
WICHITA STATE UNIVERSITY TOBACCO CESSATION NEEDS ASSESSMENT 
 
 
 
 

 

 

A Dissertation by 

Jasmine A. Douglas 

Master of Arts, Wichita State University, 2015 

Master of Arts, Midwestern State University, 2011 

Bachelor of Science, Fayetteville State University, 2007 

 
 
 
 
 
 
 
 
 
 
 

Submitted to the Department of Psychology 
and the faculty of the Graduate School of 

Wichita State University 
in partial fulfillment of 

the requirements for the degree of 
Doctor of Philosophy 

 
 
 
 
 
 
 
 

December 2016 



 
 
 
 

© Copyright 2016 by Jasmine Alexis Douglas 
All Rights Reserved 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Note that thesis and dissertation work is protected by copyright, with all rights reserved. 
Only the author has the legal right to publish, produce, sell, or distribute this work. Author 
permission is needed for others to directly quote significant amounts of information in their 
own work or to summarize substantial amounts of information in their own work. Limited 
amounts of information cited, paraphrased, or summarized from the work may be used with 
proper citation of where to find the original work. 



 

iii 
 

WICHITA STATE UNIVERSITY TOBACCO CESSATION NEEDS ASSESSMENT 

 

The following faculty have examined the final copy of this dissertation for form and content, and 
recommend that it be accepted in partial fulfillment of the requirement for the degree of Doctor 
of Philosophy with a major in Psychology. 
 
 
Greg Meissen, Committee Chair 
 
 
Rhonda K. Lewis, Committee Member 
 
 
Charles Burdsal, Committee Member 
 
 
Charles Brendan Clark, Committee Member 
 
 
Amy Ham, Committee Member 
 
 
 
 
 
 

Accepted for the Fairmount College of Liberal Arts and Sciences 
 
  
Ron Matson, Dean 
 
Accepted for the Graduate School 

 
              
                                                 Dennis Livesay, Dean 
 
 
 
 
 
 
 



 

iv 
 

 
DEDICATION 

 
My dearest Charles, Ian, and Ethan Douglas you all have sacrificed a lot for me to 

achieve my childhood goal.  I dedicate my dissertation and life’s work to my beloved husband 

and children.   I could never thank you all enough for your everlasting support, encouragement, 

and unconditional love.  To my parents, Ronald and Anthonia McDaniel, I thank you for your 

lifelong belief in me.  Thank you for a wonderful childhood and for being a positive and loyal 

presence in my life.  To my brothers, Keith and Joshua McDaniel, I want to express my sincere 

love for you both and know I have always cherished our relationship.  To my grandparents, Bill 

and Laura McDaniel and Gloria Leigh, I thank you for being exemplary role models and for your 

genuine love.  Lastly, my family has been central to my character, talents, skills, and the essence 

of my being.  I am very blessed and thankful to share this moment in time with you all.   

 

 
 
 
 



 

v 
  

ACKNOWLEDGEMENT 
 

I would like to acknowledge and sincerely thank the members of the Tobacco Free 

Campus Implementation Committee.  Your support and collaboration has been integral to the 

completion of my dissertation.  In addition, thank you to H.E.A.L.T.H. for laying the 

groundwork that contributed to WSU becoming tobacco free.  I would like to give a special 

thank you to Tara Nolen, who has been an excellent mentor throughout my career at WSU.  

Thank you to my advisor, Greg Meissen, for his continued support, guidance, 

encouragement, and the expertise you have lent me these past few years.   Thank you to my 

committee members Rhonda Lewis, Charles Burdsal, Brendan Clark, and Amy Ham for being a 

sounding voice throughout my dissertation and during my time at WSU.  

Lastly, but far from least, I would like to sincerely thank my cohort for being my rock.  

Jessica Drum, Nicole Freund, Dan Clifford, and Refika Sarionder your friendship has been 

invaluable to me and I am forever indebted to you all.    

 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

vi 
 

ABSTRACT 

 The goal of this study was to understand the tobacco use behaviors and cessation needs of 

Wichita State University’s (WSU) students and staff.  The campus has a new impending tobacco 

free policy that will affect tobacco users more than any other group.  Previous research indicated 

that smokers would prefer if cessation services were available on campus.  This self-report 

survey captured the needs of tobacco users and analyzed the data by comparing different groups 

of tobacco users.  The data revealed that there are two distinct classifications of tobacco users, 

i.e. social and dependent. Stark differences were found between these groups. Further, the needs 

assessment found that there is a strong need and desire for both prevention and comprehensive 

cessation services.  The discussion focused on the recommendations of implementing 

comprehensive cessation services that will have impact on cessation attempts and the prevention 

of tobacco use.  
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CHAPTER I 

INTRODUCTION  

The year 2014 marked the 50th anniversary of the first Surgeon General’s Report on 

Smoking and Health.  Scientific record, public awareness, tobacco control and policy research 

has changed how tobacco products are perceived and used today in comparison to 50 years ago.  

In the mid-1900s smoking was glamorized in cinematography.  Hollywood’s leading man 

Humphrey Bogart was an on-screen chain-smoker who eventually died of lung cancer (Warner, 

2006).  Although, smoking is still seen on-screen the incidence rates of tobacco usage have 

dropped both in film and in real life.  More specifically, in 1950 more than half of Americans 

smoked and now the rate is 16.8% (Centers for Disease Control (CDC), 2014).  Research has not 

only changed perceptions, but it has also influenced policies resulting in a reduction in tobacco 

use prevalence.  However, despite 50 years of research on the negative health impacts, tobacco 

use is still the leading cause of preventable disease in the United States (CDC, 2015).  An 

estimated six million people die annually from tobacco related deaths and tobacco contributes to 

half a trillion dollars of economic loss yearly (World Health Organization (WHO), 2013).  A 

staggering 90% of adult smokers begin smoking by age 18 years (United States Department of 

Health and Human Services (USDHHS), 2012).  Adults aged 18-24 have the second highest rate 

of tobacco use among all age groups (CDC, 2015).  The harmful risk factors associated with 

smoking pertaining to college age students implores the need for tobacco control policies on 

college campuses (Plaspoh, Parrillo, Vogel, Tedders, Epstein & 2012).  The Guide to 

Community Preventive Services (2012) recommends implementation of 100% tobacco-free 

policies to be enacted in public places.  The CDC (2012) estimates that 68.9% of adult smokers 

wish to quit smoking and 42.7% of smokers made an unsuccessful quit attempt in the past year.  
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The complexity of the biological systems of nicotine dependence makes treatment challenging 

(Menossi et al., 2013); therefore, in order to help smokers who wish to quit become successful it 

is important to employ both treatment and prevention programs.  College campuses nationwide 

are accepting the challenges of becoming tobacco free at a higher rate in the last few recent 

years.  There are approximately 4,599 colleges and universities and it is estimated that 20% 

(938) of campuses are 100% tobacco-free campuses in the United States (U.S. Department of 

Education, National Center for Education Statistics, 2012; American Nonsmokers’ Rights 

Foundation, 2014).  With a growing number of college campuses becoming tobacco free there is 

a need for campuses to provide cessation services for those addicted to nicotine products.  The 

purpose of this research is to examine the needs of tobacco users in order to inform the design of 

an on campus comprehensive tobacco prevention and cessation program.  In this proposal the 

public health impact of tobacco use will be described, the addictive nature of nicotine will be 

explained, a brief overview of traditional cessation services will be discussed.  Finally, the 

theoretical framework guiding this research is presented.  

Public Health Impact 
 In the mid nineteenth century American life expectancy was only 20-21 depending where 

you lived in the United States (Warner, 2006).  Thanks to public health initiatives that improved 

sanitation, health care access, and nutrition Americans life expectancy increased an average of 

47 years at the beginning of the twentieth century (Warner, 2006).  The threat of dying early 

from infectious diseases was almost eradicated, however, the risk of dying young still remained.  

Americans’ vices now threatened premature death in the twentieth century, hence, the rise of 

chronic diseases.  In 1950, tobacco use was seen everywhere and highly socially accepted.  The 

film and print industries glorified tobacco use.  Even respected news broadcasters and actors 

used tobacco on-screen. In the United States of America in the mid twentieth century the 
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prevalence rate of tobacco use was nearly 50% (Warner, 2006). The prevalence of tobacco use 

began to decline after the Surgeon General’s report in 1964 announced the harms of tobacco use 

and warned the public of the addictive nature of nicotine (United States Department of Health 

and Human Services, 2014).  The high prevalence rate of tobacco use resulted in the deadly 

consequences.   

Health Consequences of Tobacco 

Dr. Ochsner, who discovered lung cancer in the early 1900s, believed the disease was 

rare and he would never see another case (Ochsner & Debakey, 1939; Warner, 2006). However, 

starting in the 1930s, lung cancer became the leading cause of cancer death in males and females.  

The devastating toll of lung cancer continued to grow throughout the twentieth century (Warner, 

2006).  In fact, during a short four-year period in the 1990s 500,000 people in the United States 

died from lung cancer (Warner, 2006).  There is not merely a correlation between tobacco use 

and lung cancer, but sound evidence that supports causation.  In fact, 158,040 people die 

annually from lung cancer in the United States. Lung cancer kills more people than colorectal, 

breast and prostate cancers combined (American Cancer Society (ACS), 2015).  The annual 

incidence rate of lung cancer is approximately 221,200, with more men affected than women 

(ACS, 2015).  In Kansas the incidence rate per 100,000 people is 64.5, with lung cancer and the 

national rate is 64.9 (National Institute of Cancer, 2015).  The one-year survival rate of lung 

cancer is 44% and the five-year survival rate is 17% (ACS, 2015). Lung cancer accounts for 27% 

of all cancer deaths (ASC, 2015). Virtually all lung cancer is caused by the behavior of smoking 

tobacco (ACS, 2015). It is estimated that 12.1 billion dollars are spent annually in healthcare is 

due to lung cancer (NIH, 2012).  Cigarette smoke can damage cells in the lungs and cause 

abnormal cell growth that leads to the development of lung cancer (ACS, 2015), and smoking 
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accounts for 90% of lung cancer deaths in men and approximately 71,000 women died of lung 

cancer in 2015 (ACS, 2015). Since the 1960s, deaths related to lung cancer have been steadily 

increasing and rising almost every single year (ACS, 2011).   

Lung cancer is not the only tobacco related health disease and cause of death.  Tobacco-

related cardiovascular diseases kill 149,000 smokers in the United States every year (Warner, 

2006).  An additional 98,000 smokers die due to pneumonia, chronic bronchitis, emphysema, and 

chronic airway obstruction.  The risk associated with tobacco use are not only death, but it also 

afflicts the living with tobacco related illnesses (Warner, 2006).  More than 8 million Americans 

are living with tobacco related illnesses and disabilities every year (Warner, 2006). Also, 

cigarettes are the number one cause of burn deaths in all eight countries who report this statistic 

(Leistikow, Martin, & Milano, 2000).  Smoking is not only financially costly to tobacco users, 

but also an economic burden nationally.  The CDC calculates a total of $157 billion was lost 

between 1995 to 1999 due to poor work attendance, premature deaths, and work productivity 

loss (CDC, 2002).  There are two reasons tobacco use is so deadly and they are the rate of use 

and the chemical poisons that are in cigarette smoke.  Four thousand chemical compounds are 

found in cigarette smoke and more than 40 of them are carcinogenic.  Some of the chemicals 

found in cigarette smoke are ammonia, formaldehyde, naphthalene, nitrosamines, carbon 

monoxide, hydrogen cyanide, arsenic, and radioactive chemicals (Warner, 2006).  Although, 

there are numerous and devastating health consequences to tobacco use the prevalence rate is 

still a public health concern.  The highly addictive nature of nicotine explains the phenomenon of 

continued use.  

 

 



 

5 
  

Addiction 

Koop in the 1988 Surgeon General Report declared tobacco as an addictive drug that is 

equally as addictive as other drugs like heroin and cocaine. Further, nicotine was the chemical 

component that was identified to be the addictive component of tobacco (USDHHS, 1988). 

Located within the brain are nicotinic acetylcholine receptors (nAChrs), and during tobacco use 

nicotine binds to the nAChrs receptors and glutamate is released, an excitatory transmitter, which 

then releases dopamine in the frontal cortex (D’souza & Markou, 2011).  The firing of dopamine 

produces pleasure, stimulation, and modulates moods (Benowitz, 2008).  The neurobiological 

effects of nicotine explain why cessation of tobacco use is so difficult.  Not only is the use of 

tobacco chemically rewarding, but also cognitively rewarding. Studies have shown nicotinic 

agonists improve test performance in areas of memory, attenuation, and learning (Cohen & 

Sweet, 2010).  

Location of Brain Structures 

Brain activation patterns, emotional regulation, linguistic processing, systems that 

contribute to cognitive deficits, neural feedback signals, and brain reactivity are now available to 

be imaged at an advanced level in real time through functional magnetic resonance imaging 

(fMRI) (David et al., 2011).  Neuroimaging has been the catalyst in advancing neural fields and 

has given ability to identify brain structures and their cognitive functions.  The use of fMRI has 

shown that the thalamus, which plays a large role in cognitive abilities such as attention, is the 

primary location of nAChRs receptors (Cohen & Sweet, 2010).  The striatum, hippocampus, the 

frontal cortex also contain nAChRs; the localization of nAChRs in these brain structures give 

implications to the role nicotine plays in cognitive functions such as memory, attention, 

concentration, and executive functioning (Cohen & Sweet, 2010).  The hippocampus specifically 
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plays a vital role in memory and learning (Baddeley, 1999).  Lastly, it is important to note that 

nicotine receptors are homologous in other mammals; with similar brain structures that exist and 

are found across species (Anderson, 2015), allowing research conducted on nonhumans to be 

analogous and can be applied to humans.  Additionally, a wide variety of cognitive improvement 

induced through nicotine administration has been shown in animal studies as well as human 

studies (Levin, McClernon, & Rezvani, 2006). Figure 1 shows the nicotinic acetylcholine 

receptors (nAChRs) throughout the brain regions; which are the ventral tegmental area, nucleus 

accumbens, hippocampus, prefrontal cortex, and amygdala (Feduccia, Chatterjee, & Bartlett, 

2012). 

 

 

Figure 1. 

        Note. From Neuronal nicotinic acetylcholine receptors: neuroplastic changes underlying 
alcohol and nicotine addictions. By Feduccia, Chatterjee, & Bartlett, 2012).   
 

The colors represent the activation of specific brain structures.  For the purposes of this research 

the blue dopaminergic pathway implications will be primarily discussed (Feduccia, Chatterjee, & 

Bartlett, 2012).   
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Brain Activity 

Understanding how the brain functions while dependent to nicotine is important in 

successfully developing effective clinical and pharmacotherapy treatments (Menossi et al., 

2013).  Brain activation patterns, emotional regulation, linguistic processing, systems that 

contribute to cognitive deficits, neural feedback signals, and brain reactivity are now available to 

scientists through fMRI (David et al., 2011).  FMRI is useful to neuroimaging due to the 

noninvasive nature and the high spatial and temporal resolution (David et al., 2011).  

Researchers have used fMRI to predict the probability of tobacco cessation prior to treatment. 

Janes et al. (2010) hypothesized and found that (fMRI) reactivity to smoking-related cues differ 

among participants and predicts short-term cessation outcomes.  Their experiment used 

neuroimaging (fMRI), computerized emotional stroop tasks, and a smoking cessation phase.  The 

researchers identified two groups of smokers; smokers who were unable to refrain from smoking 

during the quit phase of the experiment and constituted the slip group, the other participants were 

placed in the abstinence group.  The findings showed slip subjects had more fMRI reactivity to 

smoking-related images (compared to neutral images) in regions of the brain that are linked to 

emotion, interoceptive awareness, and motor planning and execution (Janes, et al., 2010). 

Technological advances, such as the Janes et al., 2010 experiment, have been achieved through 

functional magnetic resonance imaging (fMRI), this technology allows brain activity to be 

computed and displayed instantly (Hartwell et al., 2013).  Furthermore, these advancements have 

improved our knowledge of brain regions affected by nicotine, withdrawal, nicotine replacement 

therapies, and improved clinical practices.   

 

 



 

8 
  

Affected Brain Regions  

The classification of drug addiction is the loss of control of drug use; the World Health 

Organization has classified tobacco as an addictive drug, due to the addictive substance of 

nicotine (Benowitz, 2008).  Furthermore, individuals who are addicted to tobacco have limited 

control and use the drug at known grave consequences including death and severe disability 

(Benowitz, 2008). Neural imaging has advanced the understanding of drug addiction; as a result 

researchers have been able to identify neurochemical and functional changes in the drug-addicted 

brain (Volkow, Fowler, & Wang, 2003).  Volkow, Fowler, and Wang (2003) associate several 

brain processes and regions in their proposed model of drug seeking behavior; (a) the system 

involves the ventral striatum that awards incentive value on drug cues; (b) motivational drive 

system involving the orbitofrontal cortex that invigorates the pursuit of drug seeking behavior; 

(c) the amygdala that processes memories about prior reinforcement and is particularly involved 

in the processing of emotionally based memories; and (d) a cognitive control circuit that includes 

the anterior cingulate and prefrontal cortex, including the dosolateral prefrontal cortex, applying 

top-down influence to process information related to response selection and monitoring.  

Furthermore, the release of dopamine is reinforcing the effects of drugs of abuse (nicotine use) 

and brain dopamine function is significantly decreased when using drugs (Volkow, Fowler, & 

Wang, 2003).  These decreases are linked with dysfunction of the prefrontal regions 

(orbitofrontal and cingulate gyrus) (Volkow, Fowler, & Wang, 2003).  

The neurobiology of nicotine dependence is multifaceted and multiple brain regions and 

neurotransmitter systems are included (David et al., 2011).   When smoking tobacco the liver 

metabolizes 85-90% of nicotine, and 10-15% is excreted as cotinine in the urine (David et al., 
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2011).  When studying nicotine the mesocorticolimbic dopamine system is a primary brain 

region of significance (David et al., 2011).   

The mesocorticolimbic system consists of cell bodies in the midbrain which project to the 
amygdala, nucleus accumbens, and prefrontal cortex. Nicotine binds to nicotinic 
acetylcholine receptors (nAChRs) in the ventral tegmental area, stimulating burst firing 
of dopamine in the nucleus accumbens and a complex cascade of events involving 
multiple neurotransmitter systems, also including alterations in other catecholamine 
pathways including serotonin and norepinephrine, as well as opioid, GABA, and 
glutamate pathways (David et al., 2011, p. 117).   

   

This dopamine process produces pleasure, stimulation, and modulates moods (Benowitz, 2008).  

The precuneus, anterior and posterior cingulate cortex, medial and lateral orbitofrontal cortex, 

ventral striatum, amygdala, thalamus and insula are the brain areas heavily affected by smoking 

and withdrawal (Menossi et al., 2013).  FMRI studies have shown that the addiction of nicotine 

is not purely chemical, in addition to neural triggers exposure to environmental cues can also 

trigger nicotine urges causing increased activation in multiple brain areas.  Environmental 

triggers are activated through the visual system, where the occipital, inferior temporal, posterior 

parietal lobes and the cingulate gyrus and prefrontal cortex are involved in processing smoking 

cues during periods of abstinence (Havermans et al., 2014).      

Withdrawal 

Withdrawal occurs when a smoker stops smoking or tobacco use.  During withdrawal, 

nicotine is unable to bind to nicotine acetylcholine receptors (nAChRs), leaving these receptors 

unoccupied and thereby blocking the release of dopamine (Havermans et al., 2014).  By blocking 

the release of dopamine severe withdrawal symptoms are introduced causing intense cravings 

(Havermans et al., 2014).  Withdrawal symptoms have been established as the principal feature 

of drug addiction and an important factor in relapse (Gloria et al., 2009).  Symptoms are both 

physical and psychological. Drug cravings, irritability, restlessness, sadness, worry, and 
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decreased attention are symptoms of nicotine withdrawal (Gloria et al., 2009).  Mood withdrawal 

symptoms can be so severe where they mimic psychiatric outpatient behavior; depression 

symptomology can also be found during nicotine withdrawal (Hughes, 2006). Additionally, 

when using nicotine, studies have shown nicotine can improve cognitive tasks, in contrast, 

withdrawal has been associated with decreased accuracy and increased reaction times on tasks 

(Havermans et al., 2014).  Withdrawal symptoms are significant when providing cessation 

services.  

Cessation  

To successfully help tobacco users to remain abstinent it is important to understand 

tobacco cessation and motivation to engage cessation attempts.  The fact that 80% of smokers 

who make a quit attempt have a relapse within one month (Hughes et al., 1992), and 97% of 

smokers with unaided quit attempts are unsuccessful in maintaining abstinence is compelling. 

Four or more quit attempts is required for most smokers (Benowitz, 2008) which highlights the 

importance of understanding cessation. Researchers have found that relapse is correlated to 

smoking-cue reactivity, and having an understanding of neurobiological mechanisms can lead to 

successful treatment of nicotine addiction (Janes et al., 2010).  Tobacco users are classically 

conditioned to use tobacco and have established social behavior habits that are coupled with 

tobacco use; for example, smoking after a meal or smoking while you walk to class (Benowitz, 

2008).  These environmental cues reinforce smoking-related cues and are powerful to overcome 

(Benowitz, 2008).  Nonetheless, there are effective cessation services available to tobacco users.   

Motivations to Quit 

 Understanding what motivates smokers to quit tobacco use is vital information that will 

aid treatment providers in encouraging smokers to make cessation attempts.  What motivates a 
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smoker to quit differs across different sub-groups, i.e. economic status, gender, and mental health 

illnesses.   

Differences across Socioeconomic Statuses 

It is commonly known that smokers are often motivated to quit because of health concerns 

(McCaul et al., 2006).  However, motivations to quit tobacco use differ among economic statuses 

(Pisinger, Aadahl, Toft, & Jorgensen, 2010).  In a past study, smokers with higher income 

reported that they were more likely to quit because of future health concerns, and smokers with 

lower income stated that the cost of smoking motivated their reason to quit (Pisinger et al.,2010).  

Those with lower economic statuses also reported that current health problems were an 

additional motivator to try to quit smoking (Pisinger et al. & Jorgensen, 2010).  Additionally, 

those with lower socioeconomic statuses had higher relapse rates due to poor support systems, 

and experiences of negative feelings and emotions (Pisinger et al. 2010).  This research is 

important because it can help reduce health disparities among those with lower economic 

statuses (Gruer, Hart, Gordon, & Watt, 2009).  The data presented in the Pisinger, et al., 2010) 

study highlights the importance of having strong support systems and self-help groups may be 

helpful to those living with lower income.  Further, this study shows the importance of tailoring 

tobacco cessation campaigns to focus on benefits of the present for those with lower SES 

(Pisinger, Aadahl, Toft, & Jorgensen, 2010).  Those with low SES are less concerned with future 

health problems and are more concerned with issues of the present day, such as, economic 

burden of smoking and the reduction of smokers’ cough (Pisinger, Aadahl, Toft, & Jorgensen, 

2010).      
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Social Influences 

 Social norms around smoking have shifted with the increased bans of public smoking, 

and this has resulted in increased social pressure on smokers to quit tobacco use (Royce, Corbett, 

Sorensen, & Ockene, 1997).  The shift in social norms has caused social pressure that influences 

both smoking behaviors and quit attempts (Royce, Corbett, Sorensen, & Ockene, 1997).  When a 

smoker is in a relationship with a smoker their chances to successfully quit are hindered 

(Bjornson et al., 1995).  Likewise, when a partner quits smoking the other partner chances to 

successfully quit are also increased (Bjornson et al., 1995).  There are differences across genders; 

female smokers have an increased chance of quitting when their partner quits, further, social 

pressures to quit are stronger in female smokers (Westmaas, Wild, & Ferrence, 2002). 

Mental Health Issues 

 Tobacco use is disproportionally higher among those with mental health diagnoses and 

substance abuse issues (Schroeder, 2009).  Not only are tobacco prevalence rates higher among 

this population, but also smoking-related disabilities and illnesses occur at higher rates 

(Schroeder, 2009).  This public health epidemic was not widely known until recently.  Those 

persons with lived experiences (chronic mental illness) die 25 years earlier than the general 

population (Svendsen, Singer, Foti, & Mauer, 2006).  The primary causes of death were diseases 

that have a direct casual link to smoking (Svendsen et al., 2006).  In the general population 

approximately 20% of adults use tobacco, however, 77% to 93% of patients seeking substance 

abuse treatment are smokers (Richter, Gibson, Ahluwalia, & Schmelzle, 2001).  Nicotine 

addiction is more severe in this population; therefore, more intensive and co-occurring cessation 

interventions are required to meet the needs of those with severe mental illnesses (Ziedonis, 

Hitsman, Beckham, Zvolensky, & Adler, 2008). More specifically, a large survey (n=3213) 
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found that individuals who reported having experienced major depression at one point in time in 

their lifetime also had smoked more often than those who do not have a history of major 

depression (Glassman et al., 1990).  These smokers are also less successful in cessation attempts 

(Glassman et al., 1990). Further, a national survey had similar results and found that smokers 

who are experiencing symptoms of depression they were 40% less likely to have quit in 

comparison to non-depressed smokers (Anda et al., 1990).  Anxiety and tobacco use is similar to 

depression and tobacco use.  Whereas, smokers have higher anxiety in comparison to 

nonsmokers (Schneider, & Houston, 1970).  One study found that anxiety and depression were 

most linked to current smokers (Mykletun, Overland, Aaro, Liabo, & Stewart, 2008).  To 

conclude, there is a clear pattern of established research that indicates the comorbidity of tobacco 

use and mental illness.  Especially among those living with depression and anxiety.  

 Interventions 

Psychotherapy 

The effectiveness of psychotherapy on tobacco cessation increases with the level of 

intensity of a program (CDC, 2014).  Efficacy increases with the more time and repeated 

exposure a smoker has with their therapist (Fiore, et al., 2004).  The Centers for Disease Control 

and Prevention (2014) department recommends that smokers engage in two components of 

counseling (individual, group, and telephone counseling) to increase success rates.  Counseling 

provides problem solving skills and social support for smokers (CDC, 2014).  Further, 

counseling can be provided by telephone or face-to-face.  Therapists are trained to address co-

occurring diagnoses.  This is helpful since successfully treating mental illnesses like depression 

will help increase a smoker’s ability to quit tobacco use (Joseph, Lexau, Willenbring, Nugent, & 

Nelson, 2004).  The most common modality of counseling is Cognitive-Behavioral Therapy 
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(CBT) (Rigotti, 2002).  CBT treatment for tobacco cessation may mirror the following steps: 

“smokers learn to identify smoking cues, then use cognitive behavioral methods to break the link 

between the cues and smoking.  Strategies are also taught for coping with stress, managing 

symptoms of nicotine withdrawal, and preventing stress” (p. 507, Rigotti, 2002).  Finally, some 

of the cognitive-behavioral skills are also delivered in print materials (pamphlets, books, audio 

and video tapes).  Self-help material is useful if it combined with other interventions especially 

when modified for individual patients (Fiore et al., 2004).   

Quitlines 

 Quitlines are an international service that offers cessation services via the telephone.  In 

the United States each state is responsible for quitline services.  Quitlines are effective cessation 

method when other forms of treatment are not available (Owen, 2000).  Additionally, quitlines 

can reach a broad range of people and can be modified for diverse populations (CDC, 2014).  

Brief Interventions 

The “5 A’s” (Ask, Advise, Assess, Assist, and Arrange) is a standardized brief 

intervention method that was developed by the U.S. Public Health Services and is known as a 

best-practice guideline (Dosh, 2005). This method is intended to be used in clinics and at 

medical settings where formal cessation services do not exist (Schroeder & Morris, 2009).  The 

idea is when medical professionals talk to their patients about their health they play a role in 

influencing their motivation to quit the use of tobacco. Also, the goal of the 5 A’s is to make 

effective treatments of nicotine dependence available (CDC, 2014).  Every patient should be 

offered tobacco cessation services, even brief interventions are effective (CDC, 2014).  The 5 

A’s model is effective because it provides motivation to smokers to make quit attempts (CDC, 

2014).       
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Web Based Interventions 

 Web-based or Internet interventions include e-mail, web sites, computer-generated 

reports, and social media.  This kind delivery of health care services is effective, especially when 

paired with traditional treatment services (Fiore et al., 2008).   The effectiveness of Internet 

based tobacco cessation services has inconsistent results (Civljak, Sheikh, Stead, & Car, 2010).  

A systematic review found that there is not enough research on this intervention and the 

researchers recommended more studies to be conducted as this may be an effective method for 

younger adults especially considering it is cost effective (Brown, 2013).  

Nicotine Replacement Therapy 

Pharmacotherapy is a useful component for treatment since nicotine pharmacologic 

effects are a crucial factor in tobacco addiction (Benowitz, 2008).  In use of pharmacotherapy 

has been shown to improve smoking cessation outcomes (Gonzales et al., 2006). The literature 

has established that pharmacologic treatments have to block positive reinforcements and prevent 

or reduce withdrawal symptoms in order to successfully aid in tobacco cessation (Benowitz, 

2008). NRTs work by replacing nicotine or simulating nicotinic effects in the brain and reduce 

nicotine withdrawal symptoms (Benowitz, 2008).  The current forms of nicotine replacement 

therapy (NRT) are transdermal patches, nicotine gum, nasal spray, oral inhaler, lozenges, 

bupropion, and varenicline (Benowitz, 2008).  Bupropion and varenicline are prescription 

medications approved for use to aid tobacco cessation.    NRTs are accessible for tobacco users 

as they can be purchased over the counter.  However, the costs of NRTs are a reported barrier of 

use (Kozlowski et al., 2007).  Providing resources so NRTs can be purchased at a discounted rate 

or available at no cost will increase smokers’ chances of successfully quitting (Baca & Yahne, 
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2009).  One study gave NRTs for free and had smokers call the quitline once or twice.  This 

study resulted in a 20% percent cessation rate after a six-month follow-up (Miller, et al., 2005).   

Summary 

The most effective tobacco cessation methods are the combination of behavioral 

treatments (counseling) with NRT (Fiore, Jaen, Baker, Bailey, & Benowitz, 2008). However, the 

pharmacotherapies and behavior treatments are more effective when there are also tobacco 

control policies and prevention programs (WHO, 2013). Remembering tobacco addiction is more 

than the chemical effects of nicotine, the urge to smoke is also triggered by environmental and 

psychological cues that reward the effects of nicotine treatment therapies have to be holistic 

(Benowitz, 2008).  Thus, the use of multi-level cessation interventions will help increase success 

rates in tobacco cessation treatment.  That is, effective cessation programs are in settings that ban 

the use of tobacco, offer a combination of psychotherapies, and NRT.    

College Students and Tobacco 

It is estimated that nearly one in ten college students will die early due to tobacco use 

(Halperin, 2002).  Former Secretary of Department of Health and Human Services Shalala wrote 

in the 1994 Report of the Surgeon General, “Preventing young people from starting to use 

tobacco is the key to reducing the death and disease caused by tobacco use.”  Recent Secretary of 

Health and Human Services, Sebelius stated; “Each day in the United States, over 3,800 young 

people under 18 years of age smoke their first cigarette” (USDHHS, 2014).  Prevention programs 

that are purely informational typically do not work to change behavior (Flay, 2009), however, 

the World Health Organization has identified a proven tobacco prevention program (MPOWER, 

Monitor, Protect, Offer, Warn, Enforce, and Raise). This prevention program is reducing tobacco 

related deaths and illnesses (WHO, 2013).  The second component of MPOWER is to protect 
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people from exposure to second-hand tobacco smoke.  The WHO states there is no safe level of 

exposure to second-hand smoke, which causes heart disease, and cancer.  Research has 

repeatedly shown smoke-free policies do not harm business, and are popular when enacted 

(Eriksen, & Chaloupka, 2007).  Additionally, a total ban on smoking in public places protects 

people from the harms of second-hand smoke, helps smokers quit and reduces youth smoking.   

The prevalence rate of smokers who are college age students, 18-24, is 18.9 percent 

(CDC, 2014).  Tobacco advertisement and promotional efforts have been shown to influence the 

onset and continuation of smoking among adolescents and young adults (DHHS, 2012).  Past 

research shows that smoking rates are higher among this population in part, because of the higher 

level of stress and transitions in students’ lives (Amerando, Becker, & Johnson, 2010).  Tobacco 

policies on college campuses have been shown to counteract these promotional efforts and stress 

related impacts (Amerando, Becker, & Johnson, 2010).  Past research shows interventions 

designed to alter smoking behaviors help tobacco cessation goals, and promote and enforce new 

tobacco free policies (Loukas, Garcia, & Gottlieb, 2006).  There is evidence that secondhand 

smoke acts as a “trigger” for former smokers to smoke again.  Smoke free environments 

therefore discourages relapses by former smokers (Gerson, Allard, & Towvim, 2005).  

Traditional college aged students are important to target because past studies indicate that 

students behavior learned in college will continue a lifetime An estimated 50 percent of college 

smokers are receptive to tobacco control and cessation efforts (Niles, & Barbour, 2011).  Upon 

graduation, students will be entering the workforce and many employers now require tobacco-

free environments.  All of these reasons capture the importance of multi-level cessation services 

on college campuses.  The typology of college smokers may differ from the general population.  

The next section describes the typology of college smokers.   
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College Smoker Typology 

 There has been a shift in smoking behaviors on college campuses among students aged 

(18-24).  Although, national statistics show that 18.9% of this population engage in tobacco use 

studies are now showing this rate may be actually higher (CDC, 2014).  Young adults do not 

self-report and identify as smokers because of the stigma now associated with tobacco use.  

There are many young adults who are non-daily smokers and do not feel as though they are 

addicted to nicotine, therefore, deny the use of tobacco products (Hassmiller, Warner, Mendez, 

Levy, & Romano 2003).  Non-daily smokers are still at risk to smoking related illnesses and 

have difficulty in refraining from tobacco use (Luoto, Uutela, & Puska, 2000).   College smokers 

are not a homogenous group (Sutfin, Reboussin, McCoy, & Wolfson, 2009).  The variance in 

smoking rates among college students is high; some studies report 18.9%, 28.5%, 37%, and even 

as high as 65% (CDC, 2014; Berg, Klatt, Thomas, Ahluwalia, & An 2009; Borders, Xu, Bacchi, 

Cohen & SoRelle-Miner, 2005; Chassin, Presson, Sherma, & Edwards, 1991).  In fact, 50% of 

college students deny smoking although they have smoked in the last 30 days (Berg et al., 2009).  

The various types of smokers (heavy smokers, moderate smokers, social smokers, and puffers) 

on college campuses may offer an explanation of the variance of smoking rates among college 

students (Sutfin, Reboussin, McCoy & Wolfson, 2009).          

Heavy Smokers 

 The classification of heavy smokers is synonymous to daily smoking (Sutfin, Reboussin, 

McCoy, & Wolfson, 2009).  Heavy smokers smoke in all settings and locations that tobacco is 

permitted (Sutfin, Reboussin, McCoy, & Wolfson, 2009).   
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Moderate Smokers 

 Whereas, heavy smokers smoke at least six to ten cigarettes a day a moderate smoker 

usually smokes 2-5 (Sutfin, Reboussin, McCoy, & Wolfson, 2009).  Like heavy smokers they 

smoke both on weekdays and the weekend (Sutfin, Reboussin, McCoy, & Wolfson, 2009).  

Unlike heavy smokers they smoke a little more in social settings (Sutfin, Reboussin, McCoy, & 

Wolfson, 2009). 

Social Smokers 

     Social smokers do not typically identify themselves as smokers, do not believe they have a 

nicotine addiction, and do not make quit attempts (Schane, Glantz, & Ling, 2009). 

Approximately 19% of college students are social smokers (Sutfin, Reboussin, & McCoy, 2009).  

Binge drinking is associated to moderate and social smoking (Sutfin, Reboussin, & McCoy, 

2009).  This quote reflects the definition of a social smoker, “I just smoke occasionally, socially, 

but I guess I wouldn’t consider myself a smoker.” (Berg, Parelkar, Lessard, Escoffery, Kegler, 

Sterling, & Ahuluwalia 2010).  Social smokers typically refrain from smoking alone and only 

smoke in social settings (Schane, Glantz, & Ling, 2009). 

Puffers 

 In the Sutfin, Reboussin, McCoy, & Wolfson (2009) twenty-six percent of college 

students were classified as puffers.  In general, puffers are younger than social, moderate, and 

heavy smokers, suggesting this phase of smoking may be the transition period between 

experimentation and daily use (Sutfin, Reboussin, & McCoy, 2009).  Puffers reported using one 

to two cigarettes a month and generally puffed on friends’ cigarette while drinking (Sutfin, 

Reboussin, McCoy, & Wolfson, 2009).    
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Summary 

 Although, it is well known that multi-level cessation interventions that include tobacco 

control policies are effective methods of tobacco cessation.  It is not standard for cessation 

interventions to address and treat the different typology of smokers.  By understanding the 

pattern of college smokers’ better interventions can be designed to particularly address moderate, 

social smokers, and puffers (Rosa, Aloise-Young, & Henry 2014).  Lastly, treatments should be 

modified based on a smoker’s typology because motivations and beliefs about cessation differ 

among types (Sutfin, Reboussin, McCoy, & Wolfson, 2009).  Heavy smokers are worried about 

the health concerns associated with tobacco use and the difficulty of quitting and social smokers 

operate under the belief that they can quit at any moment (Sutfin, Reboussin, McCoy, & 

Wolfson, 2009; Berger, 2009). 

Theoretical Framework (Social Ecological Model) 

Social-Ecological Model is the fundamental theory guiding this research; this model 

recognizes individual health is influenced not only by attitudes and behaviors, but also 

environmental settings (Stokols, 1996; Strack, Lovelace, Jordan, & 2010). Proponents of an 

ecological view, observe different constructs and numerous processes that affect individuals, 

groups, and communities within a particular system.  This model realizes the relationship and 

influences at the individual, organizational, and community, and public policy level (Stokols, 

1996; McLeroy, Steckler, Bibeau, & Glanz, 1988).  The Social-Ecological Theory, originally 

based on Bronfenbrenner’s The Ecology of Human Development: Experiments by Design and 

Nature (1979), recognizes behavior outcomes are determined by the levels in Figure 2 

(McLeroy, Steckler, Bibeau, & Glanz, 1988). 
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Figure 2. 

                 Ecological Approach (McLeroy, Steckler, Bibeau, & Glanz, 1988)  

The current study addresses the institutional factors and interpersonal processes related to 

campus tobacco on the intrapersonal factors of smoking behavior and attitudes toward the quality 

of campus life.   

Intrapersonal factors 

Intrapersonal factors is defined as, “characteristics of the individual such as knowledge, 

attitudes, behavior, self-concept, skills, etc.” (McLeroy, Steckler, Bibeau, & Glanz, 1988, p. 

355). Intrapersonal factor interventions can include techniques aimed at modifying the nature 

and extent of social influences (McLeroy, Steckler, Bibeau, & Glanz, 1988).  Programs at this 

level incorporate a variety of interventions, but theory of change is focused on changing 

individual attitude, knowledge, and behavior (McLeroy, Steckler, Bibeau, & Glanz, 1988).  Non-

smokers and smokers all have equivalent knowledge regarding the harmful effects of tobacco on 
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health and both groups have powerfully negative attitudes toward smoking.  Unlike other health 

behaviors, attitudes and knowledge are not as powerful in behavior change as nicotine is highly 

addictive (Orleans, & Slade, 1993; Wichita State University School of Public Health Sciences, 

2013). 

Interpersonal Factors 

Interpersonal factors are defined as, “formal and informal social network and social 

support systems, including the family, work group, and friendship networks” (McLeroy, 

Steckler, Bibeau, & Glanz, 1988, p. 355).  Interpersonal processes involve social relationships, 

social resources, such as emotional support, information, and social roles.  These social support 

systems are important to changing the norms of social groups (McLeroy, Steckler, Bibeau, & 

Glanz, 1988).  These relationships can place pressure on how we behave; “including normative 

pressures such as how we identify ourselves (i.e., smoker or nonsmoker, active or sedentary), the 

knowledge we are exposed to, the activities we engage in, is influenced by to what we learn from 

our social network” (Strack, Lovelace, Jordan, & 2010).  Normative and informational social 

influences are the most significant determinant of young adult tobacco use (Sussman et al., 

1993).  Smoke-free campuses positively influence smoking behavior including the prevention of 

becoming a smoker, quitting if a relatively new smoker and engaging in smoking cessation if a 

confirmed smoker.  

Community factors 

Community factors are defined as, “relationships among organizations, institutions, and 

informal networks within defined boundaries” (McLeroy, Steckler, Bibeau, & Glanz, 1988, p. 

355).  Community factors embraces relationships among individual and organizational structures 

within a defined area (McLeroy, Steckler, Bibeau, & Glanz, 1988).  For the purposes of this 
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study, the community will be defined as Wichita State University patrons, students, faculty, and 

staff members.  Mediating structures are a vital component in communities, as they influence 

norms, values, individual’s beliefs, attitudes, and health related behaviors (McLeroy, Steckler, 

Bibeau, & Glanz, 1988).  Community influences shape policies, norms, and social structures 

(Strack, Lovelace, Jordan, & 2010).  Gaining community support and establishing community 

readiness is required when enacting a health promotion policy (Whipple, Caldwell, Simmons, & 

Dowd 2008). 

Institutional Factors 

Institutional factors are defined as, “social institutions with organizational characteristics, 

and formal and informal rules and regulations for operations” (McLeroy, Steckler, Bibeau, & 

Glanz, 1988, p. 355).  Institutional factors recognize the roles that organizations play in 

regulations, prevention, and interventions (McLeroy, Steckler, Bibeau, & Glanz, 1988).  On 

college campuses the university can dictate the climate for tolerance/intolerance, class schedules, 

financial policies, competitiveness, health environment, safety, and air quality (Healthy Campus, 

2020).  When campuses enact tobacco-free policies, even in high tobacco production regions, 

research has shown that tobacco-use decreases among smokers, additionally, these polices are 

one of the most effective means to reduce tobacco use (WHO, 2009; CDC, 2007; Veeranki, 

Mamudu, & He, 2012).  The impact of a tobacco-free campus at East Tennessee State 

University, “reduced smoking (72%), exposure to second-hand smoking (76.6%), and cigarette 

litter on campus (66.7%), but also improved the health of employees (60.8%) and made the 

campus cleaner (69.8%)” (Veeranki, Mamudu, & He, 2012, p. 114). College campuses are 

recently becoming tobacco-free environments, there is limited research done on the impact of a 

tobacco-free campuses and smoking prevalence, however, the Task Force on Community 
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Preventive Services (2010) completed a systematic review and found that smoke-free policies in 

the workplace decreased tobacco use on average by 3.4 % (Hopkins, Razi, Leeks, Kalra, 

Chattopadhyay, Soler, & et al., 2010).  

The purpose of the social-ecological model is to identify environmental factors of 

behavior and to aid in the development of appropriate community interventions. This is of 

importance because the health of individuals is not only determined by behavior and personality, 

but also community structures (McLeroy, Steckler, Bibeau, & Glanz, 1988; Strack, Lovelace, 

Jordan, & 2010).  The U.S. Department of Health and Human Services (2008) acknowledges the 

significant and complex interrelationships between these different health determinants; 

interventions are most likely to be effective when different levels are addressed.  “Interventions 

are most successful when they target causal factors at several levels of social ecology” (Strack, 

Lovelace, Jordan, & 2010).  The social ecological approach is embodied in health research as it 

takes a comprehensive perspective in understanding health behaviors (Stokols, 1996).  

Ecological models have been the foundation for health and prevention interventions, specifically, 

this approach has been used to better understand determinants and behaviors of tobacco users 

(Glasgow, Vogt, & Boles, 1999; Green & Kreuter, 1999; Commit Research Group, 1991; De 

Vries et al., 2003).  

Significance of Study 

Tobacco use continues to be the leading cause of preventable death in the United States 

and in Kansas, with 3,800 Kansans dying each year as a result of tobacco-related illnesses, and 

secondhand smoke is classified as a Class A carcinogen (Tobacco Free Kansas Coalition, 2013; 

Whipple, Caldwell, Simmons, & Dowd, 2008). The state of Kansas in 2012 had 258,934 students 

enrolled in public higher learning institutions (Kansas Higher Education System, 2012). At this 
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time, there is not a universal Kansas Board of Regents University tobacco-free campus policy, 

allowing individual universities to determine policy, as is the case on a wide range of health 

related issues.  Currently, 5 of the 32 public college campuses have a smoke-free policy in the 

state of Kansas (http://www.no-smoke.org/pdf/smokefreecollegesuniversities.pdf; Kansas Higher 

Education System, 2012). The current WSU smoking policy 11.08 prohibits smoking, including 

E-cigarettes (e-cigs), indoors in campus buildings and within a ten-foot radius outside any door 

(WSU, 2014). Universities have an obligation to protect its patrons from the harms of tobacco 

and provide comprehensive tobacco cessation services to student and employee smokers when 

implementing tobacco free policies.  Wichita State University is currently undergoing the 

process to become a tobacco free campus.  The university approximate population is (students 

15,000, faculty and staff 3,000), it is estimated that 3,230 individuals will be directly affected by 

this policy change.  The target population of this current study was recently identified in a survey 

that showed the prevalence rate of tobacco use on campus, 18.9% (Wichita State University 

School of Public Health Sciences, 2013).  Tobacco free policies are effective in helping smokers 

smoking by changing social norms.  However, successfully quitting is a difficult task for the 

majority of smokers and tobacco users.  While, most smokers want to quit they struggle in 

successfully quitting (Havermans et al., 2014). Universities can help ease the transition for 

smokers by providing adequate tobacco cessation services.  To successfully to do this a first step 

is to understand the needs of the smokers on campus.  Also, due to the wide variance of tobacco 

use it is essential to understand the demographics and culture of the target population.  Programs 

and cessation services tailored to the specific population are more successful and have higher 

sustainability rates (Okoli & Khara, 2012).  Wichita State University is committed to providing 

comprehensive cessation services to current WSU patrons.  This new program aims to meet the 
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needs of smokers by being effective and sustainable.  The literature recommends conducting a 

needs assessment prior to implementation of a new program. A needs assessment should be done 

before evaluation planning, extensive program development and be a part of the strategic 

planning process (Altschuld & Watkins, 2014).  

Purpose 

The goal of this study is to explore the tobacco cessation needs of Wichita State University 

students, and staff (faculty and employees). This research will attempt to answer the following 

questions:  

1. What are the tobacco use behaviors? 

2. What type of cessation services are preferred? 

3. What are the cessation needs for those experiencing depression and anxiety symptoms? 

4. What motivates tobacco users to quit? 

5. What are the barriers to quit tobacco use? 

6. Are WSU tobacco users willing to use NRTs sold/offered on campus? 
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CHAPTER II 

METHODS 

Design 

To determine the tobacco cessation needs of WSU students, and staff a needs assessment 

was conducted.  The needs assessment collected data from smokers (to include social smokers) 

and former smokers who are a part of the Wichita State University campus community, i.e. 

students, and staff. Specifically, data was collected by administrating a survey.  This self-

administered survey was sent electronically via Qualtrics to a random sample of 2,5000 Wichita 

State University’s students, and staff.  Participants were sent an email of a 46-item questionnaire 

to their WSU email addresses. The following section describes the scales and items used in the 

survey.  

Needs Assessment Instruments 

Tobacco Use Behaviors 

 Tobacco use behaviors were measured through use of validated scales and items modified 

for the WSU smoker population, a description of each scale is found below. The scales were 

modified by selecting some items from assessments.  Since full assessments were not needed 

they were not used for this survey.  The selected subscales measured and determined tobacco 

usage, the level of nicotine dependence, social smokers, readiness to quit, and preferred tobacco 

cessation services.  

Tobacco Usage 

Tobacco use was measured with items from the Center for Disease Control National 

Adult Tobacco Survey (CDC, 2014).  This survey is used globally and has been validated 
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numerous times (CDC, 2014).  Additionally, tobacco use was measured by using items from the 

2001 Harvard School of Public Health College Alcohol Study (Wechsler, 2005).  The intentions 

of these scales were to (1) learn the prevalence of tobacco use on campus, and (2) to determine 

the type of tobacco products used.  

Nicotine Dependence 

 The Fagerstrom Test for Nicotine Dependence is a standardized instrument that assesses 

the intensity of nicotine addiction (Heatherton, Kozlowski, Frecker, & Fagerstrom, 1991). This 

six item subscale provides an ordinal measure of nicotine dependence, quantity of cigarette use, 

and compulsion of use (Heatherton, Kozlowski, Frecker, & Fagerstrom, 1991). Reliability of 

scale was conducted in 1994 and the cronbach’s alpha was reported as .64 (Pomerleau, Lutzke, 

Flessland, & Pomerleau, 1994). 

Social Smokers 

 To assess the prevalence and the amount of social smokers on campus items from the 

Smoker Typology Scale (a recently validated scale) was used (Rosa & Aloise-Young, 2015-in 

press).  This 17-item scale produced the variables social and dependent users.  

Cessation Services 

The survey explored how WSU staff and students perceived the quality of tobacco 

cessation services on campus, using a Likert scale, with 1 = poor and 5 = excellent. Participants 

were also asked to rate the likelihood of using potential tobacco cessation services (i.e., group 

therapy, self-help groups, individual services, and nicotine replacement therapy) Possible 

responses for those aspects were evaluated using a Likert scale that ranged from 1= extremely 

unlikely to 5 = extremely likely.  The goal of these items aimed to establish the tobacco cessation 
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needs of WSU tobacco users; by determining the prevalence of tobacco use and to ascertain the 

behaviors of tobacco use.  

Mental Health Issues 

 Cessation services intensity should increase with the presence of mental health issues 

particularly diagnosed mental illnesses.  To determine the number of tobacco users who are 

experiencing anxiety symptoms the Generalized Anxiety Disorder 7-item (GAD-7) scale was 

used, alpha=.89 (Spitzer, Kroenke, Williams, & Lowe, 2006; Lowe, Decker, Muller, Brahler, 

Schelberg, Herzog, & Herzberg, 2008).  To measure depression symptoms the Patient Health 

Questionnaire (PHQ-9) was used (Korenke, Spitzer, & Williams, 2001).  The PHQ-9 has 

published reliability scores, the Cronbach alphas were reported at .86 and .89 (Korenke, Spitzer, 

& Williams, 2001).   
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CHAPTER III 

RESULTS  

Participant Characteristics 

The survey was sent to a random sample of 2,500 students, faculty, and staff.  The 

informed consent indicated the study was about tobacco use.   Two hundred seventy-seven (277; 

11%) responded to the survey.  The survey targeted tobacco users and if a participant did not use 

tobacco in their lifetime they were directed out of the survey (see Figure 3).  Of these 277 who 

responded, 215 had tried tobacco in their lifetime, and of these participants 42.8% (n = 92) of 

them were current tobacco users (see Table 1 and 3). The majority of the analyses reflect data 

from current tobacco users. Please note, tobacco users were further classified social tobacco 

users (n=45) and dependent tobacco users (n=41).  Six current tobacco users were not able to be 

classified as either dependent or social users. (see Figure 3). Also, further descriptions of these 

categories are found in Table 4. 
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Figure 3. 

The typology of WSU tobacco users 
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Research Question # 1 (What are the tobacco use behaviors?) 

The survey found, that 81.4% of participants (n=264) have tried tobacco products at least 

once in their lifetime (see Table 1).  The majority of participants (53.5%) first tried tobacco 

products prior to entering college including 44.7% who first tried tobacco between, 13-17 years 

old.  An additional 39.5% of participants tried tobacco for the first time between the ages of 18-

21, and 7% after they were 22 years old which, results in nearly half (46.5%) first trying tobacco 

while in college. (see Table 1). 

Table 1.  

Age participants first tried tobacco 

Age Frequency Valid Percent Cumulative Percent 

8 years old or younger 3 1.4 1.4 

9 – 12 years old 16 7.4 8.8 

13 – 17 years old 96 44.7 53.5 

18 – 21 years old 85 39.5 93 

22 years old or older 15 7 100 

Total 215 100  

 

Of current tobacco users (n=92), 44 (48%) those who answered “less than daily” and 48 

(52%) answered “daily” on the question, “Do you currently use tobacco?” (see Table 2).    
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Table 2. 

Current Tobacco Users 

How often Frequency Valid Percent Cumulative Percent 

Less Than Daily 44 48% 48% 

Daily 48 52% 100% 
Total 92 100  

 

The gender of current tobacco users is presented in Table 3.  Over 60% (65.5%) of 

tobacco users who answered the question self-report gender question were male and 35.5% were 

female. 

Table 3. 
 
Gender of Tobacco Users 

 
Gender Frequency Percent 

Male 46 60.5 

Female 27 35.5 

Other 1 1.3 

Prefer not to answer 2 2.6 

Total 76 100 
 

*Note: n=16 tobacco users did not answer this question 

Table 4 shows the classification of the type of tobacco users (n=92) based on the Smoker 

Typology Scale which was used to categorize tobacco users as social smokers or dependent 

smokers (Rosa & Aloise-Young, 2015).  Those who scored greater than 3.125 on the scale were 

classified as social smokers.  The following items from the scale were used to define social 

users; “I smoke to help meet new people, I smoke because my friends smoke, I smoke to 
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socialize,” and “I smoke to help me fit in”.   Those who scored less than 2.75 on the scale were 

classified as dependent smokers. The following items from the scale were used to define 

dependent users; “I smoke out of habit, I smoke because I’ve tried to quit but was unsuccessful, I 

smoke because I am addicted,” and “I smoke because I crave cigarettes”.  To ensure the purity 

of each group a buffer was created, six participants scores fell within the buffer, therefore, they 

were unable to be classified as either a social smoker or a dependent smoker. 

Table 4. 
 
Descriptive of Smoker Typology Scale 
 

Type n % 

Social 45 49 
Dependent 41 44.5 

Unclassified 6 6.5 

Total 92 100 
	
	

Table 5 provides information on the number of students and staff in each tobacco user 

category.  Considering that students make up about 80% of those on campus, the majority of 

respondents were students.  With 77.14% (n=27) of dependent smokers being students and 75% 

(n=21) of social smokers were students. It is important to note that 23 smokers (17 social and 6 

dependent) did not answer the question regarding their status as student, faculty or staff and only 

two indicated faculty so staff and faculty were combined for all analyses.   
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Table 5. 

Affiliation of Tobacco Users 

Typology Students Staff Total 

Social Users 21 7 28 

Dependent Users 27 8 35 

*Note: Missing cases due to participants not answering items, i.e. n= 17 social, n=6 dependent. 
 

Of note, staff participants spend longer time periods on campus (average hours) and may 

potentially have different cessation needs.  In fact, 65.8% of all participants spend more than 11 

hours a week on campus with 22.6% of participants (mostly staff) spend 20 or more hours on 

campus.  	

Correlation of Two Nicotine Dependency Scales 

A correlation analysis was conducted to examine a relationship between the Fagerstrom 

Nicotine Dependency Scale and the Smoker Typology Scale.  The results showed that there was 

a strong negative correlation with the Smoker Typology Scale (social/dependent smokers) with 

the Fagerstrom Nicotine Dependency Scale (r = -.635, p <. 01).  The results were interpreted as 

the higher one was on the Fagerstrom Nicotine Dependency Scale their score on the Smoker 

Typology Scale was lower which means they were much more likely to be a dependent smoker.  

This indicates there was a strong relationship between dependent smokers on the Smoker 

Typology Scale and the Fagerstrom Nicotine Dependency Scale.  
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Tobacco Products Used 

 Participants were asked to specify the name of the product used and the average amount 

used on a daily basis.  Table 6 provides the frequency counts of participants’ usage for each 

tobacco product.  To have a clearer depiction of use by type of tobacco user, Table 7 shows the 

amount and product used for both dependent and social users. Traditional cigarettes were by far 

the most popular product used (f=37).   E-cigarettes were the second most popular product used.  

Of concern one dependent smoker used an e-cigarette f = 50 times per day on average and one 

social smoker used e-cig 21-50 times per day.  However, it is unclear if the social smoker data 

reported is an error, or if they are truly using e-cigs in social environments at such a high rate. It 

is important to note that this number may have been more, as 50 was the highest number 

permissible.  Social users reported using tobacco products less frequently throughout the day, the 

majority reported using 1-5 times a day.  Social smokers had higher frequency counts in using 

cigars and hookah.  As expected dependent users indicated that they used cigarettes more 

frequently throughout the day in comparison to social users.  Lastly, social and dependent users 

reported using chewing tobacco in the “other” category (f=5).   
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Table	6.	

Tobacco	Products	Used 

  Daily 
Use 

Cigarettes (f) 
(n=48) 

Cigars (f) 
(n=30) 

Hookah (f) 
(n=19) 

E-cigarettes (f) 
(n=16) 

Other (f) 
(n=15) 

Social 
Smokers 

1 to 5 8 4 5 4 1 

Dependent 
Smokers 

 10 2 2 2 2 

       
Social 

Smokers 
6 to 10     1 

Dependent 
Smokers 

 7    1 

       
Social 

Smokers 
11 to 

20 
     

Dependent 
Smokers 

 8     

       
Social 

Smokers 
21-50  1  1  

Dependent 
Smokers 

 4   1  

       
Total (f)  37 7 7 8 5 

 

Romantic Relationships and Tobacco Use 

To determine if there was a relationship between tobacco use and being in a romantic 

relationship with someone who also uses tobacco products a chi square test was conducted. The 

analysis was conducted by comparing social and dependent users who stated they were in a 

romantic relationship. The results showed the variables were independent of each other, therefore 
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not statistically significant, meaning there is not a relationship between one partner using tobacco 

if their partner does for either social or dependent users (see Table 7).  

Table 7. 

Does your partner currently use tobacco products? 
         Social  Dependent Total 

Yes Count 7 19 26 

 Expected Count 9.8 16.2 26 
 % within Does your 

partner currently use 
tobacco products? 

26.90% 73.10% 100.00% 

 % within Social or 
Dependent 

41.20% 67.90% 57.80% 

No Count 10 9 19 
 Expected Count 7.2 11.8 19 
 % within Does your 

partner currently use 
tobacco products? 

52.60% 47.40% 100.00% 

 % within Social or 
Dependent 

58.80% 32.10% 42.20% 

Total Count 17 28 45 
 Expected Count 17 28 45 
 % within Does your 

partner currently use 
tobacco products? 

37.80% 62.20% 100.00% 

 % within Social or 
Dependent 

100.00% 100.00% 100.00% 

Chi square 3.087     
p > .05     
Research Question # 2 (What type of cessation services are preferred?) 

Advised to Quit 

It would be important to understand the need for cessation services as well as 

preferences.  The survey analyzed the percentage of tobacco users advised to quit tobacco 

products by their doctors.  Interestingly, only a third of smokers who visited a doctor’s office 



 

39 
 

within the last 12 months were advised to quit. However, when comparing social smokers with 

dependent smokers two-thirds of dependent smokers were advised to quit, but less than 10% of 

social smokers were advised to quit (see Table 8). This data suggests a need to make cessation 

services more available to tobacco users generally, but in particular to social smokers who may 

not be sharing with their doctor that they smoke at all. 

Table 8. 

Percentage of tobacco users who were advised to quit 
 

 

  Advised Percentage % n 
Social Smokers    Yes 9.1% 2 

Dependent Smokers  66.7% 18 
    

Social Smokers    No 90.9% 20 
Dependent Smokers   33.3% 9 

*Note: n = 23 social users did not answer the question and n = 14 dependent users did not 

answer. 

Those Interested in Quitting 

Fifty percent of WSU tobacco users reported interest in quitting the use of tobacco 

products (n = 80, see Table 9). 

Table 9. 

Percentage	of	tobacco	users	interested	in	quitting 

Interested Frequency Valid Percent Cumulative Percent 

Yes 40 50 50 

No 40 50 100 

*Note: n = 12 tobacco users did not answer the question. 
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To further measure the degree of interest in quitting, tobacco users were asked to select if 

they are interested in quitting within the next 30 days, within the next 6 months, or if they were 

not thinking about quitting.  The results are displayed in Table 10 below. The slight majority of 

all tobacco users are not interested in quitting.  When looking at the groups of tobacco users 

(social and dependent) a third of dependent tobacco users do not wish to quit.  Whereas, three 

fourths of social users do not wish to quit.  

Table 10. 

Percentage of smokers who are seriously thinking about quitting 
 Yes, within the next 

30 days (n) % 
Yes, within the next 

6 months (n) % 
No, not thinking 
of quitting (n) % 

n 

Social Smokers 4 (12.5%) 4 (12.5%) 24 (75%) 32 

Dependent 
Smokers 

9 (23.1%) 18 (46.2%) 12 (30.8%) 39 

*Note: n = 13 of social smokers did not answer, and n = 2 of dependent smokers did not answer. 

Of all tobacco users interested in quitting and who answered the question of “are you 

willing to use campus based tobacco cessation services”, 58.3% said yes (see Table 11).  

Table 11. 

*Note: n = 32 tobacco users did not answer the question. 

 

Willing to use campus based tobacco cessation services 

Willing to Use Frequency 
 

Valid Percent 
Yes 35  58.3 
No 25  41.7 

Total 60  100 
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Preferred Cessation Services 

A series of independent t-tests were conducted on the likelihood that different sub-groups 

would use a specified cessation services offered at WSU.  The t-tests compared social vs. 

dependent, depression vs no depression, and anxiety vs. no anxiety among tobacco users to 

determine if there were any differences among the groups. The question, “what is the likelihood 

you would use the following cessation services if WSU were to offer them?”, was asked on a six-

point scale (1= extremely unlikely, 2=somewhat unlikely, 3=neither likely nor unlikely, 4= 

somewhat likely, and 5= extremely likely).  Participants had a total of 16 different services to 

rate.  Although, no service was highly rated to be used, there are still some group differences 

worth pointing out.  Dependent tobacco users preferred Nicotine Replacement Therapy, getting 

the help of friends and family, and the use of a phone app more than social tobacco users (M = 

2.78; M = 2.44, M = 2.78, p < .05).  Social users were less enthusiastic across all types of 

cessation services in comparison to dependent users. The ranked Mean likelihood of use for all 

tobacco users is reported in Table 12.   

Table 12. 
 
Likelihood of Using Cessation Services 
 

Services n Minimum Maximum Mean 
Std. 

Deviation 
Cold Turkey 80 1 5 2.78 1.747 

Nicotine Replacement Therapy 80 1 5 2.28 1.508 
Phone App 79 1 5 2.09 1.468 

Individual Therapy 79 1 5 2.09 1.5 
With the help of friends/family 78 1 5 2.06 1.352 

Counseling Services 78 1 5 1.88 1.323 
Reading material 79 1 5 1.82 1.353 
Campus Activities 79 1 5 1.81 1.321 

Peer to Peer ran groups 79 1 5 1.79 1.44 
Online training 79 1 5 1.76 1.288 
Group Therapy 78 1 5 1.73 1.202 
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Table 12. (continued)      

Self-Help Group 79 1 5 1.71 1.189 
Workshops 79 1 5 1.69 1.266 

Guest Speakers 79 1 5 1.65 1.144 
Tobacco Quit Line 80 1 5 1.63 1.143 

Mentors 78 1 5 1.60 1.115 

*Note: Missing cases due to n=12 of tobacco users not answering the items.  
 

Research Question # 3 (What are the cessation needs for those experiencing depression and 

anxiety symptoms?) 

Anxiety 

T-tests compared those tobacco users who rated high on anxiety or depression compared 

to those who were lower on anxiety or depression.  The Patient Health Questionnaire-9 found 

that 32.05% of tobacco users scored as having symptoms of depression recently.  In other words, 

a third of tobacco users had depression symptoms in the last 2 weeks.  The Generalized Anxiety 

Disorder-7 identified 38.75% of tobacco users showed symptoms of anxiety.  The results are 

reported in Table 13. 
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Table 13. 

Tobacco users who scored high on PHQ-9 and GAD-7 
   Frequency Percent 

Anxiety No 49 61.25 
 Yes 31 38.75 
 Total 80 100 
    

Depression No 53 67.9 
 Yes 25 32.05 

 Total 78 100 

*Note: n = 12 tobacco users did not complete the anxiety scale and n=14 of tobacco users did      
  not complete the depression scale. 
 

Cessation preferences for those experiencing depression and anxiety symptoms are found 

in Table 14 and Table 15.  Much like the social vs. dependent groups no cessation services were 

overwhelmingly preferred, however, there were group differences. When comparing those with 

anxiety symptoms and those without there were eight significant group differences in preferences 

of cessation services including Nicotine Replacement Therapy (M=2.74, p<.05), Tobacco Quit 

Line (M=2.1, p=.001), Counseling Services (M=2.29, p<.05), Individual Therapy (M=2.59, 

p<.05), Group Therapy (M=2.03, p<.05), Online Training (M=2.14, p<.05), With friends/family 

(M=2.7, p<.001), and Guest Speakers (M=2.1, p<.05).  

Table 14. 
 
Anxiety-Likelihood of using cessation services at WSU  

Services Anxiety n Mean SD t df p 
Cold Turkey No 45 2.76 1.667 -.295 74 ns 

 Yes 31 2.87 1.688    

        
Nicotine Replacement 

Therapy 
No 47 1.91 1.349 -2583 76 p<.05 

 Yes 31 2.74 1.437    
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Table 14. (continued) 
 

Tobacco Quit Line No 48 1.35 0.729 -3.255 76 P<.05 
 Yes 30 2.1 1.296    

        
Self-Help Group No 48 1.52 0.945 -1.469 75 ns 

 Yes 29 1.9 1.291    

        
Counseling Services        No 48 1.6 1.106 -2.404 74 p<.05 

         
Yes 

28 2.29 1.329    

        

Individual Therapy No 48 1.75 1.28 -2.566 75 p<.05 

 Yes 29 2.59 1.547    

        

Group Therapy No 47 1.49 0.997 -2.184 74 p<.05 
 Yes 29 2.03 1.149    

        

Online Training No 48 1.58 1.088 -1.992 75 p<.05 
 Yes 29 2.14 1.329    

        

With friends/family No 47 1.62 1.153 -3.736 75 p<.001 
 Yes 30 2.7 1.368    

        Peer to Peer ran 
groups 

No 48 1.69 1.307 -1.557 73 ns 

      Yes 28 2.04 1.232    
        

Workshops No 48 1.52 1.111 -1.614 75 ns 
 Yes 29 1.97 1.267    

        
Reading Material No 48 1.63 1.104 -1719 75 ns 

 Yes 29 2.14 1.505    

        
Phone App No 47 1.89 1.323 -1.64 74 ns 

 Yes 29 2.41 1.376    

                

Mentors No 48 1.44 1.009 -1.774 74 ns 
 Yes 28 1.86 .97    

        
Campus Activities No 48 1.56 1.109 -1.749 75 ns 

 Yes 29 2.07 1.412    
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Table 14. (continued)        

Guest Speakers No 48 1.35 0.785 -2.918 76 p<.05 
 Yes 30 2.1 1.47    

 

*Note: Missing cases are due to participants not participating in the scale, i.e. n=13-16 tobacco 

users did not answer questions. 

Depression 

No cessation service was strongly preferred by those who have depression symptoms, but 

mean scores were consistently higher in the group with depression symptoms for seven group 

differences found; Tobacco Quit Line (M=2.08, p<.05), Counseling Services (M=2.52, p=.001), 

Individual Therapy (M=2.75, p<.05), Group Therapy (M=2.17, p<.05), Online Training (M=2.29, 

p<.05), With friends/family (M=2.6, p<.05), and Guest Speakers (M=2.28, p=.001). 

 
Table 15. 
 
Depression-Likelihood of using cessation services at WSU  

Services Depressio
n 

n Mean SD t df p 

Cold Turkey No 50 2.88 1.698 .786 73 ns 
 Yes 25 2.56 1.583 

           
Nicotine Replacement 

Therapy No 52 2.1 1.418 -1.897 75 ns 
 Yes 25 2.76 1.48 

           
Tobacco Quit Line 

No 53 1.45 0.867 -2.53 75 p<.05 
 Yes 24 2.08 1.283 

           
Self-Help Group No 53 1.55 0.972 -1.503 74 ns 

         Yes 23 1.96 1.331 
   Counseling Services        No 52 1.63 1.048 -2.971 73 p<.05 

        Yes 23 2.52 1.473 
 

  
 

       Individual Therapy No 52 1.83 1.279 -2.682 74 p<.05 
 Yes 24 2.75 1.622 
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*Note: Missing cases are due to participants not participating in the scale. i.e. n=14-17 tobacco 
users did not answer at least one question.  

 

Lastly, in addition to the previous analyses addressed there were also no gender 

differences in preferences for cessation services (p > .05).  As with many addiction related 

services even though no particular service was found to have a high likelihood of use, there are 

also no services that are extremely unlikely to be used by the majority. 

 

Table 15. (continued) 

       Group Therapy No 52 1.54 1.019 -2.358 74 p<.05 
 Yes 24 2.17 1.204 

    
       Online Training No 52 1.62 1.069 -2.32 74 p<.05 

 Yes 24 2.29 1.398 
    

       With friends/family No 51 1.84 1.317 -2.35 74 p<.05 
 Yes 25 2.6 1.323 

    
       Peer to Peer ran groups No 51 1.71 1.205 -1.1 72 ns 

        Yes 23 2.04 1.261 
    

       Workshops No 52 1.58 1.126 -1.455 74 ns 
 Yes 24 2 1.285 

    
       Reading Material No 52 1.79 1.242 .5333 74 ns 

 Yes 24 1.96 1.398 
    

 
      

Phone App No 51 2.04 1.371 -0.75 73 ns 
 Yes 24 2.29 1.334 

             
      Mentors No 51 1.49 1.007 -1.551 73 ns 

 Yes 24 1.88 .992 
           

Campus Activities No 52 1.63 1.121 -1.466 74 ns 
 Yes 24 2.08 1.472 

   Guest Speakers No 52 1.37 0.742 -3.487 75 p=.001 
  Yes 25 2.28 2.28       
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Further Exploration on the Smoker Typology Scale on Depression and Anxiety 
To determine if there was a relationship between anxiety and depression with social and 

dependent tobacco users two chi square tests were conducted.  The results showed the variables 

were independent of each other, therefore not statistically significant.  Meaning there is not a 

relationship between anxiety and depression and being a social or dependent tobacco user (see 

Table 16 and Table 17).  

Table 16. 

RELATIONSHIP OF ANXIETY AND SMOKER TYPOLOGY SCALE 
                      
    Social Dependent  
ANIEXTY No Count 21 17 38 

  % within 
Anxiety 

Disorder 

55.30% 44.70% 100.00% 

  % within Social 
or Dependent 

70.00% 48.60% 58.50% 

  % of Total 32.30% 26.20% 58.50% 
 Yes Count 9 18 27 
  % within 

Anxiety 
Disorder 

33.30% 66.70% 100.00% 

  % within Social 
or Dependent 

30.00% 51.40% 41.50% 

  % of Total 13.80% 27.70% 41.50% 
TOTAL  Count 30 35 65 

  % within 
Anxiety 

Disorder 

46.20% 53.80% 100.00% 

  % within Social 
or Dependent 

100.00% 100.00% 100.00% 

   % of Total 46.20% 53.80% 100.00% 
CHI 

SQUARE 
3.055     

P > .05      
*Note: Missing cases are due to participants not participating in the scale, i.e. n = 27 tobacco 
users. 
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Table 17. 

RELATIONSHIP OF DEPRESSION AND SMOKER TYPOLOGY SCALE 

      Social Dependent Total 
DEPRESSION No Count 20 22 42 

  % within 
Depression 

47.60% 52.40% 100.00% 

  % within 
Social or 
Dependent 

69.00% 61.10% 64.60% 

  % of Total 30.80% 33.80% 64.60% 

 Yes Count 9 14 23 

  % within 
Depression 

39.10% 60.90% 100.00% 

  % within 
Social or 
Dependent 

31.00% 38.90% 35.40% 

  % of Total 13.80% 21.50% 35.40% 

TOTAL  Count 29 36 65 

  % within 
Depression 

44.60% 55.40% 100.00% 

  % within 
Social or 
Dependent 

100.00% 100.00% 100.00% 

    % of Total 44.60% 55.40% 100.00% 
CHI SQUARE 0.51     
P > .05      
*Note: Missing cases are due to participants not participating in the scale, i.e. n = 27 tobacco 
users. 
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Research Question # 4 (What motivates tobacco users to quit?) 

To diversify cessation services offered, it would be important to know what motivates 

smokers to quit tobacco use.  Participants were asked, “What Motivates (motivated) you to quit 

the use of tobacco?”.  The scale was on a five point Likert scale where 1=Did (does) not 

motivate me, 2= Motivated/s me slightly, 3=Motivated/s me somewhat, 4=Motivated/s me 

moderately, and 5= Motivated/s me strongly.  Table 18 shows the motivations to quit tobacco 

use among all tobacco users. The number one motivator to quit the use of tobacco products was 

concern of future health concerns. Current health concerns ranked second, followed by financial 

cost.  However, bans on tobacco products was a low motivator for quitting. 

Table 18. 

Motivations to Quit- All Tobacco Users  

   Not Slightly/ Somewhat Moderately/ Strongly 

Future Health 
Concerns 

 7.7% 10.3% 82.0% 

Current Health 
Concerns 

 15.4% 28.2% 56.4% 

Financial Cost  20.5% 33.3% 46.2% 

Romantic 
Relationships 

 41.0% 33.4% 25.6% 

Friendships  53.8% 33.0% 12.8% 
Bans on Tobacco Use  71.8% 20.5% 7.7% 

  n = 40       
*Note: Missing cases are due to participants not participating in the scale, i.e. n = 52 tobacco 
users.	
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Research Question # 5 (What are the barriers to quit tobacco use?) 

 Seeing others smoke was viewed as a somewhat to moderate barrier to quitting by almost 

half (48.7%) and an extreme barrier by another 15.4%. More than a third, 38.5%, of smokers saw 

school stress as an extreme barrier to quitting the use of tobacco products and another 48.8% 

thought it as a somewhat to moderate barrier.  An additional contributor to stress was work and 

35.9% of participants viewed it as an extreme barrier to quitting and 46.2% saw it as a somewhat 

to moderate barrier to quitting.  Lastly, cost of cessation services was a moderate concern for  

tobacco users (see Table 19 and Table 20). 

Table 19. 

Barriers to Quit- All Tobacco Users  
  Not Somewhat/ Moderate Extreme 

Seeing others 
smoke 

 35.9% 48.7% 15.4% 

Work Stress  17.9% 46.2% 35.9% 

School Stress  12.8% 48.8% 38.5% 

Cost of Cessation 
Services 

 43.6% 51.3% 5.1% 

Access to 
Cessation 
Services 

 56.4% 43.6% 0.0% 

  n = 40       
*Note: Missing cases are due to participants not participating in the scale, i.e. n=52 tobacco 
users. 
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Research Question # 6 (Are WSU tobacco users willing to use NRTs sold/offered on 

campus?) 

 The slight majority (53%) of WSU tobacco users are willing to purchase NRTs 

sold/offered at Wichita State University, see Table 20. Participants preferred most to purchase 

NRTs at the Rhatigan Student Center, this preference was observed by both social and dependent 

users (f = 13, and f = 20).  Student Health Services was the second most preferred location to 

purchase NRTs (f = 10, and f = 18).  The success of campus based cessation services will depend 

greatly on public awareness and marketing.  A frequency analysis showed that the majority of 

participants would prefer that cessation services are advertised at, (1) Student Health Services, 

(2) Shockerblast, and (3) Rhatigan Student Center. 

Table 20. 
 

Willing to Purchase NRTs for Free or Reduce Price 

 

 Yes No n 

Social 48% 51% 31 

Dependent 61% 39% 36 

*Note: Missing cases are due to participants not participating in the scale, i.e. n=14 social, n=5 
dependent. 
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CHAPTER IV 

DISCUSSION 

The purpose of this study was to better understand the changing needs of university 

tobacco users and to inform and develop a cessation initiative tailored to WSU students and staff.  

The tobacco cessation needs assessment did bring clarity to the prevention and treatment 

possibilities on the WSU campus. Tobacco behaviors and cessation needs had clear patterns 

among social and dependent smokers, and those who scored high on the anxiety and depression. 

The information obtained will be helpful to the WSU Student Health Services, the WSU 

Counseling and Testing Center, and the Tobacco Free Campus Implementation Committee who 

are in the midst of developing a comprehensive tobacco cessation and prevention program.  

Social Ecological Model 

 As discussed in Chapter I the theoretical framework of this study was the social 

ecological model.  The discussion was written with the ideologies of this model in mind, because 

in order to make a significant change all levels of health determinants must be considered. Also, 

interventions are most likely to be effective when they address determinants of health at the 

intrapersonal, interpersonal, institutional, community, and public policy level (McLeroy, 

Steckler, Bibeau, & Glanz, 1988).  Data was collected at the intrapersonal level, however the 

interpretation of this data occurs across all levels.  How best can WSU improve the health of the 

community and individuals while changing institutional policies. The researchers understand that 

addiction is very powerful and that successful intervention programs will influence the 

community at large to create sustainable change that improves the overall health of individuals. 

 

 



 

53 
 

Tobacco Use Behaviors 

 The majority of participants, 60%, were male; the higher rate of male participants was 

expected since more males smoke nationally compared to females (18.8% vs. 14.4%) (CDC, 

2015). Therefore, this tobacco behavior was similar to nationwide prevalence rates. 

  It was surprising to find such a high number of social smokers. The Smoker Typology 

Scale was able to identify two primary but distinct groups of tobacco users, i.e. social (49%) and 

dependent (45%).  Having almost half of the current smokers who took the survey categorized as 

social smokers highlighted that tobacco users have distinct smoking behaviors with the belief 

and hope they are not yet addicted to nicotine.   In past research, this group typically would say 

no if asked directly do you smoke as there were not questions that explored occasional tobacco 

use (Levinson et al., 2007).  However, this survey was successful in capturing this type of user 

who socially uses tobacco, which means people who use tobacco but not on a daily basis.  Social 

smokers view themselves as not addicted and not typical tobacco users.  This group primarily 

uses tobacco during social situations such as bars, around friends, and the purpose of using 

tobacco is mainly to socialize.  Social users do not typically use tobacco products daily, nor 

smoke alone, but rather in social situations. Classifying this group is of high importance because 

there are few efforts to prevent social smokers from becoming addicted and a number of these 

social users will become addicted to nicotine and consequently become lifetime smokers.  

A Need for Primary Prevention 

 It was equally surprising that 40% of participants first tried tobacco products between the 

ages of 18-21 with additional 7% trying at 22 or older, that is almost half of participants first 

tried tobacco during their college years.  With 47% of participants trying tobacco for the first 

time in college, it calls for adequate and constant tobacco prevention programs to lower initiation 
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rates while in college.  Campus primary prevention programs are needed that include educating 

the campus on the harms and dangers of all tobacco products.  College campuses are a prime 

setting for  prevention programs to be implemented; these programs could prevent students from 

trying tobacco the first time and further help special users quit before they become addicted.  The 

data from this study suggest that primary prevention on college campuses should have three 

aims.  First, prevention programs on campuses should prevent students from even trying tobacco.  

The prevalence rate of social smokers was quite high among participants; almost half of the 

sample (49%) were classified as social users.  There was Second, prevention programs should 

target new users and prevent them from becoming social users.  Last, prevention programs 

should help social users successfully quit before they become addicted to nicotine. 

Additional supporting information for adding prevention programs is that there is a 

variety of tobacco used with this population that are falsely viewed as less harmful than 

cigarettes, i.e. hookah and e-cigarettes. The growing popularity of hookah use among United 

States university students is an emergent public health issue.  Nationally, college students’ 

cigarette use is declining, however, the prevalence rate of hookah use is exceeding cigarette use 

(CDC, 2014).  It is important to note that hookah is tobacco and just like cigarettes can lead to 

nicotine addiction.  One regional study found that hookah use among college students in the past 

year was 28.4% compared to cigarette use in the past year 19.6% (Barnett et al., 2013).  Hookah 

users may not identify as tobacco users, or smokers and additionally students are likely unaware 

of the health and addiction risk (Aljarrah et al., 2009).  This current WSU survey found that some 

users are using hookah on a daily basis. This is of concern because research has shown that 

smoking hookah for one hour is the equivalent of smoking 100 cigarettes in terms of nicotine 

consumption (Braun et al., 2012).  It is unknown how many users are aware of this fact, but we 
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fear few understand this harm to health and risk for addiction.  Having a substantial health 

promotion program that educates the student body of the harms of hookah is critical to increasing 

awareness of the dangers, especially since hookah lounges surround the WSU campus (n=5; see 

Figure 4.) and are prominent advertisers in the WSU student newspaper.  

 

Figure 4.  

Map of hookah lounges near WSU 

 Preventing trying and regularly using hookah is a particularly important activity of 

universities due to the population of students.  Hookah lounges are essentially preying on 

students; reducing the proximity of hookah lounges to universities combined with on campus 

prevention programs may ultimately prevent tobacco related deaths. 

  A third argument that supports a need for a primary prevention program is that e-

cigarettes were the second most popular product used among WSU tobacco users.  Further, some 
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participants reported using e-cigarettes at high frequencies throughout of the day.  This is of 

concern for multiple reasons, (1) e-cigarettes are not yet regulated by the Federal Drug 

Administration (FDA), (2) the amount of nicotine delivered per use is hard to determine, (3) e-

cigarettes have caused users to be poisoned, (4) nicotine is addictive and is absorbed by users 

and bystanders, and (5) misconception of harmless water vapors of e-cigarettes which is actually 

a dangerous aerosol (CDC, 2016).  An additional major concern is that e-cigarettes have caused 

former smokers to relapse triggering former users to begin use of tobacco products again (CDC, 

2016). It is of critical importance for this information to be widely disseminated to users via a 

strategic and well-designed health promotion program.  

In closing, college campuses are a primary location to provide tobacco prevention 

programs as many students first try tobacco during their college years.  WSU students and staff 

would benefit from a tobacco prevention program as would all other colleges and universities.  

The implementation of a comprehensive tobacco prevention program should also capture the 

harms of socially using tobacco, hookah, e-cigs, and other forms with a focus on the risk 

associated with becoming dependent to nicotine.  Tobacco prevention programs would aim to 

prevent the imitation of tobacco use and prevent tobacco addiction.  Primary prevention services 

can be easily integrated within the universities structure.  Intervention programs can be woven 

into orientation, student seminars, presentations to fraternity and sororities, materials distributed 

in dorm rooms, and should involve student organizations such as student involvement. Although, 

cessation services are an important form of treatment the purpose of these prevention activities 

would be to help tobacco users to never try, use, if and they use socially to quit before the 

presence of disease presents itself. 
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Cessation Services 

Who Wants to Quit? 

It is important to understand how many tobacco users are contemplating quitting tobacco 

and their characteristics prior to building a comprehensive, university wide, community engaged 

cessation program.  This will help program developers create programs that are geared towards 

individuals who are currently thinking about quitting and those who have not yet considered 

quitting or at least not contemplating cessation right now.  Research has repeatedly found that 

virtually all smokers want to quit numerous times and most have actually tried to quit many time 

(CDC, 2016).  When asking tobacco users directly if they are interested in quitting, 50% (n=40) 

responded yes.  Looking deeper at the groups of tobacco users (social and dependent) a third of 

dependent tobacco users do not wish to quit at this time, while three fourths of social users did 

not wish to quit.  Dependent users may not wish to quit because addiction is very powerful and 

despite the negative consequences they are not currently contemplating quitting.  However, this 

fact may change frequently.  The large discrepancy of where the majority of social users are not 

wishing to quit allows some interpretations including: (1) social users do not feel as though using 

tobacco socially is all that harmful as daily use, and (2) social users believe they can quit at any 

time.  If social users believe that the occasional use of tobacco will not lead to current or future 

health concerns, then this reported motivator to quit will not be an influence to quitting.  Further, 

it appears that social users do not regard their selves as clinically addicted to nicotine and 

quitting can be easily achieved.  This ideology is dangerous, since the continuation of tobacco 

use may eventually lead to addiction.  At the same time, two thirds of dependent users, those 

who are clinically addicted to nicotine, wish to quit. There will be no shortage of smokers 

wishing to quit if a cessation program is accessible and marketed successfully. 
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Likelihood of Using Campus-Based Cessation Services  

Before the university invests funding and staff resources in comprehensive services it is 

useful to anticipate utilization of services.   Over half (58.3%) of respondents were willing to use 

to campus-based cessation services. This information is encouraging and hopefully once a 

program is established it will generate interest among tobacco users.  

 The top 5 services that received the highest ratings were, (1) quitting cold turkey, (2) 

Nicotine Replacement Therapy, (3) Phone App, (4) Individual Therapy, and (5) With the help of 

friends/family.  Interestingly, the first three services are able to be completed with minimal 

interaction with others.  Individuals seemed to prefer cessation services that had anonymity and 

did not require a large investment of time.  Participants were fond of quitting cold turkey; this is 

of concern because successfully quitting is difficult due to the addictive nature of nicotine and 

withdrawal symptoms.  Nicotine withdrawal can lead to depression, fatigue, sudden mood 

changes, anxiety, and frustration (CDC, 2016).  About 80% of smokers who make a quit attempt 

have a relapse within one month (Hughes et al., 1992), and 97% of smokers with unaided quit 

attempts are unsuccessful in maintaining abstinence shows that WSU tobacco users would 

benefit from being educated on ways to be successful in quitting. With four or more quit 

attempts being required for most smokers to be successful, the CDC recommends having a quit 

plan (Benowitz, 2008; CDC, 2016).  Also, participant’s cessation attempts improve when using 

quit lines, NRTs, or a tobacco cessation intervention program (CDC, 2016). 

When looking at preferences among those with anxiety and depression there was a higher 

desire for individuals who have depression to use individual therapy and counseling services. 

Those with depression symptoms in comparison to those without were most favorable to 

individual therapy, second to counseling services, third was with the help of friends and family, 
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fourth was online training, and fifth was having guest speakers.  Those with anxiety had higher 

interest in attending individual therapy and quitting with the help of friends and family.   

A most interesting finding was that those with anxiety and depression symptoms         

were fonder of traditional therapeutic services which is useful for planning cessation treatment 

for those with co-occurring nicotine addiction. Recall, that withdrawal symptoms can affect 

mood and cause depression and anxiety (CDC, 2016).  This can be especially hard for those that 

are already living with depression and anxiety, where they may find using tobacco helps cope 

with these feelings.  Experts with experience and specialized training in treating both mental 

health issues and nicotine addiction will increase positive outcomes.   

Comorbidity Services   

Considering that traditional therapy services are slightly more preferred it is helpful to 

know that 32% of tobacco users reported having depression symptoms.  Further, 39% of tobacco 

users showed symptoms of anxiety.  These results show a high rate of tobacco use among those 

who have anxiety and depression symptoms, indicating a strong need for comprehensive 

comorbidity services that could be more intensive with more and longer sessions.  Services could 

provide tips on how to cope and manage withdrawal and mental health symptoms. Tobacco 

cessation services will be more complicated when treating both mental health illness and nicotine 

addiction, also it is important to know that those with mental health illness use tobacco more 

than the general population (Substance Abuse and Mental Health Services Administration, 

SAMSHA, 2013).  Specifically, those with behavioral health conditions make-up 25% of the 

population, 40% of all cigarettes smoked is by this population (SAMSHA, 2013).  This is a large 

disparity and implicates further the importance of comprehensive cessation services.  These 
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tailored services should be under the guidance of a tobacco cessation treatment specialist and a 

developed program should be piloted and evaluated frequently.  

Acquiring NRTs on Campus 

 Tobacco users reported they are willing to obtain NRTs on campus at a free or reduce 

price. For program developers to know that participants are willing to obtain NRTs on campus 

will help guide the planning and fund raising needed to offer NRTs on campus. The 

implementers of this program should consider outside grant funding so NRTs are affordable to 

both the university and users. Providing NRTs on campus will help reduce barriers to access and 

affordability of NRTs.  This is of upmost importance because having NRTs subsidized for users 

may increase uptake of NRT use which is a needed component in successful tobacco cessation 

interventions.  As discussed in Chapter I, having NRTs combined with other cessation services 

increases participant rates in successfully abstaining from tobacco. 

Both social and dependent WSU tobacco users wished to purchase NRTs at the Rhatigan 

Student Center.  Student Health Services was the second most preferred location to purchase 

NRTs. Counseling and Testing Services was not a popular selection as tobacco users are likely to 

see cessation as more of a health than a mental health issue.   

Counseling and Testing Services may also be associated with stigma around mental 

health treatment and facilities.  Unfortunately, those with mental health issues may experience 

negative stereotyping, discrimination, and negative treatment due to their mental health 

(SAMHSA, 2016).  Often times, these negative beliefs prevent those with mental health 

disorders from seeking professional treatment (SAMHSA, 2016).  Therefore, it may be important 

to also implement an anti-stigma campaign that will help reduce negative social perceptions of 
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mental health treatment in order to increase use of cessation services as well as mental health 

treatment. 

Lastly, the majority of participants would prefer that cessation services are advertised at, 

(1) Student Health Services, (2) Shockerblast, and (3) Rhatigan Student Center.  Having a proper 

and effective marketing plan is necessary in ensuring that the implementation of a new cessation 

program is successful.  Marketing the cessation services will require many details that should be 

developed by professional marketing researchers.  To have brand consistency the program 

should be named and a logo should be designed.  Having student input may be helpful to those 

developing the marketing plan.  Most importantly services should be frequently advertised and 

scheduled.  This will help increase awareness to available services and marketing materials 

should include educational facts on tobacco use.  This dual purpose of advertisements can help 

increase utilization of services and possibly help reduce tobacco use.   

Motivations to Quitting 

The number one motivator to quit the use of tobacco was concern over future health 

concerns. Please note that this was true for both dependent and social users.  Research has 

consistently found that health concerns were the primary reason for wanting to quit smoking 

(McKenna et al., 2001).  However, youth in particular have a false belief that they are immune 

from tobacco-related illnesses and this typically is not a reason for youth to quit smoking 

(Mantler, 2013).  Since, the average age of WSU students is 23, this sample is older than teen 

youth and may explain why they were concern about their health 

(http://www.collegeportraits.org/KS/WSU/characteristics).   The concept of classifying social 

smokers and identifying their differences from dependent users is relatively new in research.  

There is a gap in literature on understanding reasons to quitting tobacco for social smokers.  
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Current health concerns, and financial cost were also important concerns especially to 

dependent smokers. Interestingly, bans on tobacco products motivated a quarter of social users to 

quit tobacco use, so having a tobacco free campus could prevent new social smokers.  Tobacco 

products are expensive.  Nineteen participants reported using cigarettes 6-50 times per day.  In 

Kansas the average cost of smoking 10 cigarettes per day is $78.00 per month which is a 

considerable amount of money for college students (https://www.gumauctions.com/average-

price-of-cigarettes/17/Kansas/).  The cost of cigarettes should be included in health promotion 

materials as this was a reported motivation to quit the use of tobacco.     

Barriers to Quitting 

Social smokers were not only in favor of policy bans on tobacco use, they also viewed 

seeing others smoke as a barrier to quitting. This is positive information, as in the next academic 

year WSU will be going tobacco free.  It would be interesting to know if the new tobacco free 

policy on WSU’s campus will influence social users to stop using tobacco.  This is an additional 

consideration when developing an evaluation plan for the tobacco prevention and cessation 

program.   

Further, more than a third of smokers saw school stress as an extreme barrier to quitting 

the use of tobacco products.  One implication for tobacco cessation programs on college 

campuses is also focusing on reducing school related stress.  Past research found that perceived 

stress caused relapse and inability to quit successfully (Cohen & Lichtenstein, 1990).  A second 

study found that higher stress and lower social status were associated with smoking initiation 

among teens, so stress reduction intervention programs may prevent new users (Finkelstein, 

Kubzansky, & Goodman, 2006). Specifically, cessation advertisements could offer tips on 

reducing stress especially when times of stress are higher, i.e. midterms and finals.   
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The last barrier identified was the high cost of cessation services.  Research has found 

that limited access to affordable cessation services (interventions and NRTs) was a barrier to 

using them.  Additional barriers were fear of being judged in combination with high cost, and 

lack of knowledge prevented use of cessation services (Roddy, Britton, Molyneux, & Lewis, 

2006).  Therefore, campus based services should promote services offered at a reduced cost, or 

even free/minimal charge to increase the use.  This information would be useful for developing a 

comprehensive cessation and prevention program.  

Implications 

 This study found that there is a larger portion of tobacco users who are not being engaged 

around their addiction by their health care providers.  When looking at all tobacco users only a 

third of them were advised to quit when visiting the doctor.  When comparing the type of 

tobacco users (social and dependent) there is a huge discrepancy of who are advised to quit.  

Whereas, 66.7% of dependent users are advised to quit, only 9.1% of social users are advised to 

quit.  There could be numerous reasons why this discrepancy exists including, (1) social users 

may not identify as tobacco users and therefore do not inform their physician that they use 

tobacco products, and (2) physicians may not inquire enough when patients deny tobacco use.  

This implication should be emphasized and stressed that medical providers should encourage all 

types of tobacco users to quit, even social users.  It would be ideal for social users to be reached 

prior to them becoming addicted.  Therefore, an implication of this study is that it is important 

for medical providers to be exhaustive when gathering patient history, specifically tobacco use 

behaviors.  The development of a questionnaire would be an excellent aid for medical providers 

to ensure that they are identifying all types of tobacco users.  This is a crucial step to assure that 

cessation services are being offered and patients are being advised to quit. 
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 Since, participants reported stress from work and school as being a barrier to quit tobacco 

use, the university can increase resources on reducing stress on the campus environment.  Future 

services can bring awareness that during high stress times negative behaviors may increase, such 

as smoking.  Teaching students and staff healthier behaviors to reduce stress is important to 

reduce the prevalence rate of tobacco use.  Cessation programs should include stress reduction 

techniques and measure stress levels. 

 The implications for this needs assessment at a campus level are just as important.  The 

information learned about tobacco use behaviors and cessation needs of WSU tobacco users is 

can support the development of a comprehensive cessation program customized to WSU.  

Further, the information learned can help increase quit attempts, help users successfully quit, 

reduce barriers of quitting, and help motivate users to quit.  Lastly, since WSU will be becoming 

a tobacco-free campus in the near future having adequate and efficient cessation services will 

greatly benefit all tobacco users, especially to the 75% of dependent users who wish to quit but 

have been unsuccessful in doing so. 

Limitations 

The sample size is small and having a larger sample size would increase the confidence 

in interpreting the data.  At the same time, it is difficult to get tobacco users to participate in 

surveys and the data obtained is generally consistent with past research. 

 Some of the recommendations provided here are based off of self-report data and it is 

unknown on desire to quit which we believe is generally valid and the behavioral intention to 

quit is similar to past research.  The difficulty is successful cessation of use of highly addictive 

nicotine. Therefore, once a program is developed it would be important that an evaluation plan is 

also developed and conducted yearly.  This will assure that modifications are made to the 
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prevention and cessation program that will improve the program designed and hopefully improve 

the success rates of these programs. 

 The study sample only had 7 faculty and staff tobacco users, this is an additional 

limitation to the study.  Future research should try to reach faculty and staff specifically, so a 

greater understanding of their cessation needs could be understood. 

 Lastly, this was an exploratory study and offers insight into motivations, barriers, 

preferences of cessation services, and social smokers, but cannot predict cessation behavior.  

There is a gap in research on tobacco cessation services that target social tobacco users.  

Therefore, further investigation on the needs and preferences of social tobacco users would help 

draw stronger conclusions and inferences. However, this information was a helpful first step, and 

shows the need for future research on this topic. 

Future Research 

 It is recommended that future research should study social tobacco users directly to learn 

more in-depth the type of programs preferred that will yield the best outcomes to fully cease the 

use of tobacco products among social users.  Marketing research should also be conducted that 

aims at creating appropriate tobacco cessation advertisements that are geared specifically to 

social users.  Further, a follow-up qualitative study would provide a richness and more detail to 

the preferences of prevention and cessation services.  It is recommended that the structure of the 

cessation and prevention program is guided in part based on focus group research.  It would be 

important that students and staff are aware of the services available to them and that marketing 

be geared towards various types of tobacco users.  Future mixed methods rigorously conducted 

on how best to reach and serve both social and dependent smokers while in the college 
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environment would be useful. In addition, in order to increase the rigor of future research it 

would be important to have a larger sample size and measures that do not rely on self-report data.   

Conclusion 

The data presented in this study highlights the need for cessation, prevention, and 

intervention programs to help save the lives of WSU tobacco users.  Fortunately, tobacco users 

were accepting of using campus based cessation services.  This is supportive information for 

program developers who will be investing funds and resources to create a cessation and 

prevention program.  The data was also useful in determining the components that should be 

included in the cessation and prevention programs including identified barriers to quitting 

tobacco use, cessation services preferences, motivations to quitting, and advertisement 

recommendations.  

At the crux of this study is the concept that there are two types of tobacco users who have 

different needs, behaviors, and are approached differently.  With this knowledge it is of the 

upmost importance that tobacco cessation services offered by WSU target both social and 

dependent users. The implementation of a comprehensive prevention and cessation program will 

have a greater impact on cessation attempts if promotional materials are targeted at both types 

tobacco users, i.e. social and dependent. Furthermore, at a national level, tobacco prevalence 

surveys should include social users.  These implications require planning at a larger scale from 

entities such as the WHO and the CDC.  

Lastly, Wichita State University becoming a tobacco-free campus is the first step in 

preventing tobacco use and helping tobacco users quit.  However, WSU has an opportunity to be 

a progressive campus that develops a strategic prevention and cessation program.  In the short 

term these programs may motivate some to quit smoking.  In the long term these programs will 
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hopefully help WSU graduate fewer smokers, than new students who smoke when coming to our 

university.     
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Appendix A 
Tobacco Cessation Needs Assessment 

 

 
Q1     Tobacco Cessation Needs Assessment at WSU     Purpose: You are being invited to 
participate in a study about tobacco use.  The goal of this study is to explore the tobacco 
cessation needs of Wichita State University patrons.    Participant Selection:  You are being 
invited to participate because you are currently a student, faculty, or staff member at Wichita 
State University.  Approximately 2,000 students, staff and faculty will be invited to participate in 
this study.     Explanation of Procedures: Participation in this study will include completing one 
20-minute survey about your current and past tobacco use.  There are two sets of questions that 
asks about your current emotional feelings and behaviors.  You will answer Likert scale 
questions and multiple choice questions. Sample questions would include the following: "Do 
you currently use tobacco on a daily basis, less than daily, or not at all?" "How soon after you 
wake up do you use tobacco?” "Have you successfully quit using tobacco in the past?" "Over the 
last 2 weeks, how often have you been bothered by the following problems... feeling nervous, 
anxious, or on edge?" Discomfort/Risks:  Although the risks associated with participation of this 
study are minimal, the content of the survey can be sensitive.  As a participant you may 
experience some negative feelings, such as sadness or distress.  Your experiences of sadness or 
distress caused by the survey should be short-term.  If these feelings persist, you may contact the 
counseling center on campus at (316) 978-3440. You do not have to answer any question on the 
survey that makes you feel uncomfortable.    Benefits: Completing the survey will help bring 
light to the cessation needs of Wichita State University patrons.  Your answers may lead to new 
cessation programs at Wichita State University.   Confidentiality:  Every effort will be made to 
keep your study-related information confidential.  However, in order to make sure the study is 
done properly and safely there may be circumstances where this information must be released. 
By signing this form, you are giving the research team permission to share information about you 
with the following groups:   Office for Human Research Protections or other federal, state, or 
international regulatory agencies; The Wichita State University Institutional Review Board; The 
researchers may publish the results of the study.  If they do, they will only discuss group 
results.  Your name will not be used in any publication or presentation about the study. We will 
work to make sure that no one sees your survey responses without approval. But, because we are 
using the Internet, there is a chance that someone could access your online responses without 
permission. In some cases, this information could be used to identify you. Your data will be 
protected with a code to reduce the risk that other people can view the responses.    Payment to 
Subjects: You will have the option to be entered in a drawing for a $200 gift card. Study 
payments are taxable income. You will be asked to complete a W9 form which requires your 
name, address, and social security number in order for you to receive study payments. A Form 
1099 will be sent to you and to the Internal Revenue Service if your payments are $600 or more 
in a calendar year.  Participating in the drawing is optional. Refusal/Withdrawal:  Participation in 
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this study is entirely voluntary.  Your decision whether or not to participate will not affect your 
future relations with Wichita State University. If you agree to participate in this study, you are 
free to withdraw from the study at any time without penalty.    Contact:  If you have any 
questions about this research, you can contact Jasmine Douglas at (316) 587-7918 or Dr. Greg 
Meissen at (316) 978-3170. If you have questions pertaining to your rights as a research subject, 
or about research-related injury, you can contact the Office of Research and Technology Transfer 
at Wichita State University, 1845 Fairmount Street, Wichita, KS 67260-0007, telephone (316) 
978-3285.  You are under no obligation to participate in this study.  By selecting “Yes” below, 
you are indicating that: You have read (or someone has read to you) the information provided 
above, you are aware that this is a research study, and you have voluntarily decided to 
participate. 
m Yes (1) 
m No (2) 
If Yes Is Not Selected, Then Skip To End of Survey 
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Q2 Are you 18 years old or older? 
m Yes (1) 
m No (2) 
If Yes Is Not Selected, Then Skip To End of Survey 
 
Q3 Would you like a copy of the Consent Form emailed to you? 
m Yes (1) 
m No (2) 
 
Q4 Would you like to be entered into the drawing? 
m No (1) 
m Yes (2) 
 
Q5    This survey is designed to help WSU understand your current use of tobacco.  The 
information collected will assist in the development and improvement of the current cessation 
programs. We appreciate you taking your time to complete this survey as your responses are 
greatly valuable and important. If you are a social smoker, we really want your input too.  The 
following questions will ask you about your tobacco use.  Please choose the answer that best 
describes you.   Have you ever tried any tobacco product, even one time (e.g., vaping, e-cig, 
hookah, cigarette, cigar, pipe, smokeless, etc.)?  
m Yes (1) 
m No (2) 
If No Is Selected, Then Skip To End of Survey 
 
Q6 How old were you when you first tried tobacco products? 
m 8 years old or younger (1) 
m 9 – 12 years old (2) 
m 13 – 17 years old (3) 
m 18 – 21 years old (4) 
m 22 years old or older (5) 
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Q7 Do you currently use tobacco (vaping, e-cigs, hookah, cigarettes, cigars, pipes, chew, social 
smoking, etc.) ?   
m Less Than Daily (1) 
m Daily (2) 
m Not at all (3) 
If Daily Is Selected, Then Skip To Are you seriously thinking of quittin...If Less Than Daily Is 
Selected, Then Skip To Are you seriously thinking of quittin... 
 
Q9 Do you currently use tobacco (vaping, e-cigs, hookah, cigarettes, chew, social smoking, 
etc.)?  
m Yes (1) 
m No (2) 
 
Q10 Are you seriously thinking of quitting tobacco use?     
m Yes, within the next 30 days (1) 
m Yes, within the next 6 months (2) 
m No, not thinking of quitting (3) 
 
Q11 In the last year, how many times have you quit using tobacco for at least 24 hours?     
 
Q12 On average, how many of the following products do you currently use each day?  (Use the 
bar to slide each that apply to you)  
______ Cigarettes? (1) 
______ Pipes full of tobacco? (2) 
______ Cigars (3) 
______ Number of water pipe sessions? (Hookah) (4) 
______ E-Cigarettes (Vaping) (5) 
______ Any others? Please Specify (6) 
 
Q13 The last time you bought cigarettes for yourself, how many packs did you buy? 
 
Q14 How soon after you wake up do you use tobacco? 
m Within 5 minutes (1) 
m 6 to 30 minutes (2) 
m 31 to 60 minutes (3) 
m After 60 minutes (4) 
 
Q15 Do you find it difficult to refrain from using tobacco in places where it is forbidden (e.g., in 
class, in church, at library, in the cinema)? 
m No (1) 
m Yes (2) 
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Q16 Which time would you hate most to stop using tobacco? 
m The first one in the morning (1) 
m Any other (2) ____________________ 
 
Q17 How many times per day do you use tobacco? 
m 10 or less (1) 
m 11 to 20 (2) 
m 21 to 30 (3) 
m 31 or more (4) 
 
Q18 Do you use tobacco more frequently during the first hours after waking than during the rest 
of the day? 
m No (1) 
m Yes (2) 
 
Q19 Do you use tobacco when you are so ill that you are in bed most of the day? 
m No (1) 
m Yes (2) 
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Q20 Do you have a romantic partner? 
m Yes (1) 
m No (2) 
 
Answer If Do you have a romantic partner? Yes Is Selected 
Q21 Does your partner currently use tobacco products? 
m Yes (1) 
m No (2) 
 
Q22 How often does anyone smoke inside your home?   
m Daily (1) 
m Weekly (2) 
m Monthly (3) 
m Less Than Monthly (4) 
m Never (5) 
m Don't Know (6) 
 
Q23 Why do you smoke? 
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 Strongly 
Disagree (1) 

Disagree (2) Neither 
Disagree or 
Agree (3) 

Agree (4) Strongly 
Agree (5) 

I smoke to 
help relax (1) m  m  m  m  m  

I smoke when 
I'm angry (2) m  m  m  m  m  

I smoke to 
help meet 

new people 
(3) 

m  m  m  m  m  

I smoke when 
I'm upset 

about 
something (4) 

m  m  m  m  m  

I smoke 
because my 

friends 
smoke (5) 

m  m  m  m  m  

I smoke out 
of habit (6) m  m  m  m  m  

I smoke to 
socialize (7) m  m  m  m  m  

I smoke to 
relieve stress 

(8) 
m  m  m  m  m  

I smoke 
because I've 
tried to quit 

but was 
unsuccessful 

(9) 

m  m  m  m  m  

I smoke 
because I am 
addicted (10) 

m  m  m  m  m  

I smoke to 
help me fit in 

(11) 
m  m  m  m  m  

I smoke 
because I 

crave 
cigarettes 

(12) 

m  m  m  m  m  

I smoke when m  m  m  m  m  
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I feel blue 
(13) 

I smoke 
because it 
goes well 

with drinking 
alcohol (14) 

m  m  m  m  m  

I smoke when 
I am drinking 
alcohol (15) 

m  m  m  m  m  

I smoke 
because 
drinking 
makes 

smoking taste 
better (16) 

m  m  m  m  m  

I smoke 
because 
smoking 

improves the 
buzz I get 

from drinking 
alcohol (17) 

m  m  m  m  m  
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Q24 Over the last 2 weeks, how often have you been bothered by the following problems?  
 Not at all (1) Several days (2) Over half the 

days (3) 
Nearly every day 

(4) 
Feeling nervous, 

anxious, or on 
edge (1) 

m  m  m  m  

Not being able to 
stop or control 
worrying (2) 

m  m  m  m  

Worrying too 
much about 

different things 
(3) 

m  m  m  m  

Trouble relaxing 
(4) m  m  m  m  

Being so restless 
that it's hard to 

sit still (5) 
m  m  m  m  

Becoming easily 
annoyed or 
irritable (6) 

m  m  m  m  

Feeling afraid as 
if something 
awful might 
happen (7) 

m  m  m  m  

 
Q25 Over the past 2 weeks, how often have you been bothered by any of the following 
problems? 

 Not At All (1) Several Days (2) More Than Half 
Days (3) 

Nearly Every 
Day (4) 

Little interest or 
pleasure in doing 

things (1) 
m  m  m  m  

Feeling down, 
depressed or 
hopeless (2) 

m  m  m  m  

Trouble falling 
asleep, staying 

asleep, or 
sleeping too 

much (3) 

m  m  m  m  

Feeling tired or 
having little 
energy (4) 

m  m  m  m  
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Poor appetite or 
overeating (5) m  m  m  m  

Feeling bad 
about yourself - 
or that you’re a 
failure or have 
let yourself or 

your family down 
(6) 

m  m  m  m  

Trouble 
concentrating on 
things, such as 

reading the 
newspaper or 

watching 
television (7) 

m  m  m  m  

Moving or 
speaking so 

slowly that other 
people could 

have noticed. Or, 
the opposite - 

being so  fidgety 
or restless that 
you have been 

moving around a 
lot more than 

usual (8) 

m  m  m  m  

Thoughts that 
you would be 

better off dead or 
of hurting 

yourself in some 
way (9) 

m  m  m  m  

 
 
Q26 The following questions are in regards to cessation.  This includes attempts to quit and 
advice you have received from health-care providers to quit.   Have you visited a doctor or other 
health care provider in the past 12 months? 
m Yes (1) 
m No (2) 
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Q27 During any visit to a doctor (healthcare provider)  in the past 12 months, were you advised 
to quit smoking tobacco? 
m Yes (1) 
m No (2) 
 
Q28 Have you successfully quit using tobacco in the past? 
m Yes (1) 
m No (2) 
If Yes Is Not Selected, Then Skip To What is the likelihood you would use ... 
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Q29 How helpful were the following methods in helping you quit? 
 Never 

Tried This 
Method (1) 

Not At All 
Helpful (2) 

Slightly 
Helpful (3) 

Moderatley 
Helpful (4) 

Helpful (5) Very 
Helpful (6) 

Cold Turkey 
(1) m  m  m  m  m  m  

Tobacco 
Quit Line (2) m  m  m  m  m  m  

Self-Help 
Group (3) m  m  m  m  m  m  

Counseling 
Services (4) m  m  m  m  m  m  

Individual 
Therapy (5) m  m  m  m  m  m  

Group 
Therapy (6) m  m  m  m  m  m  

Tobacco 
Cessation 

Medications 
(7) 

m  m  m  m  m  m  

Tobacco 
Cessation 

Websites (8) 
m  m  m  m  m  m  

With the help 
of 

friends/family 
(9) 

m  m  m  m  m  m  

Nicotine 
Replacement 

Therapy 
(gum, 

patches, 
lozenges, 
etc.) (10) 

m  m  m  m  m  m  

Mentors (11) m  m  m  m  m  m  
Educational 
Classes (12) m  m  m  m  m  m  

Other (13) m  m  m  m  m  m  
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Q30 What is the likelihood you would use the following Cessation Services if WSU were to 
offer them?   

 Extremely 
Unlikely (1) 

Somewhat 
unlikely (2) 

Neither 
likely nor 

unlikely (3) 

Somewhat 
likely (4) 

Extremely 
likely (5) 

Never 
Heard of it 

(6) 
Cold Turkey 

(1) m  m  m  m  m  m  

Nicotine 
Replacement 
Therapy (2) 

m  m  m  m  m  m  

Tobacco 
Quit Line (3) m  m  m  m  m  m  

Self-Help 
Group (4) m  m  m  m  m  m  

Counseling 
Services (5) m  m  m  m  m  m  

Individual 
Therapy (6) m  m  m  m  m  m  

Group 
Therapy (7) m  m  m  m  m  m  

Online 
training (8) m  m  m  m  m  m  

With the help 
of 

friends/family 
(9) 

m  m  m  m  m  m  

Peer to Peer 
ran groups 

(10) 
m  m  m  m  m  m  

Workshops 
(11) m  m  m  m  m  m  

Reading 
material (12) m  m  m  m  m  m  

Phone App 
(13) m  m  m  m  m  m  

Mentors (14) m  m  m  m  m  m  
Campus 
Activities 

(15) 
m  m  m  m  m  m  

Guest 
Speakers 

(16) 
m  m  m  m  m  m  

Other (17) m  m  m  m  m  m  
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Q31 Would you be willing to buy or use NRT (Gum, Inhalers, Lozenges, Nasal spray, or Skin 
patches) if they were made available to you at Wichita State University at a free or reduced cost? 
q Yes (1) 
q If no, please state why not? (2) ____________________ 
If If no, please state why not? Is Not Empty, Then Skip To Would you be willing to use campus 
ba... 
 
Q56 What locations on campus would you feel comfortable purchasing NRTs (Gum, Inhalers, 
Lozenges, Nasal spray, or Skin patches)? Select all that apply. 
q Bookstore (1) 
q Rhatigan Student Center (2) 
q Student Health Services (3) 
q Counseling and Testing (4) 
q Heskett Center (5) 
q Groundhouse (6) 
 
Q33 Would you be willing to use campus based tobacco cessation services? 
m Yes (1) 
m If no, why not? (2) ____________________ 
 
Q34 How should WSU promote and advertise available tobacco cessation services? 
q ShockerBlast (1) 
q Student Health Services (2) 
q Flyer (3) 
q Friend (4) 
q Health Insurance Enrollment Paperwork (5) 
q Counseling and Testing Center (6) 
q Other (7) ____________________ 
 
Q35 Do you have any other input related to tobacco cessation services you would like to 
provide? 
 
Q36 Are you interested in quitting the use of tobacco products? 
m Yes (1) 
m No (2) 
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Answer If Are you interested in quitting the use of tobacco products? Yes Is Selected 
Q37 What motivates (motivated) you to quit the use of tobacco? 

 Did (does) 
not motivate 

me (1) 

Motivated/s 
me slightly 

(2) 

Motivated/s 
me 

somewhat (3) 

Motivated/s 
me 

moderately 
(4) 

Motivated/s 
me strongly 

(5) 

Financial cost 
(1) m  m  m  m  m  

Friendships 
(2) m  m  m  m  m  

Romantic 
Relationships 

(3) 
m  m  m  m  m  

Current 
health 

concerns (4) 
m  m  m  m  m  

Future health 
concerns (5) m  m  m  m  m  

Bans on 
tobacco use 

(6) 
m  m  m  m  m  

Other (7) m  m  m  m  m  
 
 
Q32 What barriers have hindered your ability to successfully quit tobacco use?  

 Not a barrier (1) Somewhat a 
barrier (2) 

Moderate barrier 
(3) 

Extreme barrier 
(4) 

Seeing others 
smoke (1) m  m  m  m  

Work stress (2) m  m  m  m  
School stress (3) m  m  m  m  
Cost of tobacco 

cessation 
services (NRTs, 

medications, 
therapy, and 
treatment) (4) 

m  m  m  m  

Access to 
tobacco 

cessation 
services (5) 

m  m  m  m  

Other (6) m  m  m  m  
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Q39 Finally, please answer these questions about yourself.    What year were you born? 
 
Q40 What is your gender? 
m Male (1) 
m Female (2) 
m Transgender (3) 
m Other (4) ____________________ 
m Prefer not to answer (5) 
 
Q41 How many hours do you generally spend on campus per week? 
m Less than 1 hour per week (1) 
m 1-10 (2) 
m 11-20 (3) 
m 21-30 (4) 
m 31-40 (5) 
m More than 40 hours (6) 
 
Q42 Are you a WSU employee (including student employment)? 
m Yes (1) 
m No (2) 
If No Is Selected, Then Skip To Are you currently a WSU student? 
 
Q43 What type of an employee are you? 
m Faculty (1) 
m Support Staff (2) 
m Unclassified Professional (3) 
m Graduate Teaching Assistant (4) 
m Graduate Assistant (5) 
m Graduate Research Assistant (6) 
m Undergraduate Student Employee (7) 
 
Q44 Are you currently a WSU student? 
m Yes (1) 
m No (2) 
If No Is Selected, Then Skip To                                      ... 
 
  



 

96 
 

Answer If Are you currently a WSU student? Yes Is Selected 
Q45 What is your current enrollment status (based on credit hours)? 
m Freshman (1) 
m Sophomore (2) 
m Junior (3) 
m Senior (4) 
m Graduate Student (5) 
 
Answer If What is your current enrollment status (based on credit hours)? Freshman Is Not 
Selected 
Q46 Compared to the beginning of your freshman year in college, how has 
your smoking changed? 
m I smoke more often now (1) 
m I smoke about the same now (2) 
m I smoke less often now (3) 
 
Q47 Are you an international student? 
m Yes (1) 
m No (2) 
 
Q48 Do you identify as a military veteran or active service member?  
m Yes (1) 
m No (2) 
m Prefer not to answer (3) 
If No Is Selected, Then Skip To Where do you currently live?If Prefer not to answer Is Selected, 
Then Skip To Where do you currently live? 
 
Q49 Please indicate the terms that best describes your experience (select as many as apply)  
q Active duty member (1) 
q Military veteran (2) 
q Current or former member of the U.S. National Guard or Reserves (3) 
q Other (4) ____________________ 
 
Q50 Where do you currently live? 
m Shocker Hall (1) 
m Fairmount Towers (2) 
m Off-Campus (3) 
m Off-Campus With Parents (4) 
 
 

 


