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Abstract
AIM—To develop and validate a measure of smokers’ expectancies for the abstinence process
upon quitting smoking: the Smoking Abstinence Questionnaire (SAQ).

DESIGN—Principal component analysis and other psychometric analyses of self-report data.

SETTING—San Francisco, California.

PARTICIPANTS—507 adult smokers of at least 10 cigarettes per day diverse in gender, sexual
orientation, and ethnoracial status.

MEASUREMENTS—The primary measure was a draft version of the SAQ. Additional measures
assessed a variety of other smoking-related constructs.

FINDINGS—Principal component analyses revealed 10 factors of the SAQ: Withdrawal, Social
Improvement/Nonsmoker Identity, Adverse Outcomes, Treatment Effectiveness, Common
Reasons, Barriers to Treatment, Social Support, Optimistic Outcomes, Coffee Use, and Weight
Gain. The SAQ factors demonstrated internal consistencies ranging from .62 to .85 and were
associated with tobacco dependence, motivation to quit, abstinence self-efficacy, withdrawal
symptoms, dietary restraint, shape and weight concern, and tobacco use expectancies. The SAQ
predicted smoking-related constructs above and beyond tobacco use expectancies, suggesting that
abstinence-related expectancies and tobacco use expectancies are distinct from one another.

CONCLUSIONS—A newly developed questionnaire, the SAQ, appears to reliably capture
smokers’ expectancies for abstinence (Withdrawal, Social Improvement/Nonsmoker Identity,
Adverse Outcomes, Common Reasons, Optimistic Outcomes, Coffee Use, and Weight Gain) and
expectancies related to the success of a quit attempt (Treatment Effectiveness, Barriers to
Treatment, and Social Support). It remains to be seen how far any of these expectancies predict
attempts to quit, withdrawal, treatment utilization and response, and quitting success above and
beyond existing measures.

Introduction
Expectancies are conceptualized as the consequences that individuals anticipate from their
actions [1]. With regard to addiction, research has focused on the expectancies that
individuals hold concerning the use of a number of substances including alcohol (see [2]),
tobacco (e.g., [3]), stimulants (e.g., [4–6]), and marijuana (e.g., [7]). A large and growing
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body of research has indicated that these expectancies are core constructs relating to drug
use. For instance, tobacco use expectancies have been shown to distinguish among smokers
of varying levels of tobacco dependence and treatment-seeking behavior, and they are
among the best predictors of a number of important indices of smoking behavior including
withdrawal symptoms and treatment outcome [8,9].

Although the expectancies that individuals hold regarding the effects of substance use have
attracted significant attention in the research literature (e.g. [10–16]), little has been done to
explore the expectancies that individuals hold about the cessation of substance use, i.e.,
abstinence-related expectancies. To the best of our knowledge, there are no instruments that
directly assess abstinence-related expectancies and as a consequence, little data is available
on this topic. The smoking literature proves no exception to this rule [8]. While measures
that assess reasons for quitting [17] and perceived risks and benefits of quitting [18] are
relevant, they do not address the specific “If I quit smoking, then _____.” contingency
encompassed by the abstinence-related expectancy construct [8].

It is ironic that sparse data address smokers’ expectancies for abstinence given the
considerable effort that has been expended on treatments for smoking cessation (see [19]).
In truth, abstinence-related expectancies may have substantial significance to the
understanding and treatment of tobacco dependence. For instance, smokers who anticipate
more negative consequences than positive consequences upon cessation may be less likely
to make a quit attempt. Those who anticipate predominantly positive outcomes with few
negative outcomes may find cessation demoralizing and be at high risk for relapse.
Abstinence-related expectancies represent areas of cognition that can be directly addressed
by clinicians and public health campaigns, thereby enhancing the efficacy of interventions.

To fill this gap in the research literature, the goal of the present investigation was to develop
and validate a measure of the range of expectancies that smokers hold for the abstinence
process upon quitting smoking (i.e., all concepts that might complete the sentence “If I quit
smoking, then _____.”), which we label as the Smoking Abstinence Questionnaire (SAQ).
We accomplished this by composing a draft version of the SAQ, administering the measure
to a large sample of cigarette users, and employing quantitative methods to assess its
psychometric properties.

To protect against confirmation bias, we assumed an exploratory approach. Consequently,
we did not offer specific hypotheses regarding the factor structure of the SAQ. However,
consistent with research on tobacco-use expectancies [9], we expected that participants’
responses would correspond to either positive or negative outcomes.

To examine evidence for the validity of the SAQ, we evaluated the concurrent relationship
of the measure with other, key smoking-related constructs. The following hypotheses were
predicated on the rationale that more chronic smokers, for whom abstinence represents a
daunting prospect, should expect weaker positive outcomes and greater negative outcomes
from cessation, whereas less chronic smokers, for whom abstinence connotes fewer
challenges, should anticipate greater positive outcomes and weaker negative outcomes from
quitting. We hypothesized that if the SAQ indeed assesses smokers’ abstinence-related
expectancies, then the following relationships would be observed: 1) In a similar, yet
inverse, manner that tobacco use expectancies are associated with dependence [9], more
tobacco dependent participants would report weaker abstinence-related expectancies
pertaining to positive outcomes and stronger abstinence-related expectancies pertaining to
negative outcomes; 2) Consistent with research on tobacco use expectancies [9,20], smokers
who report more motivation to quit and greater abstinence self-efficacy would report
stronger abstinence-related expectancies pertaining to positive outcomes and weaker
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abstinence-related expectancies pertaining to negative outcomes; 3) As withdrawal effects
are believed to be the most salient features of abstinence and the predominant motivators of
relapse [21], and as tobacco use expectancies are associated with withdrawal symptoms
[16,22–24], smokers who report experiencing a greater degree of withdrawal would report
weaker abstinence-related expectancies pertaining to positive outcomes and stronger
abstinence-related expectancies pertaining to negative outcomes; 4) Because the desire to
control appetite and weight motivates cigarette use (e.g., [25]), and weight gain is a major
barrier to cessation (see [26]), smokers who report higher levels of dietary restraint, shape
concern, and weight concern would report weaker abstinence-related expectancies
pertaining to positive outcomes and stronger abstinence-related expectancies pertaining to
negative outcomes. Finally, we hypothesized that the SAQ would share a degree of
conceptual overlap with tobacco use expectancies, as measured by the Smoking
Consequences Questionnaire-Adult (SCQ-A; [15]). The basis for this hypothesis is that in
some respects, abstinence-related expectancies might be considered the inverse of smoking
expectancies. For example, if one were to anticipate a great degree of health risks from
smoking, he or she might be expected to anticipate improved health outcomes from
abstinence. However, because we assert that abstinence-related expectancies and tobacco
use expectancies represent distinct constructs, we hypothesized that SAQ scales would
remain associated with the constructs described above while controlling for their
conceptually related scales on the SCQ-A.

Methods
Initial Selection of Items

As item selection is of foremost importance in measure development [27], candidate items
were assembled from extensive groundwork in a series of three stages briefly detailed here.
In the first stage, items were generated via reference to the literature on reasons for quitting
smoking and barriers to smoking cessation (see [8]). In the second stage, additional items
were generated through focus groups with current smokers (see [8]). In the third stage, items
were presented to a panel of clinical scientists with expertise in smoking cessation for final
modification. All items were worded at the fifth- to sixth-grade reading level so that they
could be easily understood by a wide range of smokers (see [28]). The draft version of the
SAQ comprised 170 items.

Participants
Participants who filled out the draft questionnaire were 507 individuals recruited from the
local community though newspaper and internet advertisements, flyers, and outreach to
community-based organizations. Participants were required to: 1) be at least 18 years of age;
2) be able to speak, read, and write in English; 3) have a breath carbon monoxide (CO) of at
least 10 parts per million (ppm); and 4) smoke at least 10 cigarettes per day. A relatively low
smoking rate criterion was chosen to include minority populations, who tend to smoke fewer
cigarettes than other smokers (e.g., [29]).

Measures
Demographics Questionnaire (DQ) and Smoking Information Questionnaire
(SIQ)—The DQ assessed participants’ demographic information and the SIQ measured
participants’ smoking behavior.

The Smoking Abstinence Questionnaire-Draft (SAQ-Draft)—The SAQ-Draft
instructed participants to rate how likely or unlikely they believed each consequence (i.e.,
item) would be for them if they attempted to quit smoking. A rating scale with seven
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response options (0 = “not at all likely” to 6 = “extremely likely”) was provided for each
item.

Tobacco dependence—In light of research suggesting that multiple measures provide
for the optimal appraisal of tobacco dependence (e.g., [30–32]), we assessed tobacco
dependence with four measures: the 12-item Cigarette Dependence Scale (CDS; [33,34]),
the Fagerström Test of Nicotine Dependence (FTND; [35]), the Nicotine Dependence
Syndrome Scale (NDSS; [36]), and the Wisconsin Inventory of Smoking Dependence
Motives (WISDM; [37]).

The Thoughts about Abstinence Questionnaire (TAA; [38])—The four-item TAA
was used to assess motivation to quit and abstinence self-efficacy. TAA motivation to quit
scores have been shown to predict smoking cessation treatment outcome, and TAA
abstinence self-efficacy scores have been shown to mediate the effect of extended cognitive
behavioral therapy on treatment outcome [39].

Minnesota Nicotine Withdrawal Scale (MNWS; [40])—The MNWS is an eight-item
questionnaire that measures symptoms of withdrawal over the past 24 hours. The MNWS
compares favorably with other measures of smoking withdrawal [41].

Eating Disorder Examination Questionnaire-Restraint Subscale, Shape
Concern Subscale, and Weight Concern Subscale (EDE-Q; [42])—The EDE-Q is
a widely used measure of eating disorder symptomatology. The Restraint subscale measures
attempts to restrict food intake to influence shape and weight. The Shape Concern and
Weight Concern subscales measure preoccupation, discomfort, and anxiety with regard to
one’s body shape and weight, respectively.

Smoking Consequences Questionnaire-Adult (SCQ-A; [15])—The SCQ-A is the
standard instrument for assessing tobacco use expectancies in experienced smokers. It
measures outcome expectancies on 10 scales: Negative Affect Reduction, Stimulation/State
Enhancement, Health Risk, Taste/Sensorimotor Manipulation, Social Facilitation, Weight
Control, Craving/Addiction, Negative Physical Feelings, Boredom Reduction, and Negative
Social Impression.

Procedures
Participants who met screening criteria during a telephone interview were provided with an
overview of the study and scheduled for an appointment of approximately two hours. The
majority of data were collected in group meeting rooms at the University of California, San
Francisco, and some data were collected in a conference room at a healing center for
American Indians in San Francisco and in classrooms at the University of San Francisco.

Upon providing informed consent, participants provided a CO sample. Those individuals
who qualified for participation were given a packet that included the study measures and
were instructed to complete the measures at their own pace. Study measures were presented
in the following order: DQ, FTND, SAQ-Draft, SIQ, NDSS, EDE-Q, TAA, MNWS, SCQ-
A, CDS, and WISDM. Upon completion of the study, each participant was debriefed and
paid $35 for their participation.

Data Analysis
A principal components analysis using promax rotation was employed to examine the
dimensionality of the data. To determine the robustness of the SAQ’s factor structure to
procedural variation, factor analysis also was employed and produced equivalent results. To
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determine the number of factors to retain, the Minimum Average Partial procedure [43] was
used. Items with factor loadings of at least .40 and no cross loadings were retained for
rotation. Upon ascertaining the SAQ’s factor structure, inter-item reliability (coefficient
alpha) was determined for each of the factors. The effect on alpha of deleting any one item
was examined, and any item that did not appear to substantially improve measurement was
eliminated. Scales from each factor were constructed by computing the mean of the
remaining items that loaded on each factor.

Results
Table 1 describes demographic and smoking characteristics of the sample. As indicated by
the table, the sample was diverse with regard to gender, sexual orientation, and ethnoracial
status.

No missing data were encountered due to careful data collection procedures. Initially ninety-
nine items were removed from the SAQ-Draft, resulting in a 71-item version of the measure.
Analyses resulted in a 10-factor solution that accounted for 47% of the variance. In response
to reviewers’ recommendation that the length of the SAQ be reduced to enhance its utility,
an additional 16 items were removed from the SAQ-draft with little change in alpha
coefficients, resulting in 55 items in the final version of the measure. A 10-factor solution of
the final version of SAQ accounted for 51% of the variance. Table 2 displays the factor
structure of the SAQ. Scale one, labeled Withdrawal (M = 3.8, SD = 1.3), had its greatest
loadings on seven items that addressed the notion that quitting would result in physiologic
and behavioral withdrawal symptoms and withdrawal-related processes (e.g., urges/craving
to smoke); scale two, labeled Social Improvement/Nonsmoker Identity (M = 3.4, SD = 1.3),
had its greatest loadings on eight items and assessed expectancies for social improvement
and a shift in identity from stigmatized “smoker” to “nonsmoker”; scale three, labeled
Adverse Outcomes (M = 1.5, SD = 1.1), had its greatest loadings on seven items and
addressed the notion that quitting smoking would result in a number of somewhat
exaggerated negative consequences; scale four, labeled Treatment Effectiveness (M = 3.3,
SD = 1.5), had its greatest loadings on five items and measured expectancies for the
effectiveness of pharmacotherapeutic and professional intervention to aid in quitting; scale
five, labeled Common Reasons (M = 4.9, SD = .9), had its greatest loadings on seven items
and assessed expectancies that mirror commonly supplied reasons for quitting cigarette use
(e.g., improved health outcomes); scale six, labeled Barriers to Treatment (M = 3.5, SD =
1.5), had its greatest loadings on four items and assessed the expectancy that professional
and pharmacotherapeutic intervention would be difficult to obtain; scale seven, labeled
Social Support (M = 4.6, SD = 1.3), had its greatest loadings on four items and assessed
expectancies for positive social support during a quit attempt; scale eight, labeled Optimistic
Outcomes (M = 2.5, SD = 1.2), had its greatest loadings on six items and addressed the
notion that quitting smoking would be unproblematic; scale nine, labeled Coffee Use (M =
3.0, SD = 1.5), had its greatest loadings on four items and assessed the concept that quitting
smoking would alter one’s experience of drinking coffee; and scale 10, labeled Weight Gain
(M = 3.9, SD = 1.5), had its greatest loadings on three items and assessed expectancies for
postcessation appetite increase and weight gain. Coefficient alphas ranged from .62 to .85
with an average of .75. Table 3 displays the zero-order correlations among the scales of the
SAQ. See Appendix A for the SAQ and Appendix B for the scoring key.

Tests of Construct Validity
Table 4 lists statistically significant correlations of at least .10 between the scales of the
SAQ and the CDS, FTND, NDSS, WISDM, TAA, MNWS, EDE-Q, and SCQ-A.
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Test 1: Associations with tobacco dependence—More tobacco dependent
individuals reported weaker expectancies for positive outcomes and stronger expectancies
for negative outcomes, although there were exceptions to this pattern (tobacco dependence
was positively related to Treatment Effectiveness and Common Reasons). The CDS, NDSS,
and WSDM total scores had significant correlations of at least .10 with eight of the 10 SAQ
scales. The NDSS and WISDM subscales also were associated with a number of SAQ
scales. Notable relationships included those between Drive of the NDSS and Withdrawal,
Negative Reinforcement of the WSDM and Withdrawal, and Weight Control of the WSDM
and Weight Gain. While the FTND had significant correlations of at least .10 with six of the
10 SAQ scales, no correlation exceeded .16, suggesting only modest relationships between
the FTND and SAQ.

Test 2: Associations with motivation to quit and abstinence self-efficacy—
Those who reported more motivation to quit and more abstinence self-efficacy reported
stronger abstinence-related expectancies for positive outcomes and weaker abstinence-
related expectancies for negative outcomes. Motivation to quit and abstinence self-efficacy
each had significant correlations of at least .10 with eight of the 10 SAQ scales.

Test 3: Association with withdrawal—Those who reported greater withdrawal over the
past 24 hours reported weaker expectancies for positive outcomes and stronger expectancies
for negative outcomes, with one exception (withdrawal symptoms were positively correlated
with Treatment Effectiveness). MNWS scores had significant correlations of at least .10
with six of the 10 SAQ scales.

Test 4: Associations with dietary restraint, shape concern, and weight
concern—Those who reported greater shape concern and weight concern reported weaker
expectancies for positive outcomes and stronger expectancies for negative outcomes,
although there were exceptions to this pattern (shape concern and weight concern were
positively associated with Treatment Effectiveness and Common Reasons). Shape concern
and weight concern had significant correlations of at least .10 with five of the 10 SAQ
scales. Dietary restraint had significant correlations of at least .10 with only three of the 10
SAQ scales with no correlation exceeding .11, suggesting only modest relationships between
dietary restraint and the SAQ.

Test 5: Associations with tobacco use expectancies—The SCQ-A appeared to
share conceptual overlap with four scales of the SAQ. Negative Affect Reduction of the
SCQ-A, which assesses expectancies for smoking to alleviate negative mood states, and
Craving/Addiction of the SCQ-A, which assesses expectancies for smoking to result in
continued craving for and use of cigarettes, were robustly associated with Withdrawal of the
SAQ. Negative Social Impressions of the SCQ-A, which assesses expectancies for smoking
to impact negatively on one’s presentation to others, was strongly related to Social
Improvement/Nonsmoker Identity of the SAQ. Health Risk of the SCQ-A, which assesses
expectancies for the negative health impact of smoking, was strongly associated with
Common Reasons of the SAQ. Finally, Weight Control of the SCQ-A, which assesses
expectancies for smoking to control weight and appetite, was robustly related to Weight
Gain of the SAQ. No additional SCQ-A scales appeared to share conceptual overlap with the
SAQ; however, the SCQ-A had a number of significant correlations of at least .10 with
several SAQ scales.

Tables 5, 6, 7, and 8 present results of regressions of SAQ scales on smoking-related
constructs while controlling for their related scales on the SCQ-A. SAQ scales largely
remained associated with the constructs described in tests 1 through 5 while controlling for
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their related scales of the SCQ-A. For instance, Withdrawal was a unique predictor of the
CDS; the strongest predictor of the NDSS total score, the WISDM total score, and the
MNWS total score; and the only predictor of the FTND score, motivation to quit, abstinence
self-efficacy, shape concern, and weight concern. Social Improvement/Nonsmoker Identity
and Weight Gain showed similar associations with smoking-related constructs while
controlling for their respective related SCQ-A scales. Common Reasons remained a
significant predictor of NDSS total score and motivation to quit.

Discussion
The main objective of the current study was to develop and validate an instrument designed
to assess smokers’ expectancies for the abstinence process upon quitting smoking. To the
best of our knowledge, the present research represents not only the first attempt to create a
measure of abstinence-related expectancies for cigarette use, but the first effort to create a
measure of abstinence-related expectancies for any addictive substance. Accordingly, the
results of the current investigation underscore a previously overlooked construct.

Analysis revealed 10 factors underlying the items of the SAQ, from which 10 scales were
constructed: Withdrawal, Social Improvement/Nonsmoker Identity, Adverse Outcomes,
Treatment Effectiveness, Common Reasons, Barriers to Treatment, Social Support,
Optimistic Outcomes, Coffee Use, and Weight Gain. The SAQ scales were associated with
tobacco dependence, motivation to quit, abstinence self-efficacy, withdrawal symptoms,
dietary restraint, shape and weight concern, and tobacco use expectancies. Consistent with
hypotheses, results indicated that more chronic smokers tended to hold weaker expectancies
pertaining to positive outcomes and greater expectancies pertaining to negative outcomes.
Only four of the 10 SAQ scales appeared to have conceptual overlap with SCQ-A scales,
and SAQ scales predicted other smoking-related constructs above and beyond their related
scales of the SCQ-A; in many instances the SAQ was a better predictor of other smoking-
related constructs than the SCQ-A. These results suggest that the SAQ is a valid measure of
a unique construct.

Examination of the SAQ scales’ coefficient alphas indicate that the measure could benefit
from enhanced reliability. All but three scales (Withdrawal, Social Improvement/Nonsmoker
Identity, and Treatment Effectiveness) exhibited modest coefficient alphas [44,45].
Nevertheless, it is notable that these scales demonstrated validity despite their less than
optimal reliability. As the reliability of the SAQ is improved, its observed relationships with
other smoking-related constructs will be augmented.

Limitations
The participants in the present research were moderate to heavy smokers with moderate to
high levels of tobacco dependence. The degree to which the results generalize to the
population of smokers, especially the emerging population of intermittent and light smokers
[46], is unknown. It also is unknown whether the results from the current study generalize to
adolescent smokers, non-English speaking smokers, or smokers from countries outside of
the U.S. Although great effort was taken to develop a comprehensive pool of initial items
and administer them to a diverse sample, as is the case with any form of factor analysis, the
final factor structure is a result of the items and sample used.

Conclusion and Future Directions
Results from the current investigation support the notion that abstinence-related
expectancies, as measured by the SAQ, are important constructs underlying smoking
motivation and behavior. However, as this study represents the first attempt to
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systematically evaluate the role of abstinence-related expectancies in tobacco use, the results
are best described as promising. It is important that future studies establish the predictive
validity of the SAQ. If abstinence-related expectancies indeed have significance to the
understanding and treatment of tobacco dependence, then SAQ scales should predict quit
attempts, withdrawal symptoms, use of and response to treatment and relapse, among other
variables, above and beyond existing measures. Future research should demonstrate that the
SAQ scales are superior to any single item at predicting these variables. As the SAQ’s
validity is firmly established, clinical applications of the SAQ may include tailoring
interventions at the individual or population level based on responses to the instrument. For
example, smokers who expect intense withdrawal effects upon cessation may be aided by
the provision of withdrawal coping strategies and pharmacotherapy to allay withdrawal
symptoms. Those who anticipate little improvement in their social functioning may benefit
from educational materials informing them of the social gains associated with abstinence. Of
course, interventions could be tailored according to responses on each of the 10 scales of the
SAQ, and to this end profile analysis may prove useful.
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Appendix A

Smoking Abstinence Questionnaire
We would like to learn about what you would expect to happen if you quit smoking. Below
are a number of sentences. Each sentence is about a consequence that might happen if you
quit smoking. Please rate how LIKELY or UNLIKELY you believe each consequence
would be for you if you quit smoking.

For example:

If a consequence seems not at all likely to you, you would circle 0. If a consequence seems
extremely like to you, you would circle 6. If it seems neither likely nor unlikely, you would
circle 3. Please refer to the scale below to guide you further:

0 1 2 3 4 5 6

Not
likely at

all

Very unlikely Somewhat unlikely Neither
likely nor
unlikely

Somewhat likely Very likely Extremely likely
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If I quit smoking…
Not likely

at all Extremely likely

1. I would have few urges or cravings to smoke. 0 1 2 3 4 5 6

2. I would have more control over my life. 0 1 2 3 4 5 6

3. Drinking coffee would make me want to smoke. 0 1 2 3 4 5 6

4. Prescription drugs for quitting would be really helpful. 0 1 2 3 4 5 6

5. My drug habit would increase if I quit. 0 1 2 3 4 5 6

6. My weight would not change. 0 1 2 3 4 5 6

7. My teeth would look brighter and whiter. 0 1 2 3 4 5 6

8. The sight of a cigarette would tempt me to smoke. 0 1 2 3 4 5 6

9. Parts of my social life would improve. 0 1 2 3 4 5 6

10. I would feel short-tempered or cranky. 0 1 2 3 4 5 6

11. The people close to me would make fun of me for trying to
stop smoking.

0 1 2 3 4 5 6

12. After a while, the idea of smoking would disgust me. 0 1 2 3 4 5 6

13. My mood would not be affected. 0 1 2 3 4 5 6

14. The people close to me would be happy that I quit. 0 1 2 3 4 5 6

15. Withdrawal would not be so bad if I used prescription
drugs for quitting.

0 1 2 3 4 5 6

16. I would feel like a traitor to my fellow smokers. 0 1 2 3 4 5 6

17. The demands of everyday life would seem like more of a
struggle.

0 1 2 3 4 5 6

18. I would gain weight. 0 1 2 3 4 5 6

19. I would be a more productive person. 0 1 2 3 4 5 6

20. I would look less attractive than before. 0 1 2 3 4 5 6

21. I would not be out of breath all the time. 0 1 2 3 4 5 6

22. The people close to me would do everything they could to
help me quit.

0 1 2 3 4 5 6

23. I would feel pleasant and sociable. 0 1 2 3 4 5 6

24. It would be no problem to find an alternative to smoking
that helps reduce stress.

0 1 2 3 4 5 6

25. Prescription drugs for quitting would make it easier to stop
smoking.

0 1 2 3 4 5 6

26. I would drink less coffee than before. 0 1 2 3 4 5 6

27. It would be easier to be active and exercise. 0 1 2 3 4 5 6

28. Prescription drugs for quitting would be too expensive to
use.

0 1 2 3 4 5 6

29. After I quit, I would try to persuade other smokers to quit. 0 1 2 3 4 5 6

30. My use of other drugs would increase. 0 1 2 3 4 5 6

31. I would want to eat more food than I do now. 0 1 2 3 4 5 6

32. My health would be better in the long-term. 0 1 2 3 4 5 6

33. Without a cigarette, I would not look as cool. 0 1 2 3 4 5 6

34. Drinking coffee would not be the same without smoking. 0 1 2 3 4 5 6

35. My ability to deal with stress would not be affected. 0 1 2 3 4 5 6

36. The people close to me would really cheer me on in my
effort to quit.

0 1 2 3 4 5 6
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If I quit smoking…
Not likely

at all Extremely likely

37. I would really crave a cigarette. 0 1 2 3 4 5 6

38. Nicotine treatments like the patch and gum would cost too
much to use.

0 1 2 3 4 5 6

39. I would feel a sense of accomplishment. 0 1 2 3 4 5 6

40. All I would think about is having a cigarette. 0 1 2 3 4 5 6

41. It would be hard to control my eating. 0 1 2 3 4 5 6

42. The people close to me would support my decision to quit. 0 1 2 3 4 5 6

43. Nicotine treatments like the patch or gum would be really
helpful.

0 1 2 3 4 5 6

44. It would be easier to talk to people without a cigarette. 0 1 2 3 4 5 6

45. It would be too much of a hassle to get prescription drugs
for quitting.

0 1 2 3 4 5 6

46. I would feel anxious, nervous, or worried. 0 1 2 3 4 5 6

47. Withdrawal would not be much of a problem for me. 0 1 2 3 4 5 6

48. I would change my coffee drinking because coffee would
make me want to smoke.

0 1 2 3 4 5 6

49. I would probably live longer. 0 1 2 3 4 5 6

50. My chances of quitting would be much better with the help
of a professional.

0 1 2 3 4 5 6

51. I would feel like I had been bullied into quitting. 0 1 2 3 4 5 6

52. It would cost too much to go to a professional for help
quitting.

0 1 2 3 4 5 6

53. I would be a more desired romantic partner. 0 1 2 3 4 5 6

54. My body would begin to heal from the damage of
smoking.

0 1 2 3 4 5 6

55. Seeing someone else smoke would make me crave a
cigarette.

0 1 2 3 4 5 6

Appendix B

Smoking Abstinence Questionnaire Scoring Key

Item Numbers Scale

8, 10, 17, 37, 40, 46, 55 Withdrawal

2, 9, 12, 19, 23, 29, 44, 53 Social Improvement/Nonsmoker Identity

5, 11, 16, 20, 30, 33, 51 Adverse Outcomes

4, 15, 25, 43, 50 Treatment Effectiveness

7, 21, 27, 32, 39, 49, 54 Common Reasons

28, 38, 45, 52 Barriers to Treatment

14, 22, 36, 42 Social Support

1, 6, 13, 24, 35, 47 Optimistic Outcomes

3, 26, 34, 48 Coffee Use

18, 31, 41 Weight Gain

Note. To determine scale scores, compute the mean of the items pertaining to each scale.
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Table 1

Demographic and Smoking Characteristics

Gender (%)

 Male 53.3

 Female 45.6

 Transgender 1.2

Sexual Orientation (%)

 Heterosexual 76.1

 Homosexual 13.4

 Bisexual 10.5

Mean Age (SD) 40.8 (12.4)

Education (%)

 No high school degree 10.0

 High school degree 58.8

 Associate’s degree, vocational degree 15.2

 Bachelor’s degree 13.0

 Master’s degree 2.4

 Doctoral degree .6

Annual individual income (%)

 Less than $10,000 51.1

 $11,000 – $20,000 23.1

 $21,000 – $30,000 7.9

 $31,000 – $40,000 7.9

 $41,000 – $50,000 4.5

 Over $51,000 5.5

Ethnoracial status (%)

 White 36.5

 African American 29.8

 American Indian 17.2

 More than one race 8.5

 Asian/Pacific Islander 4.3

 Other 3.7

 Hispanic/Latino (any race) 12.6

Mean cigarettes smoked per day (SD) 17.8 (7.7)

Mean years smoking daily (SD) 21.0 (12.6)

Mean number of quit attempts of at least one week (SD) 7.8 (25.6)

Mean intake CO (SD) 20.2 (12.2)
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Mean total score (SD)

 CDS 46.5 (7.9)

 FTND 4.9 (2.1)

 NDSS −.02 (.96)

 WISDM 57.7 (14.8)

Note. CO = breath carbon monoxide, CDS = Cigarette Dependence Scale, FTND = Fagerström Test of Nicotine Dependence, NDSS = Nicotine
Dependence Syndrome Scale, WISDM = Wisconsin Inventory of Smoking Dependence Motives.
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Table 2

Smoking Abstinence Questionnaire Items and Factor Loadings

Scale (coefficient alpha reliability) Loading

Withdrawal (.85)

 Seeing someone else smoke would make me crave a cigarette. .77

 I would feel short-tempered or cranky. .76

 The sight of a cigarette would tempt me to smoke. .75

 The demands of everyday life would seem like more of a struggle. .63

 I would feel anxious, nervous, or worried. .62

 I would really crave a cigarette. .62

 All I would think about is having a cigarette. .59

Social Improvement/Nonsmoker Identity (.80)

 I would have more control over my life. .74

 Parts of my social life would improve. .74

 It would be easier to talk to people without a cigarette. .64

 I would be a more productive person. .61

 I would be a more desired romantic partner. .60

 After I quit, I would try to persuade other smokers to quit. .52

 After a while, the idea of smoking would disgust me. .48

 I would feel pleasant and sociable. .47

Adverse Outcomes (.75)

 I would feel like a traitor to my fellow smokers. .65

 My use of other drugs would increase. .62

 I would feel like I had been bullied into quitting. .62

 I would look less attractive than before. .62

 My drug habit would increase if I quit. .61

 The people close to me would make fun of me for trying to stop smoking. .55

 Without a cigarette, I would not look as cool. .52

Treatment Effectiveness (.82)

 Prescription drugs for quitting would be really helpful. .83

 Prescription drugs for quitting would make it easier to stop smoking. .80

 Withdrawal would not be so bad if I used prescription drugs for quitting. .71

 Nicotine treatments like the patch or gum would be really helpful. .65

 My chances of quitting would be much better with the help of a professional. .64

Common Reasons (.72)

 My teeth would look brighter and whiter. .72

 My body would begin to heal from the damage of smoking. .65

 I would probably live longer. .62

 My health would be better in the long-term. .55

 I would feel a sense of accomplishment. .53

 I would not be out of breath all the time. .50

 It would be easier to be active and exercise. .49
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Scale (coefficient alpha reliability) Loading

Barriers to Treatment (.75)

 It would cost too much to go to a professional for help quitting. .82

 It would be too much of a hassle to get prescription drugs for quitting. .74

 Prescription drugs for quitting would be too expensive to use. .69

 Nicotine treatments like the patch and gum would cost too much to use. .68

Social Support (.76)

 The people close to me would do everything they could to help me quit. .80

 The people close to me would really cheer me on in my effort to quit. .74

 The people close to me would support my decision to quit. .74

 The people close to me would be happy that I quit. .65

Optimistic Outcomes (.62)

 Withdrawal would not be much of a problem for me. .66

 My ability to deal with stress would not be affected. .62

 My mood would not be affected. .57

 My weight would not change. 55

 I would have few urges or cravings to smoke. .53

 It would be no problem to find an alternative to smoking that helps reduce stress. .46

Coffee Use (.72)

 I would change my coffee drinking because coffee would make me want to smoke. .75

 I would drink less coffee than before. .68

 Drinking coffee would not be the same without smoking. .67

 Drinking coffee would make me want to smoke. .66

Weight Gain (.74)

 I would gain weight. .79

 I would want to eat more food than I do now. .77

 It would be hard to control my eating. .63
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