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Abstract

One third of smokers diagnosed with cancer continue smoking, perhaps due to low perceived 

cancer–related benefits of cessation. To examine perceived cancer–related benefits of quitting 

among newly diagnosed cancer patients who smoke and associations with quit intentions, baseline 

measures from patients (N = 303) enrolled in a randomized controlled trial were analyzed using 

hierarchical regression models and bootstrapping. Higher perceived cancer–related benefits of 

quitting were associated with having a smoking-related cancer and less education. Perceived 

cancer–related benefits of quitting and quit intentions were positively correlated, particularly 

among patients with smoking-related cancers. For smokers with smoking-related cancers, 

perceived cancer–related benefits of quitting are correlated with quit intentions.
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Introduction

Smoking is the leading cause of preventable death in the United States (Centers for Disease 

Control and Prevention (CDC), 2018). Moreover, it is estimated that 40 percent of all 

cancers diagnosed in the United States are associated with smoking (CDC, 2016; CDC, 

2018). Approximately 1 in 3 patients smoke at or around the time of cancer diagnosis (Sitas 

et al., 2014). Studies have shown that those who continue to smoke after diagnosis are at 

higher risk for poorer prognosis, adverse treatmentrelated side effects, and deteriorating 

quality of life as compared with cancer patients who quit (Florou et al., 2014; Parsons et al., 
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2010; Trout et al., 2018). In addition, smoking may reduce treatment effectiveness, increase 

likelihood of recurrence, or promote the development of new primary tumors (CDC, 2016; 

Sitas et al., 2014; Tseng et al., 2012; United States Surgeon General, 2014). Thus, the 

delivery of effective smoking cessation services for cancer patients can advance the 

treatment and outcomes in these patients.

In the general population, studies have shown that current smokers may underestimate the 

health benefits of quitting smoking. In addition to having an “optimistic bias” about the risks 

of continued smoking, current smokers perceive fewer health benefits of quitting smoking 

than do former smokers and nonsmokers (Arnett, 2000; McCoy et al., 1992; Park et al., 

2009; Weinstein et al., 2005). To date, less is known about the perceived health benefits of 

quitting smoking among cancer patients who smoke. Recently, a large survey of cancer 

patients identified greater perceived risks of continued smoking as a robust predictor of quit 

intention and cessation (Alton et al., 2018); however, patients’ anticipated benefits of 

quitting were not assessed. Thus, it remains unclear whether cancer patients’ perceived 

cancer–related benefits (PCRB) of quitting are associated with their quit intentions.

According to the transtheoretical model (TTM) of behavior change, perceived benefits of 

change, as well as the salience of these benefits (i.e. proximal or distal), are key factors that 

can develop and sustain a patient’s readiness to change (Prochaska and Velicer, 1997). In the 

context of smoking cessation, prior findings suggest that greater perceived benefits of 

quitting are associated with smoking cessation (Borrelli et al., 2010). Moreover, the TTM 

suggests that the greater the salience of the consequences of a risky health behavior, the 

greater the intention to change. For recently diagnosed cancer patients who smoke, quit 

intentions may, therefore, be higher when (a) PCRB of quitting are higher and (b) they have 

been diagnosed with a smoking-related cancer. To the best of our knowledge, no study to 

date has examined the effect of PCRB of quitting on quit intentions.

For cancer patients who smoke, quit intentions may be associated with a variety of factors in 

addition to PCRB of quitting smoking. Intention to quit may vary by sociodemographic 

characteristics, including gender, age, marital status, and education. Higher quit intentions 

are generally reported among women (Guimond et al., 2017; Schnoll et al., 2002), although 

some findings have been mixed (Ayala-Bernal et al., 2017; Schnoll et al., 2004). Older 

smokers may be less likely to endorse quit intentions (Yasin et al., 2012), although, again, 

findings have been mixed (Broms et al., 2004). As compared with married smokers, single 

smokers may also endorse lower intentions to quit smoking (Broms et al., 2004). In addition, 

higher quit intentions are associated with higher levels of education and lower levels of 

financial strain (Martínez et al., 2018; Park et al., 2016; Vinci et al., 2017). Collectively, it 

would be prudent to control for these potential covariates when examining the unique 

association between PCRB of quitting and quit intentions.

Moreover, recent evidence suggests that relationships between cognitive-motivational factors 

and quit intentions are moderated by illness salience. Findings have been mixed about the 

relationship between cancer stage and intentions to quit smoking (Kumar et al., 2018; Trout 

et al., 2018). However, emerging evidence suggests that the relationship between perceived 

risks of smoking and intention to quit is stronger among cancer patients with smoking-
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related cancers than for nonsmoking-related cancers (Martínez et al., 2018; Schnoll et al., 

2003a; Sciamanna et al., 2000). Similarly, the relationship between PCRB of quitting and 

quit intentions may be also stronger for patients with smoking-related cancers.

To address these gaps, this study sought to (1) describe and identify correlates of PCRB of 

quitting among newly diagnosed cancer patients who smoke, (2) examine the unique 

contribution of PCRB of quitting on quit intentions at diagnosis, and (3) explore smoking-

relatedness of cancer as potential moderator of the relationship of PCRB of quitting on quit 

intentions.

Methods

Participants and recruitment

Participants were patients with newly diagnosed or suspected cancers who were identified as 

current smokers. Eligible participants were adult (age > 18 years) current smokers (having 

smoked a cigarette, even a puff, within the last 30 days), who were English or Spanish-

speaking and receiving their oncology care at any of the three recruiting institutions in the 

outpatient thoracic, gastrointestinal, genitourinary, breast, head/neck, lymphoma, 

gynecological, or melanoma clinics. Participants were enrolled in a clinical trial examining 

the effects of a counseling-enriched smoking cessation treatment (vs standard treatment) on 

smoking cessation. Recruitment occurred at two major academic medical centers in the 

Northeast (Massachusetts General Hospital/Dana Farber Cancer Institute in Boston, MA, 

and the Memorial Sloan Kettering Cancer Center in New York, NY). Detailed protocol 

methods, eligibility criteria, and consent procedures have been published previously (Park et 

al., 2016). This research has been approved by the institutional review boards at each 

participating site.

A total of 4709 patients were identified and prescreened. Overall, 2455 patients were 

ineligible (chief reason at chart prescreen was receiving health care elsewhere (n = 614), 

chief reason at confirmation screen was no tobacco use in the past 30 days (n = 317)), 1808 

patients refused to be screened, 84 patients refused to enroll (chief reason was being too 

upset (n = 19)), and 59 patients were never randomized, resulting in a sample of N = 303 

enrolled and randomized patients.

Measures and data collection

Participants completed self-report baseline questionnaires upon study entry and medical 

information was abstracted from participants’ electronic health records. Participants reported 

their highest level of education attained, insurance status, partnership status (married/living 

with partner as married), employment status, and smoking rate (cigarettes per day), but age, 

gender, history of a smoking-related disease, cancer type, and stage were collected from the 

electronic health record. As has been done previously (Kalkhoran et al., 2018), our 

investigative team created a composite “smoking-related cancer” variable by categorizing 

cancer types into smoking-related (lung, esophageal, head and neck, bladder, kidney, liver, 

pancreatic, colorectal, anal, small intestinal, gastric, or cervical) and nonsmoking-related 

(prostate, testicular, penile, breast, lymphoma, melanoma, or noncervical gynecologic 
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cancer), guided by conclusions from the US Surgeon General (United States Surgeon 

General, 2014).

PCRB of quitting were assessed using an investigator-developed, 4-item numerical rating 

scale ranging from 0 (“Not at all”) to 10 (“Very much”) (Appendix 1). Items assessed the 

extent to which the participants believed that quitting smoking would lead to the following 

cancer-related health benefits: (1) improve his or her chances of getting the full benefit from 

his or her cancer treatment; (2) reduce his or her chances of having complications from 

treatment; (3) reduce his or her chances of developing the same cancer again; and (4) reduce 

his or her chances of developing a new type of cancer. Items were summed to create a total 

composite score, with a potential range from 0 to 40 and higher scores indicating greater 

PCRB of quitting smoking. In cases where a single item response was missing, the value 

was mean-imputed with the average of the other three PCRB of quitting items. In the present 

sample, internal consistency for the 4-item total PCRB of quitting score was acceptable 

(Cronbach’s alpha = .73).

Quit intentions were assessed using the well-validated Contemplation Ladder (Biener and 

Abrams, 1991). Participants rated their intention to quit smoking on a rating scale ranging 

from 0 (“No thought of quitting”) to 10 (“Taking action to quit”).

Data analyses

Analyses using baseline PCRB of quitting and quit intentions data were conducted using 

SPSS v24. All variables were examined for normality. Descriptive statistics were computed 

to summarize demographic, medical, and smoking-related characteristics. Zero-order 

correlations were computed to examine associations among baseline PCRB of quitting 

smoking, readiness to quit, and sociodemographic and medical factors. An ordinary least 

squares (OLS) regression model with pairwise deletion was conducted to identify the unique 

contribution of PCRB of quitting smoking on quit intentions in a stepwise fashion. Step 1 

included sociodemographic variables, Step 2 added medical factors, Step 3 added mean-

centered PCRB of quitting and cancer type (smoking-related vs other), and Step 4 added an 

interaction term of Step 3 variables. Changes in R2 of the full model were computed 

between each step. Finally, using the PROCESS macro (Hayes, 2012), the conditional 

effects of PCRB of quitting on quit intentions were probed as a function of cancer type 

(smoking-related vs nonsmoking-related). Post hoc regression models computed simple 

slopes and used the Johnson-Neyman Procedure to probe the significant interaction in the 

OLS model and identify values at which the divergence in regression models crossed the 

threshold of statistical significance (Hayes and Matthes, 2009).

Results

Table 1 presents the participant sociodemographic and baseline PCRB of quitting and quit 

intentions. About half of the participants were female (56.11%) and most were White 

(87.46%), had some college education (68.47%), and were middle aged (M = 58.34, 

standard deviation (SD) = 9.71). Approximately, half of the participants were recently 

diagnosed with a smoking-related cancer (59.74%). Participants predominantly reported 

high PCRB of quitting overall (M = 34.67, SD = 7.20) and for each PCRB item: receiving 
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full benefit of treatments (M = 9.20, SD = 1.95), reducing risk for developing a new cancer 

(M = 8.78, SD = 2.10), reducing risk of complications from cancer treatment (M = 8.55, SD 
= 2.62), and reducing risk of cancer recurrence (M = 8.14, SD = 2.87). In the overall sample, 

quit intentions were moderate (M = 5.90, SD = 1.78). Missingness on measures of PCRB of 

quitting and quit intentions was minimal (<10%), and there were no discernable differences 

between participants with complete data and those without (ps > .05).

Table 2 presents the results of the zero-order correlations. PCRB of quitting were negatively 

associated with education (Spearman’s rho = −.16, p = .009) but were not associated with 

age (r = −.01, p = .91), gender (Spearman’s rho = .01, p = .91), partnership status 

(Spearman’s rho = .08, p = .16), or employment status (Spearman’s rho = −.10, p = .10). In 

terms of medical characteristics, PCRB of quitting were positively associated with the 

diagnosis of a smoking-related cancer (Spearman’s rho = .18, p = .003), yet were not 

associated with the number of cigarettes participants smoked per day (r = .01, p = .88), the 

diagnosis of a smoking-related disease (Spearman’s rho = .09, p = .11), or cancer stage 

(Spearman’s rho = .02, p = .76). PCRB of quitting was positively associated with greater 

quit intentions (r = .17, p = .007).

Table 3 reports the findings from a four-step hierarchical linear regression, which identified 

predictors of baseline quit intentions. In the overall sample, the final regression model was 

statistically significant, (F(10, 256) = 1.99, p = .03, R2 = .07). In Step 1, age, gender, marital 

status, employment, and education were included in the model, but no participant 

demographics were significantly associated with quit intentions. In Step 2, cigarettes 

smoked per day and diagnosis of a smoking-related disease were included in the model, and 

again these variables were not significantly associated with quit intentions. In Step 3, 

diagnosis of a smoking-related cancer and PCRB of quitting (mean-centered) were included 

in the model. Greater PCRB of quitting significantly predicted greater quit intentions (B 
= .04, t = 2.54, p = .01) but having a smoking-related cancer did not (B = .30, t = 1.21, p 
= .23). In Step 4, an interaction was found such that greater PCRB of quitting and diagnosis 

of a smoking-related cancer (0 = no, 1 = yes) explained a statistically significant proportion 

of variance in quit intentions (B = .08, t = 2.59, p = .01).

To explore this interaction further, a post hoc analysis was conducted to probe the 

conditional effect of PCRB of quitting on quit intentions by type of cancer. For nonsmoking-

related cancers, the effect of PCRB of quitting on quit intentions was nonsignificant (B 
< .01, t = .01, p = .99, 95% confidence interval (CI), −.04, .04). However, for participants 

with smoking-related cancers, there was a significant conditional effect (B = .08, t = 3.52, p 
= .001, 95% CI, .04, .12). To probe for points of statistical significance at these levels, a 

Johnson-Neyman Procedure was conducted. As depicted in Figure 1, patients with a 

smoking-related cancer reported significantly greater quit intentions than patients with a 

nonsmoking-related cancer when they reported a mean above 37.38 (49.62% of the sample; 

B = .52, t = 1.97, p = .05, 95% CI, .00, 1.03). Interestingly, patients with a smoking-related 

cancer had significantly lower intentions to quit than patients with a nonsmoking-related 

cancer when they reported PCRB of quitting below a mean of 13.70 (1.92% of the sample; B 
= −1.35, t = 1.97, p = .05, 95% CI, −2.71, .00).
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Discussion

The purpose of this study was to describe and investigate associations between PCRB of 

quitting smoking, smoking-related cancer diagnosis, and intentions to quit smoking for 

newly diagnosed patients with cancer. Overall, we observed high levels of perceived benefits 

of quitting smoking among newly diagnosed cancer patients who reported current smoking. 

Our exploratory moderation analyses revealed that greater perceived benefits of quitting 

were associated with greater intention to quit smoking and that this relationship was 

principally accounted for by patients diagnosed with smoking-related cancers. Collectively, 

these findings have key theoretical implications with regard to models of health behavior 

change, as well as practical clinical implications for health care providers working with 

cancer patients who smoke.

Patients tended to endorse high levels of belief that quitting smoking would (1) improve 

their cancer treatment outcomes and would mitigate the risk for (2) developing a new cancer, 

(3) incurring treatment-related complications, and (4) cancer recurrence. Consistent with the 

2014 Surgeon General’s Report (United States Surgeon General, 2014), these findings 

support that cancer patients are well aware of the benefits of quitting smoking following 

cancer diagnosis. We found that patient characteristics significantly associated with greater 

perceived benefits included lower education and being diagnosed with a smoking-related 

cancer. Patients with greater educational attainment may be more likely to doubt the 

accuracy of cancer-related testing (Hall et al., 2018), and this skepticism may generalize to 

having more modest perceived benefits of quitting smoking. Alternatively, smokers with less 

education may be more susceptible to exhibiting unrealistic optimism with regard to cancer-

related benefits of quitting smoking. Indeed, smokers with less education may perceive 

fewer risks associated with continued smoking as well (Dillard et al., 2006). We also 

observed that patients with cancers that were smoking-related (vs not smoking-related) 

endorsed higher PCRB of quitting, discussed further below. Broadly, these findings build on 

recent evidence that cancer patients’ risk perceptions about smoking vary as a function of 

the smoking-relatedness of one’s cancer (Martínez et al., 2018). To the best of our 

knowledge, this study is the first to report the positive association between having a 

smoking-related cancer (vs nonsmoking-related) and higher PCRB of quitting smoking.

Our final regression model accounted for modest, yet significant degree of variance in 

cancer patients’ ratings of their intentions to quit. Post hoc analyses revealed that the 

strongest association between PCRB of quitting and quit intentions were among patients 

diagnosed with smoking-related cancers, after controlling for age, gender, partnership status, 

employment, education, smoking heaviness (i.e. cigarettes per day), and the presence of a 

comorbid smoking-related disease. Across participants diagnosed with a smoking-related 

cancer, low levels of perceived benefits (−1 SD) corresponded with a score of approximately 

5 on the Contemplation Ladder, “I often think about changing the way that I smoke, but I 
have not planned to change it yet.” In contrast, high levels of perceived benefits (+1 SD) 

corresponded with a Contemplation Ladder score of approximately 7, “I definitely plan to 
change my smoking, and I am ready to make some plans about how to change.” For cancer 

patients who smoke, this difference in quitting readiness is substantial and may be critical to 

initiating and sustaining a quit attempt (Martínez et al., 2018). Collectively, these results 

Hall et al. Page 6

J Health Psychol. Author manuscript; available in PMC 2021 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



implicate PCRB of quitting as a potentially modifiable target for future smoking cessation 

counseling interventions with cancer patients.

These findings provide useful theoretical implications for understanding how patients with 

differing cancer types process PCRB of quitting smoking. As stated previously, a central 

component of behavior-change models, such as TTM, focuses on the perceived benefits of a 

behavior to facilitate transition from pre-contemplation to contemplation to action (Kaufman 

et al., 2018). Within the context of smoking cessation, TTM-based interventions have 

provided mixed findings (Aveyard et al., 2009). One reason posited for these mixed findings 

is that the proposed smoking-related benefits within these interventions are not adequately 

matched to the stage of behavior change expressed by the patient. As such, patients who do 

not perceive the benefits as proximally beneficial are less likely to want to contemplate 

behavior change. Construal level theory (CLT) proposes that there is an interrelation 

between temporal distance and psychological distance (i.e. how proximal or distal a health 

outcome is perceived to be relates to how concrete or abstract decision-making is about the 

behaviors that can prevent or promote that health outcome) (Trope and Liberman, 2010). 

Previous studies utilizing CLT have primarily focused on the relationship between risk and 

proximity. For example, Chandran and Menon (2004) found support for greater perceptions 

of temporal proximity of risk increasing compliance with more difficult preventive behaviors 

by making a health threat seem more threatening. In addition to perceived risks of continued 

smoking, patients may also contemplate potential benefits associated with quitting, and the 

temporal proximity of these perceived benefits may influence their salience. Thus, we 

hypothesized that participants with a smoking-related cancer would have greater intention to 

quit smoking than nonsmoking-related cancers due to a greater proximal understanding of 

the PCRB of quitting. Indeed, results supported this hypothesis, demonstrating that this 

effect was strongest among participants who reported high PCRB of quitting, which 

suggests that even within smoking-related cancers there was a high degree of heterogeneity. 

One possible explanation for this finding is that may have been different perceptions of 

proximity based on the type of perceived benefit. For example, from a descriptive standpoint 

the mean score on the item assessing “receiving the full benefit of one’s cancer treatment” 

was among the most highly endorsed items and, potentially, was perceived to be a more 

proximal benefit of quitting smoking than the recurrence of a participant’s cancer. As 

participants in this study had only recently been diagnosed, the PCRB of reducing risk of 

recurrence may have seemed a more distal, and less important, benefit to promote greater 

contemplation about quitting.

This study’s focus on the PCRB of quitting also provides further practical implications for 

clinicians counseling cancer patients who smoke. Previous studies have shown an 

inconsistent association between risk perceptions among cancer patients and successful 

cessation. Alton et al. (2018) found an association between current smokers’ perceptions 

that smoking negatively affects quality of life, survival and fatigue and was strongly 

associated with smoking cessation. However, other studies that have utilized patient 

education materials to promote cessation, in which increasing risk perception did not 

successfully result in cessation (Strecher et al., 2008). As such, fear appeal and risk 

management theories suggest that communicating risk to cancer patients, who may already 

possess strong perceptions of threat as a result of their diagnosis, may be a complex process 
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(Dillard and Nabi, 2006). While there remains limited empirical research on preferences of 

communication type among patients with a smoking-related cancer, focusing on the benefits 

of quitting aligns with the need to build efficacy and self-confidence in quitting. Without 

doing so, it could lead to potentially treatment-interfering coping strategies, such as denial 

and defensive avoidance, that could indirectly lead to worse health outcomes. Therefore, 

communication between cancer patients and clinicians and researchers should highlight that 

a diagnosis is a teachable moment (Park et al., 2014). As such, evidence-based shared 

decision-making at the point of diagnosis may be a useful strategy for distilling the cancer-

related benefits of cessation to patients and may lead to meaningfully improved quit 

intentions.

Benefit finding of quitting is a cognitive activity that requires patients to make predictions 

about the future, specifically their future health and survival. For patients who are also 

managing mental health challenges, these predictions will likely be vulnerable to cognitive 

influences of hopelessness (depression) or fear (anxiety). This is an important consideration 

as anxiety and depressive psychopathology is much more common among smokers than 

among the general nonpsychiatric population (Goodwin et al., 2017; Piper et al., 2010; 

Zvolensky et al., 2018). Similarly, mood and anxiety disorders may interfere with patients’ 

estimates of their own self-efficacy and intentions to quit. Although mood and anxiety 

disorders were not assessed in the present report, there is mounting evidence that smoking 

cessation interventions that reduce anxiety and depression prior to a quit attempt enhance 

cessation success (Leventhal and Zvolensky, 2015; Lubetkin et al., 2018; Smits et al., 2016) 

and among patients managing chronic illness (OʼCleirigh et al., 2018).

Limitations and strengths

This study has several limitations. First, the results reported here reflect cross-sectional 

associations, so no causality can be inferred between correlates of quit intentions and 

eventual cessation. However, multiple studies, supported by behavior change theories, have 

shown that intention to perform a behavior is the strongest predictor of successful 

completion of that behavior (Webb and Sheeran, 2006). Second, there is limited 

generalizability to racial and ethnic minority groups as the study sample was predominantly 

nonHispanic/Latino White. A strength of this study, though, was diverse participation of 

patients across socioeconomic status. Third, generalizability is also limited as enrollment 

was part of a cessation trial. However, patients who did not wish to quit at the point of 

enrollment were eligible to participate in the trial, providing a more robust representation of 

the relationship between cancer patients who continue to smoke and quit intentions in a 

nontrial setting. Fourth, a variety of factors not examined in this report (e.g. cancer-related 

distress, pain, psychological treatment, perceived and actual availability of smoking 

cessation resources, and social support) may also influence quit intentions among cancer 

patients who smoke and should be assessed in future research examining PCRB of smoking 

cessation in this population. Finally, a strength of this study was the diversity of cancer types 

in this sample. Most literature has investigated head/neck and/or lung cancer patients with 

regard to smoking. Findings from this study therefore address calls for research on 

differences among patients with diverse cancer types to elucidate the observed differences in 

smoking rates (Schnoll et al., 2003b; Wakefield et al., 2004).
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Conclusion

This study is the first to explore the relationship between PCRB of quitting and intention to 

quit smoking among recently diagnosed cancer patients. The main study finding was that 

PCRB of quitting was associated with intention to quit, particularly among patients with 

smoking-related cancer, highlights the importance of informing patients about the benefits of 

smoking cessation that are specific to their cancer treatment and prognosis. Moreover, PCRB 

of quitting can vary greatly based on cancer type and have a dependent relationship with quit 

intentions based on the smoking-relatedness of one’s cancer. Therefore, future research 

should explore the efficacy of tailoring specific PCRB of cessation (i.e. proximal vs distal 

benefits) to match a patient’s preference and cancer diagnosis.

Acknowledgements

The authors wish to thank the patients who participated in this study. Requests for access to study materials can be 
directed to the corresponding author.

Funding

The author(s) disclosed receipt of the following financial support for the research, authorship, and/or publication of 
this article: This work was supported by the National Cancer Institute at the National Institutes of Health 
(R01CA166147; K24CA197382, and P30CA008748). Dr Hall was supported by the National Center for 
Complementary and Integrative Health at the National Institutes of Health (T32AT000051).

Appendix 1

Measure of perceived cancer-related benefits of quitting smoking

1. On a scale of 0–10, with 0 being “not at all” and 10 being “very,” how much 

would quitting smoking reduce your chances of having complications from your 

treatment?

2. On a scale of 0–10, with 0 being “not at all” and 10 being “very,” how much 

would quitting smoking improve your chances of getting the full benefit from 

your cancer treatment?

3. On a scale of 0–10, with 0 being “not at all” and 10 being “very,” how much 

would quitting smoking reduce your chances of developing your cancer again?

4. On a scale of 0–10, with 0 being “not at all” and 10 being “very,” how much 

would quitting smoking reduce your chances of developing a new cancer?
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Figure 1. 
Adjusted quit intentions by perceived cancer–related benefits of quitting and cancer type. 

Values reflect uncentered estimated marginal means after controlling for age, gender, 

partnership status, employment, education, smoking (cigarettes per day), and presence of a 

smoking-related disease.

*Points of statistically significant difference (p = .05) for the conditional effect of perceived 

cancer–related benefits of quitting by cancer type on quit intentions.
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Table 1.

Patient characteristics (N = 303).

Variable M (SD)/n (%) Range

Age (years) 58.34 (9.71) 21–86

Female 170 (56.11)

Race

 American Indian/Alaska 3 (1.00)

Native

 Asian 2 (.66)

 Black/African American 31 (10.23)

 White 265 (87.46)

 Other 2 (.66)

Ethnicity (Hispanic/Latino) 11 (3.70)

Partnered 164 (55.59)

Full-time employed 102 (34.34)

Education (some college or more) 202 (68.47)

Cigarettes per day 14.08 (9.89) 1–70

Smoking-related disease 148 (48.84)

Smoking-related cancer 181 (59.74)

Cancer type

 Anal 4 (1.32)

 Bladder 18 (5.94)

 Breast 77 (25.41)

 Cervical 2 (.66)

 Colorectal 8 (2.64)

 Esophageal 7 (2.31)

 Gastric 1 (.33)

 Noncervical gynecologic cancer 5 (1.65)

 Head and neck 31 (10.23)

 Kidney 8 (2.64)

 Liver 7 (2.31)

 Lung 88 (29.04)

 Lymphoma 9 (2.97)

 Melanoma 6 (1.98)

 Pancreatic 6 (1.98)

 Penile 1 (.33)

 Prostate 23 (7.59)

 Small intestinal 1 (.33)

 Testicular 1 (.33)

Cancer stage

 0 17(6.16)

 I 86 (31.16)
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Variable M (SD)/n (%) Range

 II 67 (24.28)

 III 53 (19.20)

 IV 53 (19.20)

Indolent
a 3 (.99)

Aggressive
a 5 (1.65)

NA/unknown 19 (6.27)

Perceived cancer–related benefits of quitting

 (1) Complications of treatments 8.55 (2.62) 0–10

 (2) Full benefit of treatments 9.20 (1.95) 0–10

 (3) Recurrence 8.14 (2.87) 0–10

 (4) New cancer 8.78 (2.10) 0–10

Total score 34.67 (7.20) 8–40

Quit intentions 5.90 (1.78) 1–9

SD: standard deviation.

a
Indolent and aggressive are bifurcations used for nonsolid tumors only.
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Table 2.

Correlates of perceived cancer–related benefits of quitting.

Perceived cancer–related benefits of quitting Pearson r/Spearman’s rho (p)

Age −.01 (.91)

Female .01 (.91)

Partnered .08 (.16)

Full-time employed −.10 (.10)

Some college or more −.16 (.009)

Cigarettes per day .01 (.88)

Smoking-related disease .09 (.11)

Smoking-related cancer .18 (.003)

Cancer stage .02 (.76)

Quit intentions .17 (.007)

Spearman’s rho was computed for the following dichotomous variables: female, partnered, full-time employed, some college or more, smoking-
related disease, smoking-related cancer, and cancer stage.
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