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Abstract 

The present research aimed to investigate the relationship between disengagement 

beliefs, anxiety sensitivity and barrier to cessation among male adult smokers. 

Employing the technique of purposive convenience sampling data was collected from 

(N = 280) adult male smoker from the area of Rawalpindi and Islamabad. The age of 

pru1icipants, ranged between 18-55 years. Disengagement Beliefs Questionnaire 

(Dijkstra, 2003) was used to assess disengagement beliefs, Anxiety Sensitivity 

Questionnaire (Tylor et a!., 2007) was used to assess anxiety sensitivity and Barrier to 

Cessation Questionnaire (Macnee & Talsma, 1995) was used to assess barriers to 

cessation among male adult smokers. Cronbach alpha for Disengagement beliefs were 

.77. Anxiety sensitivity and its subscale ranged from. 70 to .86 whereas reliabilities of 

barrier to cessation scale and its subscale ranged from.74 to .90 respectively. Initially 

a qualitative inquiry phase was done. 70% of individual reported that they started 

smoking before the age of 18. On the average 64% people reported that they smoked 

above 11 cigarettes per day.76% reported that they preferred to smoke with their 

fri ends rather than smoking alone. 52% people reported that they have not tried to quit 

smoking. 61 % people reported difficulty to refrain from smoking. On the average 

56% participants repOlted that they have more than five friends smoke cigarette. 

Results indicated that anxiety sensitivity, disengagement beliefs and barrier to 

cessation were positively related to each other. Result of multiple regression analysis 

indicated that anxiety sensitivity and disengagement beliefs positively predicted 

barrier to cessation. The overall model accounted for 21 % of variance. Results of 

mediation analysis indicated that anxiety sensitivity mediates the relationship between 

disengagement beliefs and barrier to cessation among male adult smokers. Additional 

findings indicated that adults with high anxiety sensitivity scored higher on 

disengagement beliefs and barrier to cessation. Moreover adults who scored high on 

barrier to cessation also scored high on anxiety sensitivity and disengagement beliefs. 

Mean difference indicated that adults whose parents smoked scored higher on 

disengagement beliefs as compared to adults whose parents do not smoke. Non­

significant differences were observed on anxiety sensitivity and barrier to cessation 

along parental smoking status. Results were discussed in the light of existing 

literature. The present study found that hypothesized positive association among 
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disengagement beliefs, anxiety sensitivity and barrier to cessation. One implication of 

these findings is that counselling that effectively reduce anxiety sensitivity may result 

in decrease in disengagement beliefs and, to the extent that this occur, adult smokers 

may be more motivated to quit smoking 

vi 



Chapter I 

Introduction 

According to (Smith, 1998) smoking refers to the habit of inhalation and 

exhalation of the smoke of burning tobacco in cigarettes, cigar, pipes, and hookah. 

The World Health Organization (WHO, 2002) identified tobacco smoking as a major 

preventable risk factor for disease, disability, and death. Programs of smoking 

prevention and cessation based on an understanding of the psychological, social , 

biological, and pharmacological processes involved in smoking initiation and 

maintenance should be studied to reduce the rate of cigarette smoking (Leventhal & 

Cleary, 1990). 

Cigarette smoking is major worldwide public health problem, associated with 

a growing number of illnesses and responsible for more than 4 million deaths 

annually (Global Status Report WHO, as cited in Paryski, 2001). Smoking harms 

nearly every organ of the body; causing many diseases and reducing the health of 

smokers in general. More deaths are caused each year by tobacco use than by all 

deaths from human immune deficiencies virus (HIV), illegal drug use, alcohol use, 

suicides, and murders combined. Tobacco kills through cardiovascular diseases, by 

triggering cancer of the lung, throat, mouth, cervix, and kidney, and by compromising 

lung capacity. Second-hand smoke is a major factor in sudden infant death syndrome 

and causes asthma attacks, heart attacks, lung cancer and breast cancer in non­

smokers (Centre for Disease Control and prevention, 2002). Tobacco use in 

adolescence is associated with many other health risk behaviours, including higher 

risk sexual behavior and use of alcohol or other drugs . 

Keeping in the mind that it is very important to decrease tobacco related 

disease around the world (especially in developing countries). It is vital to avert 

cigarette smoking. It is much more essential to enhance and implement tobacco 

control strategies that incorporate cigarette and smokeless tobacco items (Singh, 

Agarwal, Lata, & Kohli, 2011) 

The most noteworthy psychological effect of smoking is the pleasure obtained 

through smoking. Smoker may use cigarettes as a source of relaxation but heavy use 

can result in frustration, anger, and anxiousness. Another important effect of cigarette 

smoking is psychological dependence. Cigarette smoking is also maintained by 

negative reinforcement and people who attempt to quit smoking often suffer from 
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withdrawal symptoms such as headache, insomnia, anxiety and irritability. Smoking 

cigarettes can relieve these symptoms which is why such negative reinforcement 

appears to be extremely powerful (McDonald, Armstrong, & Sloan, 1992). 

Tobacco uses a major public health problem of Pakistan. According to the 

Pakistan Paediatric Association (as cited in Tabaco in Pakistan, 2002), every day 

more than 1,000 children between the ages of 6 and 16, start smoking. It is estimated 

that more than one third of the men and four percent of women in the country are 

smokers. It is reported that smoking prevalence in Pakistan is estimated to be 14.2% 

in individual aged 2:8 years and 19.4% among those aged 2:15 years. Nearly a quarter 

of males (25.4%) were smokers while only 3.5% of females smoked. Another recent 

study done by Rozi and Akhtar (2004) in Agha Khan University Karachi reports that 

62% of adolescents reported their reason for smoking as enjoyment, while 18% 

claimed to be influenced by advertisement to begin smoking. Per capita cigarette 

consumption in Pakistan ranged from 650 to 700 during the decade ending in the year 

2000. Tobacco production increased from 68000 ton in 1990 to 108,000 ton in 1992 

(1.3 % of whole world). Around 3.1 billion cigarettes were produced in 1990 which 

increased to 3.66 billion in 1994. 

Smokers have behaviours that are generall y considered injurious to health . 

Smokers are more likely to experience negative emotions. Addictive behaviour, such 

as smoking, is often challenging. Many people can modify their attitude, which 

represents the way of minimum resistance, by embracing different beliefs to lessen 

cognitive dissonance (Hyland et a!., 2004). Reducing of dissonance as rejection or 

alteration of a threat message can negatively impact possible willingness. Bandura 

called denial or distortion of threatening information "disengagement". People aim to 

streamline their behaviour to avoid dissonance (Bandura, Barbaraneli , Caprara, & 

Pasorelli , 1996) 

By rationalizing smoking behaviour, smokers feel fewer psychological 

problems caused by discrepancies (Orculla & San, 2016). For smokers, 

disengagement makes the form of certain beliefs used as explanation for defence for 

further smoking. It was found that the disengagement beliefs at the beginning of the 

study are associated with the likelihood of attempting to quit smoking in the future 

(Dijkstra & Brosschot, 2003). Disengagement beliefs may stop smokers from really 

seeing the consequences of their behaviour, and may therefore lead to continuing 

smoking (Oakes, Chapman, Borland, Balmford, & Trotter, 2004). Research indicates 
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that smokers do not view smoking as harmful compared to non-smoker. Smokers also 

believe that water will cleanse or moisturize their lungs, and will reduce the risk of 

harm the lungs (Schmitt, Dowling, & Hall, 2005). 

Anxiety sensitivity is the main focus of the current research. A model has been 

proposed to investigate how smoking and anxiety are related to each other (Zvolensky 

& Bernstein, 2007). Researchers found that regulative functions are affected by daily 

use of tobacco. Fear is basically called anxiety sensitivity; fear is a characteristic that 

reflects a tendency to fear anxiety. It is due to the fear of injurious physical , 

psychological , and social outcomes as a result of smoking. Negative emotional states 

are related to anxiety sensitivity, which appears to play an important role in different 

types of cigarette smoking. Studies are also reporting that negative emotional states 

are related both to smoking withdrawal and relapse (Piasecki et aI., 2000). 

Anxiety sensitivity mediates the relationship between disengagement beliefs 

and smoking behaviour (perceived barrier to smoking cessation (Zvolensky, Fan-is, 

Leventhal, & Schmidt, 201 4). Disengagement beliefs because smoking which in turn 

increase anxiety and make cessation difficult (Farris et aI., 2015). Anxiety sensitivity 

is related to greater negative effect, craving and abstinences during quit attempts 

(Johnson, Stewart, Rosenfield, Steeves, & Zvolensky, 2012; Langdon et aI., 2013). 

Also, this research was designed to test the relationships among between 

disengagement beliefs, anxiety sensitivity and barrier to cessation. A review of 

literature showed that there is lack of research work regarding the association between 

anxiety sensitivity and disengagement beliefs . 

Disengagement belief 

Smoker disengagement can emerge in the form of certain beliefs that are used 

as excuses or justification for continuing smoking, e.g. smokers may downplay the 

adverse effects of smoking on health, or they may point out the dangers of other 

lifestyles. Smokers do indeed hold more of these cognitive dissonance-reducing 

beliefs than ex-smokers do , which may indicate that successful cessation IS 

accompanied by the shedding of dissonance-reducing beliefs (Chapman, Wong, & 

Smith, 1993). These rationalizations or justifications for continuing smoking are 

referred to as disengagement beliefs (also known as self-exempting beliefs or 

permission giving beliefs). 
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Four types of disengagement beliefs 

Bulletproof beliefs. Bulletproof beliefs are belief by cigarette smokers that 

they are at less risk of negative health consequences (e.g. they take into account 

family history and well-being, which means that they believe that they can smoke 

devoid of any damage to their health (Chapman et aI., 1993). 

Skeptical beliefs. Skeptical beliefs are illustrated by the tendency of smokers 

to moderate the expected harm (e.g., evidence by health specialists that smoking of 

cigarette connected danger is overstated (Changrani & Gany, 2006) . 

JungLe beliefs. Jungle beliefs are shown by inclination of smokers to minimize 

the risks connected to cigarette smoking because there are many dangers or risks (e.g. 

smoking is not any risk that many different things that people are doing) (Oakes et 

aI.,2004). 

Worth it beLiefs. Focus of "worth it" beliefs on smoker risk assessment is that 

smoking is worth the risk. e.g. rationalizing that everyone dies from some reason so 

why not smoke? (Oakes et a!., 2004) 

Cognitive dissonance theory 

Cognitive dissonance theory developed by (Festinger, 1957) states that people 

experience mental discomfort called dissonance, when they behave in ways that 

conflict with their beliefs. For example most smokers know that what they do is 

unhealthy, but they still smoke. There are two ways to reduce the unpleasant sense of 

dissonance: by changing their behaviour (stopping smoking) and changing their 

beliefs about the behaviour. 

Cognitive dissonance theory dictates that the path of least resistance is chosen 

to reduce this sense of dissonance. Since it is difficult to quit smoking, many smokers 

will change their beliefs and not their behaviour. Smokers minimize the health risks of 

smoking and increase their beliefs about the benefits of smoking. This creates a 

feeling of discomfort that leads to a change in one ' s attitudes, beliefs or behaviours, in 

order to diminish distress (dissonance) , establish harmony and so on. For instance, 

this occurs when individuals smoke (carrying on) and they realize that smoking can 

cause tumours (perception). 

Festinger's (1957) cognitive dissonance theory proposes that we have an 

internal drive to keep belief and behaviour in concordance and to maintain a strategic 

distance from disharmony (or discord). An important factor is the principle of 

cognitive consistency, to which the theory of cognitive dissonance of Festinger (1975) 
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concentrates. Cognitive consistency is based on the assumption that people seek 

consistency in their views and behaviour in every situation even though this does not 

always happen. 

Influential factors 

The degree of dissonance humans enjoy can depend on several factors, e.g. 

Consisting of how much we value a certain belief and the how contradictory our 

reviews are. The general power of dissonance also can be encouraged by means of 

other factors. Cognitive factors are more private, and include beliefs about the self 

and generally end up causing extra dissonance. The significance of perceptions also 

performs a role. Things that consist of beliefs which can be noticeably strong and 

consonant also can play a role in how strong the emotions of dissonance are. The 

more extreme the dissonance, the greater the emotional distress that is experienced 

(Crano, 2000). 

Cognitive dissonance in smokers 

Theory of cognitive dissonance (Festinger, 1957) provides an illustration 

regarding mechanism of person's dealing with dissonance in the perspective of 

actions related to health. Smokers continue smoking, while knowing that it is not 

good for their wellbeing or health. Festinger (1957) illustrates that individuals may 

consider the significance (perceived positive benefits) of smoking more than health 

risk then and assess actions in relations to hazards and benefits. 

There is another model for dealing with this conflict In which smoker 

minimizes the disadvantages of smoking. The person could believe that the damaging 

aspects of smoking related to health were exaggerated. Smokers could also calm 

concern about health problems by justification that every possible danger cannot be 

avoidable. (Festinger, 1957) proposed that the smokers believe that there are a lot of 

risks related to health apart from smoking. 

Compensatory health belief model 

When smokers experience to the temptation of smoking, a conflict could arise 

between their craving to smoke and their understanding of the maladaptive aspects 

related to smoking. This mental conflict which is due to varying cognitions or 

inconsistencies in cognition and behaviour can be described as a negatively excited 

state of cognitive dissonance (Festinger, 1957). 

Cognitive dissonance can be experienced for several reasons: fear that 

unhealthy behaviour will lead to illness, conflict with an appreciated self - awareness 
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(e.g., someone who lives a healthy life), or discrepancy in self-expectations (e .g., 

someone who believes that living a healthy life is important), similar to adult 

smokers, adolescents smokers also use various cognitive coping methods to 

rationalize smoking (Kleninjan, Eijnden, & Engels, 2009). Thus, questions arise as to 

also which strategies smokers use to deal with such cognitive dissonance. 

The compensatory health beliefs (CHB) model propose three self-regulatory 

strategies (Rabia, Knauper, & Miquelon, 2006) including attempts to resist, re­

evaluation of the destructiveness of behaviour and compensating health belief (Tropes 

& Fishbach, 2000). Compensatory health belief is defined as beliefs that the adverse 

consequences of harmful behaviour can be counter balanced by another healthy 

behavior. 

Compensatory health beliefs are automatically triggered by temptations to 

smoke generated after tolerance develop. According to the CHB model, the firs 

strategy is used when the desires for smoking are not strong and when the self­

efficacy of the individual to control craving is high. The second and third strategies 

are used if the desired behavior cannot be prevented. While strategies 1 and 2 require 

self-will, strategy 3 is the easiest to follow because is permits unhealthy behavior 

without feelings of discomfort (Rabia et aI. , 2006). However compensatory healthy 

beliefs can be wrong because, for example adverse effect of smoking is on health, 

cannot be fully compensated by healthy behavior. The long term compensation may 

be the pathogenesis of disease (Sinner, Felsem, Hamacks, & Schmiz, 2006). 

Moreover compensatory health belief does not necessarily mean that humans 

actually perfOlm the intended compensatory behaviour. This initial dissonance can be 

weakened over time, causing the need to compensate for healthy behaviour. In this 

way people wanting to give up smoking are hindered by the compensatory health 

belief, because they can smoke without feeling guilty about the negative health effects 

(Rabia et aI., 2006) 

Anxiety sensitivity 

A very important construct of anxiety is anxiety sensitivity. This is defined as 

a process in which a person feels fear of anxiety symptoms i.e. physiological 

sensations. These physiological sensations are in response to as upcoming social , 

psychological , and physical factor that the person believes will be negative. This 

reflects a stable state which is different from trait anxiety (Peterson & Reiss, 1992). 
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When person experiences bodily symptoms are related to anxiety such as loss 

of control (e.g., feeling sick might entail medical consequences), embarrassment (e.g., 

feeling shaky is regarded as visible to others), or additional anxiety (e.g., a fast heart 

rate is the cause for concern) these symptoms also are called anxiety sensitivity (Reiss 

& McNally, 1985). Panic disorder in childhood is rear and in adulthood panic disorder 

is closely related to anxiety sensitivity. 

Types of anxiety sensitivity. Research has showed a clear relationship 

between psychological problems and anxiety sensitivity. 

Physical concern. Anxiety sensitivity that creates physiological sensations is 

strongly correlated with panic attacks i.e. response to laboratory panic challenges and 

a diagnosis of panic disorder (Taylor, Koch, Woody, & McLean, 1996; Zinbarg, 

Barlow, & Brown, 1997; Zinbarg, Brown, Barlow, & Rapee, 2001). 

Cognitive anxiety. Perceived lack of cognitive control resulting in anxiety is 

correlated with depression and emerges as a non-particular measure of common 

suffering (Blais et aI., 2001; Taylor et aI., 1996; Zinbarg et aI., 1997). 

Social concern. Identification of social phobia and fear of negative appraisal 

IS closely related to the factor of anxiety sensitivity (McWilliams, Stewart, & 

MacPherson, 2000; Zinbarg et aI., 1997). In summary, the construct of anxiety 

sensitivity and its evaluation by mean of multidimensional judgement and features , 

assume that there is a relationship among anxiety sensitivity symptoms and tension 

related factors. 

Similarities and differences between anxiety and anxiety sensitivity 

Different theories proposed different views about anxiety sensitivity; some of 

them say that it 's because of panic attacks. Another view proposed that it is resulted 

when an individual is directly encounter panic. The Pavlovian view suggested that 

anxiety sensitivity is a result of panic attacks (Goldstein & Chambless, 1978). That is, 

when individual is having experiences with panic, the individual reflexively responds 

with concern to symptoms that have preceded full-blown attacks within the past. 

Anxiety 

Researchers proposed that misinterpretation of physical sensations is results 

from the past learned experiences and from the way that individual health 

professionals behave (Clark & Ehlers, 1993). The first alternative is consistent with an 

anxiety sensitivity perspective (Reiss & McNally, 1985) and with retrospective 

accounts of panic patients describing how their parents had suffered attacks and 
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modelled illness-related behaviour (Ehlers, 1993). The second alternate is when an 

individual is failing to give proper explanation for the puzzling and fearful symptoms 

of his/her first panic attack. Lacking non harmful explanations, these people might 

assume the worst. 

Anxiety sensitivity 

In the perspective of anxiety sensitivity, people learn fears through verbal 

cues, from their perception and from the direct exposure with the stressor (Rach-man, 

1977) another researcher also proposed that people learn the fear through direct 

exposure with the situation (panic) (McNally, 1990). 

It is obvious that anxiety sensitivity is increased due to unanticipated panic 

attacks. But one needn't have fear with either sudden (Donnell & McNally, 1990) or 

expected (Cox, Endler, Norton, & Swinson, 1991) panic attacks to attain high scores 

on the Anxiety Sensitivity Index. Commonly, anxiety disorder is results because of 

higher anxiety sensitivity (Reiss & McNally, 1985) and it also can lead to panic 

disorder (McNally & Lorenz, 1987). 

Affect-regulation model 

From an affect regulation perspective, the degree to which smokers attribute 

their smoking to negative affect reduction is of central importance (Otto et aI. , 2004; 

Stewart, Samoluk, & MacDonald, 1999). Indeed, negative affect reduction smoking 

motives are related to increase smoking levels, greater nicotine dependence and 

heightened risk of smoking (O'connell & Shiffman, 1988; Pomerleau, Adkins, & 

Pertschuk, 1978). Although the anxiety ameliorating effects of smoking have not been 

fully explicated (Kaman, 2002) smokers generally believe that smoking will alleviate 

negative moods. 

Smokers high in anxiety sensitivity relative to those low in anxiety sensitivity 

may be particularly likely to smoke in order to cope with anxiety related symptoms 

because they perceive introspective stimuli as relatively more aversive and personally 

threatening (Schmidt, Zvolensky, Maner, 2003). This perspective is premised on the 

large empirical literature that documents smokers believe that smoking, at least in 

part, to its mood has important mood-regulating functions (Kassel, Stroud, & Paronis, 

2003). 

Influential model 

The influential model of drug use proposed by (Marlette & Gordon, 1985) 

predicts that success in refraining from smoking depends, in part, on expectancies 
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about both the ability to endure high risk situations without smoking and the positive 

outcomes associated with smoking in such situations. Smoker with ineffective 

strategies for coping with certain high-risk situations (e.g. those that result in negative 

affect) are theorized to have decreased self -efficacy or abstaining from smoking. 

However such decrease in self-efficacy are believed to promote the desire to smoke, 

contributing to smoking and perhaps relapse to quitter. Past literature also found that 

expectation about one ' s ability to refrain from smoking predict future smoking 

behaviour (Etter, Bergman, Humair, Perege, 200; Haaga & Stewart, 1992; Shadel & 

Mermelstein, 1993). 

The association between anxiety sensitivity and panic vulnerability shows the 

potentially important role of this cognitive factor in negative affect smoking motives 

(Comeau, Stewart, & Loba, 2001; Stewart, Karp, Phil , & Peterson, 1997) Smokers 

high in anxiety may have low of confidence in refraining from smoking when 

experiencing anxiety related symptoms because of (1) their increased sensitivity to 

affect- relevant interoceptive stimuli and (2) tendency to smoke as a way of coping 

with such distress. Thus, there appears to be an association between anxiety 

sensitivity and sensitivity to affective problems when abstaining from smoking. 

Barrier to cessation 

Some factors interfere with quitting smoking and these are called barriers to 

smoking cessation. They can be varying in quantity and it depends on the perception 

of the individual. They can be of two types: objective and subjective. Studies 

proposed that barrier include increased dependence on nicotine and sensitivity, weight 

gain, low self-efficacy, inadequate coping strategies, and lack of social support. 

Studies also showed increased weight gain and dependence of nicotine in women. 

Barriers to cessation can also include withdrawal symptoms in dysfunction 

beliefs/attitude, high level of stress, and low levels of motivation (Gulick, Hayes, & 

Kennelly, 1991). 

Health belief model 

The health belief model (HBM) is based on expectancy-value theory, which 

proposed that the motivation of a person depends on their values and expectations. 

The HBM describes and anticipates behaviours that are related to health. This mod 1 

is most suitable and applicable in research related to unhealthy behaviours such as 

smoking. It is suggested that engagement (or lack of engagement) in health-promoting 

behaviour can be predicted by people's perceived susceptibility (i .e., beliefs about 
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their risk of contracting a health condition), perceived threat (feelings concerning the 

seriousness of contracting an illness or leaving it untreated), perceived benefits of 

taking health action and barriers to action, perceived self-efficacy (i.e. , beliefs about 

their ability to perform the action), and cues/triggers to action (Janz & Becker, 1984). 

According to the HBM with regards to smoking, it would predict use of 

tobacco that is influenced by an individual's perceptions regarding: status of tobacco 

and related diseases; prices, benefits, and barriers to partaking in smoking or quitting 

behaviours; and triggers to vary the behaviour. A study on high 

school students proposed important variations in information, perceived status, 

benefits, self-efficacy, and cues to action between smokers and non-smokers, 

indicating that the HBM is also helpful in predicting smoking behaviours (Reisi, 

Javadzade, Shahnazi, Sharifirad & Charkazi, 2014) 

In Chinese faculty students, larger perceived advantages of smoking and better 

perceived prices of non-smoking were related to being a past or a current smoker. In 

terms of quitting, high perceived susceptible ness to malady and high self-efficacy are 

shown to predict reductions in smoking (Stretcher, Becker, Kirscht, Eraker, & 

Graham, 1985) . 

Theory of reasoned action/theory of planned behaviour 

The theory ofreasoned action was formulated by Fishbein and Ajzen (1975) to 

explain how actions are influenced by belief and attitudes. This theory suggests that 

behaviour is determined by intentions to carry it out, and that intention is a function of 

your attitude toward your behavior and subjective norms. Intention has been defined 

by Fishbein and Ajzen as the cognitive representations of a person' s willingness to 

act. Intention is the primary predictor and precursor of behaviour and is governed by 

three factors (Fishbein & Ajzen, 1975) . Factors include the attitude of an individual 

about specific behaviour, the subjective norms of an individual, and perceived 

behavioural control. 

Attitude. 

Target behavior settings may be primary and secondary. A primary stance on 

smoking can be a general belief of a smoker as to whether or not a cessation is right 

for them or not a good idea. Secondary mind-set includes how strongly someone 

believes that peripheral outcomes happen as a resu lt of execution of the behaviour, 

related to with evaluation consequences. For instance, a person may suppose that the 

10 



stopping smoking could result in undesirable weigh gain (Gibbon, Gerrard, & Lane, 

2003). 

Subjective norm. 

A subjective norm includes individuals by which you are surrounded, more 

particularly how strongly a specific action is supported by them. Smokers may 

consider that other people rejects smoking that ' s why they (smokers) agree to not 

smoker similarly, the advice of a medical doctor to stop smoking and support actions 

to stop smoking. However this norm is limited by smoker' estimation about the 

extent to which quitting is possible or the extent to which the smoker is going to 

satisfy the beliefs of others about cessation (Gibbon et aI., 2003) 

Perceived behavioural control. 

Perceived behaviour control is the self-confidence of a person to effectively 

perform a behavior. It takes into consideration external factors which could have an 

effect on the individual intention to act. Within the context of smoking, someone may 

keep in mind factors which can facilitate or avoid cessation .As an example, a smoker 

determines that withdrawal will occur after stopping smoking, but confidence in 

quitting helps to the smoker to continue trying to quit (Gibbon et ai. , 2003). 

Behavioral intention. 

Theory of the reasoned action and theory of the planned behavior explain that 

the purpose a person' s to execution of actions is related to the expectation of the 

prevalence of the behaviour. When intention effects action strategies, the person can 

rely on outlook, standards, and perceived behavioural control over smoking which in 

tum, have an effect on intent. At the same time a study by (Godin et ai., 2005) 

confirmed this association among intentions and performance (Gibbon et aI. , 2003). 

Assumption and benefits 

Theory of the reasoned action and the theory of planned behaviour rely on a 

fundamental connection among the approaches of a person to action, his goal, and the 

real presentation related to action. Other postulations have proposed that humans sort 

data and behave consequently. Studies of people who smoke show that good 

intentions do not always help quitting. On the other hand, analysing these concepts is 

useful in sorting the complex action of individual (Gibbon et ai., 2003) . 

Research by Ajzen (1985) has shown that the theory of well -founded action 

was not fully informed about individual ' s control over their behavior .The results of 

this research predicted that changes in attitudes, subjective norms, and perceived 
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behavioural control would lead to change in behavioral intentions (Ajzen, 1985). 

Attitude, subjective norms, and perceived behavioural control are factors that are 

based on a corresponding set of beliefs. Therefore, behavioral intentions must change 

the beliefs that ultimately guide an individual 's behavior; however, this function only 

relates to beliefs that are accessible in memory (Ajzen, 1985). 

Using statistical data, the study showed that attitudes, subjective norms, and 

perceptions of behavioral control contribute to the prediction of intentions and that the 

predictions of intentions contributes to the perceptions of control and prediction of 

behavior (Ajzen, 1985). The results of the questionnaire showed that the behavior of 

the participants was 100% voluntary and under control. An extension of the theory 

was added, and thus the theory of planned behavior emerged (Ajzen, 1985). 

Quitting smoking -A challenge 

Conventional explanation of cigarette smoking have called it a form of 

psychological dependence, in which child pacifier and security blanket are rolled into 

one little white tube for grown up use. There are some reasons to believe that cigarette 

smoking reflects more a psychological need than a physiological one. But the 

cigarette habit is extremely patent and often very difficult either to give up or 

substitute with other activities. Adolescents who smoke more than one cigarette 

according to a British government study have only a 15% of chance of remaining non­

smokers. Also after years of smoking, people try to kick the habit but they suffer from 

physical and psychological symptoms that persist for at least a couple of weeks and 

some of their afflictions, including drowsiness and craving, usually get worse after 

ten days or so. Most craving persists at least a month and, for about a fifth of smokers 

continue five to nine years after quitting (Morgan & Grube, 1989) 

By now there is little doubt that the drug (nicotine) absorbed in the right way, 

creates a state of drug dependency. Confusion on the point arose and has persisted 

because nicotine is not like many other addicting substances. The objective changes 

associated with smoking are also those of increased arousal, even though most 

smokers report the subjective effect of relaxation. In general , nicotine resembles 

stimulants, such as caffeine and amphetamine, more than the narcotics 

(Pierce, Gilpin, Farkas, & Merritt, 1996). 

Nicotine becomes highly addictive only when it is inhaled. What an inhaling 

cigarette smoker receives from his or her habit is nicotine jolts and smokers seek the 

jolts for two reasons. First, cigarette give an ill-defined, but generally pleasurable 
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sensation, and the average cigarette smoker can easily obtain 70,000 to 100,000 fixes 

a year as many as two to three hundred puffs on a cigarette each day. Such frequent 

rewards serve as powerful reinforce of cigarette smoking behaviour. Second, 

administering nicotine in concentrated jolts with cigarette is the best way to keep high 

levels of nicotine in the brain - more so even than intravenous injection, which 

inevitably result in dilution of the dose (Russell , 1980). 

Nicotine addiction requires the smokers to accept a certain compromise. At 

the same time that an addict wants to raise brain levels of nicotine, he or she must 

guard against elevated level elsewhere in the body that can cause nausea and 

wooziness from peripheral effects of drug. Even though smoker's become 

metabolically accustomed to nicotine, they have their limits . Indeed, most seem to be 

more careful to stay below a maximum level of blood nicotine than above a 

minimum. As blood levels fall, so do brain levels and nicotine withdrawal sets in: 

beginning as craving and irritability, nicotine withdrawal proceeds to panoply of 

physiological as well as psychological symptoms (Johnson, 1993). 

Once the smoking habit is well established, preventing withdrawal becomes 

the major motivation for continuing it, as shown in a series of studies conducted at 

Columbia University during the 1970' s. These studies concluded that chronic 

cigarette smokers maintain their habit not for the pleasure it adds to their lives, though 

they may rationalize that they do, but rather to avoid the unpleasant that comes from 

not smoking. 

Reasons for smoking 

Smoking is considered by some author to be an oral fixation (Freudian 

concept, an abnormality at the oral stage of psychosexual development). Other factors 

have been identified that may lead a person to smoke. For example parental smoking 

has been identified as the most important predisposing factors in smoking among 

school-age children; if both parents smoke, the probability that their children will 

begin to smoke is several times that of children with non- smoking parents. A close 

relationship with smoker is also factor in finding that a high frequency of smoking 

exists among children with other siblings who smoke (Biddle, Bank, & Marlin, 1980). 

Friends smoking have a stronger influence on smoking initiation than does 

parental smoking. Studies have also found that the effects of parental smoking are 

stronger for females than for males. Social factors are a dominating influence in 

starting smoking and second only to pharmacological factors in its maintenance. 
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Social class, academic achievements, example and perception in the family, friends, 

and type of schooling are all related to prevalence of smoking (Ensminger et aI., 

1982). 

Smokers report that they felt relaxed by taking out a package of cigarette, 

choosing one, getting matches, lighting the cigarette, and handling it. Regular 

smokers report smoking cigarettes to reduce emotional problems and feelings of 

depression and anxiety, to stabilise mood, and for relaxation as well as relieving 

stress. It appears that tension reducing in certain situation is an important motivational 

factor in developing the smoking habit. Also ignoring the long tern1 effects of 

smoking many individuals go for the immediate satisfactions or pleasure offered by 

cigarettes (McEwen, West, & McRobbie, 2008). 

Cigarette smoking for many people is also an important source of ego 

strength. It yields a variety of pleasurable sensations but more important, helps the 

smoker cope with the demands of life, ease and promote his or her social interaction 

and is a valuable aid to the establishment of a sense of identity. As such, smoking is 

congruent with the dominant problem solving, achievement oriented values of high 

western society. There is little wonder that people find it so hard to give it up or that 

social response to the danger of smoking has been so weak (Mausher, 1973) 

The smoking habit certainly conforms to the definition of drug dependence. 

Drug dependence arises when, as a result of repedeatly taking drug forces 

physiological, biochemical, or environmental factor are set up which predispose to 

continue drug use. There is evidence that dependence on tobacco results from the 

action of nicotine, which has a powerful influence on nervous system. 

Psychosocial needs of the smoker 

The most common reason given by teenagers for starting smoking is that they 

wanted to satisfy their curiosity and desires to be identified with other older people 

who are considered symbols of authority. Studies in both American and British school 

children and young adults have shown a significant association with the frequency of 

smoking habits of parents or siblings. 

There is a group of smokers who smoke for the reason of indifference and 

negative attitude towards the traditional , social values, as they that think smoking is 

an effective way to reflect their resentful feelings. Cultural factors undoubtedly playa 

large role in smoking as they do in coffee drinking, taking tea, or using alcohol or 

other such habits. There are different ways of enjoying in different countries and it 
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usage is indiscriminate with few constraints from the society, its varying accessibility 

to minor and women, the social approval it gets, the changing pattern in different 

periods , all of which speak to dependence on the prevailing culture ( Prochaska , 

DiClemente, Velicer , Ginpil , & Norcross, 1985). 

There is abundant evidence that some anxious people smoke very heavily but 

so do some people who manifest no anxiety. In a study of Harvard graduates it 

seemed that heavy smoker' s tended to smoke more when under pressure, but that only 

a minority oflight smokers behaved in this way. Heavy smokers in another American 

group reported more neurotic symptoms and traits, indicative of anxiety than did 

moderate smokers (Evatt & Kassel, 2010) 

Smoking effects on teenager and youngster 

As a society, we have long way to go to Win the fight against tobacco 

smoking. However if the parents are informed about the hazards of smoking, and 

recognize who is being pressured or is actually smoking, then they can enact a plan of 

successful preventive measures that will enhance the life and health of their teenager 

and family. Just being aware of the circumstances and pressure that influence teens to 

start smoking will help parents recognize the signs and start early prevention 

measures that can yield successful results. To help teens be aware of the negative 

effects of cigarette smoking, all cigarette pack have a Surgeon General Warning 

(Warburton, 1992). 

The temptation to smoke, like many other things, is a fact of life for many 

teens. Many teens have smoked a cigarette at least once. For parents, the number of 

teenagers who smoke is impressive and alarming. Research shows that the average 

teen smoker begins using tobacco products at age thirteen and becomes a daily 

smoker by fourteen and one and a half year (Rogers & Deckner, 1975). 

Smoking rates among teens continue to rise and are currently at their highest 

level in sixteen years. Every day three thousand children become addicted to tobacco­

related disease. Research shows that more people die from tobacco related deaths 

from AIDS, alcohol, drugs and suicide combined. Particularly it is a fact that more 

than three-million young people under the age of eighteen smoke half a billion 

cigarettes each year and that more than one-half of them consider themselves 

dependent upon cigarettes. The decision to use tobacco is nearly always made in the 

teen years, and about one-half of young people usually continue to use tobacco 

products s adult (Marin, 1990). 
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Anxiety sensitivity with smoking 

One risk issue for anxiety disorder that has received much empirical attention 

within the literature of smoking that is anxiety sensitivity (AS) ; it is defined as the 

worry of arousal that is related to physical and psychological sensations (McNally, 

2002; Reiss & McNally, 1985). Anxiety sensitivity reflects a comparatively stable, 

adaptable, cognitive predisposition that based on self-report questionnaire and through 

empirical observation is different from the tendency to experience negative emotional 

states (McNally, 2002; Deacon & Valentiner, 2001; Taylor, 1999; Zinbarg et aI. , 

1997) 

Studies have shown that people who are high on anxiety sensitivity are more 

anxious and become more frightful, when they think about discomfort of anxiousness 

which affect them socially, physically, and psychologically (Taylor et aI., 2007). 

A theory on anxiety sensitivity proposed that anxiety sensitivity is directly 

related to factors that are causing anxiety symptoms and also associated with the 

beginning of anxiety disorders, consisting of panic attacks, panic disorder, and 

posttraumatic stress disorder (Feldner, Zvolensky, Schmidt, & Smith, 2008; Hayward, 

Killen, Kraemer, & Taylor, 2000; Li & Zinbarg, 2007; Maller & Reiss , 1992; 

Schmidt, Lerew, & Jackson, 1997; Schmidt, Zvolensky, & Maner, 2006). 

Research on association of tobacco use and anxiety proposed that the most 

important element in smoking behaviour and cognitive based smoking processes is 

anxiety sensitivity. For example anxiety sensitivity is primarily associated with 

smoking to reduce negative affect (Battista et aI. , 2008 ; Gonzalez, Zvolensky, 

Vujanovic, Leyro, & Marshall, 2008 ; Leyro, Zvolensky, Vujanovic, & Bernstein, 

2008; Novak, Burgess, Clark, Zvolensky, & Brown, 2003; Zvolensky et aI. , 2006). 

Anxiety sensitivity is additionally related to findings that smoking can produce 

negative experience and in tum and have a negative effect on smoking reduction 

(Brown, Kahler, Zvolensky, Lejuez, & Ramsey, 2001 ; Gregor, Zvolensky, McLeish, 

Bernstein, & Morissette, 2008). 

Anxiety sensitivity is also related to strong motivation to terminate smoking 

(Zvolensky et aI., 2004; Zvolensky et aI., 2007), as well as a larger number attempt to 

quit. Furthermore, low level of self-efficacy is related with higher level of anxiety 

sensitivity, which limit the smoking behaviour when a person is emotionally upset 

(Zvolensky et aI. , 2006) and most of the time the individual experience difficulty in 

terminating the smoking behaviour (Gonzalez et aI., 2008; Gregor et aI. , 2008). 
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Other researcher has found that more severe nicotine withdrawal symptoms 

are predicted by anxiety sensitivity during the attempt of quitting (Zvolensky et al. , 

2004) as well as earlier lapses and relapses to smoking throughout a 

smoking termination trial, significantly within the first two weeks of the attempt 

(Brown e aI., 2006; Zvolensky et al., 2007; Zvolensky et aI. , 2006). 

Relationship of anxiety sensitivity and barrier to cessation 

In adult smokers in the U.S and Mexico, anxiety sensitivity is highly related to 

lapse and relapse processes of treatment seeking and non- treatment seeking groups, 

during the trials of terminating smoking (Brown et aI., 2001; Zvolensky et aI., 2007). 

A study proposed that anxiety sensitivity is closely related with higher risk of 

early smoking relapse among individuals who smoke routinely. Also more severe 

nicotine larger quantity of nicotine withdrawal symptoms are predicted by anxiety 

sensitivity during past attempt of quitting (Zvolensky et aI., 2004) and highlight the 

perceived difficulty level in terminating smoking (Zvolensky et aI., 2007). Smokers 

who are more anxious and sensitive face greater barriers in quitting smoking and have 

more withdrawal symptoms, and they find quitting smoking to be a very difficult 

process. 

Disengagement belief and barrier to cessation 

Most of the people who behave in unhealthy ways also consider their health to 

be important, and they know about the harmful effects of their behaviour. This 

process is called cognitive dissonance (Festinger, 1957). 

Cognitive dissonance is generally prompted by dissonance of psychological 

features that mention the behaviour on one hand ('I smoke ' ) the undesirable 

consequences of the behaviour on the other hand (' Smoking has negative 

consequences for my health') . The unpleasantness of the latter belief depends on the 

way in which health is valued. Because of the behavioural part (e.g. 'I smoke' ), it is 

usually tough to vary cognitively while not fully losing contact with reality. Because 

of pessimistic expectation about the outcome of the behaviour, cognitive elements are 

mostly targeted by dissonance. Dissonance is lessened by the insensitive state of 

dissonance. Terminating smoking is a suitable way to lessen the dissonance, in case of 

tobacco use. By applying disengagement beliefs, dissonance is lessened and smoking 

behaviours will also reduce. Therefore, stronger disengagement beliefs are associated 

with a lower intention to quit and a lower probability of quitting behaviour. Four 

studies proposed that many smokers, who maintain disengagement beliefs, believe 
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that they are under less pleasure to quit (Dijkstra, Vries, Kok, & Roijackers, 1999; 

Dijkstra & Dijker, 2005; lohnson, 1968; Olshavsky & Summers, 1974). Two more 

studies proposed that the more that vigorous smokers stick to disengagement beliefs, 

the lower the prospect that they'd created an opportunity to quit eight months later 

(Dijkstra & Brosschot, 2003; Dijkstra & Dijker, 2005). 

It is supposed that individuals who cope with the dissonance without 

terminating smoking process are stick with disengagement beliefs. Their greater 

stickiness with disengagement beliefs are the sign of liking, and their reaction is 

stronger towards disengagement beliefs. On the other hand it is not necessary that 

disengagement beliefs are always effective to get impressive information. However, 

they may work as secondary route. Another way is to lessen the dissonance is that 

individual quits the idea of terminating smoking and not to fight with disengagement 

beliefs. Reactance is a response to frightening information (Brehm, 2003). Individuals 

(smokers), who do not sticked with disengagement refrain the reality and try to handle 

dissonance with flexible behaviour. 

Relationship of anxiety sensitivity with disengagement belief 

Festinger (1957) proposed that, dissonance is cognitively uncomfortable and it 

motivates the person to reduce the dissonance. In the same way, dissonance creates 

tension, distress and anxiety; he proposed that there is positive relationship between 

dissonance and anxiety (Festinger, 1957). 

Mediating role of anxiety sensitivity between disengagement beliefs and barrier 

to cessation 

Anxiety sensitivity mediates the relationship between disengagement beliefs 

and smoking behaviour (perceived barrier to smoking cessation (Zvolensky et ai., 

2014). Disengagement beliefs are self-exempting belief that makes an individual to 

more likely to indulge in smoking yet underlying cognitive dissonance is there 

because of anxiety sensitivity. So it can be inferred that disengagement beliefs cause 

smoking which in tum increase anxiety and make cessation difficult (Farris et ai., 

201 5). A researcher proposed that there is no direct relationship of anxiety and 

dissonance, in the presence of dissonance is cognitively uncomfortable and it 

motivates the person to reduce the dissonance. In the same way dissonance creates 

tension, distress and anxiety. Literature proposed that there is positive relationship 

between dissonance and anxiety (Festinger, 1957). In the same way, dissonance 

creates tension, distress and anxiety; which further leads to difficulties in smoking 
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cessation (Festinger, 1957). Studies proposed that disengagement beliefs playa vital 

role in initiation of smoking as they are self- exempting in nature. When addicted it 

leads to AS where an individual get, anxious about possible negative outcomes of 

quitting smoking as fear is central component of anxiety. This in tum leads to 

difficulty in refraining from smoking and act as barrier (Hayes, 2009). 

Rationale of the study 

Despite of all these facts about the dangers of smoking the rate of cigarette 

smoking is not decreasing in many countries. It is still very high all over the world 

and particularly in the under developed countries like Pakistan. There are 1.2 billion 

smokers in the world with the majority of them in developing countries. Most of them 

report smoking starting before the age of 18. 

In a survey conducted by Pakistan Health Education in 1992, indicate that 

there are over 22 million smokers in Pakistan. In one recent study it was proposed that 

in Pakistan 14.2% children of 8 years of age and 19.4% of 15 year old were smokers. 

In October 2001 the two main cigarette companies in Pakistan started a campaign 

pledging not to sell cigarettes to children under 18. However, within a year, the effort 

was abandoned. Cigarettes are freely sold to the children of all ages at all cigarette 

shops. The Pakistan Paediatric association revealed the astonishing fact that 1,000 to 

1,200 children between age of six and 15 years take up smoking ever day (Amin, 

2001). 

According to World Health Organization smoking affects more than 7 billion 

people every year, more than 6 million deaths as a result of extreme tobacco use, 

while other 890,000 are the result of second hand smoke. Active smoking is referred 

to person's inhaling actively by lightning up a cigarette. Passive or second-hand 

smoking is also related to similar health hazards but to lesser extent. Second hand 

smoking is the result of particles exhaled into the air by an active smoker. Each year 

890,000 premature deaths occurred due to passive smoking. In 2004, 28% of the 

deaths of children have been attributed to second-hand smoke. In Pakistan, there are 

about 100,000 deaths in 2014 alone due to smoking related illness. In Pakistan, 50000 

hectares of fertile land for tobacco cultivation is used. According to the Chairman of 

the National Alliances for Tobacco Control , Pakistan is one of the four countries 

where tobacco use is growing rapidly, an alarming situation (Nasir & Rehan, 2001) . 

Smoking leads to injurious diseases like coronary heart disease, shortness of 

breath, decreased lung potential and a higher risk of alcohol, marijuana and cocaine 
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use. It can also cause pneumonia and most cancers of the mouth, pharynx, larynx, 

oesophagus, belly, pancreas, cervix, kidney, and bladder, as well as persistent 

bronchitis and emphysema (Gao et al., 2009). 

It has been established that smoking leads to negative health consequences; it 

is not only injurious to health it's also cause psychological and social problems e.g. 

for example psychological distress, psychotic disorder and oral fixation . It can also 

affect social life and quality of life of an individual (Kalucka, 2012). Researches 

showed that people smoke to reduce emotional distress like tension, anxiety, stress 

and to stable their temperament. Measuring mental health fame with the support of 

anxiety, depression, stress, and mental quality of lifestyles. Researcher ' s have­

observed that quitting smoking can become challenging (McNamee, 2014). 

The beliefs about health play important role in increasing the awareness about 

harmful consequences of smoking. It is believed that due to disengagement beliefs, 

many smokers do not give importance to the harmful effects of smoking, which leads 

to low level of motivation to terminate smoking (Dijkstra & Brosschot, 2003). 

Disengagement beliefs act as "excuse or justification" (Kleinjan, Eijnden, Dijkstra, 

Brug, & Engels, 2006) to continue smoking. Another view suggested that smokers 

think that smoking is not very risky behavioural phenomena (Oakes e al., 2004) and 

ignore the harmful consequences of smoking (Dijkstra & Brosschot, 2003). As an 

end, people who smoke with that belief are much less likely to consider quitting. A 

study indicates that individual who had successfully given up smoking had lower 

disengagement beliefs than those who smoke at present (Dijkstra & Brosschot, 2003). 

Anxiety sensitivity is the main focus of the research. A model has been 

proposed to check how smoking and anxiety are related to each other Researchers 

found that regulative functions are affected by daily use of tobacco. Fear is basically 

called anxiety sensitivity; fear is a characteristic that reflects a tendency of sensation 

related to fear anxiety. It is due to the fear of injurious physical, psychological, and 

social outcomes. 

Negative emotional states are related with anxiety sensitivity, and it also plays 

important role in different types of cigarette smoking. Studies are reporting that 

negative emotional states are related both with smoking withdrawal and relaps . 

Anxiety sensitivity is the main element in the causal structure. Person, who has high 

on anxiety fears, has more barriers for quitting as compared those who have less 

anxiety sensitivity (Piasecki et al., 2000) . 
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Moreover, this research explores mediating role of anxiety sensitivity 

between disengagement beliefs and barrier to cessation. Through this it can be 

explained that disengagement beliefs cause smoking which in tum increase anxiety 

and make cessation difficult (Zvolensky, Farris, Leventhal, & Schmidt, 2014) Also, 

this research was designed to test the relationships among between disengagement 

beliefs, anxiety sensitivity and barrier to cessation. A review of literature showed that 

there is lack of research work regarding the association between anxiety sensitivity 

and disengagement beliefs. 

In addition, the present research also aims to explore disengagement beliefs 

being used by the smokers. Lastly, this research can aid in planning of the activities 

that can be effective in designing programs to deal with growing rate of smoking 

among adult. 
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Chapter II 

METHOD 

Objectives 

The present research aims to study 

The relationship between Disengagement beliefs, Anxiety sensitivity and 

Barrier to cessation among male adult smokers. 

2 The role of demographic variables (age, number of cigarette smoked per day 

and parental smoking status) on study variables. 

Hypothesis 

1. There will be positive relationship between anxiety sensitivity, 

disengagement belief and barrier to cessation among male adult smokers 

2. Anxiety sensitivity and disengagement belief positively predict barrier to 

cessation among male adult smoker. 

3. Anxiety sensitivity social concern, cognitive concern and physical concern 

positively predict barrier to cessation among male adult smoker. 

4. Anxiety sensitivity mediates the relationship between disengagement 

belief and barrier to cessation among male adult smoker. 

5. Adult smokers will score high on barrier to cessation as compared to 

young smoker 

6. Individual whose parents smoke will score high on disengagement belief 

as compared to those whose parents does not smoke. 

Operational definitions of variables 

Disengagement Belief 

Disengagement beliefs are those beliefs that are used to as defend or 

justification to continuing smoking e.g. smoker may be well aware of harmful effects 

of smoking on health but they continue to smoke (Chapman et aI., 1993). High score 

on disengagement beliefs sale (Dijkstra et aI., 1999) indicated that more smokers 

adherence to the rationalization of disengagement beliefs while lower score indicate 

low adherence to rationalization of disengagement beliefs (Dijkstra et aI. , 1999). 

Anxiety sensitivity 

Anxiety sensitivity can be defined as fear or amplification factor, which 

increase in anxiety and leads to fearfulness (Reiss, 1997). Anxiety sensitivity index 3 

classified into three categories (i) Social concern (ii) Mental concern (iii) Physical 

concern. High scores on anxiety sensitivity scale (Taylor et aI. , 2007) indicate high 
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symptoms of anxiety whereas low scores indicate fewer symptoms of anxiety. Higher 

score on each subscale indicated high symptoms of anxiety (Taylor et aI., 2007). 

Barrier to cessation 

Barrier to cessation can be defined as those factors that prevent individual 

from quitting smoking. In health behavior literature elements that stop individual from 

healthy behavior are referred as barriers. Higher score on barrier to cessation scale 

(Macnee & Talsma, 1995) indicate high barriers to quit smoking. 

Instruments 

Disengagement Belief 

Disengagement beliefs were measured by using a disengagement beliefs scale 

consisting of twelve items (Dijkstra et aI., 1999). The item consists of reason or 

justification why it would be okay to smoke. The item could be scored on a 5-point 

Likert type scale. The scoring system of each item is completely disagree = 1, 

disagree = 2, neutral = 3, agree = 4, completely agree = 5.The higher the scale score, 

the more smokers were considered to adhere to the rationalization of disengagement 

belief (Dijkstra et aI., 1999). Reliability of disengagement belief scale was found to be 

.84 (Dijkstra et a!. , 1999). 

Anxiety Sensitivity 

Anxiety sensitivity was measured by anxiety sensitivity scale (Tylor et aI., 

2007). This sale consist 18 items which are concerned about possible negative 

consequences of anxiety symptoms. Five point Likert type scale was used to measure 

the score of items range (0 = very little, 1 = little, 2 = some, 3 = much, 4 = very 

much). This scale consist of three subscale (Physical, Mental and social concern). 

Physical scale consists of seven items, cognitive concern consists of six items and 

social concern consists of three items. The higher the scale score indicated high 

symptoms of anxiety (Peterson & Reiss, 1996). Reliability of anxiety sensitivity index 

III was found to be .84 (Peterson & Reiss, 1996). 

Barrier to cessation 

Barrier to cessation was measured by barrier to cessation scale consist of 19 

items (Macnee & Talsma, 1995) rated on four point liker type scale (0 = not a barrier, 

1 = seldom barrier, 2 = sometime of barrier, 3 = large barrier). Barrier to cessation 

scale classified into three subscales (i) addictive barrier (ii) external barrier (iii) 

internal barrier. Addictive barrier consist of eight items, external barrier consist of 

23 



seven items and internal barrier consist of three items. High score on barrier to 

cessation scale indicated that the person has more barriers to quit smoking while low 

score on barrier to cessation scale indicated that the person has fewer barriers for 

quitting (Macnee & Talsma, 1995). Reliability of barrier to cessation scale were found 

to be .8 1-.84 as well three subscales .71 -.84 (Macnee & Talsma, 1995). 

Research design 

Correlation cross sectional design is used in present study. Data were collected 

through survey method and analyses were quantitative in nature. 

Phase 1: Try-out phase 

Objectives. Tryout phase was carried out to determine the role of cultural 

appropriateness and ease of comprehension of the instruments used in research i.e. 

Disengagement belief (Dijkstra et aI., 1999) Anxiety sensitivity (Tylor et aI. , 1986) 

and barrier to cessation (Macnee & Talsma, 1995) questionnaire respectively. This 

was done keeping in consideration of sample of adolescents and adults smoker' s. 

Procedure 

In order to follow research ethics for utilizing the instrument of 

Disengagement belief (Dijkstra et aI., 1999) Anxiety sensitivity (Tylor et aI. , 1986) 

and Barrier to cessation (Macnee & Talsma, 1995) survey separately, it was necessary 

to obtain the consent do so from the author of each instrument. For this purpose 

author of each scale were contacted via email. All authors showed their support in the 

matter and granted their consent to use the instruments in the research. 

To obtain the sample opinion of 30 smokers were approached in their setting. 

The age of the sample ranged from 18 to 55. Each individual was explained the 

purpose of the study and their consent to participate was taken. Participants was 

given verbal and written instructions to give their opinion on cultural appropriate and 

ease of comprehension of all four scales. The participants were assured that the 

collected information will be kept confidential and will be used for the research 

purpose. The participants rated the entire scale at minimum level of difficulty and 

scales were reported to be culturally appropriate as well. 

Phase 2: Main study 

Objective 

To test the proposed objectives related to hypotheses and study relationship 

between disengagement belief, anxiety sensitivity and barrier to cessation. Further 
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mediation analysis was conducted to confirm the mediating role of anxiety sensitivity 

between the relationship of disengagement beliefs and barrier to cessation. 

Sample 

Using the technique of convenience and snow ball sampling 280 adolescent 

and adult smokers were approached from area of Islamabad and Rawalpindi . 

Adolescent and adult smokers from different socio-economic -status and different 

educational level were included. The inclusion criteria were that the individual must 

be above 15 year of age and are able to understand and read English language. 

Exclusion criteria was that the smoker must not be using any other drug except 

nicotine 
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Table I 

_{ "C(I!lc,!cies al1d!!...~ r('c:'.l lage.\' 4l}e " ~f!.g!f:!l!.I~i~yCJri!:!.(! le.,,-(N=2HUL ________ _ 
Demograph ic./% DemographiL:./ % 
vari ab le var iable ------_._ ... _-_._---_._----------_._- --_._---------_._------
Age Father occupation 

18-25 130(46.4) Unemployed 
26-55 150(53.6) Employed 

Ed ucation Fa mily system 
I nterll1eli ime 11 4(40.7) N uclear 
(jr~ldlla l ~ 140(50) Joinl 
Postgraduate 26(9.3) 

Srnoldllg stalus of 
pa I'en ts 

W ith parent ' s 152(54.3) 
smoking 
Without parents 128(45.7) 

Siblings 
stalus 

Yes 

N o 
smokin" ... _._-_ .. P--------_._ .. _----------- . 

smoking 

237(g4.6) 
43( 15.4) 

166(59.3) 
11 4(40.7) 

164(68.4) 

11 2(40.0) 

111 lable 1 demographi c variables and freq uencies along w ith th eir percentages 

has been slimm arized. 46.4% o f sampl e compri sed of ad ult smoker between the age 

15-25 where 53 .6% comprised or smoker between the age 26-55. 50% had educa tion 

leve l or grad uation. 54.3(% sample compri sed of individua ls whose parents are 

smoked. 68.4% sample comprised of individual w hose siblings are smoked as we ll. 

Procedure 

Partic ipants of' the study app roClLhcc\ from thL dif'ferent areus of' Rawalpindi 

and Islamabad usi ng the technique of' purposive convcnient and snow ball samp li ng. 

r'or llt~ purposl..' 0 t' Jatu col kc I iOfl. part iL: ipul1 t · \\ ere in formed aboul th e study 

purpose. Consent to partic ipate in the st udy was acquired from them after prov iding 

verba l instruction, partic i pants were asked to fi II demograph ic sheet along with 

instruments measuring sludy variables. Parti c ipants were assured that the data 

prov idecl b~ ' them w ill be kepI conliJelltial. T he inclusion criteri a were that the 

indi vidual Illust be above 18 yea r of age and are ab le to understand and read English 

language . It was assured thal smoker was fl ot using any other drug along w ith 

nicotine. On average, pan icipants took 10- 15 minutes for fillin g questionnaire 350 

questionnaire were distributed 280 \ve re rece ived . A t the end partic ipants were 

thanked for their cooperati on . 
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Chapter 3 

RESULTS 

T he ai m or the present research was to study relati onshi p between 

disengagement be liefs. anxiety sensiti vi ty and barrier to cessation. T he impact of 

these va ri ab les was compu ted across delllographics. Appropr iate statistil.!a l procedures 

were u ~cd to analyse the data. 

TilL' rrcqlll'ncies alld perce lltngc ur the demographi c proJile or th e sample was 

computed . The alpha reliability coeffic.ient or the instrument and their respective 

subscales was also computed. To check the normality of the data for the present study 

descriptive stat i st ics (mean. standard deviation, ancl skewness) were computed. 

Corre lation was com puted to explore the relat ionsh i p between and d isengage ll1ent 

beliels. allAiet y se nsitivity and barrier to cessati on w ith its subsca les. To explore the 

pred icting effect or disengagement beliefs. and anxiety sensiti v ity lor barrier to 

cessati on regress ion analys is was carri ed out. To analyse mediating rol e anx iety 

sensiti v i ty in relationship between disengagement beliefs and barrier to cessation 

med iat ion was used. To exp lore differences along age, smoking status of parents and 

number of sllloker per day categori es independen t sample t-test was computed. The 

results are present in the fo rm of' graphs for qua litat ive part of the data w hereas rests 

orthe results were displayed in tabular form. 
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Tab le ::2 

_ (r()I7!~o~·~~_ '·~~:1!p{~C!I0jj~0..~ilie~· CoejEci:"!!'~'!J.{~t7e SU_I(!.I~X~~!!.I.h/e.~ . 0.v..:28ql _______ _ 
95%C) 

Meosflrt' 1Ielll (I. M SD /lC /i f({ / F Olen/ io / .')'kewl7ess Kur/osis 
- O-=--U-T----::-1"'-2 ----::-. 7--::-7·- ----,4--=-2-=. 9'-=-8- -7-. 4-5 --I 2- --=6""'-0--1 2-60- - -- . -=-8~-:-) ---""'--1 .--=-7-:--9--

AST 18 .86 44.66 10.94 11 -72 0-90 -.49 .33 

ASSC 3 .62 l).47 3. 15 0- 16 0-1 5 -.56 0. 11 

ASCIC () .68 14.66 4.12 1-24 0-3 0 -':12 O. I 0 

ASI>(, 7 .70 20.52 5.2LI 2-28 0-35 -.57 0.24 

BTeT 19 .90 48.3 1 7.90 17-57 0-76 - 1.41 1.56 

I3TC[ 6 .69 17.82 2.8lJ 7-2 1 0-24 - 1.08 1. 31 

8T('/\ 8 .74 20.38 3.31 6-2 1 0-32 - 1. 11 1.41 

aTC I 3 .74 10.0 I 2.09 2- 12 0- 12 - 1.7 1 0.85 
N UIC: . . ·/sse = A nxiet) st:nsiti vity sot: ial (;Olll:ern: ASGe = A nxit:t )' sensiti vit y cogniti vt: conct:l"I1 : 
AS I'C' = I\nx iety st:ll siti vity ph ys ical con cern: BTCI = Burri <.: r to cessat ion intcrn al; BTCE = Barri er to 
cessatiull eX lernal; BTeA = Barri er to cessa ti on A ddicti ve: AS'!' = A nxiety sensiti vity total; 13TCT = 
barr ier to cessati on totul : DI3T = Di sengagcmcnt bclicl" tOlal 

Tab/e 2 represents descri pti ve of all the sca les along with th eir subsca les. In 

the presem study reliab ility or di sengagement be liefs (DB) was .77. Reli ab ili ry or 

anxiety sensiti vity sca le was fo und to b<.:: .86. Moreove r. re liability of a ll subscu les of 

anx iety' sensit iv ity ranged frolll .70 to .62 while for ba rrier to cessation subsca les 

(BTCT) ran ged from .74 to .69. 
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T ab le 3 

_ !~yrs(}!!J'() /'':~!c.!.~i~'-1Jl-'!-'J!!'~ .)''-'- /((l' V(l/:ii'lie..:~ /~~~ ] (\{Q; ____ .. __________________ _ 
1 2 3 <1 5 6 7 8 9 

- -------.-----------.----.---------.. -.------ .. --.-~------- ----
DUT .32** .20 ** .3 1 ** .25** .24** .25 ** .22** .1 7 ** 

2 AS'!' .69 ** .() 2** .90 ** .4 5** A6** .4 2** .3 7** 
3 ASSC .46 ** .44** .33 ** .34 ** .33 ** .22** 
4 ASGC .8 1** AI ** AI ** .36** .3 6 ** 
5 AS PC .4 0** .4 1 ** .37** .34 ** 
6 BTe T .98 ** .96 ** .86 ** 
7 13T CE .96 ** .78 ** 
8 BTCA .73 ** 
9 BTCI 
/\ '() /l ' .. ·/SS( ' = An xil:t )' sL!n sitivi ty sllciul CO ll lTrn: A SGl' = A nxiet y sL!ns iti v it y cognit i ve conccrn : 
AS I)(, = A n:\ iel y SL! n ~i li \' il Y physk al ClillCel'll : BTl' l = 13 '1ITiL!1 \l) cl: ~su l illil i lll l!l'I1ul ; BTCE = Bal'l' il:l' 10 

cessat ion external: BTCA = BaJ'l'i L!J' to cessation A dd iL! li vc : AST '" A nx iL!l )' sensiti vi ty IOlU l: BTCT = 

ba J' J' iL! J' to cessati on lO lal: DB'!' = Disengagemenl beli el'LOlal 

Table 3 demonstrated Pearson product moment correlation among study 

vari ables that inc ludes An x iety sensitivity scale and its subscales ; anx iety sensitivi ty 

soc ial conce rn, anx iety sensiti vity cogniti ve concern and anx iety sensi ti vity phys ica l 

concern . Signilican t positi ve co rrelati on was apparent among anx iety sensiti v ity, 

barri er to cessation and di sengagement belief. 

Signifi cant pos iti ve correlation was apparent among an x iety sensiti v ity 

subsca les (anx iety sensiti v ity soc ial concern. anx iety sensiti v ity cogniti ve concern, 

anx iety sensit iv ity phys ica l conce rn ) w ith barri er to cessati on subsca les (barrier to 

cessati on external, barrier to cessation addictive and barrier to cessation internal. 

Strong posit ivc correlation was present among di sengagcment bel iel s and barr ier to 

cessati on. 
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Table -I 

.Hlllii/J/e /?I'.I!.rl'.I'sioll AI/oil 'sis SIJOl l'illg 117l' FJ/i'cl o/A Il.Yie ly .)'el1s ilil !ilv mul 

Disellp,ogemell l lJl'lie!\' un jJarrier 10 Cessol iol7 (N=2tJO) 

95% CJ 

f/ori(fhles B S. E LL UL 
- .... ---~--.------ -._------_._---------._----._-----------------_ .... _---
Constant 36. 10** 2.65 24.66 35. 12 

AST .67** .04 .22 .38 

DBT . 1 1** .ou .00 .23 
W' .2 1 

F 38 . 12** 

,\ ·Oll'. t\S~ /\ n., il:l) s.:nsilil it)': S. I: = stanLiurd I,:rror: LL = LOli'I: I' limit: 1I 1. = lIppl!r limi t 

In th e Tobie .j mu ltiple regress ion analysis was used with di sengagement 

beli efs and anxiety sensiti vity as predi ctors of barri er to cessa tion among male adult 

smokers. Results indicated di sengagement beliefs and anxiety sensiti vity pos itively 

predict barrier to cessation . The overall mode l accounted for 2 1 % of va ri ance. 
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Table 5 
!\1l1ll1j)le Ne,l', l'essioll ,\;h01l' i IlP, II /(' f~!k('! oj _' /II.\"i,,!\ ' semi!i l' ill ' Suc iof Concern 011 

lluI'u:er!o ('(, .\~S(/li()!!JlY= ~~!Jj._.____ ._. ____ . ___ . _______ ._ . __ ._ 

I 'oriuh/es 

Constant 
!\SSC 
.!\SG( . 

.!\SPC 
1(" 

I-' 

IJ 
12.35** 
. I (1* ,. 

. I I * 'C 

.1 1 ** 
.21 

24.<)2* * 

SF 
.65 
O~ 

.06 

.05 

<)5% C! 
I,L UL 

-, ----- ---_. ---- --------- _ .... -
11.06 13.06 
.05 
.0 I 
.00 

.27 

.24 
/ ') 

._,) 

,V()/('_ ,·/SS(' = A n:-. icl ) SC Il S ili v i l~ s()(;iul COIIL'crn: AS(;( ' = A Il \ i (;I~' S(; IlSilivil." cogllilil (; COIlC(:I'I1: 

I\SJ'(' = AI1, iCl\ SCI1Silil 'il Y jlh~ s icnJ COI1C(:I'II . 

In the Tuhle 5 Illultiple regress ion analys is was used with subsca les of anxiety 

sens iti v ity (soc ial concern and physical conce rn and cogni t ive concern as predictors 

or barrier to alll ong adu lt male slllOke r. Resul ts indicated that all.\iety sensitivity 

subscales i .e. soc ial concern. cogniti ve conCl' ITl anc! phys ica l conce l'l1 I)f'ed icteci barrier 

tu ceSSLlliull. The Ill odel accounts 1<')1' 20% or variance. 
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Mediatioll 

A med iati on model is the one th at seeks to identil) the mcc hanism or process that 

underli es th e observed relat ionship between independent va ri ab les (x) and dependent 

va ri ab le (Y) via the inc lusion or third variable. known as med iator (M). med iating role 

of' llnx iet)1 se ll siti v ity in pred icting barri er to cessa ti on. Mediation is hypothes ized 

causa l chain in wh ich one variable (barrier to cessati on) efkcted by second var iab le 

i :'\ ll\il..' t) sC llsiti v it )) and in tUI'll . :1Ifc(t s a third va ri ablc (di sengagemcnt belief) .Thc 

interven ing var iab le is mediator.it medi ate the relat ionsh ip. Med iati on can on ly base 

on assLi mptions proposed by Barron and Kenny (Ken ny, 2014), th at all three 

interven ing va ri ab les must be signincantl y related w ith each oth er. either posit ively or 

nega tively. 

T he med iation process stated belm·\' occurred below due to signifi cant 

relat ionship amon g va riab les. T he c1erenclent va r iable Y (Barrier to cessat ion) has 

been tested in model I to see direct efkct of independent va ri ab le X (D isengagement 

beliefs) as med iati on process (X-;:'Y) with med iator (anxiet y sensiti vi ty). Whereas. in 

model 2 anx iety sensiti vity \vas tested to check its indirect effect eX -7M ~ Y) on 

the relat ionsh ip between disengagement beliefs and barrier to cessati on 
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Table () 
/l leiliolioll Noll' o/Anrie /l ' ,<.,'el7.1' ilil 'il l ' iJelll 'l!en Di.l'r!17f!JIJ.!,emenl /Jelie/ond Bal'rier 10 
L 1!.I'.I'ui iOIl (j\ = ]8()j 

Mudel /J j J LL VL --_ ...... _--.... _ .... __ ._- _ .. _ .. -._- -- -_ .. _ ------_._ . 
Mude l without Mediatur 
Constant 
DB- - BC(C) 
[( ' ( 1'..\') 

Model with Mediator 

24 .4 1 
.47 

.04 

Modell: Oil as dependent variabl e 

CO II .... tlllll :\7.2X 
DlJ ----A S I U ) .25 ., 
j( .03 
Mod el 2: AS Depend ent variable 

Constant 29 .89 
AS---8C (b) .30 

08---8C (c 'J 

Indirect e ffect 
/( () '. 1t1 . . \> . _. ~.. . .. - . 

. 11 

.1 4 

. 12 

3.63 
.08 

2.():) 
. tll) 

2.65 
.O·~ 

.05 

.03 

.000 
.00 

.O()() 

. ()() 

:000 
.000 

.05 

17.25 
.30 

3 1.n 
. 13 

24.6 I 

.22 
-.00 

.08 

1. 57 
.63 

42. 59 
.37 

35 .1 2 

.38 
-.23 

.21 

. \ol e. A :::' - 1\11Xil!t~ sens ili vit ): 8'1'(' ·· Barrier tu cessati on; DIJ o:c Disengagement 
be lie!'. (Sobel z=-2 . 12. p>.05). 

Table 5 shows med iming errect or disengagement beliefs on baiTier to 

cessation. The lirst part of tabl e (w ithout med iatur) depic ts that barr ier to cessation 

was signilic8ntl y predicted by di scngagclllen 1. be li e ls (jJ -=- . -f?, p < .( 5). The N! values 

s il u l\'~ tlw t 4 ~ () o j' variance in ba rr ier to cessation b) cl iscngagelll elll be li efs. Model I 

~ II U \\ tl1:11 <I n.\ iet) sensili vity s ignilicllltl ) plTuict barril:r to cessa ti on. The }(:: va lu e 

.- hu\\ ~ 3 ~'u \,~lrian cc explained b.Y all xict)· sensitivit)· ill barri er to cessUl ion. Model 2 

shows th 8t anx iety sensiti vity is signilicantly predicts barr ier to cessati on in the 

presence or di sengage ment be liels. The variance accounted for thi s model is 12% 

whi ch is dillcrenl from mode l without med iator. Since sobe l et'iect showed indirect 

e tfec t (/J ::0 . 14). th e standard error assoc ialed ::- score (= = .03) and p-va lu e (.00) . I 1 

shuws signilic:tlll inclirect efl'ect or A n:-..: iety Sensiti vit). 

33 



AS 
{/ .75( 13-.37 0=.30 (. 22-. 38 

c= .11 (-.00-.23 ) 

C =.47( .70-.63) DI3 -----;~========~-~ BTC 

.No/(' . !')Il ~ i)iscngagcllI l' lll bl' l ie!': I\S = ( 1I1 .\' il'l ~ Sl'I1 ~ ili\'il y: BTl' = barril'!' to cessatio ll 

Fip.ltl·(' j shows the med iat ing ro le of' anx iety sensiti v ity and disengagement 

belie ls and barriel' to cessa tion , Aceo l'd ing [0 Kenny and Judd (201 4) Diflerenee 01 

Coe l'li c ient A pproach, the indirect ef'fect (a b) or the am ount o f med iati on is eq ual to 

th e reducti ol1 o r the ei'l ec t or the dependent va ri ab le on the outcome or ab = c (total 

ef'kct) c' (direct effect). 



Table 7 
J\/(,lIl/ J2i/li..'f'(' I/Cl' il/'<;/!/!l~_e re(//:,,:' I!lI()/~,l!, ,"" ,//{I! ' I~(/ri~/!J/e 10~=:..2(){)L 

Iklm\ 2 ye:lr 
(t r 1 2~) 

!\bov\:3 y\:~lr 
(II'" I 52) 

l'uriah/es .A 1 S'D :\1 

DB'!' -12.5:\ I 1.63 '-13.51 
AS')' -13.5 3 11.63 45.60 

ASSC 9.35 3.38 9.57 

ASCJC ' 

!\S I'(, 

I31'C[ 

I3TCi\ 

BTCI 
BTCT 

14 .1 '-1 

17.67 

17.4() 

17.3S 

9.86 

'17.3 1 

4.27 15.09 

4.82 1~.L44 

3. 10 18.11 

3.31 17.94 

2.2 1 10.30 
8.54 49 . 1 () 

5;J.) 1(178) 

7.18 .29 
1 U.26 .5 7 

2.95 .58 

3.% 

4.6:1 

2.67 

2. 9 I 

I .97 
7.25 

.90 

.34 

.87 

.5 1 

.73 

. ()7 

J) 

. 19 

.11 

.56 

.5() 

.18 

.06 

.3 1 

.08 

.0 5 

95% ('J 

LL 

-2.91 
-<1. () 

-.96 

UL Cohen 's d 

.51 

.51 

.52 

-1.91 .02 

-1.87 .35 

-1 .33 .03 

- 1.20 . 16 

-.92 .05 
-3.7 1 -0.0 

' \0/1.'. I\SSL' = I\n:\il:l~ sC ll si li vil) socia l CU IlCI: I'I1 ; I\SGC = I\ nxil::t\' sen~ilivi l y cog.nilivc (';O II CI::I'II: 

I\S !' = An ,'\ icl y Sl:nSil i vil), ph.vs ica l conccrn: BTCI = Harricr 10 ccssation intcrnal: f1TCL = Harrier III 
ccssat ion I::\tl:rnal: 13 1'CI\ = 13arricr to cc~sali()n I\dJicti\c: I\S'I = I\nxiCI) scnsi li\'it ~ totul: BTC'I 
b~IITil:r III lxssa l ioll lowl: DB'!' = [)isclI gagclIll: lll bl:licl'lol<ll 

Non-sig niii ca ni dil'lerences were obse rved on ull st ud y var iables. 



'1 able ~ 

II f ~: l'~! ~!il~0j '!0:L o'.! :)'!, '!!_~JI7.!!"..!!'!!!~0-'~ ' .d_~('-'--':;{-,Y0_~!J!.. i~~' r i (~!.I!~ :\:.0:_~_?'~~~ ___ . ______ _ 
Less than two More than thn:e 

yea rs years 
(II~ 197) (n ~~2) _. ___ ._. ____ . 95% Cf 

- ----.---

VOl'iob/es M SD 111 .')'D .. !(}.?~'!L __ ~ __ .l::!::. __ l! L Cohen' s d 
-------------_ ... _---------------

UBT 42 .<) 5 7.38 43. 19 7.61 .4 .81 -2. 16 1.69 
i\ST 43.85 11 . 19 46 .7'1 10,06 ,0 I .04 -5,58 - , I 8 ,27 
ASSC 9.21 3,23 10.0 I 2.89 .10 ,36 -I.GLI -. 08 
I\SC;C 14.]() 4.2:1 15.4] 3.7(1 .00 .L17 -2. 09 -.06 
AS P(, 17.88 4,85 18,G9 4,32 ,3 1 . 19 -2, 02 .40 
L-n Ct:: 17.68 4.85 18.18 2.56 ,3 2 , 18 - 1, 25 ,24 
BTCA 17.55 3,23 18,03 2.79 .1 8 I ') ,_ J - 1.28 '"II . J_ 

BTC I 10.04 2, 14 10,3 1 1,9 1 ,0 I ,3 1 -,81 .2 6 
UTe'!' 47.92 8.2 5 49.34 6.96 .36 . 17 -3.4 5 .G3 

No /e. ASSC = An x icty sensitivity soc iul cO J)ccrn: AS(iC = Anx ict y scnslt l v lt ) cogniti ve conccrn: 
AS I'C =A n ., i c t ~ sensiti vity ph~sit.:al conc(;rl1 : I lTei = lIarri er to (;cssmion interna l. I3TCl = I3nrrier to 
c(;ssuti\lll c:\ tcl'l1ul: IlTCA = I ~ u rricr tll ccss<ltiun Addi cti vc: AST = A nx iety sensiti vity IOta l: I1TCT = 
IXllTier to cessa ti Oi ltotul : D13T = Disengugc lllcilt belicJ'tutul 

'jllhi" S ili lls/I'u/ed group dil "fi;: rcnces among ado lescents and adults. 

Signili can l nlean differences were obse rved onl y on anxiety sensitivity where 

ado lescents scored higher as compa red to adults. Non-signifi cant di ffe rences were 

observed on all other study variables. 
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Tuble 9 
Meall D(j/L'r('/'/('e {II C ·/~,.\·e_s~Jj'!"je! ... ~{(\' .d II /(~/!g ~ )'III (!"'- _ V:~!~·.~(!l~'-~J0~=:Z(~0 ____ . ____ _ 

Lk lUll 5 /\ bO\ d) 

_ ....... ___ . __ . . __ V7:":.L:Q2 __ ._ ... ____ ._(!z.~ ~51) _ .. _. __ ... .. ________ .. __ . ____ . __ .. <J..~.~o. . ~.~ . __ ._ .. _. _ ____ . 
I 'ur/llhl!'s II ! .. _____ ._ ~~!-2 __ flL ._ Sf) . .!.[-'7SL ___ fl .. _ . __ .!:~ .. ___ ... UL __ Sol2.e.. ll~ci.. 
OBT -1-1.5:' 6.884 1.77 7.(l7 3. 13 .00 1.03 "1. 5 1 .38 
AS'!' lO X) -15.26 I 1.0<) 44 . 1<) 
ASSC 3.2() lJ.lIl 3.02 9.52 
/\SCJC' 
ASP(, 
8TCE 
81"C/\ 
13'1('1 
UTeT 

14.86 
18.43 
18. 12 
18.03 
10.13 
L19.02 

"1. 29 
4.79 
2. 80 
2.87 
2.85 
7.76 

14.4 7 
17.82 
17.58 
17.42 
10.07 
47.75 

3.0 
4.67 
2. 95 
3.26 
2.03 
7.l) l) 

. !) I AI - 1.52 3.66 
J () .76 -.86 .63 
8' . -' .40 -.5() I .30 

1.0:'1 .2 () -.51 1.72 
1.54 .12 -. 14 1.22 
1.63 .10 -.1 2 1.34 
.2<1 . ~w -.<13 .55 
1. 38 .18 -.06 3. 13 

'\Ul l'. I\SSC '0 !\ nxiet) scnsiti\ 'il ) soc iJI CO Il l'l'l' ll: !\S(jC = !\ Il:\ie ty sC llsiti \' ity Cllgllil i\'C conce rn . 
.AS I' C = !\Il.'\ iel) senSili\ it )' rhysical cuncern. OTC I = Harrier to cessatiun ill ll:rn~tI. I3TC I ~ = Harrier to 
ccssa tio ll C.'\ t crn~iI. nTC'!\ = I ~an'icr tu ccssa ti on !\lklicti \'e . !\S 'I = !\ IlXiel) scnsitil·it .', tOlal. l3TC I 
bClITilT to cessat iull lutal. UUT = Disl'll gagen ll'lll bclicj'lOl~tI 

TobIe ({ /111Islroled group differences among c losest fri end s. Signifi cant mean 

differences were observed onl)1 on di sengagement beli ets . Non-s igniiica nt differences 

we re ohservecl on all oth er stuLl y v' lri ahl e,>. 
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I 'ur/(//II£'.I' :\ 1 .),1 ) M .),1 ) I ,.':',} I) U UL t 'of7ell '.1' 

d -_.- -- ._-_._-------- - - - --_._. ------ --- ----------------------------_.-----
BBT .. n.33 7.43 42,80 7.47 ,57 .50 -3,39 2.00 
AST ·1 .. 1.2 I 11.3 8 44,90 10.7 .50 ,61 -3 .39 2.00 
ASSC ' lJ . 12 3.20 9.67 3. 11 .40 .16 - 1.36 .22 
J\SGC 14 .56 4,38 14.66 3.98 .0 1 • C)C) - 1.02 1.61 
J\S I'(' 17.% 5.08 18.1 6 4.53 .3 2 .74 -1.3 5 .97 
HTCL 17.52 3. I <I 17.9H 2.74 .26 .20 - I . I () ") -._ ) 

nrCA 17.29 :1.43 17.90 2.lJO .58 . 11 -1 ,37 .1 5 
FrI 'CI 10.01 2.37 10.1 5 I . <J 3 ,55 .5!) -.66 .37 
BTCT 47.55 8.70 48 .72 7 ... 12 .18 .23 -3. I 1 .77 
,VOle. ASSC = /\nxi<':l) sensilivil.1' social conct:rn: ASI'C = Al\xiety sensi ti v it ) cognitive concern : 
ASI'C = A n '\ icl~ sellsitivit~ ph) sical wnccl'll: BTCI ~ Barril'!' [(l ccssa ti on intcrn ~d: 13 '1'<..' 1. = I ~arri er I II 

n:ssation CXlCl'l1al: I ~ I'C'A = 8arricr tu ccssa lioll f\uJ icti\'c : f\S '1 = A n .\ i ct~ scn,>ilil il~ total: 8 'll " l 
HalTicr lo cessalillnLOlal: DB'!' = Discng.agcmcnl bl:licl' lOla I 

N OIl- s igllill ca nl dillercilces wert: obse rved on all stud y variable ~. 
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AS'J' LI4.2..J I O.I)() 45 . I t) I I .0 I .SlO .36 -3.54 1.64 
!\SSC' X. (1) 3.25 10.0 I 2.90 3. 0g .00 - 1.85 -.37 
ASGC 15.55 4.1 3 14.g0 4.1 2 .63 .52 - 1.23 .72 
AS IJC 18.3 1 4.59 17.81 4.lJ6 .6X A9 -.62 1.62 

l3TCE 17.72 3.0 I 17.95 2.71 .7..J .45 -.9 1 .45 
GTe;\ 17.( 1) 3.2 1 17.69 2.91) . 16 .87 -.75 .72 
UTCI 1).90 2.2 ..J 10.36 un I. n .07 -.9 5 .O..J 
I3TCT 17.95 ~:U8 48. 77 7.25 .93 .3·1 -2 .70 1.05 _._-- --_._-_._._--- -.- .-.. ---~.----.---.----.-----------------------

,\'ult '. ·\S'-;(· ~ .'\II ,iL'l.' SL'11Si l il i l.' sll.:i,,1 L'll ll l'LTIl: I\S ( ; ( ' = Anxi c'l) SL'Il~i l il i l \, L'OI!ll ili l L' conCL'rn: 

AS I'C " All'(iCl) SL'l1s i l i l il .\' physica l C0 I1 L' L'1'I 1: InCI = l ~ a rri L' r to L'cssal iu ll il1l L' l'Ilul : 13TC T ~ Barr iL'r to 
ccssat io ll L'.\ l L'rn~d: IITCA = Barri L' I' 10 L'L'ssal il)1l AuuiL' l il'L': !\S I : !\ n.\iCl ) SC'll Si li v il y lOl lll: !'lTC'1 
barrier 10 n:s~a l i{)n lo lal : Dn T = Di seng'-1gemCrtl bL' li L'r l ol~tI 

ToMe j} inc/icaled dit1erences on the bas is of smokin g statu s o r parents. 

Resul ts ind icale signil icant difrerence was al so obse rved on anx iety sensi t iv it y soc ial 

COlh;~rt1 \\ here indi\'idual \\ hose purcll ls do not smoke seored h igher. Non-significant 

mean d i 1Je re n ce~ were observed on all other study va riabk. 
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Keep ing in view o f pas t literature. two groups were formu lated on anx iety sensit i v it y 

i.e. high V5 lo\\,. 1 3as~d upon range obLa in c: o desc ri pti on. Mean va lue was find out 

and bl:'!cl\\' it indi v idual were ca tegori ze as low on AS and above it as High. Furth er t­

test was conducted along study var iables. 

1'abli: 12 
AI/eoll D(fkl'e l7ce i n A I/x iety Sens it ivity A I/ lO ng St /l((v VOl'iob/es (N= 2XU) 

Low AS Hi gh A S 
(1/ = 59) (n = 222) 95%CI 

,. -_. -

I {/l'illhie.1 }\ I ,')'f) M Sf) t (~7 X , jJ LL UL Co hen's d 
. _. __ .. -_ .. __ ._-_._----------------- ... ~- ------ -----

DFrI 38. 04 7.80 44.06 6.99 4 .87 . 11 -7. 1 g -3.05 0.6 

B1'C[ 15.50 3.28 18.4 3 2.44 7.57 .01 -3. 69 -2. I 6 1.0 I 

B1'CA 15.40 3.78 18.29 2.59 6. 84 .00 -3. 72 -2. 06 0 .8 

BT(, I 8. 76 2 .65 10.4 6 1.76 5.84 .00 -2.27 - 1.1 2 0 .7 

I:3TCr 42. 16 9.33 49.95 6.59 7.3 2 .00 -9 .87 -5 .69 0 .96 
--~-- _.---- --_.- -_._---- ------_._-, 

}\'U/ l' . 1)11 = I) i ~e n )!.~I f'. e 11 lent b.;l ieJS: IlTCT = Ilarril'l' tll ees~ atioll: !lTC'I : = Ilarricr to c~ssa t i ()n 

external: II I l' /\ = Ilarricr tll cessatioll auditi ve: II I l ' l = Il an 'ier to cessati on internal 

Table 1] il i l/strated group cli f t'erellcc: am ong anx iety sensiti v ity. Signifi cant 

mean dilTe rences were observed on Barr ier to cessa ti on i .e. in te rnal. externals. and 

add iti ve. where smoker score hi gh on high leve l of anx iety sensiti v ity. Non­

signifi ca nt dilTerences were obse rved on disengagement beli efs. 
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keeping ill \ il:\\ ul' pas t l iterature, two groups were t"ormulated on anx iet) se ll sitivit) 

i.e. hi gh vs low. 13ased upon range obwined description. Meall value was lind out 

and below it indi v idual were categorizL: :IS low on AS and above it as Hi gh. Further t­

tcst \\as cond ucted along study variabk~ . 

'I,lbk 13 
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IJTCI -D.87 6.39 -1. 18 0.7 4<) .2 I 7.8<) .27 .00 -2.94 

IJTCL 16.0 1 2.40 -1.26 0.8 18 . 16 2.86 .98 .00 -3 . 1 ) 

B'I'C.'\ 15.8 5 2.76 -.21 0 .7 I ~). OLJ 3.05 .,)2 .00 -1.51 
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:\(lle ' 1)11 lJi scllgagclllclll bclicl s: 131 ("I ~ 1.l;lI'ricr It) ecs~ali\)Il: I lTC!: = Ilarrier }(l ecssu lioll 

c.\ leI'l1;l1: II !'CA = IhllTier to cessatiol1 atitiitil'C: III <.'1 ~ Uarricr III cessatioll il1tel'll~" 

'/'o/JI(' J 3 ill llslraled group dil'lerenee among disellgagc ment bel ief's. 

Signilicalil lllL:an dil'lercnces werL: observed Oil Barrier to cessa tion i.e. internal. 

e.\ te I'll a b. and additive. and anXiel) ~ell:,iti\ ity i .e. Ph) sicaL soc ial and cogni ti ve 

cul1L'cm. \\ here smoker score high 011 high level ui' disengagement belieJ ~. 
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Figure 2. Staring age of smoking cigarette 

Figure 2 illustrated the age at which adult smokers smoked first 

cigarette. 70% reported that they staJied smoking before 18 year of age. 20.4% 

of people reported that the started smoking at 18 year or more 

below 2 above 3 

Figure 3. Smoking history 

Figure 3 illustrated that 54.3 % people reported that they have been 

smoking since more than 3 years while 45.7% reported that they have been smoking 

since 2 year or below 2 year. 
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Figure 4. Number of friends smoke cigarette 

Figure 4 illustrated that 64.4% reported that they have more than eleven 

friends who smoke. Whereas 35.4% reported that they have less than ten smoker' s 

friends. 

53 (52.1%) 
52 
51 
50 
49 (47 .9%) 

48 
47 
46 
45 

yes no 

Figure 5.First cigarette after wake up 

Figure 5 illustrated the percentages of taking first cigarette in morning. 

52.5% reported that they take cigarette after 12 minutes or more than 12 minutes in 

first hour of morning. While 47 .7% people reported that they take cigarette less than 

10 minutes in first hour of morning. 
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Figure 6. Number of cigarette smoke per day 

Figure 6 illustrated number of cigarette per day consumed by adult smokers 

64.6% reported that they consumed more than eleven cigarettes per day while 35.4% 

reported that they consumed less than ten cigarettes per day. 

56 (54.3%) 
54 

52 

50 
48 
46 

144 
42 

1

40 

none 
I 

parents 

Figure 7. Smoking status of parents 

Figure 7 illustrated smoking of parents among adult smokers. 54.3% reported 

that their parents smoke cigarette. While 45.5% reported that none of parents smoke 

cigarette 
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Figure 8. More smoking with friends 

Figure 8 illustrated that 76% people reported that they prefer to 

smoke cigarettes along with their smoker's friends. While 23.6% people reported that 

they don ' t smoke cigarettes along with their friends. 
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Figure 9. Difficulties to refrain from smoking 

Figure 9 illustrated 61.4% people reported difficulty to refrain 

from smoking in area when it is forbidden. Whereas 38.6% reported that they don' t 

feel any difficulty to refrain from smoking when it is forbidden 
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Figure J O. Previous attempt to quit smoking 

Figure J 0 illustrated that 52.1 % people reported that they have not 

tried to quit smoking. While 47.9% reported that they have tried to quit smoking in 

past. 
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Chapter IV 

DISCUSSION 

The present study aims to identify the relationship between disengagement 

belief anxiety sensitivity, and barrier to cessation. It also aimed to test the mediating 

role of anxiety sensitivity between the relation of disengagement belief and barrier to 

cessation. It's additionally meant to investigate the relationship study of variable with 

demographic variable i.e. smoking status of parents, age and number of smoke per 

day. 

In the present study correlation research method was utilized . Data has been 

collected by purposive and convenience sampling technique from adult male smokers 

living in area of Rawalpindi and Islamabad. The age ranged from 15 to 55. In order to 

find out relationship between variables studied in the population, Pearson product 

moment correlation, multiple regression and t-test along with mediation analysis. 

To determine the soundness of scale with regards to psychometric factors used 

alpha reliabilities were computed in the study. Evidently, reliable values of all the 

scales and their subscales in this study were psychometrically sound ranging from .90 

to .62 (see table 2) which shows scales are reliable and internally consistent. The 

values of skewness and kurtosis lies between absolute values of ±2 therefore data can 

be considered as normally distributed (Jondeaua & Rockinger, 2003). 

In order to test hypotheses on the basis of existing literature, the very 

first objective is to test the relationship between the study variables. Hypothesis 1 

states that disengagement belief, anxiety sensitivity and barrier to cessation will 

positively related to each other. Pearson product moment correlation indicated 

significant positive relation between disengagement beliefs, anxiety sensitivity and 

barrier to cessation. Previous studies already showed that disengagement beliefs are 

positively related with both barriers to cessation. (Dijkstra, 2003 ; Dijkstra & 

Brosschot, 2003; Dijkstra et aI., 1999; Oakes et aI. , 2004; Olshavsky & Summers, 

1974) and attempts to quit (Dijkstra, 2003 ; Dijkstra & Brosschot, 2003; Dijkstra et aI. , 

1999). Disengagement beliefs may prevent smokers from seriously thinking about, or 

considering the consequences of their behavior, and that could therefore lead to 

stagnation in the progression towards quitting (Oakes et aI. , 2004). 

Past literature also confirm these findings too . High anxiety sensitivity 

is positively related with barrier to cessation. Anxiety sensitivity is associated with 
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the tendency to perceive quitting as more difficult , because high on anxiety sensitive 

smoker have fear if they quit smoking their life become more stressful and depressed 

(Guillot, Leventhal , Raines, Zvolensky & Schmidt, 2016 ; Langdon, Farris, Hogan, 

Grover, & Zvolensky, 2016). Anxiety sensitivity is positively related with 

disengagement belief (see table 2). A researcher proposed that there is no direct 

relationship of dissonance, in the presence of dissonance is cognitively uncomfortable 

and it motivates the person to reduce the dissonance. Thus acting as a bridge or 

mediator.ln the same way dissonance creates tension, distress and anxiety. Literature 

proposed that there is positive relationship between dissonance and anxiety 

(Festinger, 1957). Festinger (1957) proposed that, dissonance is cognitively 

uncomfortable and it motivates the person to reduce the dissonance. In the same way, 

dissonance creates tension, distress and anxiety; which further leads to difficulties in 

smoking cessation (Festinger, 1957). 

Hypothesis 2 states that anxiety sensitivity and its subscales (social, cognitive 

and physical concern) and disengagement beliefs will positively predict barrier to 

cessation. Results revealed that anxiety sensitivity and disengagement beliefs 

signi ficant ly predict ban-ier to cessation. Recent researchers have found that higher 

levels of anxiety sensitivity were positively predicting ban-ier to cessation. High 

anxiety sensitive smoker consider smoking has positive effect on mood (Wong et aI. , 

2013). Prior researcher has also found smoking reduces anxiety in high anxiety 

sensitive smokers who smoked during a stressful situation (Evatt & Kassel, 2010). 

From a cessation perspective, smokers higher in anxiety sensitivity, relative to those 

lower, perceive quitting as more difficult (Zvolensky et aI. , 2007) and experience 

more intense nicotine withdrawal during early phases in quitting (Jolmson, 

Rosenfield, Stewart, Steeves, & Zvolensky, 201 2; Langdon et aI. , 2013). 

Perceived barriers to smoking cessation also appear to be higher among those 

with, higher anxiety (e.g., Buckner, Jeffries, & Schmidt, Zvolensky, 2014). Smokers 

often report concerns about anxiety, insomnia, or weight gain as ban-iers to quitting 

smoking. In the general population, smokers who perceive more barriers to smoking 

cessation are less motivated to quit (Krishnan, McKee, Malley, Salovey, & Mazure, 

2005), experience more severe withdrawal symptoms after they quit and relapse more 

quickly following a cessation attempt (Toll et aI., 2008) . Disengagement beliefs are 

related with forward sage progress and stronger disengagement belief are 

characteristic of less stopping smoking. Past examinations indicating positive 

48 



relations between both disengagement beliefs and barrier to quit (Dijkstra, 2003; 

Dijkstra et a!., 1999; Oakes et a!., 2004; Olshavsky & summers, 1947) and quit 

attempts. Hence disengagement beliefs have positive relationship with barrier to 

cessation (Festinger, 1957). 

Further findings indicated that anxiety sensitivity mediate the relationship 

between disengagement beliefs and barrier to cessation. Results of mediated analysis 

showed that anxiety sensitivity has positive indirect effect on barrier to cessation (as 

high score on barrier to cessation scale indicate more barriers). These findings are 

consistent with past literature which shows that anxiety sensitivity was strongest 

mediator (Zvolensky et a!. , 2014). Studies proposed that disengagement beliefs playa 

vital role in initiation of smoking as they are self- exempting in nature. When addicted 

it leads to AS where an individual get, anxious about possible negative outcomes of 

quitting smoking as fear is central component of anxiety. This in tum leads to 

difficulty in refraining from smoking and act as barrier (Hayes, 2009). 

Adult ' s smoker scored high on barrier to cessation as compared to adolescents. 

Past literature confirms these finding too. For adult smokers, it has been proposed that 

those who are highly resistant to quit, and continue to smoke despite their knowledge 

of the hazardous effects of smoking, experience forms of cognitive dissonance 

reduction (Chapman et a!., 1993 , McMaster & Lee, 1991). In adult samples, 

disengagement beliefs were found to have a significant negative effect on several 

aspects of smoking cessation, such as the motivation to quit, the likelihood of 

undertaking a quit attempt and actual smoking cessation (Bandura, 1986; Bandura et 

a!., 1996; Dijkstra et a!., 1999; Dijkstra & Brosschot, 2003; Johnson, 1968; Kleinjan 

et a!. , 2006; Oakes et a!., 2004; Olshavsky & Summers, 1974). 

With smoking parents score high on disengagement belief as compared to 

without smoking patents. Independent t- test has been conducted to see mean 

difference on study variables (Disengagement belief, Anxiety sensitivity, Barrier to 

cessation) along the demographic variable that is smoking status of parents. Result 

showed that smoker whose parents smoke cigarette scores high on disengagement 

belief with respect to smoker whose parents does not smoke hereby supported our 6th 

hypothesis. Findings of the present research are confirmed with the past literature . 

Study conducted in Pakistan found a significant association between youngsters ' 

smoking and, smoking by family friends (Rozi et a!., 2005) . Smoking of parents is 

observed to add a main role in starting and growing habits of smoking (Tyas & 
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Pederson, 1988).Researcher also have found that those children are more prone to 

smoke who have at least one parent who smoke as compared to non-smoker parents 

(Murry, Swan, Bewley, & Johnson, 1983). 

High anxiety sensitivity smoker score high on barrier to cessation (see table 

12). Previous literature also supports this assumption. According to the previous 

literature holding strong beliefs about the smoking, that help in reduction of negative 

effects can cause barriers to quit smoking. Higher anxiety sensitive smoker have 

become more anxious when they tried to quit smoking (Buckner et ai., 2014). Higher 

disengagement beliefs score high on barrier to cessation (see table J 3). According to 

the previous literature those who have high self-exempting or disengagement beliefs 

about smoking, they considered that is okay to be smoke even they well aware of the 

harmful consequences of smoking. Self-exempting beliefs about the smoking cause 

more difficulties for smoker to quit (Chapman et ai. , 1993). 

Graphs were used for efficient representation of qualitative part of data set 

comprising of different questions related to smoking. In present study 70.4% of male 

reported that they started smoking before age 18 year (see figure J). Adolescence is 

critical time period for different health risk behavior for example, cigarette smoking 

(Jessor, 1991). So high percentage of people starting cigarette smoking before age 18 

can be attributed to high risk taking element and impulsivity of adolescents. 

Figure 3 illustrated that 56.1 % reported that they have more than five 

smoker's friends. Whereas 43.9% reported that they have less than five smokers ' 

friends (see figure 3). Adolescent are vulnerable to get influence by social and 

environmental factor, family history, friendship , personal characteristic, and psycho­

social and psycho- pathological issues might inspire adolescent to smoke (Park, 

2011). These children are less likely to quit smoking as well (Mak, Ho, & Day, 2012). 

54.3% individual reported that their parents smoke cigarette (see figure 5). A 

few investigations suggest that adolescent with least one parent smoking are at greater 

risk of initiation of smoking habit (Jackson, 2010). Studies describe adolescents 

whose parents smoke are more prone to smoking as compared to those whose parents 

do not smoke (Murry et ai. , 1983). Studies conducted in Pakistan have established that 

individuals whose parents or guardians smoke are at higher risk of smoking. Some 

attribute it to underling genetic vulnerabi lity while other attributes it to learning. 

Children at an early age learn to imitate behavior of parents as consequences they start 

smoking (Rozi et ai., 2005). 

so 



61.4% reported difficulty to refrain from smoking when it is forbidden. 

Whereas 38.6% reported that they don ' t feel any difficulty to refrain from smoking 

(See .figure 9). The underling anxiety sensitivity present among smoker makes it 

difficult for them to refrain from smoking. This is why smoker become addicted. 

Although anti-smoking laws for public regions have only currently come into the 

limelight, and even they are no longer being well applied regardless of the 

endorsement of the Ban of smoking and protection of Non-smokers health ordinance 

2002, it is yet to be applied via the Islamabad capital Territory (lCT). Still both men 

and women can be seen smoking freely at public places (Aluned, Rashid, & Ahmed, 

2004). 

Conclusion 

Present study explores the role of disengagement beliefs, anxiety sensitivity 

and barrier to cessation among male adult smoker. Findings of the present study 

revealed that both anxiety sensitivity and disengagement beliefs predict barrier to 

cessation positively. More anxiety sensitivity mediates the relationship between 

disengagement beliefs and barrier to cessation. 

Limitation and suggestion 

Present study encountered with the some limitations which are follows: 

• First of all the technique of sampling which was used in the study is 

purpOSIve convenient sampling that ' s why we cannot generalize the 

finding of this study on whole population. 

• The size of sample is very small. Comparatively bigger size sample might 

give more extensive and more generalizable findings. 

• Data was only taken from male sample. Females were not willing to 

cooperate on this. Further studies conducted to make comparison among 

gender. 

• The data represent only two cities, representatives is needed to generalize 

the findings of the study. 

Implications 

The present study found that hypothesized positive association among 

disengagement beliefs, anxiety sensitivity and barrier to cessation. 

In addition, mediation analysis showed that anxiety sensitivity mediated the 

effects of disengagement beliefs on barrier to cessation. One implication of these 
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findings is that counselling that effectively reduce anxiety sensitivity may result in 

decrease in disengagement beliefs and, to the extent that this occur, adult smokers 

may be more motivated to quit smoking. Another implication of the current study is 

that disengagement beliefs and barrier to cessation also should be addressed in 

counselling to assist smokers who lack confidence, motivation, skills, or resources to 

quit smoking. 
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Annexure A 

Informed consent 

I am student of MSc at National Institute of Psychology, Quaid -i-Azam 

University, Islamabad, National institute of psychology is center of excellence where 

research projects are related to various aspects of life are being conducted. Current 

research is undertaken for the partial fulfilment of my Master' s degree. I invite you to 

be part of this study that is aimed to determine the role of Disengagement belief, 

smoking motives, Anxiety sensitivity and barrier to cessation 

In this regard your valuable opinion is required, it is assured that your 

identity will be kept confidential. However your participation in the present study is 

completely voluntary. You have to right to quit at any stage of filling the 

questionnaire . 

I hereby, assure you that information will only be used for this particular 

research. If you are willing to participate. Please indicate with your signature on the 

space below that you understand your rights and agree to participate in the study 

I would be obliged to you for your kind support in my research project 

Signature 

Regards 

Iqra Banaras khan 
,... ; 

National institute of Psychology 

Center of excellence 

Quaid -I-Azam University Islamaba 
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DEMOGRAPHIC INFORMATION SHEET 
Gender: 
Male c:J 
Age: 
Education: 

Female r:::::J 

Intermediate c:::J Graduate 
Marital St~ 

Birth Order: 

CJ 
D 

Postgraduate CJ 

Annexure B 

Married LI Unmarried 
Father Occupation: Mother Occupation: ____ _ 
Family System: 

Nuclear D 
Family Income: 

D Joint 

1. How old were you when you smoked cigarette for the first time? 
Years 

2. Who smoke cigarette in your parents? 
Mother Father None of them 

3. How many of your siblings smoke cigarette? 
4. Do you take any other drug/drugs along with cigarette? 

Yes No If YES then specify 
5. Have you ever been pressurized by your friends to smoke cigarette? 

Yes No -- --

6. Since how long have you been smoking? Years 
7. How many of your closest friends smoke cigarette? 
8. Do you smoke more cigarettes when you are with your friends? 

Yes No -- --

9. Do you smoke more cigarettes when you are alone? 
Yes No -- --

10. Which brand of cigarette you smoke? 

11. How soon you smoke cigarette after you wake-up? Minutes 

12. Do you find it difficult to refrain from smoking where it is forbidden? 
Yes No -- --

B. How many cigarettes you smoke per day? 
14. Do you smoke cigarette even if you are ill and you are on bed most of the day? 

Yes No -- --

IS. Have you ever tried to quit smoking? 
Yes No -- --

16. Do you believe that smoking cigarette is injurious? 
Yes No -- --

17. Why do you continue smoking cigarette despite knowing it is injurious fo 
health? 
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S 
no. 

1 

2 

3 

4 

5 

6 

7 
8 
9 
10 
11 

12 

Annexure C 

Disengagement Beliefs Scale 

You are requested to read each statement carefully and answer it as it represents you. 

Please note that there are no right and wrong answers . Against each statement, 

provide your answer by choosing from the following scale: 

Completely disagree, 
1 

Items 

Disagree 
2 

I would rather live a short and good 
life than a long and boring life. 
Medical scientists will find some 
cure in the future. 
I know heavy smokers who lived 
long. 
You are exposed to many risks in 
your life. 
Not all smokers get ill because of 
smoking. 
If smoking was really that bad, it 
would be banned. 
You have to die from something 
Everything is unhealthy these days. 
Health is not the only thing in life. 
For the rest I live a healthy life. 
Air pollution is just as unhealthy as 
smoking. 
Everybody does something 
unhealthy 

Neutral 
3 

Completel d isagree 
y disagree 
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Neutra 
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Completely agree 
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Annexure D 

Anxiety Sensitivity Scale 

You are requested to read each statement carefull y and answer it as it represents you. 

Please note that there are no right and wrong answer .Against each statement, provide 

your answer by choosing from the following scale; for each item please answer using 

the following scale. 

Very A Some M uch Very 
little little much 

1 It is important for me not to appear nervous. 0 1 2 3 4 

2 When I cannot keep my mind on a task, I 0 1 2 3 4 
Worry that I might be going crazy. 

3 It scares me when my heart beats rapidly. 0 1 2 3 4 

4 When my stomach is upset, might be 0 I 2 3 4 
Seriously ill. 

5 It scares me when I am unable to keep my 0 1 2 3 4 
mind on a task. 

6 When I tremble in the presence of others, 0 1 2 3 4 
I fear what people might think of me. 

7 When my chest feels ti ght, I get scared that 0 1 2 3 4 
I won't be able to breathe proper!y. 

8 When I feel pain in my chest, I worry that 0 I 2 3 4 
I' m Going to have a heart attack. 

9 I worry that other people will notice my 0 1 2 "I 4 .J 

Anxiety. 
10 When I feel "spacey" or spaced out I worry 0 1 2 3 4 

that I may be mentally ill. 
11 It scares me when I blush in front of people. 0 1 2 3 4 

12 When I notice my heart skipping a beat, I 0 1 2 3 4 
worry that there IS something seriously 
wrong with me. 

13 When I begin to sweat in a social situation, 0 1 2 3 4 
I fear people will think negatively of me. 

14 When my thoughts seem to speed up, I 0 1 2 3 4 
worry that I might be going crazy. 

15 When my throat feels tight, I won'y that I 0 1 2 3 4 
could choke to death . 

16 When I have trouble thinking clearly, I 0 I 2 3 4 
worry that there is something wrong with 
me . 

17 I think it would be horrible for me to faint 0 1 2 3 4 
in public. 

18 When my mind goes blank, I worry there 0 1 2 "I 4 .J 

Something terribly wrong with me. 
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Annexure E 

Barrier to cessation 

You are requested to read each statement carefully and answer it as it represents you. 

Please note that there are no right and wrong answer .Against each statement, provide 

your answer by choosing from the following scale; for each item please answer using 

the fo llowing scale 

S# Statements Not a Seldom Some of the 
no Barrier Barrier time 

(1) (2) barrier(3) 
1. Withdrawal symptoms ( e.g. sweating 

,nausea and constipation) 

2. Miss the companionship of cigarettes 

3. Thinking about never being able to smoke 
again 

4. Thinking about cigarettes all the time 

5. Not knowing for how long it will be very 
hard not to smoke 

6. Being addicted to the cigarettes 

7. Fear of failing to quit 

8. Feeling lost without cigarettes 

9. No encouragement or help from friends 

10. Family members or significant others 
encouraging you to smoke 

II. No encouragement or help from family 
members or significant others 

12. Friends encouraging you to smoke 

13 . No encouragement at work for not 
smoking 

14. Lack of understanding from family and 
significant others about what it is like to 
quit smoking 

15. Seeing things or people which remind 
you of smoking 

16. Having strong fee lings such as anger or 
feeling upset when you are by yourself 

17. Feeling less in your control of your 
moods 

18 . Having strong feelings such as anger, or 
fee ling upset when you are with other 
people 

19. Fear of weight gain 
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