

the subjects how to use the rating scales . The subjects
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completed the questionnaire on their own, however +the
experimenter was available to answer any questions they

had.

o)

MEASURES

Respondents were asked to indicate their age, sex,
marital status, and profession, in order to match the
subject groups. The subjects’ smoking status, and sonme
further details of thelr smoking habits were obtained,
(see Table A, in  appendix I).

The main part of the questionnaire, which all

subiects answered included measures of siwteen behavioural

belicls aboul smoking, and sixteen outcome evaluations of
smoking, baoth talen from Loken’s (1882) questionmaire.

The behavioural belief measures gave an indication of how
likely the subject felt sach statement was to be related
Lo  smoking, (eg. How likely do you think smoking is to
keep vour welght down, or to be offensive to others?).
The outcome evaluation measures gave an indication of the
favourability of sach statement as seen by the subjects,
{that iz, the subjects were answering the general question
"How favourable an outcome of smoking do you consider each
statement +to be?). The same eight pogitive and eight
negative outcomes related to smoking were rated for bhoth

of these measures, (see appendix II for a copy of the
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questionnaire).

The rating scale for all thirty two measures was a
seven point bipolar scale, ranging from +3 to -3. The
sixteen behavioural beliefs were measured on a likely-
unlikely secale. The sixbeen outecoms evaluations were
measured on a positive-negative {(favourability) =scale.

The group of current smokers within the study also
completed Eizer’s (1982) questionnaire entitled "How do
you Tfeel about stopping smoking. " This questionnaire
;ggééined twenty statements tokbé rated in terms of four
categories:~ "not at all how I feel”, "a little like I
feel”, "gquite like I feel”, and "a lot like I feel".

Finally, the group of current smokers where asked to
indicate how much they would like to give up smoking on a
three choice question +taken from Eiger et al (1977},

ranging from not at all” to "very much". This measure
allowed the smokers to be classified in terms of the
dissonant and consonant groupings discussed in the
introduction.

A1l of the subjects were thanked for taking part in

the study and their questionnaires were collected and

secored.



SCORING

The questionnaire allowed the subjects to be

classified into three groups:- smokers, ex-smokers, and
non-smokers. These groups were then matched in terms of

the wvariables mentioned earlier and detailed in Table A of
Lthe appendix.

The behavioural beliefs for all subjects were scored
firstly for the degree of the agreement with the general
rositive outcomes and alsoc for the general negative
outcomes. The subjects scores for the individual positive
and negative outcomes were added together to give the
general positive and negative scores. The subjechs scores
for each individual positive and negative outcome were
also noted,

In a similar way the outcome evaluations were sgcored
for the overall favourability of the general positive and
negative outcomes, ag well as for the sixteen individual
putcomes.

The responses of the smokers to the questionnaire
related +to how they feel about stopping smoking, were
coded from O to 3 for each question. Factor analysis of
these scores revealed one factor related to addiction (as
Figer also had found), and Lhe subjects were given a scors
in terms of the variables of importance to thig factor -
an  addiction scors. A second factor related to the

perception  of health risks related to smoking was found,
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and subjects were similarly given score for this factor

s

aon the bhasis of thelr responses to the statements of

o

importance: - health-risk zcore. (These two factors will
be considered in more detall within the results sgection
and can be found within appendix I1.}.

Finally the smokers answers to the multiple choice
3 P

aguestion oconcerning their wish to give up smoking were

coded.
SUMMARY OF VARIABLES
a. Behavioural Beliefs of all three groups
{smokers, non—-smokers, and ex-smokers): general and

individual, positive and negative.

b. Cutcome Evaluations of all three groups
{smokers, non-smokers, and ex-smokers): general  and
individual, positive and negative.

c. lBehaVioural Beliefs of the two groups of
“smokerg (digsonant, and consonant;).

d. Outcome Evaluations of the two groups of
smokers {(dissonant and consonant).

Addiction scores for the +two groups of

B

smokers.
f. Health Risk s=scores for the two groups of

asmokers.
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A1l of the measures were coded in numerical form
and entered into the Data Entry programme of the SPSSpce
micerocomputer package, to allow statistical analysis of

the results.
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RESULTS

The analysis of the results can be categorised into
two maln sectionz; I. analyvsis of the differences in

attitudes between smokers, non-smokers, and ex—-smokers,

and, IT. analysis of the differences in attitudes among

smokers.

1. ANALYSIS OF THE DIFFERENCES IN THE _ATTITUDES

O SMOKERS, NON-SMOKERS. AND EX-SMOKERS.

The analvsis of the attitudes of the three groups
(smokers, non-smokers, and ex-smokers), consists of two
components : (1) analysis of the subjects responses to the -
gixteen behavioural beliefs, and (2} analysis of the

subjects responses to the sixteen outcome evaluations.

(1Y Differences between the smokers, non-smokers, and ex-

smokers in terms of their behavioural bheliefs,

The analysis of the differences in behavioural
beliefs took two forms, a) analysis of the general
positive and negative beliefs scores, and b) analysis of

the individual positive and negdative scores.
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a) Analyvsis of the general behaviocural beliefs of the

three groups.

TABLE 1. Mean scores, Analysis of Variance, and
Newman Keuls Tests, for the general positive and negative
behavioural beliefs of the groups of smokers, non-smokers,

and ex-smokers.

BEHAVIOURAL {CURRENT |  NON- H BX- H F !
BELIEFS 'SMOKERS | SMOKERS | SMOKERS | '
__________________________________________________________________ :
MIEAN b9.19 ! —-4,93 V' 3.6% b 23.48%% |
POSITIVER : a, b | A, ol h,e | :
i
_____________________________________________________________________ !
MEAM {16,588 L 20.74 V190 78 | 7.36%% |
NEGATIVE ‘ a,b | a | b | '
Notes. 13y Values in the same row that share common
subscripbs differ significantly (p< 0.05}.
2Y ¥k = mignificant at p<0.001.
Tables 1. conbains  the general mean scores and

analysis of wvariance of each group for the positive and
negative outcomes of smoking. The Newman Keuls tests
revealed +that the three groups differed significantly in
their beliefs +towards the positive outcomes of smoking.
Current smokers were more likely to believe that smoking
led to positive outcomes than both non-smokers and ex-—
sSmMokers. Lx—-smokers were.also found to be more likely to

believe the positive outecomes than the non-smokers.
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In terms of the three groups believes towards the
negative outcomes of smoking, the current smokers’ beliefs
differed significantly from the other two groups. The
current smokers were significantly less likely to believe
the negative oubcomes of smoking than both the non-smokers
and the ex-smokers. There was no difference between the
beliefs of the ex-smokers and the non-smokers regarding

the negative oubcomes of smoking.

by Analvsis of the individual behavioural beliefs of

the three groups of subjects.

Table 2. {(over page) containg the individual mean
belief scores and analysis of variance of the three groups
for each positive and negative outcome of smoking. The
Newman Keuls Tests revealed that the current smokers were
significantly more likely to believe six of the positive
outcomes than the non—-smokers, (related to, keeping weight
down, reducing tension, helping to interact, tasting
prleasant, helping relaxation, and helping concentration}.
The current smokers were also more likely than the ex-
smokers to believe four of the positive outcomes, (related
to helping to interact, tasting pleasant, helping
relaxation, and helping concentration). The ex-smokers’
beliefs regarding the positive outcomes were found to
differ from the non-smokers on six of the eight outcomes,

(relating to keeping weight down, reducing tension,
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TARLE 2. Mean scores, Analysis of Varilance, and Newman
Keuls tests for the individual positive and negative
behaviocural beliefs of the smokers, non-smokers, and ex-
amokers.

BEHAﬂIOURAL y CORRENT | NOM~- | EX- F |
L SUONERS SUORERS {SMOKSRS | |
-~ Keeps weight down EO.?O a }—O TOa,bEO 62 b ? 5.18% g
Beduces temsion  {1.96 a [0.63a,b {1.76 b | 6.10% |
“lHelps interactions|0.63a,b [-1.52a,0{-0.33b,c | 12.95% |
>Peer acocptance [-0.44  [-1.26 [-0.52 | 1.62 |
Vakes use of hands|1.37  0.63  [0.85 | 1.97 |
lastes pleasant  |1.56 a,bj-2.15a,01-0.33 b,c| 48.76% |
pids reloxation  |2.26 a,bi-0.30a,c}1.29 b,c | 25.37%¢ |
Aids comoentration |l 59 a,bi-1.54a c]0.33 byo | 16,80 |
"""""""""""""""""""""""
B Tt R Rl
Causes bad bresth 1187 & 1280 1200 ihr
Harmful to health gz 50 a,b§2.92 a §2 95 b ? 8. 34%% §
s emesive | lzso lner iie tzos
Causes cancer  [2.44 a,bi2.85 a [3.00 b | 5.27% |
crtensiee PRI P P T
Breathing problemsiz.37 {245  [2.86 | 2.35 |
e T I L L
v sone FEETEs P PR R
_______________________ b e e
Notes 1. Values in +the same row +that share common

subgcripts differ significantly (p<0.05).

[al]

¥ = gsignificant at p<0.05; %% = p<0.001.

42



aids interactions, tastes pleasant, aids relaxation, and
aids concentration).

Regarding the three groups beliefs concerning the
negative outcomes of smoking, the Newman Keuls Tests
revealed that the swmokers were less likely to believe five
of the eight oubcomes than the non-smokers, {related *to
bhad breath, health risks, increased risk of cancer,
offence to others, and bad odour). The smokers were also
found +to be less likely to believe four of +the eight
negative oubcomes than the ex-smokers, { relating to the
health risks, the increased risk of cancer, the offence to
others, and the bad odour). The non-smokers and the ex-—
smokers beliefs regarding the negative outcomes of smoking

did not differ significantly.

{23, Differences between the smokers, non-smokers, and

sx—smokers outcome evaluations of smoking behaviour,

The analysis of the differences in outcome
evaluations bhetween the three groups took two forms; a)

analysis of the general positive and negative evaluation

o)
Seass

scores, and 1 analvzis of the individual positive and

negative scores.
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al, Analyvais of the general outbtecome evaluations of

the three groups.

TABLE 3. HMean scores, Analysis of Varlance, and
NMewman Keuls tests of the general positive and negative
outecome evaluabions of the groups of smokers, non-smokers,
and ex-smokers.

OUTCOME PCURREMT L NON- ! EX— ' H
EVALUATIONS 'SMOKERS | SMOKERS | SMORERS ! F '
__________________________ e e o i o o e S ot o o A A e e i —t c m m m :
MEAN '11.98 13.04 15,38 ' :
POSITIVE i a,b | a H b Vo 10,39k
___________________________________________________________________ :
MEAN '-16.81 1-20. 30 1~-168.19 ; '
HEGATIVE ! H H v 2.00 H
Notes. 1. Values in +the same row that share common
subscripts differ significantly (p<0.058).
2. ¥ = gignificant at p<0.001.
Table 3 containse the mean scores and analysis  of

variance of the evaluatbions three subject groups for the

positive and negative outcomes of smoking. The Newman

4

Keuls +tests revealed that the current smokers saw the
rositive oubcomes as more favourable than both the non-
smokers and  the ex-smokers. There was no difference

hetween the non-smokers and ex-smokers evaluations of the

pogitive outcomes of smoking. Regarding the negative
outcomes, all three groups were similar in their
evaluations.
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b). Analysis of the individual outcome evaluations of the

three groups

Table 4. over page, contains the individual mean
evaluation scores and analysis of variance of the three
groups for the positive and negative outcomes of smoking.

With regard +o the positive outcomes, the Newman
Keuls tests revealed that current smokers evaluated six of
the eight oubcomes more favourably than the non-smokers,
(relating +to, keeping weight down, reducing +tension,
giving you something to do with your hands, tasting
pleasant, aiding relaxation, and aiding concentration).
The smokers evaluations were also found to differ from the
ex-smokers in Lerms of five of the eight positive outcomes
(relating to all of those above except keeping your weight
down ). In all cases the smokers evaluations were more
favourable than the ex—-smokers evaluations. No
differences were found between the evaluations of the non-
smokers and the ex-smokers.

With regard to the negative outcomes, although the
general negative outcome evaluations of the three groups
did not differ, the groups’ evaluations were found to
differ on three of the eight individual outcomes. Smokers
were found to evaluate the negative outcomes concerning
smoking leading to increased dependency , leaving a bad

cdour on clothes, and being offensive to others less



TABLE 4. Mean scores, Analysis of Variance, and Newman

Keuls +tests for the individual positive and negative

ocutcome evaluations of the smokers, non-smokers, and ex-
smokers.

OUTCOME  {CURRENT | NoN- {  EX- [ F :
CVALATION __[SWOKERS |SwOxEms {owoksRs | |
Keeps weight down §1.41 a iO 150a §1.14 ; 4.74% 2
Reduces tension 2.1 a,bi0.78a  [1.24 b | 6.98% |
Helps interactions{1.00  {0.33 1019 | 2.85 |
>Peer accoptence [1.00  10.26 1018 | 2.61 |
Makes use of hands[0.89 a,bi0.11 a [-0.19 b | 7.05% |
tastes pleasant  [1.56 a,b10.075a [0.57 b | 7.346%k |
pids relaxation 1207 a,b10.740a [1.14 b | B.887KK |
pids concentration!1.92 a,b0.67 a {1.14 b | 6.10% |
““““““““““““““““ I N A
________________________ b e e Y e e
Causes bad breath §'2.28 §—2.67 §—2.62 g 2.92 g
laruful to health [-2.48 |-2.76 [-3.00 | 2.27 |
Is expensive -1.89  i-1.63 i-1.65 | 1.49 |
Causes cancer  |-2.52 |-2.56 {-2.95 | 1.15 |
Offensive ~1.07a,b{-2.33 a {-2.76 b | 7.92%¢ |
Breathing problems|-2,56 |-2.74 |-2.90 | 2.42 |
> Dependency ~1.74a,b{-2.74 5 {-2.38 b | B.10%x |
Bad odour ~1.70a,b}-2.48 a }-2.38 b | 9.33kx |
********************* il R e Rttt
Notes 1. WValues in the same row that share common

subscripts differ significantly (p<0.05).

2. * = gignificant at p<0.05; *k = p<0.001.
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negatively than both the non-smokers and the ex-smokers.
No differences were found between the evaluationz of the
non-smokers and the ex-smokers regarding the negative

outeomes of smoking.

11 ANALYSIS OF THE DIFFERENCES IN ATTITUDES AMONG

The analysis of the attitudes of the current smokers

alone in terms of the ‘“dissonant” and "congsonant”
fgroupings consisted of a number of components. Firstly

the smokers were grouped in berms of their stated wish to
give up smoking. Interestingly very few of the smokers
(n=2) indicated that they did not want want to give up
itheir habit, meaning that the "dissonant" and “consonant”
grouplngs ocould not be applied. However, in order to
continue the analysis of the attitudes of interest, the
smokers were grouped in terms of the follow two
categories;

Group A.(n=13}. "Very Dissonant Sumokers”.

The smokers in this group indicated that they would like
Lo give up smoking "very much”.

Group B.(n=14)." Not Very Dissonant Smokers”

The smokers in this group indicated that they did not want

Lo give up (n=2), or only wanted to give up smoking

somewhat (n=12).
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The analysis of the differences between the attitudes
of these two groups consisted of four components; a)
analyvsis of the groups’® views of the health risks of
smoking, b} analysis  of the groups® views of their

habit as an addiction, c) analysis of the groups’ beliefs

regarding the positive and negative outcomes of smoking,

and finally d)} analysis of the groups’ evaluations of the

prositive and negative outcomes of smoking.

a)  Bmokers Perceptions of the Health Risks of their Habit

The smokers perceptions of the health risks of their

habit were obtained from their answers to the "How do you

feel about stopping smoking questionnaire {see
appendix). Factor analysis of this questionnaire revealed

one factor related to +the health risks of smoking. The

four statements of importance +to this factor were,
i}y "I think vou have to smoke a lot more than I do to put
your health at risk.” (negative loading).

i1y "If I pgave up smoking I°d expect to feel a lot
healthier. " (positive loading).

iiiy "I’m frightened about what smoking may be doing to
me. " {(positive loading).

iv) "I know that some people die because they smoke, but

+

I think most smokers stay Jjust as healthy as non-smokers.’
(negative loading).

(See appendix II1 for a list of the factor loadings).
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Fach individual was given a health risk score based
onn  their responses to these four statements. The health
risk scores of the group of "very dissonant smokers” were
then compared with those of the group of "not very
dissonant smokers™. Table b5 below containg the mean

health risk scores and significance for the two groups of

smokers.
TABLE 5. "Very Dissonant Smokers” and "Not Very Dissonant
Smokers” Mean Health Risk Scores and Significance Test,

{(independent samples t-test).

i "VERY" 1 "NOT VERY " |

i DISSONANT | DISSONANT i t i

i SMOKERS™ i SMOKERS" i i
______________________________________________________________ :
MEAN X : | |
HEALTH ! 4.23 | 1.42 [ 3.864%% !
RIBK ; | : |
SCORE : : : |

Note, ¥k = gignificant at p<0.001.

The ‘“very dissonant smokers"” were found to show
significantly higher health risk scores than the "not very
dissonant smokers", indicating that they exhibit a higher
level of fear of the health risks regarding their smoking

habit.
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b)Y Smokers’ Perceptions of their Hablt as an Addiction.

In a sgimilar analysis to that of the health risks,
the smokers perceptions of their habit as an addiction
were obtained from their answers to the "How do you feel
about sborping smoking" questionnaire. Factor analysis of

+the responses to this guestionnaire revealed one factor
related to addiction. The zix statements of importance to
this factor were;

i) I really want to stop smoking but I need =zomeone to

tell me how to do it"” (positive loading).

11} "T think if my smoking as a sickness that has to be
cured”. (positive loading).

iii) "I’'m not going to be able to give up smoking unless
somechne helps me”. (positive loading).

iv) "I don’t think I could give up smoking if it proved

too difficult or distressing. (positive loading).
V) "What T feel I really need is a pill or some sort of
medicine that will stop me wanting to smoke”. (positive

loading),

vi}) " I find that smoking helps me to cope when I’ve got
rroblems”. (positive loading).

(Bee appendix I for a list of the factor loadings).

[t
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Bach individual smoker was given an addiction score
based on their responses to these six statements. The
addiction scores of the "very dissonant smokers" were then
compared with those of the "not very dissonant smokers"™.
Table 6 below contains the mean addiction scores and the

significance for the comparison between the two groups.
TABRLE 8. "Very dissonant smokers” and "Not very dissonant
smokers” mean addiction scores and significance test,

{independent samples t-test}.

! “VERY" ' “NOT VERY | !

| DISSONANT ! DISSONANT ! t :

{  SMOKERS" ! SMOKERS" ! |
__________________________________________________________ .
MEAL : ] ! :
ADDICTION ! 16.85 ' 9.64 Loo4.81%k !
SCORE ! ! ! :

i i i ;

Note. % = gignificant at p<0.001.

The "very dissonant smokers” were found to rate their

smoking habit higher on the addiction factor than the "not
very disgsonant smokers”, indicating that they were were
more likely to see themselves as addicted to their smoking

habit.



o) pmokers Beliefs Concerning the Pogitive and negative

The  roesponses  of the smokers to the gight positive
and eight negative outcomes of smoking were analysed in
Lterms of the two groupings of "very dissonant smokers" and

not very dissonant smokers”. Table 7 contains the mean

belief scores and significance tests of both groups.

TABLE 7. Mean Belief Scores (general positive and general

negative}) and Significance Tests (independent samples t-

test)  for the groups of "very dissonant smokers” and "not
very dissonant smokers”
BRHAVIOURAL H "VERY : "NOT VERY ! !
BELIEF ! DISSOHANT ' DISSOMANT ! t H
! SMOKERS™ ' SMOKERS™ ! l
___________________________________________________________ :
MEAN ! ! ! :
POSITIVE ! 12.31 i 6.29 v 2.46% H
OUTCOMES ! ! ' H
1
_______________________________________________________________ !
MEAN ' : ! i
NEGATIVE ! 16.54 ' 16.57 1 —0.02 i
QUTCOMES ! H i i
_________________________________________________________ :
Note., % = significant at p<0.05.
The bheliefs of the "very dissonant smokers” were

found to differ from those of the "not wvery dissonant

smokers” with regard to the general positive outcomes of
smoking only. The “very dissonant smokers” were

gignificantly more likely to believe the positive outcomes

of smoking than the "not very dissonant smokers™.
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bumokers  FEvaluations of the positive and negative

outcomes of smoking.

The outcome evaluation responses of the smokers to
the eight positive and negative outcomes of smoking were
similarly analysed in ferms of the two groups of smokers.
Table 8 conbtains the mean evaluation scores and

significance tests for both groups.

TABLE 8. Mean Qutcome Ivaluation Scores (general
rogitive and general negative) and significance tests
(independent samples t-test) for the groups of ‘'very

diggonant smokers” and "not very dissonant smokers'

OUTCOME | "VERY i "NOT VERY | :
NVALUATION | DISSONANT | DISSONANT !  t :
| SMOKERS" | SMOKERS" : :

i

U e S ,
MEAN : ; : i
POSTTIVE L 12.54 P 11.43 | 0.39 :
OUTCOMES | : : :
i

________________________________________________________________ '
MEAN : i ! :
NEGATIVE C —15.77 L -17.79 i 0.92 !
OUTCOMES ! ! ! !

No significant differences were found between the
evaluation of the two groups of smokers, regarding both

the positive and the negative outcomes of smoking.



DISCUSSION

1. The differences between the attitudes of smokers, non-

smokers and ex-—smokers.

The current smokers, non-smokers, and ex—-smokers were
found to differ with respect to their belief structures.
Non-smokers were least likely to believe that smoking
could lead to favourable outcomes, and more likely than

the current smokers to believe that smoking could lead to

unfavourable oubcomes. Furthermore non—-smokers were less
favourable in their evaluationsg of the positive
consequences  than the current smokers. The ex-smokers

were between the current smokers and the non-smokers with
respect to the strength of their beliefs about the
positive ocutcomes of smoking, but tended to concur with
the non-smokers in  their beliefs about the negative
consequences of the habit. With regard to the outcome
evaluations, parbicularly the positive outcomes, the ex-
smokers evaluabions were lezs positive than the current
smokers evaluations. They did not, however, differ from
ithe non-smokers with regard to the positive evaluations.
Finally, the current smokers, as indicted above, were

found to be more likely to believe the positive outcomes

o

nd less likely to believe the negative outcomes than both

of the other +two groups. With regard to the outcome



cvaluations, +the current smokers were more likely to
rositively wvalue the positive outcomes than both the non-
smokers and the ex-smokers. All three groups were similar
in their evaluations of the negative outcomes of smoking.
In terms of dissonance theory these findings are
generally supportive. The current smokers were found to
show a higher appreciation of the benefits of their
smoking {both through their beliefs and their
evaluations), than the other two groups, which is in line
with the wview that such attitudes serve the purpose of
reducing - dissonance., The current smokers were also less
likely to beliseve the negative outcomes of their habit and
1

although their Eenera

evaluations of the negative
outeomes did not differ from thoze of the other two

groups, they were found to be less negative in thelr

evaluations of three of the eight individual outcomes. The
current smokers, then, appear to reduce dissonance in two
ways, by emphasising the benefits of their habit, while
rlaying down the hazards. Interestingly the current
smokers were less likely to believe two of the health
risks  of their habit, that it could increase theilr
chances of developing cancer, and that it 1is generally
harmful to their health, than the other two groups. This
finding is in contrast to much of the previous research
which has indicated that smokers do know of the health

risks they run, (for example, Horn (1963), and Spelman and
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Ley (19866)). However, a few more recent studies, for

example Marsh {(1985), and Riser (1982) have found that
smokers beliefs regarding the health risks of their habit
differ from those of non-smokers. This finding hints at

the suggestion that the attitudes of smokers today mnay
have changed from the attitudes of smokers in the 1960°g,
when the health scares of smoking were new and shocking.

Despite the fact that the smokers were more likely to
emphasise the benefits of their habit than the other two
Eroups, in general they rated the unfavourable outcomes
more negatively than they rated the favourable outcomes
positively. This indicates that in order to reduce
dissonance the zmokers need not have an overall positive
view of their habit. Of course, the smokers beliefs in
the positive wvalus of their habit may be much more
important to them than their beliefs as to the
unfavourable consequences it has. If this is so then one
would expect even small favourable consequences to
outweigh large unfavourahle ones.

The findings concerning the views of the current
smokers are generally supportive of a dissonance theory
interpretation of attitudes towards smoking. What of
thoze attitudes of the ex-smokers? If the attitudes of
the ex-smockers are in line with the dissonance view then
they should be similar to the views of the non-smokers,
that 1is it is predicted that the ex-smokers on giving up

smoking should no longer have need of disgonance reducing



strategies. Notably, one major assumption of this
rrediction is +that the groups of ex-smokers would have
held similar views +o those of the group of current
smokers before they gave up their habit, that is, that the
ex-smokers were nob somshow unique smokers. Previous
evidence is somewhat limited regarding this matter as few
longitudinal studies of smoking behaviour and attitudes
have been carried out. However as far as can be discerned
from the literature, ex-smokers do not appear to have been
somehow unique smokers. Generally the results are
supportive of the prediction made from dissonance theory,
The ex-smokers were found to hold similar believes to the
non-smokers redarding the negative outcomes of smoking.
Poth Eroups also evaluated the positive outcomes
similarly, and held similar negative beliefs regarding all
of the eight individual negative outcomes, in contrast to
the views of the current smokers. The ex-smoker then on
giving up thelr habit, appear to have little need of these
dissonance reducing strategies and change their attitudes
to reflect their resolved dissonance.

There was one finding conecerning the ex-smokers
beliefs, however which was not as expected. The ex-
smokers beliefs regarding the positive outcomes were found
to lie in bhetween the smoker and the non-smokers. The
fact that the ex-smokers were less likely than the current
smokers to believe the positive outcomes iz in line with

digsonance theory. However, why should the ex-smokers be
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more likely to believe the positive consequences than the
non-smokers 1f both groups are similar regarding their
need (or lack of need) to reduce dissonance. It is
difficult to explain this finding. It may simply
represent the ex-smokers awareness through experience that
smoking can lead to positive ocutcomes. Alternatively it
may be possible +that the non-swmokers are reducing
dissonance in themselves brought about by the fact that
they do not smoke by de-emphasising any benefits the habit
might have. However, the ex-smokers would seem Jjust as
likely to employ this strategy to resoclve any dissonance
between thelir giving up the habit and their views of the
favourable consequences it can have.

Degspite this one ‘unexplainable’ result, the findings
are generally supportive of a dissonance theory
explanation of attitudes towards smoking. Current smokers
were found +to reduce the dissonance regarding their
continued smoking and their knowledge that it can have
negative consequences by, most importantly emphasising the
rositive benefits they can reap from the weed, and also by
de-emphasising the unfavourable outcomes they are likely
to experience. Furthermore, the attitudes of the ex-
smokers were generally consistent with the view that they
should no longer require to reduce dissonance since their

behaviour is no longer dissonant from their attitudes.



I1I. The differences in attibudes amoungd smokers.

Smokers have been found to differ with regard to

their wish to give up the habit, ( that is very dissonant
and not very dis=szonant smokers). However it has become

increasingly more likely that +this 1s not the only
variable that smokers attitudes differ with regard to.
The +two groups of smokers in this study were found also
to differ with regard to their perceptions of the health
rigks of their habit. Thoze smokers who wanted to give up
smoking very much (the very dissonant smokers)} were more
likely to fear +the associated health risks than those
smokers who were less serious about giving up, {the not
very dissonant smokers), in line with an earlier finding
cf EREiser (1982). This suggests that the very dissonant
smokers will also experience a higher level of dissonance
between thelr attitudes regarding the health rigks and
their continued smoking than the not very dissonant
smokers. The findings of this study suggest that the
smokers who would like to give up their habit do tend to
employ more dissonance reducing strategies, which can be
seen as  a response towards the reduction of their high

level of dissonance.
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One such shrabegy iz to attribute their continued
smoking to the fact that they have become addicted to the
habit. The media first offered the cigarette smoker the
excuze of addiction, and surprisingly he accepted it. By
doing so the dissonant smoker was able to absolve himself
Trom having any control over his habit, and particularly
from taking any steps bowards giving it  up. If the
digsonant smoker can convince himself that he 1is an
addict, and he seems to be able to do so quite readily,
then he can reduce his dissonance. Characteristic of the
‘addicted  smoker’ in  this study was his wish to stop
smoking butbt his need for help, advice, and a magical pill
was stopping him from doing anything about this.

The use of the addiction attribution was not the only
method used by the dissonant smokers to reduce their
dissonance. The dissonant smokers were also found to
differ from the not very dissonant smokers with regard to
the strength of their belilefs as to the positive
consequences of smoking. The disgsonant smokers were found
to be significantly more likely to believe that smoking
could lead to positive consequences. This suggests that
the dissonant smokers employ more than one strategy in
order to reduce their dissonance, (that is claiming to be
addicted and emphasising the positive outcomes of their
habit). Thig is in line with Eiser’s suggestion that the
digssonant smokers have an armoury of excuses to account

for their continued smoking.
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The fact +that these differences were found between
the two groups of smokers despite the fact that they could
not be classified as dissonant and consonant ig
important. The lack of any evidence for the uge of a
strategy of de-emphasising the negative consequences of
the habit by the dissonant smokers may be due to the fact
that there was no congonant group in this study, that is
there were few smokers who stated that they did not want
to give up smoking at all. It may be that a comparison of
the dissonant smokers with such a consonant groups would
reveal a difference in their attitudes towards the
unfavourable outcomes of smoking. Also since it has
already been estahlished that the dissonant smokers show a
high 1level of fear of the health risks, one would not
expect a difference hers. However, this may not be the
case for the other unfavourable outcomes, which could be
inmportant in distinguishing the two groups.

In summary the results of the second part of this
study indicate that cognitive processes are important to
the process of giving up smoking. More specifically, the
attitudes of +those smokers who state that they want to
give up smoking, seem point to one reason why they have
not yet done so. These attitudes can be seen as a
response to reducing the dissonance that exists between
thelr wish to give up, their fears of the health risks of

their smoking, and thelr continuation with +the habit.



Dissonance theory was also found to be useful in the
interpretation of the difference between +the attitudes of
cmokers, non—-smokers, and ex-smokers. Suggesting that
smokers reduce the dissonance produced by their fears of
1the risks of the habit by cmphaszising  the positive
consequences of  their swmoking, and playing down the
negative consequences.

A general overall ecriticism of the present study is
the relatively small numbers of subjects within each
group, especially within the two groups of smokers. Also
with regard to the relevance of the results to the general
population, note wmust be taken of the fact that the

majority of subjiects were agded between 19 and 29 years and

that they were nobt evenly distributed across all
rrofessions. A more extensive and largder survey would
help to clarify the present findings. A second problem

concerns  the two groups of smokers, and as mentioned
carlier, the resulls could have been clearer 1if a
dissonant\consonant distinction could have been made.

There also exists an inherent difficulty when studying the

concept of cognitive dissonance, and this is that it
cannot be measured directly. Dissonance is an internal

s e
trait to the individual an as such any evidence of the
cxistence of dissonance must be gleamed from indirect
means, namely the attitudes and behaviour of the

individuals.



In view of these limitations the present study should

he treated as a pilot study on which to base future

research. Az such it has thrown up some inbteresting
findings to be followed up. For example, how do +the

attitudes of the digssonant and consonant smokers compare
with those of the non-smokers and ex-smokers? What further
strategies, if any, do dissonant sumokers employ to reduce
thelr dissonance? How best can dissonant smokers move
towards their goal of giving up, and what attitude changes
take place? This latter suggestion may be most easily
studied by means of a longitudinal design.

In conclusion the findings of this study support the
view that an individuals attitudes towards smoking are
important in understanding his/her smoking behaviour, and

suggest that dissonance theory offers a conprehensive

model to account for these attitudes.
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TABLE A. Smoking characteristics of the groups of current

smokers and ex-smokers.

No. of cigarstbes . CURRENT SMOKERS | EX-SMOKERS
(%) ! (%)

1}
!

t
currently, ptrv1ouf1v !
smoked, (p( r day) !

< 10 ! 25.92 ' 23.81
10 - 20 H v 37.03 ! 33.33 '
i
_______________________________________________________________ !
20 - 30 ! 22.22 H 19. 05 !
________________________________________________________________ :
30~ 40 ' 11.11 ! 23.81 !
________________________________________________________________ !
> 40 ! - 3.70 b~ 0.00 i
_____________________________________________________________ ;
No of years been ! ' i
a regular smoker? { { i
! ' i
e e e e | !
< 1 ! 0.00 ' |
I i
______________________________________________________ ! !
2 - 5 ! 25,92 : M/A |
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ | {
5 - 10 ! 33.33 ! :

e e e e e e e e e |

> 10 ! - 40.74 ! ;
_________________________________________________________ !
No. of vears since ! i 1
giving up smoking? i : :
S | e e e e e {
¢ i 3
< 1/2 ; ; 9.52 :
e e e e e e e e e e e e b e e e e e e e i
] | f
/2 - 1 It P 38.08 |
__________________________ l N/A e
1 -5 42 .86 '
- - i
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TABLE B. Characteristics of the three Groups.

! CURRENT NON / EX !
v SMOKERS | SMOKERS ! SMOKERS !
l i ; ’
o (%) 4 on (%) 1 n (%y 1
No. in group. L2797 27 p 21 i
Sex : Male 13 (48) ) 13 (48) | 11 (52) |
Female to14 (B2) | 14 (52) { 10 (48) |
Age 1 < 18 i O (0) | 1 (4) 0 () '
19 - 29 L1 (56) | 18 (87 t11 (52)
30 - 39 ! 5 (19} | 4 (15) | 4 (19
40 — 49 i 3 (11) 3 (11y 1 4 (19)
50 ~ b3 ! 1 (4) | 0 () . | (5
> 60 | 2 (7)Y 1 1 (4y + 1 (5
Marital ! : : ;
Statbus: Married ! 11 (41)y 11 (41} 10 (48} ;
Single ! 14 (58} | 15 (5B6) P10 (48} |
Divorced | 2 (7)1 1 (¢y + 1 (B) |
Profession ! : ! |
Professional/ | 7 (26) | g (33) | B (29)
Business. ! ! ! 1
\ i i i
Clerk/sales/ | 3 (1) | 4 (15) P03 (14) {
secrebary. ! ' ! i
2 ; i |
bkilled ! 2 () H 2 A7) . (5} i
| ' | ‘
Semi-skilled | 3 (11) | 2 (7} N (10)
? | { ;
Unskilled ! 1 (4> ' 1 (4) HE O (0) 3
1 ] ¥
} ] I i
Student, .7 (26) ! 7 (28) 1 & (29) |
| : i (
Housewife ’ 4 (15) | 2 (7 V3 (15) E
t } ‘ H
Unemployed % o (0) | 0 (Q) i 0 (0)y |



FACTOR_ANALYSIS OF EISER’S QUESTIONNAIRE.

The factor analysis (varimax rotation) of the
gquestionnaire entitled " How do you feel about stopping
smoking” revealed +two factors of importance +to this
atudy, (and five factors in total). The following lists
the gstatements of importance to both of thesze factors and

the loadings of each stabtement in brackets.

FACTOR_1: THE _ADDICTION FACTOR

1. 1 really want to stop smoking but I need
someone to tell me how to do it. (0.86520).
2. I think of my smoking as a sickness that has to be
cured. (0.839%84).
3. I’'m not going to be able to give up smoking unless
someone helps me. (0.80949).
4, I don’t think I could give up smoking if it proved
too difficult or distressing. (0.75170).
5. What 1 feel 1 really need is some sort of pill or
medicine that will stop me wanting to smoke. (0.72408).
6. I find s=smoking helps me to cope when I’ve got

problems. (0.71682).
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FACTOR 2: _THE HEALTH RISKS FACTOR.

1. I think you have to smoke a lot more than I do to put
vour health at risk. (-0.70138).
2. If I gave up smoking I°d expect to feel a 1ot

healthier. ((0.687582).

3. I"m frightened about what smoking may be doing to me.
(0.84273)
q. I know that some people die because they smoke but I

think +that most smokers stay Jjust as healthy as non-

smokers. (—-0.82205).
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APPENDIX JTI1

" lista the questions answered

ihe  following appendix

by the subjects and the written instructions that

gV

accompanied the guestionnalre.

INSTRUCTIONS

1 am a research student at Strathclyde University and

I am interested in your abttitudes about smoking ( whether

or not vyou yourself are a smoker). This questionnaire

ral gquestions about yourself along with

P

T
ey

CONLAaLNns Some gene

{

some specific questions about smoking.

In most of the questions I am interested in wvour

opinion, o there are no right or wrong answers. Whatever

you think I would like to hear it.
You will not have to answer all of +the questions,
Just  those that apply to you, so please follow the
instructions carefully throughout the questionnaire.
THANK YOU.

KAREN RALSTON.
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Please tick one box only for each guestion from 1} to
1} ARE YOU Male? [] 2} HOW OLD ARE YQU?

‘ Female? [] 18 years and under []
19 to 29 years old []
30 to 39 years old []
40 to 49 years old []
50 to b9 years old []
60 years and over []

WHAT IS YOUR PROFESSION?
Professional, Technical.
Small Businessman/woman.
Clerk/Typist/Secretary.
Skilled Worker.
Semiskilled Worker.
Unskilled worker.
Farmer.

Salesman/woman.

Student.

Unemploved.
Housewife/husband.

31 ARE YOU
Married? []
Single? []
Divoreced? []
Widowed? []
Separated?{ ]

mrﬁrﬂrﬁmrﬂr—ﬂrﬂrﬁﬁr—j,@.
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5} ARE YOU A SMOKER? (Please tick one box then go to the

gquestion indicted here. )

{1 1 am a current smoker............. GO TO QUESTION 6
[1 I am an ex—smoker. .. .. ... .. GO TO QUESTION 7
[1] I am someone who never smokers....G0 TO QUESTION 8
6}

onmokers, please answer parts A and B of question 6.
A. How many cigarettes do you smoke on average sach day?

leszs than 10 cigarettes per day.
10 to 20 cigarettes per day.
20 to 30 cigarettes per day.
30 to 40 cigarettes per day.
over 40 cigarettes per day.

o r
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6} )
B How long have you been a regular smoker?

less than one Year.
2 Lo b years.
6 to 10 years
over 10 years.

[anel aun N nes N aan |
" . . N

Smokers, please go to question 8 now.

7}

Ex-smokers please answer both parts of this question.

A. How long is it since you gave up smoking?

1 lesg than 6 months.
] 8 months to 1 year.
1 1 to 5 years.
1 over 5 vears.

B. How much on average did you smoke each day?

lezs than ten cigarettes per day.
10 to 20 cigarettes per day.

20 to 30 cigarettes per day.

30 to 40 cigarettes per day.

over 40 cigarettes per day.

[a R N Bea Weee'
fd feod b Ld

Ex-smokers, please got to question 8 now.
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A1l subjects should answer questions 8 and 9

8' 5 » A
}CAH YOU READ FEACH OF THE FOLLOWING STATEMENTS AND DECIDE

goWw MUCH YOU THINK EACH ONE I5 LIKELY TO BE A CONSEQUENCE
OF SMOKTHNG.

The cale for making you rating 15 a seven point scale
ranging from +3 to -3. You should circle the number that
yvou feel best represcents your opinion.

As a guide the scale should be read as follows:-

ther likely nor unlikely

+3 = ovoery likoly 0 = nel
+2 = gquite likely ~1 = slifghtly unlilkely
41 = zlightly likely -2 = guite unlikely

-3 = very unlikely

Yor example, if you think that smoking is very likely to
vou would circle +3, if wvou think that

cause cancer
quite unlikely to cause bad breath you would

smoking  is
circle -2, and o on.

SMOKING. .. ..

likely unlikely
a.Helps keep vou welght down. 3 2 1 o -1 -2 -3
h. Causes bad breath. 3 2 1 o -1 -2 -3
2. Relieves nervous tension. 3 2 1 o -1 -2 -3
d.Is harmful to you health. 3 2 1 o -1 -2 -3
g. ls expensive. 3 z 1 o -1 -2 -3
. Leads to peer acceptance. 3 2 1 o -1 -2 -3
g. Increases wvour chances of 3 2 1 6 -1 -2 =3
developing cancer.
h.Gives you something to do 3 2 1 o -1 -2 -3
with your hands.
i.1s offensive to others. 3 2 1 o -1 -2 -3
J.Helps you interact easily 3 z 1 0 -1 -2z -3
k.Iz a pleasant taste 3 2 1 o -1 -2 -3
1. Causes breathing problems 3 2 1 o -1 -2 -3
m. Is relaxing
n. Increases dependency on 3 P4 1 o -1 -2 -3
clgarettes
o.Helps you concentrate 3 A 1 g -1 -2 =3
3 2 1 o -1 -2 -3

P.Leaves a bad odour on
clothes

Now please go on to the next question (9), over the page.



This guestion requires you to read cach statement that

9} j ; .
you saw in question 3 agailn, this time however you have
to decide whether you think each statement 15 a positive

conscquence of smoking or a negative conseguence.

Again the rating scale you will use 1is a seven point scale
ranging from +3 to -3. As a guide you should read +the

aeale ag follows: -

t

13 very positive consequence.

+2 quite positlive consequence.

+1 = «lightly pogitive consequence.

0 = neither a positive nor a negative consequence.
e

-1 = slightly negative conseguence.

H

-2 = qguite negative consequence.
-3 = very negabtive consequence.

For example if you think that the fact that swmoking might
cause bad breath is a slightly negatbtive consequence of the
habit then you would cirele -1, if you think that the fact
that smoking might help you to relax is a very positive
conseguence then you would circle +3, and so on.

circle the number on the scale that best represents

Pleaszse
Your oplnilon.
Posgsitive negative
a.Helps keep you weight down. 3 2 1 o -1 -2 -3
h. Causes bad breath. 3 2 1 c -1 -2 -3
c. Relieves nervous tension. 3 2 1 0 -1 -z2 -
d.1s harmful to you health. 3 2 1 o -1 -2 =3
2. 1ls expensive. 3 A 1 o -1 -2 -3
f. Leads Lo peer acceptance. 3 2 1 o -1 -2 -3
g. Increazes your chances of 3 2 1 0 -1 -2 -
developing cancer.
h.Gives you something to do 3 2 1 o -1 -2 -3
with your hands.
1.1s offensive bto others. 3 2 1 g -1 -2 =3
J.Helps »ou interact easily 3 2 1 0 -z -3
k.Is a pleasant taste 3 2 1 o -1 -2 -3
1. Causes breathing problems 3 2 1 0O -1 -2 -3
w. Is relaxing
n. Increases dependency on 3 2 1 o -1 -2 -3
cigarebtes
o.Helps you concentrate 3 2 1 g -1 -2 -3
p.Leaves a bad odour on 3 A 1 c -1 -2 -3

If wyou are a smoker can you please continue
hd

with the guestions over the pages.
If you are a non-smoker or an ex-smoker, thank

you for completing the questionnaire, please ignore the
remaining questions and let the experimenter know that you
have finished.

-0
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Smokers only should answer this question.

10} The following 20 questions relate to how you feel
about stopping smoking, Can you decide how much you agree
with each statement using the following scale as a guide.

0 = nob at all how I feel

1 = a little like 1 feel

2 = quite like 1 feel

3 = a lot like 1 feel

For example, if you feel that you very much ‘“resent other
people who tell you that you should not smoke” then you
would circle 4 — a lot like I feel. If you feel that the

vou are not at all "frightened about what smoking may be
doing +to you' then you would circle 1 - not at all how I
feesl.

Please read each statement and cirele the number that
best represents your opinion.

NOT AT A LITTLE QUITE A LOT
ALL HOW LIKE I LIKE I LIKE I
I FEEL FEEL FEEL FEEL

a. I'm frightened about 1 2 3 4
what smoking may be
doing to me.

b.Even if I stopped

smoking I’m sure other 1 2 3 4
recorle would persuade

me to start again.

c. 1 resent other people
Lelling me that I should 1 2 3 4

not smoke,

d.I don’t think I could

give up smoking if it 1 2 3 4
proved too difficult

or distressing.

2. 1’ve never made a
serious effort to give 1
up smoling

AW
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NOT AT
ALL HOW
I FEEL
£.If 1life were easier
1°d have less need bLo 1
smoke.
g. I fecl T'm being
1

constantly got at
nowadave because I am

a smoler.

h.I know that some people

die because they snmoke, but

I think that most smokers 1
stay Jjust as healthy as

non—-smokers.

i.1°'d like to give up
smoking if I could do so 1

Jj.If I really wanted to 1
I could give up smoking.

¥.I'’m not going to be able

to give up smoking unless 1

someone helps me.

1.1 think you have to smoke
a lot more than I do to put 1

R PR T 4.1. - e LR I
yvour hoalth at risk.

m. I'd feel very ashamed if
I tried to give up smoking
and failed.

n.If I gave up smoking I°d
expect to feel a lot 1
healthier than I do now.

0.1 find smoking helps me
to cope when 1°'wve got 1
prroblems.

.1 think of my smoking
as a sickness that has 1
to be cured.

A LITTLL
LIKE I
FEEL

3V

s}

QUITE
LIKE I
FEEL

3

(WS

W

9V

w

A LOT
LIKE I
FEEL

4
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NOT AT A LITTLE QUITE A LOT

ALL HOW LIKE I =~ LIKE I LIKE I
I FEEL FEEL FEEL FEEL

q.I think the government

ashould do more to 1 2 3
persuade people not to

smoke.

f1=N

r. What I feel 1 really

need iz a pill or some 1 Z 3 4
gort of medicine that will

stop me wanting to smoke.

g, 1 feel that others are

partly to blame for the 1 2 3 4
fact that I became a

smoker.

+L.1 really want to stop

suoking, but I need 1 2 3 4
somebody to tell me how

o do it.

bmokers, please now answer the last question below.

1137 How much would you like to give up smoking?
(please tick one box).

] not at all

L
[] somewhat
{1 very much

Thank you for completing the questionnaire. Please let me
know that you have finished +then hand back YOour
questionnaire.

Karen Ralston.
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