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Abstract
This study focused on the understudied group of smokers who commit to a smoking research study
and then subsequently drop out before completing even one session of treatment (pre-inclusion
attrition). This is an important group typically not examined in their own right, leaving little
knowledge about the characteristics that differentiate them from those who complete treatment. As
an initial investigation, the current study examined affective risk factors for attrition in a sample of
53 adults (79% African American; median income = $30,000–$39,999) enrolled in a smoking
cessation study. Twenty-one (40%) participants never attended a session of treatment. Results
indicated lower psychological distress tolerance was related to pre-inclusion attrition, but only among
women. Additionally, lower physical distress tolerance corresponded to pre-inclusion attrition, but
only among men. These effects remained after including other important affective factors such as
anxiety sensitivity and current depressive symptoms. No other predictors examined corresponded
with pre-inclusion attrition in the present sample. Results indicate need for more research attention
to this at risk group of smokers who do not continue on to cessation intervention.

1. Introduction
Ample research has focused on identifying factors (e.g., depressive symptoms, withdrawal
dynamics) related to relapse for those who receive smoking cessation treatment (e.g., Berlin
& Covey, 2006; Piasecki, Jorenby, Smith, Fiore, & Baker, 2003). However, studies typically
pay less attention to individuals who engage in “pre-inclusion attrition” defined as completing
an initial screening or intake assessment but then failing to participate in any aspect of the
intervention (Howard et al., 1990; Namenek, Brouwer, & Pomerleau, 2000). Of the limited
research conducted on pre-inclusion attrition in smoking cessation, a handful of studies have
considered individual difference factors that may limit initial treatment engagement.

Factors that may be associated with pre-inclusion attrition include self-reported cessation
motivation and quit intentions (Ahluwalia et al. 2002; Schnoll et al. 2004), younger age and
lower education (Ahluwalia et al. 2002; Woods et al. 2002), weight concerns (Copeland
2006), and history of psychotropic medication use (Curtin et al. 2000). Moving beyond these
variables, affective vulnerabilities (e.g., depressive symptoms) have been shown to relate to
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poorer treatment outcome in smokers (e.g., Kassel & Hankin, 2006), and may also be useful
for consideration specific to pre-inclusion attrition. Despite the extensive body of literature
linking depression status or symptoms to poor cessation outcomes, these affective
vulnerabilities have been unrelated to pre-inclusion attrition (El-Khorazaty et al. 2007), as well
as indices of readiness to change smoking behavior and smoking treatment acceptance (Haug
et al., 2005; Prochaska et al., 2004). Some evidence suggests anxiety sensitivity (AS), a
dispositional trait-like characteristic reflecting the fear of anxiety-related experiences, is related
to factors associated with pre-treatment attrition including motivation to quit smoking
(Zvolensky et al., 2004; 2007), barriers to quitting smoking (Zvolensky et al., 2006) and early
smoking lapse (e.g., Brown et al., 2001). However, a direct link from anxiety sensitivity to pre-
treatment attrition has yet to be established.

There may also be other relevant vulnerabilities that have yet to be examined in relation to pre-
inclusion attrition including distress tolerance which is defined as an individual’s behavioral
persistence towards a goal in the presence of affective and/or physical distress (Daughters et
al., 2005a; Brown et al., 2005). Low distress tolerance has been associated with greater
substance use (Quinn et al., 1996), shorter length of smoking cessation and drug use abstinence
(Brandon et al., 2003; Brown et al., 2002; Daughters et al., 2005a), and early substance use
treatment drop out (Daughters et al., 2005b). A limitation of this literature is that studies were
retrospective (Daughters et al. 2005a; Brown et al., 2002) or limited to participants who
completed treatment or engaged in some treatment but failed to achieve abstinence (Brandon
et al., 2003; Daughters et al., 2005b). Thus, the current literature does not highlight the potential
role of distress tolerance in relation to pre-inclusion attrition in a smoking intervention.

In considering the link between distress tolerance and pre-inclusion attrition, it may be useful
to conceptualize distress tolerance within the framework of negative reinforcement (Brown et
al. 2005; Daughters in preparation), in which distress tolerance is considered an assessment of
behavioral avoidance of or escape from affective or physical distress. This framework draws
upon Baker and colleagues’ (2004) negative reinforcement model of addiction in which
initially escape and ultimately avoidance of affective distress are considered the prepotent
motive of addictive behavior maintenance, and is consistent with other negative reinforcement
conceptualizations of smoking motivation (Eissenberg, 2004). Additionally, avoidance
behavior is commonly implicated in both a lack of treatment-seeking for health problems (e.g.,
Moore et al., 2004) and treatment non-adherence (e.g., Waldroup, Gifford, & Kalra, 2006).
Thus it is likely that those individuals who have the lowest levels of distress tolerance will also
be most likely to exhibit pre-inclusion attrition from a smoking cessation intervention.
Specifically, distress tolerance tasks provide an analog assessment of avoidance/escape
behavior that is relevant to the behavior exhibited in not following through with treatment after
an initial effort is made to attend a baseline session.

1.1 Current Study
The aim of the current study was to examine the role of psychological and physical distress
tolerance as predictors of pre-inclusion attrition among a sample of adults who met entry criteria
and completed a baseline assessment for a randomized control trial of a piloted behavioral
activation cessation intervention for smokers with elevated depressive symptoms. Given poor
cessation outcomes associated with depression-related vulnerabilities (e.g., Berlin & Covey,
2006), but also the lack of findings connecting depressive symptoms to pre-inclusion attrition
(El-Khorazaty et al. 2007), it is important to investigate other possible mechanisms contributing
to pre-inclusion attrition in this at-risk group. We also examined the role of gender as a
moderator of the relationship between distress tolerance and pre-inclusion attrition given
women’s smoking behavior may be more directly driven by motivation to cope with negative
affect and stress (e.g., al’Absi, 2006; Colamussi et al., 2007) while men’s smoking may be
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more driven by physiological or pharmacological effects of nicotine (Perkins, 2001; Perkins
et al., 2006). Thus, it was expected that physical distress tolerance would have a stronger
relationship with pre-inclusion attrition for men while psychological distress tolerance would
have a stronger relationship with this outcome for women.

2. Methods
2.1 Procedure

The study employed screening and baseline data from a sample of 53 adult smokers
participating in a randomized trial of a novel behavioral activation treatment for smokers with
elevated depressive symptoms. Subjects were recruited through media advertisements, as well
as the use of community connections across a period of approximately 12 months. 476 potential
participants were initially screened by phone for eligibility. To be deemed eligible, participants
were 1) 18 to 65 years of age, 2) a regular smoker for at least one year, 3) currently smoking
≥10 cigarettes per day, 4) reporting motivation to quit smoking in the next month, and 5) scored
14 or greater on the BDI-II on a phone screen (participants with lower BDI-II scores at baseline
were retained in the study). At a baseline session, all potential participants were also screened
using the Structured Clinical Interview for DSM-IV. Individuals were excluded from the study
for being outside the age range (n = 6), scoring too low on the BDI-II at phone screen (n =
213), having low motivation for quitting (n = 2), meeting criteria for a current DSM-IV disorder
(n = 119), meeting criteria for any psychoactive substance use or dependence (excluding
nicotine) in the last six months (n = 9), current use of psychotropic medication or participation
in psychotherapy (n = 15), physical concerns contraindicating use of the nicotine patch (n =
1), current use of pharmacotherapy to aid in smoking cessation not provided by research staff
(n = 3), smoking too few cigarettes or for too short a period of time (n = 50), and current use
of tobacco products other than cigarettes (n = 5). Participants were assigned by cohort to one
of two treatment conditions. Data were collected through a combination of structured
interviews, laboratory tasks, and self-report questionnaires at baseline prior to the intervention.
The Institutional Review Board of the University of Maryland, College Park provided approval
for this study.

Included in the present sample were 53 individuals who met eligibility criteria, for whom
baseline data were available and who had participated in the laboratory tasks described below.
Participants were on average 45.1 years of age (SD = 12.1), 41.5% were female (n = 22), 79.2%
where African-American and 20.8% were non-Hispanic White.

2.2 Measures
2.2.1 Smoking Characteristics—Smoking history was assessed at baseline using the
smoking history and current status indices agreed upon by a National Cancer Institute
consensus panel (Proceedings of the National Working Conference on Smoking Relapse,
1986). This includes information such smoking rate, history and duration of previous quit
attempts, number of household smokers, and age of onset of regular smoking behavior.

2.2.2 Fagerström Test for Nicotine Dependence—Level of nicotine dependence was
assessed with the Fagerström Test for Nicotine Dependence (FTND; Heatherton, Kozlowski,
Frecker, & Fagerström, 1991). The FTND has shown moderate internal consistency, a single
factor structure, and positive relationships with degree of nicotine intake as assessed by saliva
cotinine (Heatherton et al., 1991). Internal consistency in the present sample was modest (α
= .47).

2.2.3 Anxiety Sensitivity Inventory—Anxiety sensitivity was measured via self-report
using the Revised Anxiety Sensitivity Index (ASI-R; Taylor & Cox, 2001). The ASI-R is a 36-
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item self-report scale that uses a 5-point likert scale (0 = very little to 4 = very much) to assess
fear of anxiety related symptoms. The ASI-R has been used extensively and has sound
psychometric properties. In the current sample, internal consistency was excellent (α = .96).

2.2.4 Structured Clinical Interview for DSM-IV (SCID)—At intake, all participants were
administered the Structured Clinical Interview for DSM-IV-non-patient version (SCID-NP;
Spitzer, 1983) to assess for current DSM-IV Axis I disorders present during the past year.

2.2.5 Laboratory Tasks
2.2.5.1 Paced Auditory Serial Addition Task (PASAT): Participants completed a modified
computerized version of the paced auditory serial attention task (PASAT; Diehr, Heaton, Miller
& Grant, 1998; Lejuez, Kahler, & Brown, 2001), an addition task that has been shown to
increase subject stress levels (e.g., Brown et al., 2002). During the task, numbers are flashed
sequentially across a computer screen and participants are instructed to add the current number
to the previously presented number. They are then told to click on the correct sum using a
keyboard provided on the computer screen. The participant receives one point for each correct
answer with the total number of points earned displayed in a box on the right-hand side of the
screen. The task consists of three levels which progress in difficulty. The first level of the
PASAT lasts one minute and provides a three-second latency between number presentations
(i.e. low difficulty) while the second level lasts for two minutes and provides a two-second
latency (i.e. medium difficulty). During the third and final level, the latency between number
presentations is one-second (i.e. high difficulty). The third level can last for up to seven minutes
with the participant having the option to terminate the level at any time by clicking a quit button
provided on the computer screen. Distress tolerance is measured as the latency in seconds to
task termination. In addition, the number of points that the participant accrues over the course
of the task will be recorded to control for proficiency/skill on task persistence. Finally,
administration of a six item dysphoria scale occurs before the task starts and at the end of the
final level of the PASAT to determine if the task increases psychological stress. This scale
consists of six single-item ratings that are designed to assess moment-to-moment levels of
anxiety, irritability, discomfort, and frustration (Brown et al., 2002).

2.2.5.2 Computerized Mirror-Tracing Persistence Task (MTPT-C): The Computerized
Mirror-Tracing Persistence Task (MTPT-C; Strong et al., 2003) is a computerized version of
the Mirror Tracing Persistence Task (MTPT; Quinn et al., 1996). For the MTPT-C, participants
are instructed to trace a dot along lines of various shapes using the computer mouse. However,
to make the task similar to the original, the mouse is programmed to move the dot in the opposite
direction than that showed on the screen (i.e. like a mirror). Thus, if the participant moves the
mouse down, the dot would move up, and so forth. In order to increase the degree of difficulty
and frustration, each time the participant moves the mouse out of the lines or stops moving the
mouse for more than two seconds, a loud buzzer sounds and the dot moves back to the beginning
of the shape. Similar to the PASAT, there are three rounds of the MTPT-C with each shape
presented progressing in difficulty. The first two rounds last one minute each while the third
round of the MTPT-C can last up to seven minutes. Participants are instructed that they have
the option to terminate the task at any point during the third round by pressing on the space
bar. As with the PASAT, distress tolerance is measured by the latency in seconds to task
termination. Additionally, the number of errors per second (i.e., number of times the participant
has to return to the starting position during the task divided by the task time) is recorded to
control for effects of skill on persistence. The participant completes the dysphoria scale at both
the beginning and end of the MTPT-C to determine if the task caused an elevation in
psychological distress. The original version of the MTPT has been shown to increase distress
and has demonstrated good reliability (alpha = .92; Brandon et al., 2003).
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2.2.5.3 Physical Challenge: Breath Holding Task: Breath holding is a common task used to
assess for physical distress tolerance and has been found to be predictive of length of time to
smoking relapse (Brown et al., 2002; Hajek, Belcher, & Stapleton, 1987). During this task
participants are instructed to take a deep breath and hold it for as long as they can. They are
asked to notify the experimenter when they begin to feel uncomfortable by holding up a sign
that signifies that they are feeling discomfort. However, the participants are instructed to
continue holding their breath beyond that point of initial discomfort for as long as possible.
Distress tolerance is measured as the latency in seconds between when the participant begins
to feel uncomfortable and when they finally let out their breath. The procedure is safe and has
been used in a previous study looking at distress tolerance in smokers (Brown et al., 2002).

2.5.2.4 Pain Challenge: Cold Pressor Task (CPT): The cold pressor task is a commonly used
measure of pain that involves having the participant submerge their hand in a bucket of freezing
cold water (0–2 degree Celsius) a stimulus which produces a gradual escalation of pain
(Willoughby, Hailey, Mulkana, & Rowe, 2002). Similar to the breath holding task, the
participant is instructed to notify the experimenter when they begin to feel uncomfortable by
holding up a sign that indicates so. However, they are told to continue to keep their hand
immersed in the cold water for as long as possible. Distress tolerance is measured as the latency
in seconds between when the participant begins to feel uncomfortable and when they finally
terminate the task by taking their hand out of the water.

2.2.6 Smoking Cessation Self-efficacy—Smoking cessation self-efficacy was measured
at baseline using a nine-item self-report scale that has been used in previous smoking research
to assess a participant’s perception of how tempted they would be to smoke across nine
situations (Velicer Diclemente, Rossi, & Prochaska, 1990). Internal consistency for the
measure in the present sample was adequate α = .82.

2.2.7 Beck Depression Inventory-II (BDI)—The Beck Depression Inventory-II was used
to assess for current elevations in depressed mood. The Beck Depression Inventory-II (Beck,
Steer, & Brown, 1996) is a 21 item self report measure that assesses depressive symptoms over
the past week. Questions are rated on a 4-point likert scale where a value of 0 means that the
statement does not describe the individual at all and a value of 3 means that it describe them
very well. According to the BDI-II, a score of 0–13 indicates minimal depression, 14–19 is
mild depression, 20–28 is considered moderate depression, and 29–63 indicates severe
depression. Internal consistency for the measure in the current sample was good (α = .87).

3. Data Analyses
Analysis of variance (ANOVA) and chi-square analyses were employed for preliminary group
comparisons. The distributional properties of all non-categorical variables were assessed to
determine they met statistical assumptions for the analyses. Distributional properties of time
persisted on the breath holding, cold pressor, and mirror tracing tasks did not meet statistical
assumptions for general linear model analyses, each being significantly skewed (s = 1.66, z =
5.17; s = 2.68, z = 8.38; s = −.590, z = −2.68; SE = .32). Applying a log transformation corrected
skewness for the breath holding and cold pressor tasks respectively (s = −.04, z = −.12; s = −.
07, z = −.21; s = .12), and applying a reflection and log transformation corrected skewness for
the mirror tracing task (s = .12, z = .37). Transformed variables were used in subsequent
analyses.

In order to examine the relationship between psychological and physical distress tolerance and
pre-inclusion attrition, participants were divided into those who completed the baseline
assessment and who attended at least one session of treatment to which they had been
randomized (n = 32), and those who completed the baseline assessment and never attended a
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session of treatment (n = 21). Multivariate generalized linear model (GLM) analyses were then
used to test the differences across pre-inclusion attrition status on persistence on the four
distress tolerance tasks, as well as to examine the potential moderating role of gender in these
relationships. For the analyses, the four psychological and physical distress tolerance measures
were the dependent variables and gender and pre-inclusion attrition status, as well as the
interaction of these variables, were entered as fixed factors. When the multivariate F test was
significant, subsequent univariate analyses were conducted to evaluate the significance of pre-
inclusion attrition status and gender for specific dependent variables, protecting against
multiple comparisons (Tabachnik & Fidell, 2001).

4. Results
4.1. Distress Tolerance Descriptives for full sample

4.1.1 Psychological Distress Tolerance—Participants persisted on the PASAT for an
average of 273.4 seconds (SD = 162.3) and 55.8% quit the task before it was finished. Paired
t-tests indicated a significant increase in self-reported negative affect during the PASAT (p < .
001), suggesting the task was psychologically stressful. Repeated measures analysis indicated
no relationship between skill during the second level or increases in negative affect and quitting
on the PASAT (ps >.3). Time until quitting the task was used as an indicator of psychological
distress tolerance as the distribution was not significantly skewed (s = −.59, z = 1.84; SE = .
32).

For the Mirror Tracing Persistence task, participants persisted for an average of 301.0 seconds
(SD = 144.6) and 50.9% quit the task. Similar to the PASAT, paired t-tests indicated a
significant increase in self-reported negative affect during the MTPT (p<.001), indicating the
task was sufficiently stressful. In order to control for skill on the MTPT-C, the number of errors
per second (EPS) was calculated by dividing the MTPT-C time by the number of errors. EPS
was unrelated to MTPT-C duration [r(53)= .24, p=.08]. Correlation in persistence across the
transformed MTPT-C variable and the PASAT was significant (r(53)=.42, p<.001).

4.1.2 Physical Distress Tolerance—Overall, participants persisted with the Breath
Holding task (BH) for an average of 37.2 seconds (SD=14.0). The difference score was
calculated by subtracting the time at which the participant first began to feel discomfort from
their overall breath holding duration. The mean difference score for BH was 12.4 seconds
(SD=7.9). With respect to the Cold Pressor task (CP), the average amount of time they persisted
on the task was 56.2 seconds (SD= 50.1), and the difference score was 26.5 seconds (SD=33.0).
As expected the transformed difference scores on the two tasks were significantly correlated,
r(53)=.65, p<.001.

4.2 Primary comparisons across pre-inclusion attrition status
First, pre-inclusion attrition status differences were examined for demographics, smoking
history, current depressive symptoms, anxiety sensitivity, quit motivation, and physical and
psychological distress tolerance. Results are reported in Table 1. Individuals characterized by
pre-inclusion attrition did not differ significantly on age, gender, ethnicity, education level, or
employment status nor did they differ substantively on any smoking history characteristics or
quit motivation. However, level of anxiety sensitivity was marginally higher in the pre-
inclusion attrition group (p = .07), thus this variable was included in the multivariate model.
We also covaried for level of depressive symptoms at baseline given the purpose of the larger
study.
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4.3 Multivariate Generalized Linear Models
The general multivariate model assessing differences in psychological and physical distress
tolerance variables across pre-inclusion attrition status was significant (F6,40 = 3.60, p = .006)
as was the overall model for the gender by pre-inclusion attrition status interaction (F6,40 =
3.00, p = .02), although the general model for gender was not significant. Tests of between
subject effects indicated participants in the pre-inclusion attrition group persisted on the
PASAT for a shorter period of time (F1,49 = 10.66, p = .002), although this must be interpreted
in the presence of a significant gender by pre-inclusion attrition status interaction for
persistence on the PASAT (F1,49 = 7.84, p = .007). Analysis of marginal means with Bonferroni
correction for post hoc comparisons indicated that women in the pre-inclusion attrition group
persisted for a significantly shorter time on the PASAT (M = 139.1 (SD = 162.7)) than both
men (M = 323.7 (SD = 130.0)) and women (M = 382.7 (SD = 75.7) in the treatment engagement
group. See Figure 1. There were no group differences or group by gender interaction on the
MTPT-C.

Additionally, there was a significant gender by pre-inclusion attrition status interaction for
persistence on both the cold pressor task (F1,49 = 7.32, p = .01) and the breath holding task
(F1,49 = 5.40, p = .03). See Figures 2 and 3. In both cases, analysis of marginal means with
Bonferroni correction indicated that men who were in the treatment engagement group
persisted significantly longer on the cold pressor and breath holding tasks, respectively (M =
1.4, (SD = .36); M = 1.1 (SD = .26)) than those men who were in the pre-inclusion attrition
group (M = .92, (SD = .51); M = .86 (SD = .27)). However, pre-inclusion attrition status was
not associated with physical distress tolerance among women.

5. Discussion
The current study was a preliminary examination of the relationship between psychological
and physical distress tolerance with pre-inclusion attrition from a behavioral activation
cessation intervention for smokers with elevated depressive symptoms. Consistent with
expectations, lower psychological distress tolerance was related to pre-inclusion attrition, but
only among women. Additionally, lower physical distress tolerance also corresponded to pre-
inclusion attrition but only among men. Across analyses, these effects remained after including
other important affective factors such as anxiety sensitivity and current depressive symptoms.
Interestingly, no other predictors examined corresponded with pre-inclusion attrition in the
present sample. Findings have implications for the role of distress tolerance as a putative risk
factor for pre-inclusion attrition in the continuum of poor smoking cessation outcomes.

In the current study, women who dropped out after the initial baseline persisted approximately
half as long on average on the psychological distress tolerance task as men regardless of attrition
status, as well as women who continued on to treatment. As expected, physical distress
tolerance predicted pre-inclusion attrition status but only among men, with those who persisted
for a shorter period of time more likely to drop out prior to entering treatment. Thus, women
and men who were particularly prone to engage in avoidance or escape behavior in the presence
of affective (women) or physical (men) distress may have difficulty persisting through even
the initial steps of their effort to quit smoking; a finding that is especially interesting given that
motivation to quit was not related to pre-inclusion attrition. A substantial literature indicates
that among smokers, women may more frequently regulate negative affect through smoking
(c.f., Reynoso, Susabda, & Cepeda-Benito, 2005; al’Absi, 2006) and have their ability to quit
smoking more greatly impacted by stressful life events (e.g., McKee, Maciejewski, Falba, &
Mazure, 2003). Our findings build upon and extend this literature by suggesting a woman’s
behavioral response (e.g., avoidance) to such forms of affective distress that occur even prior
to quitting may be especially deleterious to her ability to commit to cessation treatment.
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Similar to our findings with women and affective distress, the current results suggest that
among men, a tendency to engage in avoidance or escape behavior in response to physical
distress may be a considerable barrier to effective smoking treatment engagement. It has been
argued that men are more inclined to smoke cigarettes primarily for the direct reinforcement
of nicotine as opposed to non-pharmacological factors (Perkins, 2001; Perkins et al., 2006),
and they may benefit more from nicotine replacement therapies which target directly these
pharmacological mechanisms (Cepeda-Benito, Reynoso, & Erath, 2004). Gender differences
may also exist in sensitivity to the rewarding effects of nicotine, such as its analgesic effects
(Jamner, Girdler, Shapiro, & Jarvik, 1998). Nicotine administration has been found to increase
pain threshold and tolerance in men, but not in women (Jamner et al., 1998), although findings
are not consistent across all studies. Although speculative, it may be that ability to persist
through the interoceptive symptoms motivating smoking behavior may be particularly relevant
to men’s willingness to pursue smoking treatment.

5.1. Conclusion
Despite limitations including a small sample characterized by elevated depressive symptoms
and a limited number of covariates, this is the first study to examine the relationship between
psychological and physical distress tolerance and pre-inclusion attrition from a smoking
cessation intervention. Thus a challenge is developing effective strategies for targeting and
recruiting both men and women who may be particularly likely to engage in treatment
avoidance behavior and subsequently unlikely to continue with a cessation program. It would
also be useful to further explore the gender differences here both as they relate to pre-inclusion
attrition but also to the extent that they shed light on cessation outcomes, with somewhat
different targets possibly emerging across gender (i.e., psychological distress tolerance for
women, physical distress tolerance for men). Combined with the uniqueness of our sample in
the high representation of low income minority smokers who are typically underrepresented
in smoking cessation research (El-Khorazatay et al., 2007) and at risk for poor cessation
outcomes (Moolchan et al., 2007), the current study suggests how the construct of distress
tolerance may be helpful to marshal support needed to help individuals commit to treatment
while noting the importance of considering the role of demographic variables in this
relationship.
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Figure 1.
The interaction between psychological distress tolerance (PASAT) and gender in predicting
preinclusion attrition status.
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Figure 2.
The interaction between physical distress tolerance (Cold Pressor) and gender in predicting
preinclusion attrition status.
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Figure 3.
The interaction between physical distress tolerance (Breath Holding) and gender in predicting
preinclusion attrition status.
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Table 1
Comparisons on demographic, smoking history, and affective variables across
preinclusion attrition status.

Characteristics Pre-Inclusion Attrition Group(n=21) Treatment Attenders(n=32)

Demographic Variables

 Age, mean (SD) 46.9 (11.5) 44.0 (12.5)
 Gender, % female 47.6 37.5
 Ethnicity, % African-American 81.0 78.1
 Employment Status, (% unemployed) 35.0 28.1
 Education (%)
   HS Graduate/GED or lower 38.1 31.3
   Some College/Tech School/College Graduate 61.9 68.8
 Household Income (%)
   $0−$39,9999 76.2 56.7
   $40,000−$79,999 14.3 30.0
   $80,000+ 9.5 13.3

Smoking History Variables, (Mean (SD))

 Length of smoking history in years 26.5 (11.6) 23.3 (11.5)
 Level of nicotine dependence 5.9 (2.0) 5.2 (2.0)
 Average Cigarettes Per Day 18.0 (10.6) 16.6 (7.2)
 Number of prior quit attempts 4.8 (4.4) 3.5 (3.1)
 Current self-reported motivation to quit 8.5 (1.8) 9.0 (1.2)

Affective Variables

 Anxiety Sensitivity (ASI) Total Score, mean (SD)
(p=.07)

25.0 (9.2) 18.7 (13.0)

 BDI score, mean (SD) 12.1 (8.2) 8.6 (7.1)

Distress Tolerance Variables

 PASAT (M(SD)) 217.68 (176.71) 343.33 (116.8)
 MTPT (M(SD))* .94 (1.18) 1.10 (1.17)
 CPT (M(SD))* 1.05 (.51) 1.32 (.39)
 BH (M(SD))* .96 (.29) 1.07 (.24)

*
Note: Denotes variables that have been transformed;

No significant group differences were identified across demographic, smoking history, affective, or distress tolerance variables.
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Table 2
Spearman Rank Correlations among Physical and Psychological Distress tolerance tasks

1. 2. 3. 4.
1. MTPT 1
2. PASAT .40** 1
3. BH .30* .04 1
4. CPT .23 .13 .59** 1
*
p<.05;

**
p<.01
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