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ABSTRACT 

Author: Julia Lynn Gamble 

Title: Health Beliefs: A Comparison Between Young Adult Smokers 
and Nonsmokers 

Institution: Florida Atlantic University 

Thesis Chairperson: Dr. Lynne Hektor 

Degree: Master of Science in Nursing 

Year: 1996 

This descriptive comparative research study described the perceived susceptibility 

and seriousness of smoking-related diseases in young adults. In addition, the perceived 

benefits and barriers ofyoung adults to quitting smoking were described. This study' s 

framework was based on Rosenstock's Health Belief Model. A random sample of264 

students, ages 18-35, from a Southeastern university completed a 39-item questionnaire 

on the knowledge of the effects of smoking, perceived susceptibility and seriousness of 

smoking-related diseases, as well as the benefits and barriers to quitting smoking. 

There were significant differences between the smokers' and nonsmokers ' 

responses in the following areas: knowledge of the effects of smoking, perceived 

seriousness of smoking-related diseases, as well as the benefits and barriers to quitting 

smoking. Smokers did not believe that smoking was as harmful as the nonsmokers 

believed it was. In the area of perceived susceptibility smokers and nonsmokers scored 

relatively similar scores. 
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CHAPTER ONE 

INTRODUCTION 

Statement of the Problem 

Young adults can be seen smoking at malls, on college campuses, and at bars and 

nightclubs. Many studies have shown that smokers and nonsmokers of all ages are aware 

of the risks of smoking, yet young adult smokers continue to smoke even though they 

know the risks (Breslau & Peterson, 1996; Brownson et al., 1992; Carlson, DeJong, 

Robison, & Heusner, 1994; Derman, Demir, & Akan, 1995; Steptoe et al., 1995; 

Y aacob & Abdullah, 1994 ). Do young people really believe that they are at risk for 

smoking-related diseases? Do young people realize the seriousness of lung cancer, 

emphysema, and cardiovascular disease? Do young people believe that there are benefits 

and barriers to quitting smoking? 

Smoking, according to the CDC Morbidity and Mortality Weekly Reports, has 

declined in all ages over 18, and in all ethnic groups in the United States between 1965 

and 1991 (Giovino et al., 1994). However, due to aggressive advertising campaigns, 

smoking is still a problem in the adolescent and young adult populations. The National 

Cancer Institute maintains the position that "cigarette smoking is still the nation's largest 

cause of premature death and disability and remains the only product that, when used as 



intended by the manufacturer, will kill the consumer" (National Cancer Institute, 1994, p. 

xi). 

There are many studies that discuss the negative effects of smoking on people' s 

health, but few that deal specifically with one's perception of susceptibility and risk of 

contracting a smoking-related illness as a direct result of smoking. People realize that 

smoking is dangerous, but do not appear to grasp the seriousness of their actions. People 

know what the benefits of quitting smoking are, but are not overcoming the barriers it 

takes to stop smoking. 

Purpose of the Study 

The purposes ofthis study are: 1) to compare young adult smokers and 

nonsmokers on reports of knowledge of smoking-related diseases, 2) to compare young 

adult smokers and nonsmokers on self reports of perceived susceptibility and seriousness 

of smoking-related diseases, and 3) to compare young adult smokers and nonsmokers on 

self reports of benefits and barriers to quitting smoking. 

Research Questions 

1. Is there a difference between smokers' and nonsmokers' knowledge of 

smoking-related diseases? 

1. Is there a difference between smokers' and nonsmokers' perceptions of the 

susceptibility of the smoker to a smoking-related disease? 

2. Is there a difference between smokers' and nonsmokers' perceptions of the 

seriousness of smoking-related disease to the smoker? 
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3. Is there a difference between smokers' and nonsmokers' perceptions of benefits to 

quitting smoking? 

4. Is there a difference between smokers' and nonsmokers' perceptions of barriers to 

quitting smoking? 

Variables 

The variables to be examined in this research study are knowledge of smoking-related 

diseases, perceived seriousness of smoking-related diseases, perceived susceptibility to 

smoking-related diseases, and benefits and barriers to quitting smoking. 

Definition ofTerms 

Young adults- the age range will be 18-35 years. 

Smoker - anyone who actively smokes, no minimum on the number of cigarettes per day. 

This does not include past-smokers. 

Nonsmoker- anyone who does not smoke at all. 

Perceived Susceptibility- A person's subjective perception of the risk of contracting a 

condition or disease. 

Perceived Seriousness- A person's perception of both the clinical and medical 

consequences of taking or not taking a certain action (for example death, disability, or 

pain). This area could also include the person's perception of social consequences of 

taking or not taking a certain action (for example the effects on social life, family, or 

work). 
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Perceived Benefits- A person's perception of the benefits of taking or not taking a certain 

action. A person will not take a certain health recommended action unless it proves to be 

feasible and efficacious for him/her. 

Perceived Barriers- A person's perception of the obstacles that need to be overcome 

before he/she takes a certain action. Some examples of obstacles are pain, inconvenience, 

cost, and time. 

Lung Cancer - Malignant neoplasms that originate in the lungs. 

Emphysema- The abnormal, permanent enlargement of the alveoli distal to the terminal 

bronchiole with destruction to the walls of the alveoli. 

Cardiovascular disease (CVD)- Any ofthe diseases ofthe heart and of the blood vessels 

that is not caused by congenital defects, including, but not excluding all others, high 

blood pressure, arteriosclerosis, athrosclerosis, stroke, and peripheral vascular disease. 

Smoking-related diseases- For the purpose of this study, these included lung cancer, 

emphysema, and cardiovascular disease 

Assumptions 

1. Humans are capable of behavioral change. 

2. Humans will make health choices that fit their lifestyles. 

Significance 

The heart of nursing is in health promotion, and nursing has had a historic link to 

health promotion. The Pender's Health Promotion Model (1982) emerged from Social 

Psychology's Health Belief Model. Using the Health Belief Model to explain why people 

avoid or focus on certain health behaviors is important to nursing. The Health Belief 
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Model is most frequently cited as an explanatory model for preventative behavior 

(Pender, 1987). This research study wa~ based on the Health Belief Model and focused 

on the knowledge of smoking-related diseases, perceived susceptibility and seriousness of 

the risk of smoking-related diseases, and benefits and barriers to quitting smoking. There 

is knowledge to be gained for nursing in the areas of smoking-related diseases, perceived 

seriousness and susceptibility of smoking-related diseases, and benefits and barriers to 

quitting smoking. Focusing on these five components helps to explain why young adults 

continue to smoke, and helps nursing in promoting health in this area of need. 

Using the knowledge gained from this study, nurses and other health professionals 

will be more aware of the problems related to young adults and smoking. If teaching 

about smoking-related diseases and smoking cessation is started early in life, the chances 

of these young adults developing a smoking-related disease is significantly reduced. 

Health teaching about the dangers of smoking is being done, but not in a way that really 

captures the problem, and makes it real for young adults. Finding out why these young 

adults continue to smoke, despite the teaching, will help in the approach and methods 

with which we teach and counsel these young adults. 

Summary 

Using the Health Belief Model to focus on the problem of young adults smoking 

has enabled us to answer the research questions as stated in this chapter. The areas of 

perceived seriousness and susceptibility, and benefits and barriers all come from the 

Health Belief Model and are operationalized under areas of smoking behaviors. Based on 

these variables and the responses to the questionnaire from the smoking and nonsmoking 
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young adults, the problem we have today with why young adults continue to smoke will 

be assessed. 

6 



CHAPTER TWO 

LITERATURE REVIEW 

The literature review will include information on the effects of smoking on health, 

the demographics of smokers, attitudes and risk awareness, and health promotion. Also, 

the perceived susceptibility and seriousness of risk, as well as the benefits and barriers to 

quitting smoking will be examined. Teenage smoking, young adult behavior, and college 

student behavior will also be discussed. The Health Belief Model as the conceptual 

framework will be elaborated, as well as a review of instruments using the Health Belief 

Model. 

The Effects of Smoking on Health 

Cigarette smoking is still one of the most preventable causes of death in the 

United States, as well as other countries. 

Smokers have twice the risk of fatal heart disease, ten times the risk of 

lung cancer, and several times the risk of cancers of the mouth, throat, 

esophagus, pancreas, kidney, bladder, and cervix; a two-to threefold higher 

incidence of stroke and peptic ulcers (Tierney, McPhee, & Papadakis, 

1996, p. 5). 

Both men and women with cardiovascular disease who are nonsmokers decrease their 

risk of death from myocardial infarction, as well as their risk of stroke because they do 
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not smoke. Children of parents who smoke have lower weights at birth and more upper 

respiratory infections, as well as decreased pulmonary function tests and more frequent 

ear infections (Tierney et al. , 1996). Tobacco smoke contains carcinogens that are toxic 

to the body' s cells and can cause cancer. 

There are many reasons to stop smoking or never start at all. These are some of 

the many reasons: 1) improved ability to breathe, 2) reduction of second hand smoke to 

family and others, 3) a person requires less sleep, 4) a person will have fresher breathe, 

5) no ashtrays to empty, 6) takes less breaks at work, 7) cuts down the risk of death by 

fire by 50%, 8) a person will feel better about themselves, 9) better insurance risk and 

lower insurance premiums, 1 0) improved coronary and peripheral circulation, 

11) reduction in carbon monoxide levels, 12) improved tolerance of exercise, 

13) lower grocery bills and money saved, 14) decreased social pressure, 15) better 

senses of taste and smell, 16) increased energy, 17) an odor-free environment, 18) no 

bum holes in clothing, carpets, and furniture, 19) alleviate tobacco stain on teeth and 

fingers, 20) more employable, 21) improvement of lung cleansing through ability to 

cough and improved ciliary activity, 22) reduction in heart rate, 23) reduction in 

perspiration, 24) improved ability to perform physical work, and 25) extra time 

(Tierney et al. , 1996) 

Demographics of Smokers 

In the Morbidity and Mortality Weekly Report for November 18, 1994, it was 

reported that in 1991 the percentage of smokers in all races and both sexes who currently 

smoke was 25.7%, formerly smoked 24.1 %, and never smoked 50.2%. For the age group 
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of 18-24 years, those who currently smoke is 22.9%, formerly smoked 7.7%, and never 

smoked 69.3%. For the age group of25-44 years, those who currently smoke is 30.4%, 

formerly smoked 19.4%, and never smoked 50.2%. Slightly more males than females 

smoked in 1991. More blacks than whites smoked in 1991 . Hispanics smoked slightly 

less than whites. The higher the educational level , the less people smoke or never started 

at all (Giovino et al, 1994). 

In a 1993 the National Health Interview Survey (NIHS) was given to 20,860 

Americans (CDC, 1994). It was found that the rate of adults smokers in the 18-24 age 

group was 25.8%, and for those in the 25-44 age group was 29.2%. Based on the most 

recent study by the CDC in which 20,000 adults in the United States were surveyed, 

"Smoking among adults in the United States rose slightly in 1994, to 25.5%"(Meyer, 

1996, p. 3A). 

There is substantial literature on adolescents and health care professionals who 

smoke (Allendorf[, Sunseri, Cullinan, & Oman, 1985; Crowe, Torabi, & Nakornket, 

1994; Mundt, Glass, & Michaels, 1995; Murphy & Price, 1988; Wang, Cowdery, 

Trucks, & Fitzhugh, 1994; Wang, Fitzhugh, Westerfield, & Eddy, 1995), but little 

information has been published on young adults (college age and young professionals) 

who continue to smoke. There are many demographic and socioeconomic studies of 

smokers and nonsmokers, and studies of geographic and gender variations in tobacco use 

(Brownson et al, 1992; Shopland, Niemcryk, & Marconi, 1992; Sunseri et al. , 1983). In 

a study by Brownson et al. (1992) 2092 adults, 36.7% of whom were 18-34, were 

randomly selected and then surveyed via telephone to assess the socioeconomic 
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differences in beliefs about health effects of cigarette smoking and passive smoke 

exposure. According to this study, 88.4% of the respondents believed that smoking is 

harmful to health and many of the subjects knew that smoking causes lung cancer 

(76.7%), emphysema (74.1 %), and heart disease (67.2%). Other findings from this study 

showed that "knowledge about smoking' s health effects was generally lower among 

women, older respondents, those of lower education level, and current smokers" 

(Brownson et al., 1992, p. 99). 

Attitudes and Risk Awareness 

Attitudes and risk awareness has been studied in young adults and adolescents 

(Derman et al. , 1995; Gibbons, Helweg-Larsen, & Gerrard, 1995; Steptoe et al., 1995; 

Strecher, Kreuter, & Kobrin, 1995). In a study by Steptoe et al. (1995), 16,483 students 

ages 18-30 years from 21 European countries were surveyed to find out risk awareness, 

benefits to health of not smoking, and knowledge between the links of smoking and 

disease. The study concluded that " ... the awareness of the link between smoking and 

lung cancer was uniformly high, but the awareness of the role of smoking in heart disease 

varied considerably across country samples" (p. 571 ). In a study by Strecher et al. ( 1995), 

2785 patients, ages 18-75, were surveyed from 12 family practice clinics in the Southeast 

United States to examine whether perceived risks of heart attack, cancer, and stroke was 

higher among smokers or nonsmokers. The results showed that "most smokers accurately 

perceived their health risks to be greater than nonsmokers', but smokers were also more 

likely to underestimate their risks" (p. 45). 

In a study by Klesges et al. (1988) 611 adult respondents were randomly telephone 
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called and given a smoking attitudes survey and it was discovered that " ... smokers, as 

compared with nonsmokers, reported less knowledge related to the health consequences 

of smoking" (p. 387). In a survey by the American Lung Association (1987), 87% ofthe 

adult respondents knew that smoking is the cause of lung cancer and 85% knew that 

smoking is the cause of emphysema. 

Health Promotion 

Health promotion was another variable in some of the literature on smoking. One 

study by Carlson et al. ( 1994) surveyed the knowledge, attitudes, and behaviors of 

university students (n=250) before and after revisions were made to a health promotion 

course. It was shown that the overall health behaviors improved with the addition of 

quizzes, more reading assignments, and detailed lecture outlines on health promotion for 

the students. Another study by Gillis (1994), using a descriptive correlational design 

examined 184 adolescents and their parents, identified that "the parents health-promoting 

lifestyles were significantly correlated with their daughters health-promoting lifestyles" 

(p. 13). 

Perceived Susceptibility and Seriousness of Risk 

There are many studies in the literature dealing with perceived susceptibility and 

seriousness of risk. Some discuss breast cancer and doing self breast exams; others 

discuss sex, condom use, and sexually transmitted diseases and AIDS; still others 

examine hypertension, and following a prescribed diet, exercise, and medication plan; 

and additional literature addresses prenatal care in early pregnancy (Agars & McMurray, 

1993; Krumm, 1992; Mahoney, Thombs, & Ford, 1995; O'Brien, VanEgeren, & 
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Mumby, 1995; Phoya, 1993). 

In a study by Agars & McMurray (1993), three methods of self-breast exam 

instruction were compared: 1) booklet, 2) film and group discussion, and 3) individual 

teaching. A convenience sample of 166 nurses in Australia were surveyed on "barriers to 

action" during the pre-test and "perceived susceptibility" during the follow-up 

questionnaire. " ... perceived susceptibility [to breast cancer] was found to be predictive 

of breast self-exam (BSE) practice. The incidence of BSE was significantly higher in the 

older nurses" (p. 1595). 

In a study by Mahoney et al. (1995), 366 college students ages 18 to 24 were 

surveyed using the Condom Use Self-Efficacy Scale on three components: 1) perceived 

susceptibility [to HIV/AIDS and other STDs], 2) perceived benefits, and 3) perceived 

barriers. Other behavioral variables were also used, such as the number of sex partners in 

the last 12 months, frequency of drunkenness during intercourse, and the number of 

diagnosed sexually transmitted diseases, as well as the demographic measures of 

nonusers, sporadic users, and consistent users of condoms. It was discovered that 

The sporadic users had significantly more sex partners, were drunk more 

often when engaging in sexual intercourse, perceived themselves as more 

susceptible to HIV I AIDS and other STDs, and were less confident in their 

ability to discuss and insist on condom use with a partner (p. 32). 

In a doctoral dissertation by King (1988), 80 men and women, ages 30-44, who 

smoked at least 15 cigarettes a day were divided into two groups: 1) those presently 

considering quitting, and 2) those not presently considering quitting. A questionnaire 
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examined subjects' perceived susceptibility [to smoking-related illness], barriers to 

quitting, non-health benefits of quitting, normative influence, prevalence of smoking 

within the smoker's milieu, self-efficacy, consistency between smoking and one's ideas 

and beliefs about self, and recent experiences with negative health events. It was found 

that 

.. . those considering quitting scored significantly higher on measures of 

perceived susceptibility, normative influence, and experiences of negative 

life events, but significantly lower on measures of perceived barriers to 

quitting, prevalence of smoking within the social environment, and 

consistency with ideas and beliefs about the self (p. iii). 

Although there are many articles that address smoking and its relationship to diseases, 

few, deal specifically with the perceived susceptibility and seriousness of developing lung 

cancer, emphysema, or cardiovascular disease in the presence of smoking. 

Benefits and Barriers to Quitting Smoking 

There are several articles in the literature that do explore the benefits and barriers 

to quitting smoking (Conrad, 1989; Brownson et al., 1992; King, 1988; Macnee & 

Talsma, 1995; Macnee, 1990). A doctoral study by Macnee (1990), using a descriptive, 

exploratory design examined 74 adult smokers and 92 adult persons trying to quit 

smoking. A questionnaire assessed the effects on the efforts at smoking cessation on 

their well-being, on their daily hassles, and the perceived benefits to quitting smoking, 

" ... it was found that persons who defined themselves as being in the process of quitting 

smoking had lower levels of general well-being, and higher levels of physical symptoms 

13 



and psychological symptoms than did persons who smoked or were non-smoker" (p. 1 ). 

In the study by Brownson et al. (1992) 88.6% of the respondents, ages 18 years and 

older, believed that cigarette smoking is physically addicting and 83.2% believed that 

there are health benefits to quitting smoking. 

There are many benefits to quitting smoking as documented in the earlier section 

on the effects of smoking on health. Some of the barriers to quitting smoking as 

documented by Price & Everett (1994) are: 1) it is a habit, 2) it helps people relax, 3) it 

decreases boredom, 4) it is addicting, and 5) friends of smokers smoke. 

Teenage Smoking 

It is difficult to discuss young adult smoking behavior without first discussing 

teenage smoking. Most adults that smoke today started smoking when they were 

adolescents. The Morbidity and Mortality Weekly Report for May 24, 1996 states that in 

1995 "Approximately 90% of all initiation of tobacco use occurs among persons aged less 

than or equal to 18 years, and the prevalence of tobacco use among adolescents is 

increasing" (p. 413). There are many research studies on teenage smoking, the causes and 

effects, advertising and future legislation (Allendorf[, et al. , 1985; Crowe et al., 1994; 

Gibbons et al. , 1995; Gillis, 1994; Murphy & Price, 1988; Wang, et al. , 1994; Wang, et 

al. , 1995). Many new facts about how the cigarette companies are targeting adolescents 

was on an ABC special of Peter Jennings Reporting entitled "Never Say Die: How the 

Cigarette Companies keep on winning" (Yellin, 1996). Cigarette companies have said 

that cigarette smoking is an adult choice, but Dr. David Kessler, Commissioner of the 

Food and Drug Administration labels smoking " ... a Pediatric Disease". ABC News did 

14 



an independent poll of children <18 years of age and it was found that 

The average age for a person beginning to smoke is 12.5 years. Most 

adolescent smokers have tried to quit by age 14.4 years. Forty-six percent 

say they are hooked by 15-17 years. Seventy-five percent say they wished 

they never started in the first place. The government says that one in three 

will die of a smoking-related disease (Yellin, 1996). 

Many teenagers were interviewed for this TV special .One of the young men who was 

interviewed for this Peter Jennings Reporting special said, "I could quit [smoking] 

anytime, but it's hard to because all my friends smoke. You' re used to a cigarette and 

being social." (Yell in, 1996). 

Young Adult Behavior 

Young adult behavior is an accumulation of actions by young people through this 

stage of their life. Erik Erikson called this stage of life "Intimacy versus Isolation" . 

People in this stage begin the " ... formation of deep personal relationships or the failure to 

love others" (Crider, Goethals, Kavanaugh & Solomon, 1986, p. 320). This stage of life 

has been defined in social terms rather than biological. At this stage, a young person 

usually leaves home tc pursue a job or an education that will lead to a job. Young adults 

slowly become financially independent and start to develop friendships and relationships 

that will continue on throughout life. People in this stage of life usually find mates and 

begin to procreate. Young adults are usually still in peak physical condition and take 

more risks than older adults, and because of this, "Health maintenance is often neglected, 

since the young adult feels a sense of ' immunity' from illness" (Schuster & Ashburn, 
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1980,p. 574). 

College Student Behavior 

Attitudes and values change as adolescents grow to adults as students in a college 

setting. "On the average, students become less authoritarian, less dogmatic in their views, 

less ethnocentric, more interested in world events, less religious, more hedonistic in their 

life-style, more tolerant of others, and less traditional in their sex-role orientations" 

(Goldhaber, 1986, p. 337). Due to the changes and challenges many young people face in 

college, some neglect their health status and place their priorities in other directions. 

Conceptual Framework 

The Health Belief Model was developed in the early 1950' s by a group of social 

psychologists from the U.S. Public Health Service in an attempt to understand the 

widespread failure of people to accept disease preventatives or screening tests for the 

early detection of asymptomatic disease. Rosenstock, building on the earlier work of 

social psychologists, elaborated on the Health Belief Model. There are four major 

dimensions to the model that Rosenstock described since 1974. Rosenstock 

hypothesized: 

. . . if an individual was to behave in ways that would help him or her avoid 

a disease the individual would have to believe: 1) that he or she was 

personally susceptible to it 2) that the disease would have serious 

consequences 3) that taking a particular action would be beneficial 4) 

that the action would not entail overcoming barriers such as cost, 

convenience and pain (Rosenstock, 1974, p. 1 ). 
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The Health Belief Model has been used to study a variety ofhealth behaviors and 

topics. Some of the areas studied using this conceptual framework have been: 1) 

influenza vaccinations, 2) self breast examination, 3) preventative health care visits, 4) 

obesity and weight loss, 5) drinking and driving, 6) compliance with anti-hypertensive 

therapies, 7) compliance with diabetic therapies, 8) cigarette smoking, and 9) alcohol 

abuse (Janz & Becker, 1984). Use ofthe Health BeliefModel in these areas has helped to 

further develop the model and explain why and under what circumstances people take 

preventative actions such as getting vaccinations and having annual physical exams. 

Other preventative actions include: 1) doing self-breast examinations, 2) losing weight 

and maintaining the proper weight for a person's stature, 3) taking blood pressure 

medications or therapies when one is hypertensive, 4) taking insulin and maintaining a 

proper diet if one is diabetic, 5) stopping smoking, and 6) decreasing or eliminating 

alcohol intake. 

Young adult smokers continue to smoke even though they know the risks. 

Smokers know the major risks of smoking as reported in many studies, but do they 

believe they are personally susceptible to those risks? Other questions include: I) Do 

they know or believe that lung cancer, emphysema, or heart disease would have serious 

consequences for them? 2) Do they believe that stopping smoking would be beneficial to 

their health? 3) Do they believe that stopping smoking would not entail barriers such as 

cost, convenience, and pain? 

Use of the Health Belief Model was used to structure this inquiry about the young 

adult smoker. Many topics in nursing and healthcare have used this model, but few have 
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captured the essence of the problem behind why young adults continue to smoke. This 

study will attempt to extend the knowledge of young adult smoking behavior. 

Use of the Health Belief Model has benefited the development of the health 

promotion model. Pender's model for Health Promoting Behavior, " .. .is directed toward 

increasing the level of well-being and self-actualization of a given individual or group., 

(Pender, 1987, p. 57.) According to this model, smoking is considered a health-damaging 

behavior. Behaviors such as exercise, good nutrition, and risk prevention are health

promoting behaviors. "Nurses have an unusually important role to play on the front lines 

of any health promotion effort (Mundt et al., 1995, p. 139). 

Health promotion is the key to health care now and in the future. Practitioners 

must be on the front lines of every health promotion effort. Use of the Health Belief and 

the Health Promotion Models help advanced practice nurses understand factors that 

influence preventative health choices and help to determine the effectiveness of nursing 

measures. Ways in which nurses can promote health are to encourage proper diet, 

exercise, maintenance of health through regular physical exams, and the prevention of 

health damaging behaviors such as over eating, over consumption of alcohol, and 

smoking. 

Instruments Using the Health Belief Model 

There are many studies that use the Health Belief Model as the basis to create a 

research instrument. In the study by Price and Everett (1994), 500 economically 

disadvantaged respondents, ages 23-88, were telephoned and given a survey based on the 

Health Belief Model and lung cancer. The five subscales used in this survey were 
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knowledge of lung cancer, perceived susceptibility to lung cancer, perceived severity of 

lung cancer, perceived barriers to quitting smoking, and perceived benefits to quitting 

smoking. The results showed that 

... 36% of the respondents were aware of the prevalence of lung cancer, 

41% believed there was nothing people could do to decrease their risk of 

developing lung cancer, and 25% believed that almost everyone who 

develops lung cancer dies of it within 5 years. The benefits of quitting 

were identified as saving money (95%), feeling healthier (90%), living 

longer (80%), and eliminating hassles with smoking in public (79%). The 

most common barriers of quitting smoking were addiction (86%), habit 

(82%), and having friends who smoke (66%). (p. 361). 

In another study by Champion (1993), 581 women over the age of35 were given a 

questionnaire based on the Health Belief Model and breast cancer screening. The 

concepts of susceptibility to breast cancer, seriousness of breast cancer, benefits and 

barriers to self-breast exam, health motivation, and confidence were studied. 

In a research study for a master thesis by Jones (1995), using a convenience 

sample of 50 African American women, the Health Belief Model was used in a 

questionnaire on cardiovascular disease (CVD) modified from the Champion's scale. 

The variables studied were perceived susceptibility of CVD, perceived seriousness of 

CVD, perceived benefits of a healthy lifestyle, perceived barriers to a healthy lifestyle, 

and health motivation. 

The questionnaire developed for this study is a combination of the questionnaires 
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by Jones (1995), Price & Everett (1994) and Champion (1993). The variables to be 

examined are knowledge of smoking-related diseases (for this study- lung cancer, 

emphysema, and cardiovascular disease), perceived seriousness of smoking-related 

diseases, perceived susceptibility of smoking-related diseases, and benefits and barriers to 

quitting smoking. 

Summary 

Young adult smoking is a major health problem that will effect the future health 

status of many adults. There are many factors involved with young adult smokers such as 

those described by the Health Belief Model as well as the human development of young 

adults. This study assists nurse practitioners in creating more effective interventions to 

impact young adult smoking. The problem that nurses face in trying to promote the 

health of young adults who smoke will be influenced by the Health Belief Model and the 

reasons young adults give as to why they smoke. 
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CHAPTER THREE 

METHODOLOGY 

Data Collection and Sample 

This research study utilized a descriptive comparative approach to answer the 

research questions. The researcher randomly picked undergraduate and graduate classes 

from the course schedule of a university in the Southeast United States. Random 

sequence numbers were obtained using the Microsoft Excel random number generator. 

The investigator then found the course number from the sequence number in the course 

catalog, and then contacted the professor of each class. The researcher then asked 

permission from the professor of the class to administer a questionnaire to the class. Only 

one graduate class was selected via the random process and the professor declined 

participation in this study stating that there was only five students in the class. 

After consent from the students was received (Appendix A), a 10-15 minute 

questionnaire (Appendix B) was given and completed in class. Those students that did 

not want to participate waited until the rest of the class finished the questionnaire. A few 

students had participated in one class and declined participation a second time when the 

investigator surveyed another class that they were in. Data collection continued until a 

minimum of 50 smokers had been surveyed. Six undergraduate classes were used for this 

study: 1) an English class (n=32), 2) an anthropology class (n=32), 3) a history class 
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(n=91), 4) a geography class (n=51), 5) a biology class (n=23), and 6) an economics 

class (n=35). A total of 283 questionnaires were collected but several were not included 

in the sample because: 1) the respondent did not finish the questionnaire (n=2), 2) the 

respondent was too old for the sample (n= 15), 3) the respondent was too young for the 

sample (n=1), and 4) the respondent did not write in their age on the questionnaire 

(n=I). A total of264 students were surveyed, 70 ofwhich were smokers. 

Protection of Respondents Rights 

Respondents were told they had been randomly selected using the class course 

catalog to participate in the research study and that the questionnaire would only take 10 

to 15 minutes to complete. Participation was voluntary and the respondent was allowed 

to withdraw at any time. The identity of the respondents was kept anonymous. Those 

respondents wishing to participate signed a consent form to participate in the study 

(Appendix A). 

The investigator informed the respondents that the purpose of the study was to 

gain information on the respondents' knowledge on smoking and smoking-related 

diseases, the respondents' perceived susceptibility and seriousness to those smoking

related diseases, as well as benefits and barriers to quitting smoking. There was no 

deception of any kind involving the respondents' participation in the research study. The 

proposal was reviewed and approved by the Florida Atlantic University's Institutional 

Review Board on June 10, 1996. 

22 



The Instrument 

The questionnaire is a combination of the Perceived Susceptibility and Severity of 

Lung Cancer and Perceived Benefits and Barriers to Quitting Smoking survey developed 

by a subcommittee of the Committee on the Economically Disadvantaged of the Ohio 

Chapter ofthe American Cancer Society (ACS) (Price & Everett, 1994), and the revised 

Champion Health Belief Model Scale (Jones, 1995). 

The ACS Scale is a 45-item questionnaire using a five-point Likert scale. The 

ACS Scale was reviewed by health professionals at the Bureau of Chronic Diseases of the 

Ohio Department of Health to check for content validity. The final ACS instrument was 

pre-tested using 10 subjects to check for construct validity. The reliability of the ACS 

Scale was calculated using Cronbach' s alpha and the coefficients for the scale ranged 

from .75 to .88. Permission to use the ACS Scale in modified form was received from 

the author (Appendix C). 

The Champion Health Belief Model Scale, a 30-item five-point Likert scale, was 

revised by a researcher utilizing it to study black women and cardiovascular disease 

(Jones, 1995). The Champion Scale was used previously to measure the frequency of 

self-breast examination in women, and Champion reported to have assessed for content 

and construct validity at that time. The Cronbach' s alpha reliability coefficients for the 

Champion Scale ranged from .80 to .93. (Champion, 1993). The Cronbach alpha 

reliability for the revised Champion scale was calculated at . 72 (Jones, 1995). Permission 

to use the Champion Scale in modified form was received from the author 

(Appendix D). Permission to use the Jones' revised Champion scale was received from 
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the author (Appendix F). 

The new Health Belief-Smoking questionnaire developed for this study from the 

prior work of Jones (1995), Price & Everett (1994), and Champion (1993) has 39 

questions, 29 questions using the 5-point Likert scale format. Eleven questions on 

knowledge from the ACS scale were omitted because the subject matter was specifically 

about lung cancer. Four questions on knowledge were used directly from the ACS scale 

for the new questionnaire. None of the susceptibility or severity questions were used 

from the ACS scale. All of the benefits and barriers questions were used from the ACS 

scale. 

Certain questions were omitted or revised from the revised Champion scale 

because the subject matter was specifically about cardiovascular disease and women. 

Two questions on susceptibility were omitted and three were revised to include lung 

cancer and emphysema. Two questions on seriousness were omitted and five revised to 

include lung cancer and emphysema. None of the questions from the benefits, barriers, or 

health motivation sections were used from the revised Champion scale because the 

questions were too specific about cardiovascular disease. 

The new Health Belief-Smoking Questionnaire is a combination of lung cancer, 

emphysema, and cardiovascular questions that relate to the knowledge, perceived 

susceptibility and seriousness of smoking-related diseases, and benefits and barriers to 

quitting smoking. A panel of four experts in measurement and evaluation reviewed the 

tool for face and content validity. The Health Belief-Smoking Questionnaire contains 

four questions on the knowledge of smoking risks, eight questions on the susceptibility of 
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smoking-related diseases, eight questions on the seriousness of smoking-related diseases, 

four questions on the benefits of quitting smoking, and five questions on the barriers of 

quitting smoking. The remaining 10 questions include eight demographic questions and 

two questions on current smoking status. The Health Belief-Smoking Questionnaire was 

pre-tested for construct validity using 12 young adults. The reliability for the pre-test was 

calculated using Cronbach's alpha, and the coefficients ranged from .65 to .84. 

Data Analysis 

The Health Belief-Smoking questionnaire was coded for computer analysis. The 

Statistical Package for Social Sciences (SPSS) was used to analyze the data (SPSS, 

1995). The data was analyzed by utilization of frequency counts, and percentage of 

responses of the total sample. The mean was chosen to measure central tendency for the 

Health Belief Model on individual items and the five subscales (perceived susceptibility, 

perceived seriousness, benefit to quitting, barrier to quitting, and knowledge of disease) . 

An independent t test was utilized to compare smokers and nonsmokers in the areas of 

knowledge of smoking-related diseases, perceived seriousness and susceptibility of 

smoking-related diseases, and the benefits and barriers to quitting smoking. The alpha 

level was set at .05. 

Summary 

This research study utilized the Health Belief-Smoking questionnaire to answer 

the research questions: I) Is there a difference between smokers' and nonsmokers' 

knowledge of smoking-related diseases, 2) Is there a difference between smokers' and 

nonsmokers' perceptions of the susceptibility ofthe smoker to a smoking-related 
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disease?, 3) Is there a difference between smokers' and nonsmokers' perceptions of the 

seriousness of a smoking-related disease to the smoker?, 4) Is there a difference between 

smokers' and nonsmokers' perceptions of benefits to quitting smoking?, and 5) Is there 

a difference between smokers' and nonsmokers' perceptions of barriers to quitting 

smoking? Data was collected from a sample of 264 undergraduate and graduate college 

students. The reliability of the questionnaire was calculated using Cronbach's alpha and 

the coefficient ranged from . 70 to . 77. 
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CHAPTER FOUR 

PRESENTATION AND ANALYSIS OF DATA 

This chapter will focus on the presentation and analysis of the data from this 

study. The characteristics of the sample will be explained and the tests used to analyze 

the data will be defined. The variables of knowledge of the effects of smoking on health, 

perceived seriousness and susceptibility of smoking-related diseases, and the benefits and 

barriers to quitting smoking will be compared with smokers and nonsmokers. 

Characteristics of the Sample 

The sample consisted of 264 undergraduate and graduate college students, ages 

18-35. Table 1 describes the differences in age, sex, marital status, educational level, 

race, income, occupation, major, and religion between the students. There are more 

female (n=171) than male students (n=93), the greatest percentage are in the 18-20 

category (n=122). 

Table 1 Demographic Data of the Total Sample (N=264). 

Sex N % 
Male 93 35.2 
Female 171 64.8 

Age in Years 
18-20 122 46.3 
21-23 73 27.7 
24-26 35 13.3 
27-29 18 6.9 
30-32 11 4.2 
33-35 05 2.0 
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Most of the students have never been married (n=234), and the highest educational level 

for most is some college (n=140). Most students are white (n=184), and most earn less 

than $10,000 a year (n=147). 

Table I Demographic Data of the Total Sample (N=264). 

Marital Status N % 
Never Married 234 88.6 
Married 25 9.5 
Separated 01 0.4 
Divorced 04 1.5 
Widowed 00 0.0 

Highest Education Comgleted 
K-8th grade 00 0.0 
9th-12th grade 18 6.8 
Technical or Vocational School 01 0.4 
Some College 140 53 .0 
Associate Degree 70 26.5 
Bachelor Degree 34 12.9 
Master Degree 01 0.4 
Doctorate Degree 00 0.0 

Race 
White 184 69.7 
Black 26 9.8 
Hispanic 35 13.3 
Asian 11 4.2 
Other 08 3.0 

Income 
<$1 0,000/yr 147 59.5 
$1 0,000-$20,000/yr 55 22.3 
$20,00 1-$30,000/yr 29 11.7 
$30,00 1-$40,000/yr 10 4.0 
$40,00 1-$50,000/yr 01 0.4 
>$50,000/yr 05 2.0 
No response 17 6.4 

Half of the students work (n=125), and half just go to school (n=l39). The greatest 

percent of the students are business (n=59) or education majors (n=36). The greatest 
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percent of the students are either Catholic (n=96) or Protestant (n=65). There are 25.6% 

smokers (n=70) and 73.5% nonsmokers (n=194). 

Table 1 Demographic Data (continued). 

Occupation 
Student 
Student plus employed 

Major 
Anthropology 
Arts (all types) 
Biology (all types) 
Business (all types) 
Chemistry 
Communications 
Computer Science 
Criminal Justice 
Education (all types) 
Engineering (all types) 
English 
Foreign Languages (all types) 
Geology 
History (all types) 
Math 
Nursing 
Philosophy 
Pre-Med!Pre-Vet 
Pre-Law/Law 
Psychology/Social Psychology 
Sociology/Social Work 
Speech Pathology 
Undecided 

Religion 
Protestant 
Catholic 
Jewish 
None 
Other 
No Response 

Smoking Status 
Smokers 
Nonsmokers 

29 

N 
139 
125 

04 
05 
11 
59 
05 
08 
06 
08 
36 
13 
18 
02 
04 
17 
02 
09 
01 
04 
01 
15 
08 
01 
27 

65 
96 
43 
38 
21 
01 

70 
194 

% 
52.7 
47.3 

1.5 
1.9 
4.2 

22.3 
1.9 
3.0 
2.3 
3.0 
13.6 
4.9 
6.8 
0.8 
1.5 
6.4 
0.8 
3.4 
0.4 
1.5 
0.4 
5.7 
3.0 
0.4 
10.2 

24.6 
36.4 
16.3 
14.4 
8.0 
0.4 

26.5 
73.5 



Most ofthe smokers (n=70) smoke either socially (n=24) or 1-10 cigarettes a day (n=24). 

Some of the smokers smoke a half a pack to a pack daily (n=19). Only two smokers 

admitted to smoking a pack and a half daily. No smoker admitted to smoking two packs 

daily or greater. 

Table 1 Demographic Data (continued). 

How much do the smokers smoke? (n=70) 
Only at parties and in social situations 
1-10 cigarettes/day 
11-20 cigarettes/day 

· A pack and a half/day 
2 packs/day 
More than 2 packs/day 
No response 

Frequency of Responses 

N 
24 
24 
19 
02 
00 
00 
01 

% 
34.8 
34.8 
27.5 
2.8 
0.0 
0.0 
0.1 

Table 2 describes and gives the frequency of responses, as well as the mean and 

the standard deviation for each question and shows the difference in responses between 

the smokers and nonsmokers in the areas of knowledge, perceived seriousness and 

susceptibility to smoking-related diseases, and the benefits and barriers to quitting 

smoking. In the area of knowledge of smoking-related diseases both smokers (n=63) and 

nonsmokers (n=183) strongly agreed that women who smoke while pregnant are more 

likely to hurt the baby because of smoking. Twenty-four percent more nonsmokers 

(n=46) strongly disagreed that smoking could keep them from gaining weight. Seventeen 

percent (n=33) more nonsmokers strongly disagreed with the statement that it is too late 

for the elderly to get any benefits from quitting smoking. 

In the area of perceived seriousness there were large differences between smokers 
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and nonsmokers on the seriousness of risk for contracting cardiovascular disease, and 

there was a large difference between smokers and nonsmokers on the perceived 

seriousness of risk of getting lung cancer and emphysema. More nonsmokers (n= 111, 

57.2%) than smokers (n= l5, 21.4%) strongly disagreed that it is likely that they will get 

cardiovascular disease in the future. More nonsmokers (n=l28, 66%) than smokers (16, 

22.9%) strongly disagreed that it is likely that they will get lung cancer, or emphysema in 

the future. More nonsmokers (n=139, 71.6%) than smokers (n=18, 25.7%) strongly 

disagreed that they are more likely than the average person to get cardiovascular disease. 

More nonsmokers (n=l43 , 73.7%) than smokers (n=l7, 24.3%) strongly disagreed that 

they are more likely than the average person to get lung cancer or emphysema. The 

majority ofboth smokers (n=51, 73%) and nonsmokers (n=138, 71%) agreed 

[combination of strongly agree and somewhat agree] that cardiovascular disease scares 

them. The majority of both smokers (n=55, 79%) and nonsmokers (n=l47, 76%) agreed 

that lung cancer and emphysema scares them. 

In the area of perceived susceptibility there were not extreme differences in the 

responses to these questions. Both smokers (n=55, 79%) and nonsmokers (n=142, 73%) 

reported that cardiovascular disease would last a long time. [agreed= combination of 

strongly agree and somewhat agree]. Both smokers (n=59, 84%) and nonsmokers 

(n=l52, 78%) reported that lung cancer and emphysema would last a long time. Both 

smokers (n=57, 81 %) and nonsmokers (n=l50, 77%) agreed that if they had 

cardiovascular disease their whole life would change. Both smokers (n=60, 86%) and 

nonsmokers (n= 156, 80%) agreed that if they had lung cancer or emphysema their whole 
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life would change. The majority ofboth smokers (n=47, 67.1%) and nonsmokers (n=123, 

63.4%) are unsure of the implications, in length oftime, for the disease process of 

cardiovascular disease. The majority of both smokers (n=42, 60%) and nonsmokers 

(n=116, 59.8%) are unsure of the implications, in length oftime, for the disease processes 

of lung cancer or emphysema. There were slight differences in the responses between the 

cardiovascular disease questions and the lung cancer/emphysema questions for both 

smokers and nonsmokers. 

In the area of benefits and barriers to quitting smoking, both smokers and 

nonsmokers reported benefits to quitting smoking. Twenty-four percent more 

nonsmokers (n=46) strongly agreed that there are hassles that happen when you smoke in 

public places. Fifteen percent more of the nonsmokers (n=29) strongly agreed that if they 

smoked and quit, they would feel healthier. Eight percent more of the nonsmokers 

(n=16) strongly agreed that if they smoked and quit, they would live longer. Thirteen 

percent more of the smokers (n=9) strongly agreed that it is difficult to quit because 

smoking helps a person to relax. Sixteen percent more of the smokers (n=ll) strongly 

agreed that it is difficult to quit smoking because it helps a person from being bored. 

Twenty-one percent more of the smokers (n= 15) strongly agreed that it is difficult to quit 

smoking because friends of smokers also smoke. 
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# 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

ITEM(S) 

KNOWLEDGE 
Smokers (n=70), Non-Smokers (n=194) 
Women who smoke when they are 
pregnant are more likely to hurt the baby 
because of smoking. 

If I smoke cigarettes it will help keep 
me from gaining weight 

It is too late for elderly people to get 
any benefits from quitting smoking. 

If it is my time to get lung cancer, 
emphysema, or cardiovascular disease 
(CVD) then I will get it. There is nothing 
I can do about it. 

PERCEIVED SERIOUSNESS 
Smokers (n=70), Non-Smokers (n=194) 

It is extremely likely I will get CVD in 
the future. 

It is extremely likely I will get lung 
cancer or emphysema in the future. 

There is a good possibility I will get 
CVD in the next 1 0 years. 

There is a good possib~ity I wm get lung 
cancer or emphysema in the next 10 
years. 

I am more likely than the average person 
to get CVD. 

I am more likely than the average person 
to get lung cancer or emphysema. 

The thought of CVD scares me. 

The thought of lung cancer or 
emphysema scares me. 

Strongly Somewhat 
Disagree Disagree 

1 2 

Smokers 1.4%(1) 0% (0) 
Non-Smokers 1.5% (3) 0% (0) 

Smokers 27.1% (19) 15.7% (11) 
Non-Smokers 51 .5% (100) 12.4% (24) 

Smokers 45.7% (32) 25.7% (18) 
Non-Smokers 62.4% (121) 17.0% (33) 

Smokers 57.1%(40) 22.9% (16) 
Non-Smokers 69.6% (135) 19.1% (37) 

Smokers 21 .4% (15) 14.3%(10) 
Non-Smokers 57.2%(111) 14.4% (28) 

Smokers 22.9% (16) 12.9%(9) 
Non-Smokers 66% (128) 11.9% (23) 

Smokers 30% (21) 17.1% (12) 
Non-Smokers 63.4% (23) 17.0% (33) 

Smokers 28.6% (20) 18.6%(13) 
Non-Smokers 69.6% (135) 13.4% (26) 

Smokers 25.7% (18) 2.9%(2) 
Non-Smokers 71 .6% (139) 15.5% (30) 

Smokers 24.3% (17) 4.3% (3) 
Non-Smokers 73.7% (143) 15.5% (30) 

Smokers 7.1% (5) 11.4% (8) 
Non-Smokers 13.4% (26) 6.2% (12) 

Smokers 7.1%(5) 7.1% (5) 
Non-Smokers 11 .3% (22) 7.2% (14) 

Somewhat Strongly 
Unsure Agree Agree 

3 4 6 

1.4% (1) 7.1%(5) 90.0% (63) 
1% (2) 3.1% (6) 94.3% (183) 

25.7%(18) 25.7% (18) 5.7%(4) 
19.6% (38) 14.9% (29) 1.5% (3) 

14.3%(10) 8.6% (6) 5.7%(4) 
7.7% (15) 9.8% (19) 3.1%(6) 

2.9%(2) 12.9% (9) 4.3%(3) 
5.7% (11) 3.1% (6) 2.6%(5) 

47.1% (33) 10%(7) 7.1%(5) 
23.7% (46) 4.1%(8) 0.5%(1) 

45.7% (32) 12.9% (9) 5.7%(4) 
17.5%(34) 3.6% (7) 1.0%(2) 

47.1% (33) 5.7%(4) 0.0%(0) 
18.0% (35) 1.5%(3) 0.0%(3) 

44.3% (31) 8.6% (6) 0.0% (0) 
14.4%(28) 2.6%(5) 0.0% (0) 

32.9% (23) 30% (21) 8.6%(6) 
6.2%(12) 6.2% (12) 0.5% (1) 

27.1% (19) 34.3% (24) 10.0% (7) 
6.7% (13) 3.6% (7) 0.5% (1) 

8.6% (6) 27.1% (19) 45.7% (32) 
9.3% (18) 22.2% (43) 49.0% (95) 

7.1%(5) 30.0% (21) 48.6% (34) 
5.7% (11) 20.6% (40) 55.2% (107) 

Standard 
Mean Deviation 

4.84 0.581 
4.87 0.555 

2.67 1.28 
2.03 1.21 

2.03 1.23 
1.74 1.15 

1.84 1.22 
1.5 0.929 

2.67 1.14 
1.1 0.984 

2.66 1.14 
1.62 0.965 

2.29 0.965 
1.58 0.837 

2.33 0.989 
1.5 0.835 

2.93 1.31 
1.48 0.9 

3.01 1.34 
1.42 0.812 

3.93 1.29 
3.87 1.43 

4.06 1.23 
4.01 1.39 
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Strongly Somewhat Somewhat Strongly Standard 
# ITEM(S) 

Disagree Disagree Unsure Agree Agree Mean Deviation 
1 2 3 4 5 

PERCEIVED SUSCEPTIBILITY 
Smokers (n=70), Non-Smokers (n=194) ...., 

~ 21 Problems I would experience with cvo Smokers 1.4% (1) 1.4% (1) 18.6% (13) 31 .4% (22) 47.1% (33) 4.21 0.899 C) -would last a long time. 
Non-Smokers 5.7% (11) 1.5%(3) 19.6% (38) 23.7% (46) 49.5% (96) 4.1 1.12 (I) 

N 22 Problems I would experience with lung Smokers 1.4% (1) 2.9%(2) 11.4% (8) 25.7% (18) 58.6% (41) 4.37 0.904 
ti cancer or emphysema would last a long Non-Smokers 4.1% (8) 1.0% (2) 16.5%(32) 23.2% (45) 55.2% (107) 4.24 1.04 (I) time. 
Vl 
(') 
""1 .... . 23 CVD would threaten a relationship with Smokers 22.9% (16) 15.7% (11) 27.1% (19) 18.6% (13) 15.7% (11) 2.89 1.38 "0 ...... my spouse or partner. 

Non-Smokers 16.5% (32) 11 .9%(23) 34.5% (67) 16.0% (31) 21 .1% (41) 3.13 1.33 :t 
(I) 

24 Lung cancer or emphysema would Smokers 22.9%(16) 14.3% (10) 28.6% (20) 17.1% (12) 17.1% (12) 2.91 1.39 C/1 ...... threaten a relationship with my aP<l\158 Non-Smokers 16.5% (32) 11.3% (22) 33.0%{64) 17.5%(34) 21 .6% (42) 3.16 1.34 !:?. or partner. ..... 
Vl ...... 

25 If I had CVD my whole l~e would change. 10.0% (7) 35.7% (25) 45.7% (32) 4.14 1.05 
r; · Smokers 4.3%(3) 4.3% (3) 
Vl 

Non-Smokers 1.0% (2) 4.1% (8) 17.5% (34) 30.4% (59) 46.9% (91) 4.18 0.935 § 
If I had lung cencer or emphysema my 

1.03 
0. I 

26 
Smokers 4.3%(3) 4.3%(3) 5.7%(4) 35.7% (25) 50%(35) 4.23 

'"d 
w 
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BENEFITS TO QUITTING SMOKING 
Smokers (n=70), Non-Smokers (n=194) 

29 

30 

31 

If I smoked and I quit, it could help me to 
save a lot of money. 

If I smoked and I quit:! would feeJ
healthier; · 

If I smoked and I quit, it would help me 
live longer. 

Smokers 
Non-Smokers 

Strongly 
Disagree 
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1.5%(3) 

Smolie~"":~tt'2.9% (2) 
•. Non-Smokers 0.5% (1) 

Smokers 
Non-Smokers 
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0.5%(1) 

Somewhat 
Disagree 
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2.9%(2) 
0.5%(1) 
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Agree 
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Strongly 
Agree 
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70.0% (49) 
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Mean 
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BARRIERS TO QUITTING SMOKING 
Smokers (n=70), Non-Smokers (n=194) 
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nerves).' · · · 

It is difficult to quit smoking because it 
helps keep a person from being bored. 
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people become addicted to tobacco. 

It is difficult to quit smoking because 
many friends of smokers also smoke. 
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Description of Figures 

In figures 1-4 the mean scores of the most significant results from each variable 

are shown. The variable perceived susceptibility is not included because smokers and 

nonsmokers had similar scores for each question. The mean was computed by adding all 

the responses for smokers and then for nonsmokers and dividing by the number of 

respondents. Each figure has the mean differences ranked from top to bottom, greatest to 

least differences. 
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Mean Scores of Most Significant Results from Benefits to Quitting 
Smoking Variable 

£1 
r::: 
Q) 

If I smoked and I quit, 
it would help reduce 

§ If I smoked and I quit, 
~ I would feel healthier. 
Q) 

iii 
() 

(/) 

If I smoked and I quit, 
it would help me live 

[ • Smokers (n=70) 0 Non-Smokers 6,-::1-94}] 

4.68 

4.79 

4 .75 

1.00 2.00 3.00 4.00 5.00 

(1=Strongly Disagree, 2=Disagree, 3=Unsure, 4=Agree, 5= Strongly Agree) 

'Tj 

dO' 
~ 
\j.) 

w~ 
::s ~ g.§ -til (/'J - (') 0 0 
/:)~ c til 
.... 0 e:. ......, 
::s ~ 

(JQ 0 
(/'J~ 
3 (/'J 
0 .... 
~C§ 
::s .... 

(JQ ::!1 <(') 
~ - a 
p) ~ 
g:~ 
~ til . E. 

...... 
til 

::p 

3 



..,. 
0 

£! 
r::: 
Gl 

Mean Scores of Most Significant Results from Barriers to Quitting 
Smoking Variable 

Keeps a person from 
being bored 

[ •smokers (n=70) ONon-Smokers (n=194)] 

3.20 

~ Friends of smokers 3.71 

~ also smoke 
Gl 
iii 
u 

U> 

Helps a person to relax 

1.00 2.00 

3.46 

3.00 4.00 5.00 

(1=Strongly Disagree, 2=Disagree, 3=Unsure, 4=Agree, 5= Strongly Agree) 

'Tj 

~-
~ 

ttl~ 
~ - § 
>-I 
Vl C/) 
...... (") 
0 0 
/:)@ 
s:: Vl 
..... 0 a. _, 
~ ~ 

(JQ 0 
C/)Vl 

3 ~ 
0 ..... 
~C§ 
~ ..... 

(JQ ::n <(") 
~ § ........... 
~:::0 ....... ~ 
~ Vl . s:: ....... ...... 

Vl 

t:P 
0 
3 



Comparison of Smokers and Nonsmokers 

Table 3 shows at test comparison of the smokers' and nonsmokers' responses to 

the questions in each section of the Health Belief-Smoking questionnaire. Table 3 lists 

the section means and standard deviations for smokers and nonsmokers, as well as the t 

statistic and probability (p) value for each section. A mean and standard deviation were 

computed for each individual section by averaging the means and standard deviations of 

the responses to each question in that section. There are statistically significant 

differences between the smokers' and nonsmokers' responses in all of the sections except 

perceived susceptibility. 
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Table 3 Comparison of Smokers and Nonsmokers on areas of Perceived 
Seriousness & Susceptibility, Benefits & Barriers to Quitting Smoking. 

t-test for Equality of Means (N =264, df = 262 for all cases) 

Category 

Knowledge 
Smokers 

Non-Smokers 

Perceived Seriousness 
Smokers 

Non-Smokers 

Perceived Susceptibility 
Smokers 

Non-Smokers 

Benefits 
Smokers 

Non-Smokers 

Barriers 
Smokers 

Non-Smokers 

Smokers (n=70), Non-Smokers (n=194) 
* Statistically significant 

Mean 
Standard 

t 
Deviation 

1.925 .602 
4.000 

1.595 .587 

2.984 .796 
8.460 

2.155 .666 

3.542 .629 
0.320 

3.572 .648 

4.415 .772 
3.604 

4.715 .522 

3.666 .946 
2.858 

3.276 .988 

Summary 

p 
(two-tailed) 

<0.001* 

< 0.001* 

0.749 

< 0.001* 

0.005* 

The analysis of the data revealed that there is a difference between smokers' and 

nonsmokers' responses on the Health Belief-Smoking questionnaire with the exception of 

the Perceived Susceptibility variable. Further analysis shows that there is a significant 

difference between the responses of smokers and nonsmokers in the areas of knowledge 

of smoking-related diseases, perceived seriousness of smoking-related diseases, as well as 

benefits and barriers to quitting smoking. 

There are no significant differences in the responses between smokers and 

nonsmokers in the area of perceived susceptibility. The reason for the insignificance in 

responses could be due to the age of the respondents. It is probably difficult for young 

adults to imagine themselves with the diagnosis of cardiovascular disease, emphysema, 
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and lung cancer and other related diseases. Different frames of reference for each 

respondent may have lead to the variability of the responses. 
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CHAPTER FIVE 

DISCUSSION 

Discussion of Findings 

There is a difference between smokers' and nonsmokers' responses on the Health 

Belief-Smoking questionnaire. There is also a significant difference between the 

responses of smokers and nonsmokers in the areas of knowledge of smoking-related 

diseases, perceived seriousness of smoking-related diseases, as well as benefits and 

barriers to quitting smoking. Smokers did not believe that smoking was as harmful as the 

nonsmokers believed it was. Both smokers and nonsmokers did not know the 

implications of developing cardiovascular disease, lung cancer, and emphysema in the 

area of length of time for the disease process to progress. 

In the area of knowledge of smoking-related diseases nonsmokers showed greater 

knowledge of the effects of smoking-related diseases in relation to the benefits for elderly 

people who quit smoking, and in relation to contracting a smoking-related disease. This 

is supported in the literature by Brownson et al. (1992) who found that current smokers 

showed decreased knowledge about smoking's health effects. Both smokers and 

nonsmokers agreed equally that smoking while pregnant affects the baby. Twice as many 

smokers knew that smoking could keep you from gaining weight. This is probably due to 

the fact that the smokers have noticed physical changes within themselves that the 
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nonsmokers would know nothing about. 

In the area of perceived seriousness of smoking-related diseases there were large 

differences between the reports of smokers and nonsmokers. The smokers were more 

unsure of the seriousness of smoking-related diseases. This is supported by Stretcher et 

al. (1995), who found that smokers were more likely to underestimate their risks. In 

relation to the cardiovascular disease questions compared with the lung 

cancer/emphysema questions, both smokers and nonsmokers reported that it is less likely 

that they will contract cardiovascular disease than lung cancer or emphysema. This is 

supported in the literature by Steptoe et al. (1995), who found that the "the awareness of 

the link between smoking and lung cancer was uniformly high, but the awareness of the 

role of smoking in heart disease varied" (p. 5 71 ). 

There is no significant difference in the responses between smokers and 

nonsmokers on the area of perceived susceptibility. The reason for the insignificance in 

responses could be due to the age of the respondents. It is probably difficult for young 

adults to envision themselves with the diagnosis of cardiovascular disease, emphysema, 

and lung cancer and other related diseases at their age. They might feel that these things 

only happen to a person when they are older. Different frames of reference for each 

respondent may have lead to the variability of the responses. 

In the areas of benefits and barriers to quitting smoking both smokers and 

nonsmokers agreed that there are benefits and barriers to quitting smoking. Nonsmokers 

reported more benefits to quitting smoking, whereas smokers reported more barriers to 

quitting smoking. In the study by Price and Everett (1994) it was found that 
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The benefits of quitting were identified as saving money (95%), feeling 

healthier (90% ), living longer (80% ), and eliminating hassles with 

smoking in public (79%). The most common barriers of quitting smoking 

were addiction (86%), habit (82%), and having friends who smoke (66%). 

(p. 361). 

According to this study the benefits of quitting smoking were identified as saving money 

(smokers=95.7%, nonsmokers=93.3%), feeling healthier (smokers=90%, 

nonsmokers=95.4%), living longer (smokers=87.2%, nonsmokers=93.3%), and 

eliminating hassles with smoking in public (smokers=71.5%, nonsmokers=93.3%). The 

most common barriers of quitting smoking were habit (smokers=? 5. 7%, 

nonsmokers=66.5%), relaxation/calms nerves (smokers=58.6%, nonsmokers=39.7%), 

keeps a person from being bored (smokers=47.2%, nonsmokers=25.2%), addiction 

(smokers=77.1 %, nonsmokers=69.1 %), and having friends who smoke (smokers=68.6, 

nonsmokers=47.9%). The values were computed by adding the somewhat agree to the 

strongly agree scores. 

Future Implications 

The heart of nursing is in health promotion. Health promotion must be 

emphasized to all persons in all areas of health. Once the health beliefs of individuals are 

discovered, health professionals can then find ways to educate people and promote health. 

This research study will be used as a building block for future research in the area 

of young adult smokers. As nurses get to the core of the problem of young adult 

smoking, there will be a basis from which to build knowledge to use for health promotion 
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courses that deal directly with the area of smoking and also cessation programs that deal 

specifically with this age group. Some questions for further research include: 1) Are 

young adults already addicted from their adolescent smoking behaviors?, and 2) Are we 

doing enough education on the dangers of smoking in high school? 

Limitations ofthe Study 

One limitation of this study was the limited number of smokers obtained in the 

sample. Due to the nature of the study, both smokers and nonsmokers were surveyed 

together. No guarantee to the number of smokers obtained in the study could be stated at 

the beginning of the research project. 

Another limitation to this study deals with the subject of social desirability. Some 

respondents may have answered the questions in the way they perceived the researcher 

may have wanted to see. Some may not have even admitted to smoking or many may 

have reported that they smoke less than they do. Smoking is a sensitive issue, and can 

skew the results of the study. 

Recommendations for Further Research 

It is important that this research study be replicated and expanded to gain 

information to validate the results of this study. Other recommendations for future 

studies to are: 

1. The instrument needs further assessment for content validity. 

2. The sample size should be increased and data from young adults that are not in 

college should be collected. 
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3. Teaching a group of young adults about the effects of smoking and then 

comparing the scores of that group against a group which did not receive the 

same education. 

4. Development of a cessation program with the Rosenstock Health Belief Model 

as the model. 

Summary 

The use of the Health Belief-Smoking questionnaire was successful in gaining 

information on the health beliefs of smokers and nonsmokers. The comparisons of the 

two groups yielded helpful information on the differences between the two groups in 

relation to smoking and health. Building on and expanding the research of young adults 

and smoking behaviors will help advance the knowledge in the area of health promotion. 

Advance practice nurses can use this knowledge to educate and counsel their patients in 

prevention and health promotion. 
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Appendix A 

Consent Form 

Purpose: You are being asked to participate in a study on the knowledge of the effects of smoking on 

health, perceived susceptibility and seriousness of smoking-related diseases, as well as the benefits and 

barriers to quitting smoking. Young adult smokers and nonsmokers ' views will be compared from 

responses received on a 39-item questionnaire. 

Procedures: You will be given a questionnaire to fill out. Please answer all questions to the best of your 

ability. You must be 18 years of age or older to participate in this study. 

Benefit: It is hoped that what the investigator learns from the study will benefit those who currently smoke 

or those who start to smoke in the future . Approximately 250 people will participate in this study. 

Risk: Minimal risk exists from your participation in the study. There is a possibility that you may 

experience some inconvenience while responding to the questions in the questionnaire. If you experience 

any inconvenience or have any problems as a result of you participation in this study, you may contact the 

College of Nursing at the numbers below. 

Compensation: There will be no compensation for participation in this study. 

Voluntary Participation: Upon signing this form, you are agreeing to join this research study as described 

above. You may ask questions if you do not understand something that is being done. You may contact the 

investigator, Julia Gamble, RN, BSN, MSN Candidate, through the College of Nursing at ( 407) 367-3261 . 

You may also contact the principal investigator, Lynne Hektor, Ph.D. , ARNP at (407) 367-3205 or Elisa 

Gaucher, Grants Specialist at the Division of Sponsored Research at ( 407) 367-2318, if you have any 

questions or concerns. You have been given a copy of this form. 

Signature of Participant Signature of Investigator Principal Investigator Date 
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Appendix B 

Health Belief-Smoking Questionnaire 

Please check or fill in the blanks as indicated in the demographic section of this questionnaire. 

I . Age: 

2. Sex: Male Female (Check one). 

3. Marital Status: Never married Married __ Separated Divorced 

Widowed (Check one). 

4. Educational Level : (Check next to the highest education completed) 

__ Technical or Vocational School _ _ Some college __ Associate Degree 

__ Bachelor Degree __ Master Degree _ _ Doctorate Degree. 

5. Race: White Black _ _ Hispanic __ Asian Other: _ _ ___ _ _ 

6. Income: __ < $10,000/yr __ $10,000-$20,000/yr __ $20,001-$30,000/yr 

__ $30,001-$40,000/yr __ $40,001-$50,000/yr __ > $50,000/yr (Check one). 

7. Occupation: Major: _ ________ _ 

8. Religion: __ Protestant (Baptist, Christian, Methodist, etc.) __ Catholic Jewish 

None Other: (Check one). 

The next part of the questionnaire will be a series of statements. Note: Cardiovascular disease (CVD) is 

any of a group of diseases or related illnesses that effects the heart and the blood vessels. Circle the 

number best describing your answer using the following scale: I =Strongly Disagree, 2=Somewhat 

Disagree, 3=Unsure, 4=Somewhat Agree, 5=Strongly Agree. 

Strongly Some what Somewha t Strongly 
Disag ree Di s agree Unsure Agree Agre e 

9. Women who smoke when they are pregnant 1 2 3 4 5 

are more likely to hurt the baby because of 
smoking. 

10. If I smoke cigarettes it will help keep me from 1 2 3 4 5 

gaining weight. 
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Strongl y Somewhat Somewhat Strongly 
Disagree Disagree Unsure Agree Agree 

II. It is too late for elderly people to get any 1 2 3 4 5 

benefits from quitting smoking. 

12. If it is my time to get lung cancer, emphysema, 1 2 3 4 5 

or cardiovascular disease (CVD) then I will 
get it. There is nothing I can do about it. 

13 . It is extremely likely I will get CVD in the 1 2 3 4 5 

future . 

14. It is extremely likely I will get lung cancer or 1 2 3 4 5 

emphysema in the future . 

15. There is a good possibility I will get CVD in 1 2 3 4 5 

the next I 0 years. 

16. There is a good possibility I will get lung 1 2 3 4 5 

cancer or emphysema in the next I 0 years. 

17. I am more likely than the average person to 1 2 3 4 5 

get CVD. 

18. I am more likely than the average person to 1 2 3 4 5 

get lung cancer or emphysema. 

19. The thought of CVD scares me. 1 2 3 4 5 

20. The thought of lung cancer or emphysema 1 2 3 4 5 

scares me. 

21. Problems I would experience with CVD would 1 2 3 4 5 

last a long time. 

22. Problems I would experience with lung cancer 1 2 3 4 5 

or emphysema would last a long time. 

23. CVD would threaten a relationship with my 1 2 3 4 5 

spouse or partner. 

24. Lung cancer or emphysema would threaten a 1 2 3 4 5 

relationship with my spouse or partner. 
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Strongly Somewhat Somewhat St rongly 
Disagree Disagree Unsure Agree Agree 

25. If I had CVD my whole life would change. 1 2 3 4 5 

26. If I had lung cancer or emphysema my whole 1 2 3 4 5 

life would change. 

27. If I develop CVD, I would not live longer than 1 2 3 4 5 

5 years. 

28. If I develop lung cancer or emphysema, I 1 2 3 4 5 

would not live longer than 5 years. 

29. If I smoked and I quit, it could help me to save 1 2 3 4 5 

a lot of money. 

30. If I smoked and I quit, I would feel healthier. 1 2 3 4 5 

31. If I smoked and I quit, it would help me live 1 2 3 4 5 

longer. 

32. If I smoked and I quit, it would help reduce 1 2 3 4 5 

hassles that can happen when I smoke in 
public places. 

33. It is difficult to quit smoking because it is a 1 2 3 4 5 

habit people have formed. 

34. It is difficult to quit smoking because it helps a 1 2 3 4 5 

person to relax (calms their nerves). 

35. It is difficult to quit smoking because it helps 1 2 3 4 5 

keep a person from being bored. 

36. It is difficult to quit smoking because people 1 2 3 4 5 

become addicted to tobacco. 

37. It is difficult to quit smoking because many 1 2 3 4 5 

friends of smokers also smoke. 
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38. Do you smoke? _ _ Yes __ No (Check one). 

39. If you smoke, how much do you smoke? _ _ only at parties and in social situations 

__ 1-10 cigarettes/day __ 11-20 cigarettes/day __ a pack and a half/day 

__ 2 packs/day __ more than 2 packs/day (Check one). 

Thank you for completing this questionnaire. Please give it to the investigator when you are fini shed. 
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FLORIDA ATLANTIC UNIVERSITY 

Appendix C 

777 GLADES ROAD 
P.O . BOX 3091 

BOCA RATON, FLORIDA 33431-0991 

DIVISION OF SPONSORED RESEARCH 
(561) 367-2310 
FAX (561) 367-2319 

DATE: 

TO: 

FROM: 

RE: 

INSTITUTIONAL REVIEW BOARD 
Human Subjects Review Committee 

June 6, 1996 

Lynne Hektor, 
Julia-Lynn Gamble, 
Nursing 

MEMORANDUM 

I ' · · ; I I 

Deborah Richardson, Chair ·. > / · · ' · 

H96-40 "Health Beliefs: A Comparison Between Young Adult Smokers and Non
Smokers" 

The Institutional Review Board (IRB) has reviewed the above protocol. Under the provisions for 
expedited review, the modification to the proposed research has been found acceptable as meeting 
the applicable ethical and legal standards for the protection of the rights and welfare of the human 
subjects involved. 

This approval is valid for one year from the above memo date. This research must be approved 
on an annual basis. It is now your responsibility to renew your approval annually and to keep the 
IRB informed of any substantive change in your procedures or of any problems of a human 
subjects' nature. 

Please do not hesitate to contact either myself (7-3365) or Elisa Gaucher (7-2318) with any 
questions . 

DR:ccg 
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The University of Toledo 

Appendix D 

April 30, 1996 

Julia L. Gamble, RN, BSN 
9602 NW 27th Court 
Coral Springs, Florida 33065 

Dear Ms. Gamble: 

Thank you for your interest in my instrument to measure the perceptions of 
economically disadvantaged groups regarding smoking. Unfortunately, we have not been 
able to locate an original copy of the survey. However, you have my permission to utilize 
the questions described in the article in the Journal of Community Health. 

Best wishes in your graduate school research. Please let me know if I can be of 
further assistance. 

Sincerely, 

(.!_ . / ;/(};:) 
·- ·\_/~ C~J/'~ 
. . I 

LJames H. Price, Ph.D., M.P.H. 
Professor and Chair 

)HP/smf 
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Fax: 317-278-2021 

localed on the campus of 
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Appendix E 

May 14, 1996 

Julia L. Gamble, RN, B.S .N ., MSN Candidate 
9602 NW 27th Courth 
Coral Springs, FL 33065 

Dear Ms. Gamble: 

Enclosed please find a copy of the Health BeliefModel and related 
materials. You have my permission to use these materials as long 
as you cite my work and send me a copy of completed results . 

Sincerely, 

tJ1 c""-tt tc,;. 0wtt!f!UJ J.._, 

Victoria L. Champion, RN, DNS, F AAN 
Professor and Associate Dean for Research 

VLC:jj 

Enclosure(s) 
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Appendix F 

June 30, 1996 

Julia L. Gamble 
9602 N.W. 27th Court 
Coral Springs, FL 33065 

Dear Mrs. Gamble: 

You have my permission to use the revised questionnaire 

from my Master's Paper "African-American Health Beliefs 

About Cardiovascular Disease." 

Please be good enough to send me a copy of the completed 

results. 

Thank you very much. 

MSN, ARNP-C 

Sincerely, 

~~BN, 
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