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ABSTRACT 

 

 

QUIT SMOKING CLINIC ATTENDEES AND THEIR INTENTIONS TO 

QUIT SMOKING: A HEALTH BELIEF PERSPECTIVE 

 

 

OOI SWEE YAW 

 

 

The Malaysian government has committed itself to reduce uptake in smoking and 

increase smoking cessation using a multiple approaches. One of the most 

significant media campaign undertaken by the government is the anti-smoking 

“Tak Nak!” campaign. This aggressive campaign based on fear provocation in the 

mainstream media and on-pack cigarette advertising is to drive smokers to seek 

for help in the Quit Smoking Clinics established nationwide. This research aimed 

at testing the Health Belief Model (HBM) to identify important variables that will 

have an influence on intentions to quit smoking. A total of three Quit Smoking 

Clinics in Kuala Lumpur city area were selected based on size of attendees and 

viability. From these three clinics a total of 133 respondents were selected using a 

purposive sampling approach. Correlations test between the independent HBM 

variables namely perceived susceptibility, perceived benefits, perceived barriers, 

cues to action, general health orientation, self-efficacy, perceived severity and quit 

intentions (dependent variable) showed that perceived susceptibility, cues to 

action and self-efficacy were positively and significantly correlated to the quit 
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intentions. Based on the research outcome, quitting intention can be enhanced by 

emphasizing on anti-smoking fear campaign to signal the attendees to stop 

smoking because they will be highly susceptible to the danger. The research also 

shows that self-efficacy needs to be emphasized where the attendees should be 

trained to instill self-confidence in order to stop smoking. Besides, the research 

also shows that the there are no other barriers from quitting smoking such as 

transportation, time and others.  
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CHAPTER 1 

 

INTRODUCTION 

 

 

1.1 Background of the Study 

 

 It is well established that tobacco consumption is a formidable global 

public health challenge. The ASEAN Tobacco Control Report (Southeast Asia 

Tobacco Control Alliance, 2015) shows that approximately 26.6% or equivalent 

to 121 million of ASEAN adults are current smokers. Over the past decades, 

ASEAN region is losing one live for every five tobacco related illness (Southeast 

Asia Tobacco Control Alliance, 2015). 

 

 In 2013, 23.1% (43.9% of male and 1% of female) of Malaysian adults 

were current smoker of tobacco. The report shows that 30.9% and 5.3% of boys 

and girls aged between 13-15 year-old respectively were current smoker 

(Southeast Asia Tobacco Control Alliance, 2015). On other hand, a recent study 

in Malaysia (2015) shows that 20.5% of all current tobacco smokers were daily 

smokers (38.8% of men, 1.1% of women) (Institute for Public Health, 2015). 

 

 Most teenage smokers are of the view that smoking does not have major ill 

effects on their bodies, but research found that smokers had a wrong perception 

until they reached middle age (Milam, 2000). Several tobacco related diseases 

such as lung cancer, other cancers, heart disease and stroke do not occur 

immediately but after several years of tobacco consumption. Based on medical 
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reports, there are several immediate health effects on the body when the smokers 

attempt their first puff, such as: rapid effects on brain such as increase stress, 

alters brain chemistry; effect on gastrointestinal system such as peptic ulcer 

disease and halitosis; effects on immune system such as otitis media and sinusitis 

and other immediate health effects (Tobacco Free Kids, 2013). 

 

 The WHO Framework Convention on Tobacco Control (FCTC) became 

the world’s first international public health treaty when the 56th World Health 

Assembly first adopted it on 21st May 2003 (Institute for Public Health, 2012). 

The FCTC came into force on 27th February 2005 and primarily “provides legal 

dimensions for international health cooperation and sets high standard for 

compliance” (World Health Organization, 2003, p. 36). Among the measures, the 

treaty required countries to restrict tobacco advertising, promotional and 

sponsorship, protect people from exposure to tobacco smoke and other actions 

which against tobacco consumption (World Health Organization, 2003).  

 

 Among the ASEAN countries, Brunei Darulssalam, Myanmar, Singapore, 

Vietnam and Thailand were the first 6 countries to ratify FCTC. Several Tobacco 

Control laws were implemented, except Cambodia is in the midst of drafting the 

National Tobacco Control Law (Southeast Asia Tobacco Control Alliance, 2015). 

Malaysia government has ratified the Framework Convention on Tobacco Control 

(FCTC) in September 2005 to impellent more stringent tobacco policies 

(International Tobacco Control, 2011). 

 

 Malaysia government’s initiative in curbing the tobacco threat began in the 

1970s. In 1983, the Malaysia Ministry of Health (MOH) collaborated with the 
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Malaysia Medical Association to launch the first major anti-tobacco effort - a 

nationwide “No Smoking Day” campaign (Malaysia Council for Tobacco Control, 

2005). Several efforts have been undertaken throughout the past decades in order 

to reduce the statistics on tobacco-related disease and death. 

 

 In order to achieve above-mentioned efforts, Malaysia implemented a 

national tobacco control policy based on the requirements of World Health 

Organisation’s Framework Convention on Tobacco Control. The action taken 

were tax increment, establishing smoke-free zone in order to protect non-smokers 

from exposure to second-hand smoke, ban tobacco advertising, promotion and 

sponsorship, introduce effective tobacco smoking warning such as pictorial 

warning on cigarette pack, limitation on descriptor words such as “light” and 

“mild” and last but not lease, preventing tobacco industry interference (Southeast 

Asia Tobacco Control Alliance, 2015). 

 

1.2 “Tak Nak!” Campaign Phase 1 

  

 One of the most aggressive, nation-wide anti-smoking campaign launched 

by the Government of Malaysia is the “Tak Nak!” Campaign in February 2004 by 

the former Prime Minister Dato’ Seri Abdullah Ahmad Badawi (Tan, 2010). The 

objective of this nationwide anti-smoking campaign was to reduce the trends of 

smoking that would ultimately decrease smoking related incidence(Foong et al., 

2005). The campaign was designed to aim at discouraging adolescents and women 

from starting smoking, encourage the smokers to quit the smoking habit, and 

encourage friends and families to support in smoking cessation like quit smoking 

(Foong et al., 2005). “Tak Nak!” As the largest government funded anti-smoking 
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campaign successfully created the awareness either on smokers or non-smokers 

(Foong et al., 2005). Not to forget, one of the primary goals of the campaign is to 

increase the number of current smokers to quit smoking (Zain, 2007). The entire 

media campaign was primarily based on health-threatening messages to invoke 

fear in both the smokers and non-smokers.  

 

 Generally, fear appeal posits the risk of using and not using specific 

product, service or idea (Williams, 2012). Many communication experts explain 

fear appeals in similar elaboration. Perloff (2008) says that fear appeal is 

persuasive communication that ultimately change human attitudes by using scary 

message such as implying negative consequences if the person does not attempt 

the recommended action. Fear also acts as mechanism to protect human from 

threatening situation (Williams, 2012). A prominent scholar in this field defined 

fear appeals as “persuasive message that arouse fear by depicting a personally 

relevant and significant threat, followed by a description of feasible 

recommendation for deterring the threat” (Witte, 1992, 1994, as cited in Williams, 

2012, p. 2). 

 

 Williams (2012) says that fear appeal rely on a threat to an individual 

which motivates the person toward action. There are three main concepts that 

construct the dear appeal: perceived efficacy, fear and threat (Williams, 2012). 

Witte and Allen (2000) have concluded that fear appeals are most effective when 

they contain both high levels of efficacy and high levels of threat. Both scholars 

recommend that the fear message needs to contain a meaningful threat or 

important problem and particularly directed actions that an individual can take to 

reduce the threat (Williams, 2012). Additionally, there are three aspects that 
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contribute to success in fear appeal implementation. First, the advertisement must 

be designed to motivate changes in individual behaviour; second, it must reach the 

appropriate target audience; third, use sustained communication efforts to bring 

change (Abernethy & Wicks, 1998).  

 

 A research conducted on a national anti-smoking campaign in Malaysia - 

“Tak Nak!” showed that the campaign was successfully in creating awareness, 

establishing a sense of susceptibility and severity, two important ingredients in a 

fear-based approach to modify smoking behaviour (Foong et al., 2005). The 

finding of the research showed that the horror series of “Tak Nak!” campaign was 

readily recalled. The statistic showed that the awareness of horror messages 

advertised on television was high among respondents who were aware the 

campaign (Foong et al., 2005). Average 80% of the respondents recalled seeing 

most of the fear base advertisement on television such as “Blood clot in the 

brain”, “Tar in Lungs of smokers”, “Rotting lung”, and “Lung cancer”(Foong et 

al., 2005). 

 

1.3 “Tak Nak!” Campaign Phase 2 

 

The “Tak Nak!” Anti-smoking campaign initially emphasised the negative 

consequences of smoking, and recipients of this message were encouraged to say 

NO to smoking in order to avoid the ill consequences of smoking. Subsequently in 

October 2009, in the second phase of the campaign, a new series of very gory 

print advertisement with highly emotional TV advertising which encouraged 

people to seek for help using the info line given: 03-88834400. The first wave of 

the “Tak Nak!” media campaign was successful in establishing a sense fear and a 
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high level of awareness of smoke g messages. The second phase was primarily to 

continue emphasising the fear, at the same time persuade smokers to take 

affirmative action on the quit line at least as initial behaviour to find out 

information about the quit smoking clinic through the info line number before 

seriously taking the action to register as a quit smoking clinic participants.  

 

 One study on quit smoking clinics showed that, there are more than 300 

clinics and 32 hospitals within the Ministry of Health Malaysia, which provide 

smoking quitting services (Institute for Public Health, 2012). The services include 

counselling service and pharmacotherapy advice. Ministry of Health Malaysia 

also established the tobacco “Quitline” in order to provide further accessibility 

and penetration to cessation assistance for smokers who intended to quit smoking 

(Institute for Public Health, 2012). The quit smoking clinics across the nation 

provide a cessation platform to the smokers.  

 

 Previous research done on quit smoking clinic provides good 

understanding of the quit participants perception as well as their view about 

methodology used in the clinic and general clinical condition (Lee, Hassali, & 

Shafie, 2012). Another study which examined the association between initial 

perceived risks and benefits of quitting smoking suggested that there is no 

association between the baseline perception of the benefits of cessation prior to 

the therapy with quit results (Yasin, Masilamani, Moy, Koh, & Zaki, 2012). 

Another study identified the smokers’ characteristics and also the factor leading 

them to the quit clinics in Malaysia (Wee, Shahab, Bulgiba, & West, 2011). Abd 

Aziz and colleagues suggested that “information on the characteristics of smokers 

attending the quit smoking clinics and predictors of smoking cessation among 
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clinic attendants would help in improving the effectiveness and efficiency of these 

clinics (Abdul Aziz, Aljunid, Wan Puteh, & M Zain, 2006). However, most of the 

research done on quit smoking clinic participants in Malaysia provides empirical 

insights but are not theoretically driven.  

 

 This study intends to study other variables beyond the quit clinic factors 

that may have an impact on the quit smoking behaviour, specifically variables 

identified in the Health Belief Model. Becker (1974) developed Health Belief 

Model (HBM) from the work of Rosenstock (1966) (Corcoran, 2007). The Health 

Belief Model consists of the following variables namely cues to action, perceived 

susceptibility, perceived severity, perceived benefits, perceived barriers and self-

efficacy. Essentially the theory states that an individual will appraise the 

seriousness of the issue and weigh it against the benefits and barriers to take the 

recommended action in order to attain a change in attitude and behaviour that is 

beneficial. In the context of quit clinic attendees, the interplay of these variables 

will determine the quitting intentions. 

 

1.4 Problem Statement 

  

 This far Malaysian research on quit smoking clinic attendees is scarce and 

published research are largely descriptive and not founded on any health 

communication theories. Much of the focus has been on demographics and quit 

clinic conditions. This research therefore will explore personal variables identified 

in the Health Belief Model (HBM) that determines impact on quitting behaviour 

of registered quit smoking clinic attendees. Previous research done on quit 

smoking clinic provides good understanding of the quit participants perception as 
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well as their view about the methodology used in the clinics and general clinical 

condition (Lee, Hassali, & Shafie, 2012). Another study on examined the 

association between initial perceived risks and benefits of quitting smoking 

suggests that there are no association between the baseline perception of the 

benefits of cessation prior the therapy with quit results (Yasin, Masilamani, Moy, 

Koh, & Zaki, 2012). However, most of the research done in quit smoking clinic 

participants in Malaysia provides empirical insights but without theoretical 

backing. This study tends to use the variables proposed in the Health Belief Model 

which are beyond quit clinic environment factors studied in past research factors. 

This far the HBM has not been tested in the context of quit smoking behaviour in 

Malaysia. 

 

1.5 Research Objective 

 

 The research will focus on quit smoking clinic attendees who have taken 

the affirmative action to change their behaviour. Their success or failure in their 

attempt to modify their smoking behaviour is dependent on personal factors 

according to Health Belief Model. As such, this study will evaluate quitting 

intentions in the context of several variables identified in the Health Belief Model, 

which is subjected to an overall evaluate process based on barriers and benefits.  

 

1.6 Research Questions 

 

 The research questions pertaining to the Health Belief Model variables and 

quit clinic attendees’ intention to quit smoking are as follow: 
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Q1: Is there a relation between perceived threat and intention to quit smoking? 

Q2: Is there a relation between barriers and benefits and quitting intention? 

 

1.7 Research Methodology 

 

 This study uses quantitative methodology. According to Kumar (2011), 

“quantitative study designs are specific, well structured, have been tested for their 

validity and reliability, and can be explicit defined and recognised”. This study 

intends to measure the relationship between independent variables from Health 

Belief Model on the dependent variable (quit intention), as such quantitative 

methods is most appropriate. The quantitative approach that will be used in this 

research will enable appraisal of the relationship between identified independent 

variables and dependent variable. 

 

 Since this study is criteria base, the sample selection approach will use 

non-probability sampling design or purposive sampling for population sampling. 

Non-probability sampling is a sampling procedure that does not follow the 

guidelines of mathematical calculation (Wimmer & Dominick, 2011).  Due to 

several concerns on sampling procedures such as cost and time constraint, the 

utilisation of non-probability sampling is usually satisfactory (Wimmer & 

Dominick, 2011) and may meet the need temporarily. Additionally, this study is 

to study the relationship between the independent variables (Health Belief 

Model’s constructs) and dependent variable (quit intention), thus, as what 

Wimmer and Dominick (2011) suggest, when the study is “not designed to 

generalise the results to the population but rather to investigate variable 

relationships”, non-probability is suitable or appropriate for this situation. Among 
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the types of non-probability sampling, purposive sampling will be utilised in this 

study.  

 

1.8 Significance of Study 

 

 This study will fill in the gap in our understanding of quit smoking clinic 

attendees and their quit smoking intention. Besides that, this study will provide 

valuable information grounded on health communication theory. This study will 

also help authorities concerned to formulate effective quit Strategies that take into 

account both the personal variables and clinical factors. 

 

1.9 Structure of Dissertation 

 

 This dissertation is comprised of five chapters. Chapter 1 outlines the 

motivation, problem statement, research objective, and significance of the study 

and definition of terms. Chapter 2 reviews the literature and theoretical 

perspective relevant to Health Communication, application of fear elements in 

Health Communication and the constructs of Health Belief Model. The research 

questions that will be tested in the study will be introduced in relation to the 

literature review and are summarised at the end of the chapter through a proposed 

conceptual framework that ties the questions to key concepts. Chapter 3 describes 

the research methods employed for data collection. It also provides insight into 

the recruitment process of the study. Chapter 4 presents various test carried out to 

measure the questions and the results obtained, the analysis of the study, which is 

introduced in relation to the research questions will brief discussions on the 



	

	11 

general implication of the findings. Chapter 5 briefly summaries key finding and 

outlines the contribution of the study.    

 

1.10 Definition of Terms 

 

1) WHO FCTC - Refers to World Health Organisation Framework 

Convention on Tobacco Control, is a global effort to reduce tobacco demand and 

supply through a variety of agreements. The core demands of WHO FCTC are 

mainly to reduce the consumption and demand for tobacco, such as Article 6 for 

pricing and taxation control, Article 8 protection from exposure to tobacco smoke, 

tobacco advertising and promotion under Article 13, packaging and labelling of 

tobacco products under Article 14 and others endorsed by World Health 

Organisation (World Health Organization, 2005).  

 

2) Health Belief Model - Several core perceptions such as perceived 

susceptibility, perceived benefits, perceived barriers, perceived severity, cues to 

action and self-efficacy serve as the main constructs of the model that allows us to 

explain the person health behaviour by adapting either each perception 

individually or any combination (Hayden, 2009). Health Belief Model suggests 

that an individual behaviour is determined by threat perception and the threat can 

be resolved by evaluation of self-behaviour (Ng, Kankanhali, & Xu, 2009). In 

other words, Health Belief Model focuses on the evaluation of an individuals’ 

health behaviour through the examination of their perceptions and attitudes 

towards negative outcomes of certain actions (Burke, 2013). 

2.1 Perceived Susceptibility - An individual’s assessment of his or her chances of 

getting disease. 
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2.2 Perceived Benefits - An individual’s conclusion as to whether the new 

behaviour is better than what he or she is ready doing. 

2.3 Perceived Barriers - An individual’s opinion as to what will stop him or her 

from adopting the new behaviour. 

2.4 Perceived Severity - An individual’s judgment as to severity of the disease. 

2.5 Cues to Action - Those factors that will start a person on the way changing 

behaviour. 

2.6 Self-efficacy - Personal belief in one’s own ability to do something. 

 

3) Health Promotion Campaign - An activity aims at informing target 

audience most likely about the prevention of disease and ill though health 

information, preventive programs, and access to medical care in order to change 

their behaviour (Reference.MD, 2012) 

 

4) Fear Appeal - Fear appeal using scare perspective in persuasive 

communication in order to change their attitudes and behaviours by implying 

negative consequences if positive recommendation to avoid the threat is not 

complied with (Perloff, 2008). 

 

5) Smoking cessation services - A services that include the counselling and 

pharmacotherapy for quitting smoking (Institute for Public Health, 2012). 

 

6) Smoker - Person who inhales and exhales tobacco smoke or something 

similar to tobacco for at least one day in the last 30 days (Reference.MD, 2012), 

(Lim et al., 2009). 
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7) Non-smoker - Never smoked (Lim et al., 2009). 

 

8) Former smoker - Stopped smoking for at least 6 months (Lim et al., 2009).  
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CHAPTER 2 

 

LITERATURE REVIEW  

 

 

 

2.1 Health Communication 

 

 Communication refers to the exchange of information, serves as an 

instrument for behavioural change intervention, and reflects human as a member 

of community. The essential of elements of the communication process consists of 

four components: channel, source, message and receiver. As an instrument for 

behavioural change, through communication, it is necessarily to think which 

channel is a proper medium to deliver the message, to whim or which specific 

target audience the message should reach, and what us the response of the 

received towards the predesigned message in order to evaluate the message impact 

(Rimal & Lapinski, 2009). 

 

 Health Communication can be defined as an approach to improve 

individual or public health (Schiavo, 2007). Alternatively, Health Communication 

can be defined as “approach to reach different audiences and share health-related 

information with the goal of influencing, engaging, and supporting individuals, 

communities, health professionals, special groups, policymakers, and the public to 

champion introduce, adopt, or sustain a behaviour, practice, or policy that will 

ultimately improve health outcomes” (Schiavo, 2007, p. 7). 
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 In recent decades, Health Communication has become an important 

strategy in promoting public health. Health Communication practitioners 

recognize the importance of health threats prevention could play a significant role 

in the improvement of health. In 2010, Health Communication was set as United 

States America’s Healthy People Objective in order to illustrate its growing 

importance (Rimal & Lapinski, 2009). 

 

 Rimal and Lapinski (2009) stated that Health Communication is important 

in public health because of the intervention efforts. Health Communication can be 

divided into several aspects, which are disease prevention, health care policy, 

health promotion, as well as to enhance the quality of life and health of 

individuals (Healthy People, 2009). According to Health Communication expert, 

Health Communication can serves as a medium to bring the most valuable 

information to individuals and provides health related information about health 

issues, apparently, it can develops and presents high quality information to target 

audience and collaborates the decision making process in modern health care 

efforts (Kreps, 2001). In the context of Malaysia, a fear base anti smoking 

campaign namely “Tak Nak!” was launched at 2004. This campaign provides a 

cue to the smokers on the danger of smoking and encouraging them to quit 

smoking.  

 

The Extended Parallel Process Model (EPPM) is the most recent fear 

appeal theory that explains the effectiveness of fear model (Witte, 1992, 1994, 

1998; Witte & Allen, 2000). The EPPM model is the combination of early fear 

model which focused on how a human perceived the threat (emotion) in terms of 

perceived severity and perceived susceptibility, and the latter theories which 
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considered as cognitive processing of the recommended action to avoid the severe 

health problems. This model is essentially a message-processing model, which is 

using the fear messages to process at both emotional and cognitive level. “Tak 

Nak!” campaign using wording and pictorial as a tool to deliver the fear message, 

this attempt as a cue to warn the public about the negative outcome of cigarette 

smoking. When an individual read the message from the campaign, they are not 

only focused on how to cope with fear awakens, but they also thought on how to 

overcome the threat.    

 

Diagram 2.1 Extended Parallel Process Model 

 

Source: Witte (1992) 

 

“Tak Nak!” anti smoking campaign using scare elements to change as an 

effort for behavioural intervention. This media campaign was evaluated one year 

after the launch by Clearing House and Research Network for Tobacco Control, 

National Poison Centre of Malaysia and University Science Malaysia and the 

results shown the campaign was having high levels of exposure amongst adult and 
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adolescent smokers and non-smokers, majority of the respondents were able to 

recalled the horror messages from the campaign (Foong et al. 2005).   

 

The study on quit smoking has been done previously. Abd Aziz et al 

(2006) study mainly focused on effectiveness of clinic or clinical factors and 

clinic personnel factors. Study on clinic’s attendees’ in Malaysia is limited, most 

studies are focus on adolescents and factors relevant with smoking initiation 

(Wee, Chan, & Nantha, 2016). Wee and colleagues (2016) say that there is 

lacking on examining smoking in adults and special group such as the quit 

smoking clinic attendees. Additionally, previous research did not use a 

comprehensive model co conduct the study such as Yasin and colleagues (2012) 

are using perceived risk and benefit in their study, which is only one of the 

variables in this study. This study on quit smoking clinic attendees is based on the 

Heath Belief Model and is expected to contribute data and information on the 

Malaysian initiative to make smokers attend quit smoking clinics. 

 

2.2 Health Belief Model (HBM) 

 

 Becker (1974) developed Health Belief Model (HBM) from the work of 

Rosenstock (1966) (Corcoran, 2007). Initially, there were four core perceptions 

which served as the main constructs of the model, which is Becker (1974) 

developed Health Belief Model (HBM) from the work of Rosenstock (1966) 

(Corcoran, 2007). Initially, there were four core perceptions, which served as the 

main constructs of the model, which is perceived susceptibility, perceived 

severity, perceived benefits and perceived barriers. One can explain a person’s 

health behaviour by adapting either each perception individually or any 
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combination. Apart of that, more recently the Health Belief Model has been 

expended to include motivating factors, self-efficacy, and cues to action (Hayden, 

2009) 

 

Table 2.1 The Health Belief Model Constructs 

Health Belief Model Constructs Chart 

Perceived Susceptibility An individual’s assessment of his or 
her chances of getting disease. 

Perceived Benefits An individual’s conclusion as to 
whether the new behaviour is better 
than what he or she is already doing. 

Perceived Barriers An individual’s opinion as to what 
will stop him or her from adopting 
the new behaviour. 

Perceived Severity AN individual’s judgement as to the 
severity of the disease. 

Modifying Variables An individual’s personal factor that 
affect whether the new behaviour is 
adopted. 

Cues to Action Those factors that will start a person 
on the way to changing behaviour. 

Self-efficacy Personal belief in one’s own ability 
to do something 

 

Source: Hayden (2009) 

 

 The Health Belief Model identified two considerations when it comes to 

individual’s decision making to adopt a certain behaviour (particularly healthcare 

behaviour) in response to threat and illness (Ng, Kankanhali, & Xu, 2009). First 

consideration is perception towards the illness threat and second consideration is 

evaluation of behaviour to against the threat. The first consideration depends on 

two beliefs, perceived susceptibility and perceived severity. While the second 
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consideration depends on assessing the perceived benefits and perceived barriers 

(Conner & Norman, 2005). 

 

 Within the context of the Health Belief Model, perceived susceptibility 

refers to the “subjective risks of contracting a condition” (Rosenstock, 1966). 

Different individuals have varied perceptions of perceived susceptibility. 

Perceived susceptibility examines the likelihood of the health threat leading them 

to negative health outcome, whereas the greater the individual’s perceived the 

risk, the person will have a greater likelihood to do something on decreasing the 

risk (Hayden, 2009). Perceived severity refers to the personal belief towards the 

seriousness or severity of the contrasting illness (Hayden, 2009). Clinical 

consequences is not the only concern on perceived seriousness, but is already 

extended to the implications on the individual’s job and family (Rosenstock, 

1966). As Rosenstock (1966) mentions, the perception of consequences of 

negative health condition is also subjective. Based on this, it can be hypothesised 

that:  

 

H1 - There is a positive correlation between perceived susceptibility and intention 

to quit smoking. 

 

Based on the Health Belief Model, perceived severity is believed to 

moderate the effects of the other determinants. Ng and colleagues suggest “the 

expectancy-value theory that the desirability of behaviour is based on the summed 

products of the expectancy and value of outcomes” (Ng et al., 2009). They argue 

that perceived severity can be regarded as value in Vroom (1964)’s expectancy 

theory of motivation (Ng et al., 2009). Vroom says an interaction between 
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expectancy and value can be defined as a motivation, which refers to the valence 

to the individuals of the outcomes (Vroom, 1964). The main objective of smoking 

cessation is to avoid negative outcomes, and hence the valence of the behaviour is 

the perceived seriousness and consequences of negative outcomes. Perceived 

severity is a strong motivating factor and can affect the dependent variable that is 

quit intention. Based on this, it can be hypothesised that:  

 

H2 - There is a positive correlation between perceived severity and intention to 

quit smoking 

 

 In the Health Belief Model, the second consideration depends on assessing 

the perceived benefits and perceived barriers, in other word, the combination of 

perceived benefits and perceived barriers providing a pathway to action (Witte, 

Meyer, & Martell, 2001). Perceived benefits can be defined as the evaluation of 

the advantages gained from undertaking an action. In other word, what are the 

benefits if the individual make the change? Meanwhile perceived barriers refer to 

the reasons that individual cannot change the behaviour? Rosenstock (1996) says 

that low readiness and negative aspects are viewed as high, perceived barriers are 

constructed, put it in other word, when the barriers outweigh any benefits of the 

information, the individuals probably would not perform the recommended action 

(Witte et al., 2001). Based on this, it can be hypothesised that:  

 

H3 - There is a positive correlation between perceived benefits and intention to 

quit smoking  

 



	

	21 

H4 - There is a negative correlation between perceived barriers and intention to 

quit smoking.  

 

 In addition to the original beliefs or perception, Health Belief Model 

suggests that cue to action also influenced the behavioural change (Hayden, 

2009). Rosenstock (1966) argues that healthcare action does not take place if 

“some instigating event occurred to set the process in motion (Ng et al., 2009). 

This scenario is means cue to action. Cue to action can be anything that prompts 

an individual to think about or intentionally to act on the healthcare action. Health 

Belief Model introduces two cues, which are internal and external cues. Internal 

cues such internal perception of health symptoms like cough might trigger the 

smokers to have lung check up. External cues such as television public service 

announcement about quit smoking, magazine article about smoking causes lung 

cancer and the conversation among friends about negative effects of smoking. 

Individuals may be in an action if the level of susceptibility and severity are 

increase from above-mentioned cues (Witte et al., 2001). Based on this, it can be 

hypothesised that:  

 

H5 - There is a positive correlation between cue to action and intention to quit 

smoking. 

 

 In the Health Belief Model, General Health Orientation can be defined as 

“the individual’s predisposition or habit concerning health seeking behaviour in 

general” (Walker & Thomas, 1982). General Health Orientation is about the 

individual’s general response tendency (Ng et al., 2009). Ng and colleagues 

(2009) argue that General Health Orientation is not related to foreseeing named 
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health consciousness. Similar construct also proposes in another study named 

Health Consciousness. Jayanti and Burns (1998) define health consciousness 

define health consciousness as “the degree to which health concerns are integrated 

into a person’s daily activities” (Jayanti & Burns, 1998). Prior research has shown 

that the individual is more likely to engage in health care preventing activity if the 

individual is more health conscious (Jayanti & Burns, 1998; Rosenstock, 1966). In 

the quite smoking context, this refer to an attendees predisposition and interest 

concerning quit intention. Based on this, it can be hypothesised that:  

 

H6 - There is a positive correlation between general health orientation and 

intention to quit smoking. 

 

 Initially, self-efficacy as a variable was not included in the original Health 

belief Model; the concept of self-efficacy originates from the Social Cognitive 

Theory or commonly known as Social Learning Theory (Ng et al., 2009). The 

focus of this theory is perceived self-efficacy (Witte et al., 2001). Social 

Cognitive Theory was developed by Albert Bandura in 1977 and it can be defined 

as “people’s belief that they can exert control over their motivation and behaviour 

and over their social environment” (Bandura, 1989). Generally, self-efficacy is 

referring to an individual’s self-confidence on his or her ability to do something 

(Hayden, 2009; Witte et al., 2001). As in fear appeals, perceived self-efficacy is 

what you believe about your capability to perform a health orientation behavioural 

change or action, in another words, it refers how an individual perceived the self-

effectiveness towards certain action taken (Witte et al., 2001). Self-efficacy was 

added to the Health Belief Model in 1988 (Rosenstock, Strecher, & Becker, 

1988). Based on this, it can be hypothesized that:  
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H7 - There is a positive correlation between self-efficacy and intention to quit 

smoking. 

 

 As explained earlier, one of the primary strategy of “Tak Nak!” campaign 

is to provide information on smoking cessation services (Quit Smoking Clinic, 

Quit Smoking Infoline) throughout the nation., “Tak Nak!” campaign acted as a 

cue to action role. The campaign in particular trigger the smokers take action on 

the quit line at least as initial behaviour to find out information about the Quit 

Smoking Clinic through the infoline number before seriously taking the action to 

register as a Quit Smoking Clinic participants. 

 

2.3 Quit Smoking Clinic 

 

 One study shows that, there are more than 300 clinics and 32 hospitals 

within the Ministry     of Health facilities that provide smoking quitting services 

(Institute for Public Health, 2012). The services are including counselling service 

and pharmacotherapy advice. Ministry of Health also establishes the tobacco 

“Infoline and Quitline” in order to provide further accessibility and penetration to 

cessation assistance for smokers who intended to quit smoking (Institute for 

Public Health, 2012). The quit smoking clinics across the nation are providing a 

cessation platform to the smokers.  

 

 Previous research done on quit smoking clinic provides good 

understanding of the quit participants perception as well as their view about the 

methodology used in the clinics and general clinical condition (Lee, Hassali, & 
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Shafie, 2012). Another study on examined the association between initial 

perceived risks and benefits of quitting smoking suggests that there are no 

association between the baseline perception of the benefits of cessation prior the 

therapy with quit results (Yasin, Masilamani, Moy, Koh, & Zaki, 2012). However, 

most of the research done in quit smoking clinic participants in Malaysia provides 

empirical insights but without theoretical backing. This study tends to use the 

other variables beyond the clinic factors that will have an impact on the quit 

smoking behaviour and further explained by Health Belief Model.  

 

2.4 Conceptual Model  

 

HBM has been tested on previous research. One study on HBM in 

motivating for tobacco cessation suggests that HBM was an effective model in 

motivating to enrol on tobacco cessation programme (Renuka & Pushpanjali, 

2014). Tobacco is considered as one of the most important risk factor for personal 

health. Many initiatives have been taken at micro and macro levels to control the 

tobacco used, both national and international level. As such, according to Renuka 

and colleague (2014), health education is one possible method for intervention 

strategies. Added by Renuka and colleague (2014), health intervention should be 

theoretical driven in order to achieve most effective outcome. The results of their 

study concluded that HBM was useful model in testing the quit intention on 

tobacco cessation programme.  

HBM was chosen for this study has been proof through Renuka and 

colleague (2014)’s research. The questionnaires were distributed by healthcare 

provider to the attendees, it is applicable for interpersonal approaches. Secondly, 

HBM is a good model for addressing behaviours that raise health concerns. 
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Thirdly, HBM is a popular model to apply in issues focusing on attendees and 

health care provider. Last but not least, HBM addresses the relationship between a 

person’s belief and behaviour. This also indicates that the model has verified and 

tested, no new variable has been added. As such, for this research, we continue to 

use same variable, however, one extra independent variable has been added which 

is general health orientation.  

 As a popular expectancy-value model used in healthcare, Health Belief 

Model is an ideal theory to imply the preventive heath behaviour for quit smoking 

clinic attendees. The Health Belief Model is comprehensive in including a number 

of constructs such as perceived susceptibility, perceived severity, perceived 

barriers, perceived benefits, cue to action, self-efficacy and general health 

orientation. This study will tests the preventive health behaviour by using the 

Health Belief Model’s constructs as variables. The diagram below shows the 

original Health Belief Model: 
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Diagram 2.2 Original Health Belief Model 

 

 

Source: Stretcher & Rosenstock (1997) as cited in Hayden, (2009, p. 34) 

 

Based on the above diagram, the dependent variable and independent 

variable are stated as below:  
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Diagram 2.3 Conceptual Framework 

 

 

 

Independent Variable           Dependent Variable 

 

Modify from: Ng, Kankanhalli & Xu (2008) 
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 In this research the independent variables correlations with the dependent 

variable will be evaluated as shown in the diagram. In summary, the following are 

the research Questions and Hypotheses: 

 

RQ: What are the factors that triggered smokers to attend quit smoking clinics? 

H1: There is a positive correlation between perceived susceptibility and intention 

to quit smoking. 

H2 - There is a positive correlation between perceived severity and intention to 

quit smoking. 

H3 - There is a positive correlation between perceived benefits and intention to 

quit smoking  

H4 - There is a negative correlation between perceived barriers and intention to 

quit smoking.  

H5 - There is a positive correlation between cue to action and intention to quit 

smoking. 

H6 - There is a positive correlation between general health orientation and 

intention to quit smoking. 

H7 - There is a positive correlation between self-efficacy and intention to quit 

smoking. 
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CHAPTER 3 

 

METHODOLOGY 

 

 

3.1 Research Methodology 

 

 This chapter provides an understanding of the research procedures, the 

questionnaire design and measurement, the statistical technique, and the methods 

that were used in the study on quitting intention of quit smoking clinics attendees’ 

based on the using Health Belief Model and to predict quit intention. Therefore, 

the research objectives for this study are as follow: 

 

1) To establish the relationship between perceived threat and intention to quit 

smoking. 

2) To establish relationship between barriers and benefits and quitting intention. 

 

 This study uses quantitative methodology as an appropriate approach to 

study the above research objectives. According to Kumar (2011), “quantitative 

study designs are specific, well structure, have been tested for their validity and 

reliability, and can be explicitly defined and recognised”. This study intends to 

measure the relationship of independent variables from the Health Belief Model 

on the dependent variable, which is quit intention, as such, quantitative method is 

most appropriate. Recent Health Belied Model studies show that construct validity 

and reliability was not clearly established (Ng, Kankanhali, & Xu, 2009), this is 

because these studies used the qualitative approach which is less specific and 
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precise (Kumar, 2011). According to Malhator (2001), the quantitative approach 

is able to general results of a sample’s behaviour, and since this current study 

seeks to determine the relationship between the independent and dependent 

variables on the issue of quitting smoking, it is the most suitable approach to use. 

It can also help to determine the factors that play a prominent role in the quit 

intention behaviour of the respondents.  

 

3.2 Sampling  

 

 This study is based on purposive sampling and is a non-probability design 

for population sampling. The purposive sampling also known as judgmental 

sampling, is extremely useful when conducting the research to describe 

phenomenon or develop something which is not fully discovered (Kumar, 2011). 

According to Wimmer and Dominic (2011), “ a purposive sample is a sample 

deliberately chosen to be the representation of a population, and it also includes 

subjects to elements selected for specific characteristics or qualities, eliminating 

those who fail to meet these criteria”. As such, the selection of the sample of this 

study is criteria-based instead of being mathematically guided. Purposive 

sampling is appropriate for this study because specific criteria must be met in the 

selection of samples. One of the criteria for the sampling is the smoker who 

attends the quit smoking clinic. In order to predict the healthcare behaviour (quit 

intention), the sample will be chosen amongst those who are in early midst of the 

treatment. Smokers who attend the quit smoking clinics will be provided free 

nicotine replacement therapy (NRT) during quit smoking session and the follow-

up sessions will be scheduled. Average each smoker is expected to quit smoking 

on sixth month. The sample for this research is those who are in early midst of the 
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treatment, meaning that the sample will be those who must attended at least one 

month but not more than 2 months of quit smoking clinic.       

 

 By using the purposive sampling approach, those who do not meet the 

research criteria, which will be explained later, will not be selected. Wimmer and 

Donmminick (2011) say the criterion for purposive sampling is chosen with the 

knowledge that the sampling is not representative of the population study.  

 

3.3 Sample Size Determination 

 

This study will adapt the sample size calculation from Israel (1992), which 

is combination of levels precision, confidence and variability. According to Israel 

(1992), there are four approaches in deciding an appropriate sample size for a 

given research such as: using a censes for small population, imitating a sample 

size of similar studies, using publishing table, and applying formulas to calculate a 

sample size. In this study on smoking cessation, an appropriate sample size was 

determined using a published table provided by Israel (1992). A total number of 

three Quit Smoking Clinic’s were selected from the KL city area were selected 

based on size of attendees and viability. Throughout the quit smoking clinics 

located at KL city area, only three of the selected clinic’s health care providers 

were fully cooperated. Some of the clinics did not fulfil the requirement as the 

attendee number was too low.   

 

The total number of registered attendees in all three clinics who qualified 

to be selected was 230. Out of this 30 were used for pilot-test as such were 

discounted from 230 and leaving behind 210. According to Israel (1992), if the 
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size of population is 210, an appropriate sample size should be estimated 134 to 

achieve the precision rate of ± 5% as per Table 3.1. The precision rate selected for 

this study is ± 5% as this is regarded as sufficiently accurate.  

 

Table 3.1 showing the sample size for ±5%, ±7% and ±10% Precision 

Levels, where Confidence Level is 95% and P=.5. (Israel, 1992). 

 

Table 3.1 Sample Size for Precision 

Size of Population 
Sample Size (n) for Precision (e) of: 

±5% ±7% ±10% 

100 81 67 51 

125 96 78 56 

150 110 86 61 

175 122 94 64 

200 134 101 67 

225 144 107 70 

250 154 112 72 

275 163 117 74 

 

Source: Israel (1992) 

 

3.4 Questionnaire Distribution Procedures 

 

 A total number of 133 questionnaires were distributed by three selected 

quit smoking clinic health care provider. Prior to the distribution of the 

questionnaire, a written consent was obtained from the director of Jabatan 
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Kesihatan Wilayah Persekutuan Kuala Lumpur (JKWPKL) (Refer Appendix A) 

and the director of National Medical Research Register (NMRR) so that the public 

quit smoking clinic attendees can be used(Refer Appendix B). A total six 

healthcare providers from 3 clinics were recruited to assist in the distribution of 

the questionnaires. The healthcare provider was informed that respondents who 

fulfilled the following two criteria were eligible to participate in the study and the 

criteria are as follows: 

 

a) Attending the quit smoking for the first time and never before. 

b) He or she must have attended at least 1-2 months of the quit smoking 

programme.  

 

 The respondents were required to answer the questions without any 

guidance from either healthcare provider or the researcher. The selected 

respondent, however were informed by the healthcare provider of the purpose of 

the study and upon their consent given the questionnaire was given to the 

respondent.  

 

3.5 Questionnaire Design and Measurement 

 

 A structured questionnaire was developed to study the relationship 

between the independent and dependent variable and the respondents quit 

behaviours among attendees of quit smoking clinics located in the city of Kuala 

Lumpur. The questionnaire was in English Language and Bahasa Malaysia, 

Chinese translation (Refer Appendix C). The pilot test was carried out to test the 

validity and reliability of the questionnaire. The cover letter of the questionnaire 
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indicated clearly that all information obtained from the respondents would be kept 

strictly private and confidential.  

 The first part of the questionnaire consists of six basic demographic items 

such as gender, age, race, marital status, ethnicity, education level and income. 

This is essentially to generate descriptive data of all respondents. The second part 

of the questionnaire consists of four items that will provide the smoking history of 

the respondents. The questions include who introduced them smoking, followed 

by number of years they have been smoking; cigarettes per day and have they 

attended quit smoking clinic previously. These questions were adapted from Wee 

and colleagues (2011). The section on history of smoking will provide important 

descriptive data that can be used to draw inferences on quitting behaviours. The 

third part of the questionnaire consists of 26 questions pertaining to the 

independent and dependent variables, which is the focus of this research. The 

items for this section were adapted from the research done by Ng and colleagues 

(2008). The variables and items are listed below: 
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Table 3.2 Independent Variables 

Construct Item Source 

General Health 

Orientation 

(GHC) 

GHC1: I worry that there are harmful chemicals in 

cigarettes. 

(Saya bimbang bahawa terdapat bahan-bahan 

kimia berbahaya dalam rokok.) 

 

GHC2: I am concerned about my smoking 

behaviour. 

(Saya mengambil berat tentang perilaku merokok 

saya.) 

 

GHC3: I read more health-related articles that I 

did 3 years ago. 

(Saya membaca lebin banyak artikel berkaitan 

dengan kesihatan berbanding dengan tiga tahun 

yang lepas.) 

 

GHC4: I am interested in information about my 

health. 

(Saya berminat dengan maklumat mengenai 

kesihatan saya.) 

 

GHC5: I am concerned about my health all the 

time. 

Ng et al., 

2009 
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Construct Item Source 

(Saya mengambil berat tentang kesihatan saya 

sepanjang masa.) 

 

GHC6: I am concerned about my health issues and 

take preventive action. 

(Saya mengambil berat perihal kesihatan saya dan 

mengambil tindakan lindungan diri dari kesan 

buruk.) 

 

Cue to Action 

(CtA) 

CtA1: I am aware about the existing of anti-

smoking campaign such as “Tak Nak!” 

(Saya sedar dengan kempen anti merokok seperti 

“Tak Nak!”) 

 

CtA2: The message from anti-smoking campaign 

such as “Tak Nak!” Campaign trigger my quit 

cigarette smoking intention. 

(Mesej yang disampaikan oleh kempen anti 

merokok seperti “Tak Nak!” Akan mencetuskan 

niat saya untuk berhenti merokok.) 

 

CtA3: My friends and family constantly remind 

Ng et al., 

2009 
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Construct Item Source 

me not to smoke.  

(Rakan-rakan dan ahli keluarga saya sentiasa 

mengingatkan saya supaya berhenti merokok.) 

 

CtA4: I want to have healthier life such as breath 

easier when exercise. 

(Saya ingin mempunyai gaya hidup yang lebih 

sihat seperti dapat bernafas dengan lebih selesa 

ketika melakukan senaman.) 

 

CtA5: Bad symptoms on my body condition 

trigger my quit smoking intention. 

(Simptom yang berbahaya terhadap badan saya 

akan mencetuskan niat saya untuk berhenti 

merokok.) 

Perceived 

Severity (PSv) 

PSv1: Cigarette smoking illness is a serious threat. 

(Penyakit yang berkaitan dengan merokok 

merupakan ancaman yang series.) 

 

PSv2: Cigarette smoking illness is harnmful 

(Penyakit yang berkaitan dengan merokok 

merupakan ancaman yang berbahaya.) 

 

PSv3: Cigarette smoking illness is a severe threat. 

Ng et al., 

2009 
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Construct Item Source 

(Penyakit yang berkaitan dengan merokok 

merupakan ancaman yang teruk.) 

 

Perceived 

Susceptibility 

(PSc) 

PSc1: I am at risk for cigarette smoking illness. 

(Saya berisiko tinggi untuk menghadapi penyakit 

yang berkaitan dengan merokok.) 

 

PSc2: It it possible that I will experience cigarette-

smoking illness. 

(Saya berkemungkinan akan menghadapi penyakit 

yang berkaitan dengan merokok.) 

 

PSc3: I am susceptible to getting cigarette-

smoking illness. 

(Saya Mudah terdedah untuk menghadapi 

penyakit yang berkaitan dengan merokok.) 

Ng et al., 

2009 

	

Perceived 

Benefits (PBn) 

PBn1: Quit cigarette smoking will help me to 

lower my chances of developing heart problems. 

(Saya boleh mengurangkan risiko untuck 

menghadapi penyakit jauntung apabila saya 

berhenti merokok.) 

Ng et al., 

2009 
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Construct Item Source 

 

PBn2: Quit cigarette smoking will help me to save 

money. 

(Saya boleh menjimat duit apabila saya berhenti 

merokok.) 

 

PBn3: Quit cigarette smoking will help me gain 

respect of my friends. 

(Saya akan dihormati oleh rakan-rakan saya 

apabila saya berhenti merokok.) 

Perceived 

Barriers (PBr) 

PBr1: I don’t have accessible transportation to 

Quit Smoking Clinic. 

(Saya todas mempunyai pengakutan yang bleh 

diakses ke klinik berhenti merokok.) 

 

PBr2: I have to take off from my job or other 

commitments to attend quit smoking clinic. 

(Saya dikehendaki mengambil cute untuck 

menghadiri klinik berhenti merokok.) 

 

PBr3: I will miss the taste of cigarettes. 

(Saya akan rindui rasa rokok.) 

 

PBr4: The treatment is time-consuming. 

Ng et al., 

2009 
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Construct Item Source 

(Rawatan akan mengambil masa yang lama.) 

Self-Efficacy 

(SE) 

SE1: I am able to quit cigarette smoking. 

(Saya mami untuk berhenti merokok.) 

 

SE2: It is easy for me to quit smoking. 

(Ianya mudah untuk berhenti merokok.) 

 

SE3: I am confident to attempt quit cigarette 

smoking. 

(Saya yakin saya boleh berhenti merokok.) 

Ng et al., 

2009 

	

 

Source: Ng et al.(2009, p. 817) 

 

 The measurement items employed in this research are anchored on a 7-

point Likert scale, which is strongly disagree, somewhat disagree, disagree, 

neutral, agree, somewhat agree and strong agree. The questions were in English 

and Bahasa Malaysia/national language and Chinese to allow for language 

preference, which will ensure the respondent understand the questions in the 

preferred language and provide an accurate response. Thirty research respondents 
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were recruited from the same research sample frame, and these twenty 

respondents were not included in the final research findings. According to Bruin 

(2006), a reliability coefficient of 0.70 or higher is considered as acceptable in 

social science Table 3.3 shows the reliability: 

 

Table 3.3 Reliability Statistics 

Reliability Statistics 

Cronbach's 
Alpha 

Cronbach's 
Alpha 
Based on 
Standardize
d Items 

N of 
Items 

.824 .895 30 
 

        Based on the table 3.3 the Cronbach’s Alpha is .824 which is an acceptable 

level of reliability. 

 

3.6 Data Analysis Procedure 

 

 The research hypotheses and data obtained from the 133 respondents in 

this study was analysed by using Statical Package for Social Science (SPSS) for 

Mac version 23. According to Howitt and Cramer (2010), SPSS is a computer 

application that provides statistical analysis of data, and it allows for in-depth data 

access and preparation, analytical reporting, graphics, and modelling. Prvan et al. 

(2002) further indicated that SPSS will carry out almost all statical analysis 

required at a professional level, and it is particularly good for the analysis of 

questionnaire data.   
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CHAPTER	4	

	

FINDING	

	

	

This	 chapter	 will	 be	 focused	 on	 describing	 the	 descriptive	 data	

obtained	using	SPSS	version	23	 for	Mac.	The	Pearson	 correlation	 statistical	

analysis	will	also	be	presented	to	determine	the	strength	of	the	independent	

variables	with	the	dependent	variable.		

	

4.1	Demographic	Findings		

	

	 	A	 total	 of	 133	 QSC	 attendees	 completed	 the	 survey	 document.	 The	

gender	statistics	showed	that	a	total	of	93.2%	of	the	respondents	were	male	

attendees	 and	 6.8%	were	 female	 attendees.	 In	 term	 of	 ethnicity,	 73.7%	 of	

Quit	 Smoking	 Attendees	 were	 Malay,	 followed	 by	 18%	 Chinese	 and	 6.8%	

Indians.	More	 than	 53.4%	 of	 the	 QSC	 attendees	 have	 a	 smoking	 history	 of	

more	than	10	years.	In	terms	of	education	61.7%	of	the	attendees	possessed	

secondary	 education	 and	 5.3%	 primary	 education.	 The	 largest	 average	

number	 of	 cigarette	 consumed	 is	 between	 15-20	 sticks	 per	 day,	 and	 this	

makes	up	40%	of	the	QSC	attendees.	A	total	of	72.2%	of	the	attendees	have	

attempted	to	quit	smoking	at	 least	once	and	27.8%	were	attempting	for	the	

first	time.	According	to	the	data,	58.6%	of	the	attendees	were	influenced	by	

their	friends,	family	4.5%,	and	self-motivated	to	smoke	36.8%.	A	total	of	72%	

of	them	were	40	years	and	above	in	age.	
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4.2	Hypothesis	Testing	Model	

	

The	 HBM	 independent	 variables	 were	 tested	 against	 dependent	

variable	that	is	intention	to	quit	smoking	using	SPSS	version	23	for	Mac.	The	

Pearson	 correlation	 statistical	 test	was	 used	 to	 analyze	 the	 strength	 of	 the	

relationship	 between	 the	 independent	 variables	 and	 dependent	 variable.	

Based	conceptual	model,	the	following	hypothesis	were	tested.	The	research	

hypothesis	are	shown	below:			
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Table	 4.1	 Mean,	 standard	 deviation	 and	 Pearson	 Correlation	 matrix	 for	

continuous	variable	(n	=	133)	

	

	

	

H1	 -	 There	 is	 a	 positive	 correlation	 between	 perceived	 susceptibility	 and	

intention	to	quit	smoking.	

	

Perceived	susceptibility	is	referring	to	a	person	perception	towards	a	

chance	 of	 getting	 certain	 condition.	 In	 this	 study,	 the	 questionnaire	 is	

referred	to	whether	the	attendees	believe	that	he	is	potentially	to	be	suffered	

from	 illness	 if	 they	 continue	 smoking.	 With	 reference	 to	 table	 4.1,	 the	

correlations	 statistic	 indicates	 that	 there	 is	 a	 significant	 and	 positive	

Table XXX  Mean, standard deviation and Pearson Correlation matrix for continuous variable (n = 
133) 

GHC: General Health Orientation; CtA: Cue to Action; PSv: Perceived Severity; PSc: Perceived 

Susceptibility; PBn: Perceived Benefits; PBr: Perceived Barrier; SE: Self Efficacy; BI: Behavioural 

Intention 

**. Correlation is significant at the 0.01 level (2-tailed). 

*. Correlation is significant at the 0.05 level (2-tailed). 

Mean SD GHC CtA PSv PSc PBn PBr SE BI

1. GHC


2. CtA


3. PSv


4. PSc


5. PBn


6. PBr


7. SE


8. BI

5.9236


5.6481


6.2707


5.8170


6.0526


3.5902


5.2932


5.5113

1.26822


.91126


.96762


1.19375


.87890


1.48137


1.11844


1.38081

-


.459**


.469**


.296**


.328**


.138


.286**


-.066

-


.634**


.354**


.472**


.095


.372**


.216*


-


.496**


.574**


-.009


.297**


.119

-


.446**


-.002


.202*


.174*

-


.065


.256**


.070

-


.214*


.098

-


.332** -
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relationship	between	perceived	susceptibility	and	intention	to	quit	smoking.	

As	such,	hypothesis	1	is	accepted.		

	

H2	-	There	is	a	positive	correlation	between	perceived	severity	and	intention	

to	quit	smoking.	

	

Perceived	 severity	 refer	 to	 a	 person’s	 opinion	 on	 how	 severe	 the	

condition	 will	 be	 when	 he	 or	 she	 adapted	 into	 certain	 action.	 Tobacco	

consumption	may	cause	several	severe	diseases	such	as	cancel.	However,	the	

respondents	 from	this	study	had	refused	to	perceive	them	as	a	threat.	With	

reference	 table	4.1,	 the	 correlation	 statistic	 indicates	 there	 is	 no	 significant	

correlation	 between	 perceived	 benefits	 and	 intention	 to	 quit	 smoking.	

Therefore	Hypothesis	2	is	rejected.	

	

H3	-	There	is	a	positive	correlation	between	perceived	benefits	and	intention	

to	quit	smoking.	

	

Perceived	benefit	 is	referred	to	a	person’s	belief	on	the	effectiveness	

on	 reduce	 the	 harmful	 impact	 when	 certain	 action	 has	 been	 taken.	 With	

reference	 table	4.1,	 the	 correlation	 statistic	 indicates	 there	 is	no	 significant	

correlation	 between	 perceived	 benefits	 and	 intention	 to	 quit	 smoking.	 The	

level	 of	 perceived	 benefits	 from	 the	 quit	 smoking	 clinic	 attendees	 are	 not	

high,	therefore,	Hypothesis	3	is	rejected.		

	

H4	-	There	is	a	positive	correlation	between	perceived	barriers	and	intention	

to	quit	smoking.		
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Perceived	 barrier	 is	 an	 opposition	 of	 perceived	 benefit.	 When	 the	

barriers	 outweigh	 any	 benefits	 of	 the	 information,	 the	 attendees	 probably	

would	not	perform	the	recommended	action.	Table	4.1	shows	that	there	is	no	

significant	 correlation	 between	 perceived	 barriers	 and	 intention	 to	 quit	

smoking.	Therefore,	Hypothesis	4	is	rejected.		

	

H5	 -	There	 is	 a	 positive	 correlation	between	 cue	 to	 action	 and	 intention	 to	

quit	smoking.	

	

According	to	Health	Belief	Model,	cue	to	action	is	referring	to	an	event,	

people	or	 things	 that	 trigger	a	person	 to	 change	 their	behaviour.	There	are	

two	 cues,	 which	 are	 internal	 and	 external	 cues.	 Internal	 cue	 can	 be	

prescribed	as	a	person	internal	perception	of	health	symptoms.	External	cue	

such	as	the	physicians	showing	the	 leaflet	about	the	bad	 impact	of	smoking	

may	 trigger	 a	 person’s	 level	 of	 susceptibility	 towards	 smoking.	 With	

reference	table	4.1,	the	correlations	statistic	indicates	there	is	significant	and	

positive	 relationship	 with	 Cue	 to	 Action	 and	 intention	 to	 quit	 smoking.	 As	

such,	hypothesis	5	is	accepted.		

	

	

H6	 -	There	 is	a	positive	correlation	between	general	health	orientation	and	

intention	to	quit	smoking.	

	

	 In	this	study,	general	health	orientation	is	additional	construct	added	

into	 Health	 Belief	 Model.	 In	 the	 quite	 smoking	 context,	 this	 refers	 to	
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attendees’	 predisposition	 and	 interest	 concerning	 quit	 intention.	 Table	 4.1	

shows	 that	 there	 is	 no	 significant	 correlation	 between	 General	 Health	

Orientation	 and	 intention	 to	 quit	 smoking.	 Therefore	 Hypothesis	 6	 is	

rejected.	The	table	shows	that	the	Pearson	Correlation	is	strong.	

	

H7	-	There	is	a	positive	correlation	between	self-efficacy	and	intention	to	quit	

smoking.	

	

Self-efficacy	 is	 a	 person’s	 belief	 on	 himself	 or	 herself	 have	 ability	 or	

determination	 to	 do	 some	 suggested	 action.	 This	 study	 showing	 the	 quit	

smoking	attendees	portraying	positive	determination	on	quit	intention.	With	

reference	 to	 table	4.1,	 the	correlations	statistic	 indicates	 there	 is	significant	

and	positive	relationship	with	self-efficacy	and	intention	to	quit	smoking.	As	

such,	hypothesis	7	is	accepted.		
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CHAPTER 5 

 

DISCUSSION AND CONCLUSION 

 

 

5.1 Discussion 

 

This chapter discusses the statistical results of the finding. The discussion 

also gives clear picture on conclusion related to the objective of the research. The 

limitation will be discussed and the recommendation will be made for future 

research.  

 

Based on the demographic data, male dominance (93.2%) is evident in the 

smoking prevalence Malaysia. This finding supports the 2017 WHO Report on 

The Global Tobacco Epidemic where 72% of current smokers are male and 5.3% 

are female smokers. Similarly a recent review on smoking research in Malaysia 

also confirmed that the male category dominated the smoking prevalence (Wee , 

Chan and Yogarabindranath, 2016). The male dominance in smoking is a global 

trend. In terms of ethnicity, in this study, 73.7% of the QSC respondents were 

from the Malay community. This finding was similar to a recent cross sectional 

study of 15,639 Malaysians showed 55.9% were Malay smokers (Lim, Mohd 

Ghazali et al. 2013). Similarly the National Health and Morbidity Survey 2015 

based on a sample of 21,000 respondents, the Malays made up 24.6% of the total 
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smokers followed by Indians at 19.7% and Chinese at 15.4%. The dominance of 

the Malay community in smoking prevalence is unclear although recent research 

point towards socio-economic interests where the tobacco industry has been 

viewed as supporting Malay economic development, however, this view is being 

challenged in recent times (Barraclough and Morrow 2017).   

 

The findings also showed that the average consumption per day is 15 

sticks and this is supported by the National Health and Morbidity Survey 2015, 

whereas 15 sticks per day was the average consumption of smokers aged 15 years 

and above. An average of 15 sticks per day leans towards heavy smoking. It can 

be concluded that majority of the respondents of the survey are heavy smokers. 

 

Most of Quit Smoking Clinic’s attendees have a smoking history above 10 

years and this indicates that the Quit Smoking Clinics are relevant to smokers 

with a long history. There is a link between lower education levels and smoking 

uptake as per demographic data, which is also supported in earlier research (Lim, 

Mohd Ghazali et al. 2013). Based on the average smoking per day, it can be 

inferred that most of the Quit Smoking Clinic’s attendees are heavy smoker. 

Generally most of the attendees were influenced by friends to smoke. This finding 

is supported by earlier research. Lim et al. found that smoking was relevant to 

those who have a friend who smokes and poor academic performance (Lim, Amal 

et al. 2006).  

 

The Pearson correlation test between the independent and dependent 

variables resulted in three independent variables, which had significant positive 

relationship with the dependent variable. The three independent variables are 
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perceived susceptibility, cue to action and self-efficacy. The additional 

independent variable which was added to the original model that is General 

Health Orientation did not have a significant relationship with the dependent 

variable that is intention to quit. This can be attributed to the argument that the 

QSC attendees are smokers and hence are not orientated to healthy lifestyle. They 

are attending the QSC to try and achieve smoking cessation. This does not mean 

that General Health Orientation as an additional variable should be discounted in 

the study of factors that can motivate smoking cessation. If the QSC attendees are 

also given education on healthy living and its broad benefits it could feature as a 

strong factor to make people quit smoking. Broad healthy lifestyle and education 

which can include avoidance of all types of  behaviours that can harm health such 

as indulgence in alcohol, drugs and others can actually foster behaviour positive 

behaviour which also includes smoking cessation. 

 

Perceived susceptibility correlated significantly with intentions to quit. 

The fear of the risk of contracting the tobacco-related diseases is a strong 

motivator for smoking cessation. According to Witte, Meyer and Martel (2001) 

fear appeals can motivate people to affirmative action towards healthy behaviour 

such as giving up smoking. In comparison perceived severity was not significantly 

correlated although it is about fear provocation. In the context of the QSC 

respondents they may not have considered severity as a major threat since they are 

not suffering from any of tobacco related diseases as yet it is the fear of suffering 

such diseases in the future (perceived susceptibility) which  motivates them 

towards intention to quit smoking. The likelihood of acquiring or susceptible to 

the dangerous tobacco diseases was found to be more significantly related to 

quitting intention in this research. 
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Cues to action or what triggers a smoker to develop quitting intentions was 

also positively correlated and this largely due to the aggressive fear based anti-

smoking campaign using both the mainstream media and on-pack cigarette as a 

medium motivated the respondents to register in QSC’s. Fear appeals work 

successfully because it created lasting awareness, established a sense of 

susceptibility and severity (South Asia Tobacco Control Alliance,2012). This is 

also supported by a research undertaken by Mahoney (2010), which showed that 

97% of Australians can recall the anti-smoking campaign and 98% believed in the 

message. This implies that the Malaysian government’s efforts to continuously 

communicate about the dangers of smoking and encouragement to attend the QSC 

in the mainstream media is effective and has encouraged many to seek for help 

through the QSC. Although the number may not big but it has the potential of 

snowballing into large numbers with continued anti-smoking campaign. 

 

Self-efficacy is another factor that was positively correlated with 

intentions to smoke. Several researches on smoking in Malaysia have emphasized 

the importance of this factor. Self-efficacy is closely associated with quitting 

intentions because both local and overseas research findings showed that those 

who attempted several times to quit by attending the QSC were successful in 

quitting smoking. Research done by Sui, Gan and Nurdiyana(2016) on smoking 

cessation concluded that successful QSC participants are those who commit to 

longer duration of follow-up, higher frequency of follow-up, fewer number of 

cigarettes per day and had lower nicotine dependence. Similarly in another 

research self-efficacy was cited as predictive of both making a quit attempt and 

remaining abstinent (Wee,Chan and Yogarabindranath, 2016). 
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5.2 Conclusion 

 

Based on the three variables which had positive, significant correlations 

with intentions to quit it can be said that the QSC clinic administrators should 

continue emphasizing the possibility of suffering serious tobacco related diseases 

or risk of suffering ill consequences is very real since the research shows strong 

correlations between susceptibility and intentions to quit. In all their counselling 

sessions this should be emphasized. The Malaysian government should continue 

the fear campaign because it acts a as a cue to those who have yet to seek help 

from a QSC and those who are already a registered QSC participant it will 

motivate them to be disciplined to continue attending the QSC counselling 

sessions. Since self-efficacy is  an important factor in the quitting process the 

QSC should provide all possible skills to ensure they know how to stop the 

cravings, peer pressure to return to smoking, urge to smoke seeing other smoke 

and others. According to research failure to quit is because of the lack of skills to 

overcome the withdrawl symptoms, peer pressure and inconsistent attendance at 

the QSC’s. The QSC’s must work towards enhancing their self-efficacy to 

overcome all the external and personal pressures to return to smoking (Wee,Chan 

and Yogarabindranath, 2016). 

 

In summary this research has identified the three personal factors amongst 

the QSC participants that needs to be emphasized in order for these participants 

who have newly joined the QSC to quit smoking at the end of the six-month 
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period and remaining abstinent. The HBM model in this research was found to be 

useful in identifying variables that needs to be prioritized and actioned upon to 

enable more participants to attend quitting success. 

5.3 Limitation and Recommendation 

 

One of the main limitations of this survey is that the findings are not 

generalizable since the sample was drawn from three clinics only. Due to limited 

time and resources only three QSC’s were selected. It is recommended that future 

research consider selection of samples from more clinics across the nation so that 

the findings can be generalized. A longitudinal research is recommended to 

observe the final outcome of the participants after six months of the QSC 

counselling and therapy sessions. This research is at the early stage of the quitting 

process and the actual outcome is not known and it would be pertinent to collect 

data on those who successfully quit after the six-month period and those who 

failed to quit. Future research can also take into consideration intervening 

variables that can influence quitting behaviour. Another limitation from this study 

is the findings are very weak and research post-mortem found that there was 

another research the attendees were involved and this could have resukted in the 

attendees being impatient and rushed through the questionnaire. It is 

recommended that future research should ensure the selected respondents are not 

involved in other research at the same time or in the same day. In this research 

only one additional independent variable was added to the HBM model that is 

General Health Orientation. 
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Final	[Questions	source	from	Lit]	 1	

 
 

Dear Participant, 

 

 I am a Master of Communication student in University Tunku Abdul Rahman, Petaling Jaya and I am conducting a research exploring 

the quit intention of the quit smoking clinic’s attendees. Findings of this study will also hopefully provide a better understanding of individual 

factors that impacts quit intention. You will be required to complete a set of questionnaire, which consists of basic demographic questions, smoking 

history, and questions pertaining to the Health Belief Model. This process should only take approximately fifteen to twenty minutes of your time. 

 Data gathered from the questionnaire administrated will remain private and confidential and will only be used for the purpose of this 

research. You may decline to answer any question and you have the right to withdraw from participation at any time. Your identity will not be 

revealed and will be kept in strict confidentially.  

 Your kind participation is highly appreciated. Should you have any further enquiries regarding my study, please do not hesitate to 

contact me, OOI SWEE YAW, WAYNE at my email address of syooi.wayne@gmail.com. 

Thank you. 

 

Sincerely,  

 

OOI Swee Yaw, Wayne 

 

Para peserta, 

Saya seorang pelajar Sarjana Komunikasi di Universiti Tunku Abdul Rahman, Petaling Jaya dan saya ingin 

menjalankan penyelidikan mengenai ‘niat berhenti merokok di kalangan hadirin Klinik Berhenti Merokok. Objektif kajian ini 

adalah untuk menilai niat berhenti merokok oleh para hadirin Klinik Berhenti Merokok dengan menggunakan Model 

Kepercayaan Kesihatan (Health Belief Model). Hasil daripada kajian diharapkan dapat memberi pemahaman yang lebih baik 

mengenai faktor-faktor individu yang memberi kesan atas niat untuk berhenti merokok.  

Anda akan diminta untuk melengkapkan satu set soal selidik yang terdiri daripada soalan-soalan asas demografi , 

sejarah merokok, dan soalan-soalan yang berkaitan dengan Model Kepercayaan Kesihatan. Proses ini hanya akan mengambil 

masa kira-kira lima belas atau dua puluh minit. 

Data yang dikumpul dari soal selidik akan dirahsiakan dan hanya akan digunakan untuk tujuan kajian ini. 

Penyertaan anda dalam kajian ini adalah secara sukarela. Anda juga berhak untuk menarik diri daripada kajian ini pada bila-

bila masa . Identiti anda akan dirahsiakan dan tidak akan didedahkan. 

Penyertaan anda adalah amat dihargai. Sekiranya anda mempunyai sebarang pertanyaan lanjut mengenai kajian ini, 

sila hubungi saya , OOI SWEE YAW , Wayne di alamat e-mel saya syooi.wayne @ gmail.com. 

 

Yang benar, 

 

OOI Swee Yaw, Wayne 

 

£44Ó}Á6ś�

� 5�ß#�Đäņ*U¶čUōíĠĕ;ŞW¼xŌ±ŇÔ'6Ç�ĴŞm�ĴÒ4��řĸĂ

ĮŁŏtBĻÁ4ĮŁi«ŕŞ�ĴİŒu4b×ś]Ąx��Ĵ.t¾ħ4ÞĨśąqMUĀĠĕyJ

ś7+¾ħ�L²¢śķ��TŇÔŞ�x4i�E56Ï°�&śŐT§Ŋxû/M4vćW�ŇċŞ

W¼x4�KÚ»}įïŚ^�Æ·Ĥ�ś�èĩA2nĥŞ�

ķñ� ®�GlśÛP^iŚ�
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Final	[Questions	source	from	Lit]	 2	

PART 1: Demographic Information (Informasi Demografi) g6¬?Ŝ ­ð¸½ü�

Direction: Please þ the relevant demographic information as required. (Sila tanda þ di mana yang berpatutan) ����4 

­ð¸½ü)þŞ�

 

1. What is your gender? (Jantina anda?)���x4�~ŝ�

� Male (Lelaki) �  � Female (Perempuan)�V 

 

2. What is your age? (Umur anda?)���x4IĶŝ 

� Below 25 (Berumur 25 tahun dan ke bawah)�ÎÀ �
 Ê   

� 26-35 (Berumur dari 26 hingga 35 tahun) �� �
 Ê  

� 36-45 (Berumur dari 36 hingga 45 tahun) �� 	
 Ê  

� 46 and above (Berumur 46 tahun dan ke atas)�	� ÊA) 

 

3. What is your race? (Kaum anda?)��x4ZĦŝ 

� Malay (Melayu)ŋœ  � Chinese (Cina)Õœ   

� Indian (India)ğœ   � Others (Lain-lain)�´:________ 

 

4. What is your marital status? (Status perkahwinan?)��x4æłĖĞŝ 

� Single (Bujang)²y  � Married (Sudah berkahwin)sæ   

� Widowed (Janda)ŎĒ  � Divorced (Sudah bercerai)Åģ 

 

5. What are the highest degree or level of school you have completed? (Tahap pendidikan tertinggi?) ����������

� Primary school (Sekolah rendah)��  �Secondary school (Sekolah menengah) .U 

� Undergraduate (Mahasiswa) Uí  � Postgraduate (Lepasan ijazah) Ġĕ; 

 

6. What is your estimate household income? (Anggaran jumlah pendapatan isi rumah sebulan?)���x4Cĭ¦�ļ¸�-�ŝ 

� Less than RM3000 (Kurang daripada RM3000) ÎÀ �
���� 

� RM3000 – RM4000 (Dari RM3000 hingga RM4000) 

� RM4001 – RM5000 (Dari RM3001 hingga RM5000) 

� More than RM5000 (Lebih daripada RM5000)��W �

��� 
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Final	[Questions	source	from	Lit]	 3	

PART 2: Smoking History (Sejarah Merokok) g�¬?ŜøŁdþ�

Direction: Please þ the most relevant information as required. (Sila tanda þ di mana yang paling berpatutan)�����4 ­

ð¸½ü)þŞ�

 

7. Who introduced you to smoking cigarette? (Siapa yang memperkenalkan anda untuk merokok?)�����īŀ�øÖŁŝ 

� From friends (Daripada kawan-kawan)��[  

� From family (Daripada ahli keluarga) Cĭe³  

� Self purchased (Membeli diri sendiri)�/eÿ� 

 

8. How many years you been a cigarette smoker? (Sudah berapa lama anda mula merokok?)���xªĲÖŁsd�-�I4

Rj�ŝ�

� Less than 1 year (Tidak melebihi satu tahun)��W6I�

� 1-5 years (Setahun hingga 5 tahun) 1-5 I 

� 5-10 years (5 tahun hingga 10 tahun) 5-10 I 

� More than 10 years (Lebih daripada 10 tahun)��W �� I�

 

9. How many number of cigarettes you smoke per day? (Berapa batang rokok anda menghisap sehari?)���xa%øËÖŁ

4½��-�ŝ 

� Less than 10 (Kurang daripada 10 batang)��k �� Ú 

� 10-15 (10 hingga 15 batang)���Ř�
 Ú 

� 15-20 (15 hingga 20 batang)��
 �� Ú 

� More than 20 (Lebih daripada 20 batang)��W �� Ú 

 

10. Previous quit attempt? (Pernahkah anda cuba berhenti merokok?)���xyr�Ĺ�WĮŁ{ŝ 

� Yes (Ya)���    � No (Tidak)�=� 
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Final	[Questions	source	from	Lit]	 4	

PART 3: List of questions to evaluate cigarette smoking quit intention. You are required to rate on a scale 1 to 7. (1. 
Strongly disagree, 2. Disagree, 3. Somewhat disagree, 4. Neutral, 5. Somewhat agree, 6. Agree, 7. Strongly agree). 
(Senarai soalan-soalan untuk menilai perilaku berhenti merokok. Anda diminta menilai  mengikut skala 1 hingga 7. [1. 
Langsung tidak bersetuju, 2. Tidak setuju, 3. Tidak begitu bersetuju, 4. Neutral, 5. Agak bersetuju, 6. Bersetuju, 7. Sungguh 
bersetuju]  
gO¬?ŜA2� �âļx4ĮŁi«Ş�xĔĽ Ò¥µśô�w}xi�@�ŉ4ċęĚ)ŞEkA2âļé

�ó� �!Ï°7piś��!7piś��!�k7piś�	!ni�ś
!�kpiś�!piś�!Ï°pifõZé�ś�$xÀi

4é�Ě¯Ŗ²¯ŗŞ�

 
 
Direction: Please indicate to what extent you agree or disagree with the statements listed below by placing a circling the 
appropriate answer. (Sila jawab soalan-soalan berikut dengan membulatkan jawapan yang anda rasa berpatutan.) 
 
PART 3A: GHC 
 
 Strongly 

Disagree 
(Langsung 

Tidak 
bersetuju) 
Ï°7p

i 

Disagree 
(Tidak 
Setuju) 
7pi 

Somewhat 
Disagree 
(Tidak 
Begitu 
Setuju) 
�k7p

i 

Neutral 
(Neutral) 
ni� 

Somewhat 
Agree 
(Agak 

Bersetuju) 
�kpi 

Agree 
(Bersetuju) 
pi�

 

Strongly 
Agree 

(Sungguh 
Bersetuju) 
Ï°pi 

1. I worry that there are 
harmful chemicals in 
cigarettes. 
(Saya bimbang bahawa 
terdapat bahan-bahan 
kimia berbahaya dala 
rokok.) 
5ĢTÖŁ.Ĝ��á

¿U¨ÈŞ�

 

 
     1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 
 

2. I am concerned about my 
smoking behavior. 
(Saya mengambil berat 
tentang perilaku 
merokok saya.) 
5�i54ďŁeMŞ�

 

 
     1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 
 

3. I read more health-
related articles than I did 
3 years ago. 
(Saya membaca lebih 
banyak artikel berkaitan 
dengan kesihatan 
berbanding dengan tiga 
tahun yang lepas.) 
�>OIrś5ö�T

-}ìú��4h©Ş�

 

 
 
 

     1 

 
 
 

2 

 
 
 

3 

 
 
 

4 

 
 
 

5 

 
 
 

6 

 
 
 

7 
 

4. I am interested in 
information about my 
health. 
(Saya berminat dengan 
maklumat mengenai 
kesihatan saya.) 
5Ek��5ìú4`

¡WýĈŞ�

 

 
     1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 
 

5. I am concerned about my 
health all the time. 
(Saya mengambil berat 
tentang kesihatan saya 
sepanjang masa.) 
5Rî�i54ìúŞ�

 
 

 
     1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 
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Final	[Questions	source	from	Lit]	 5	

6. I am concerned about my 
health issues and take 
preventive action. 
(Saya mengambil berat 
perihal kesihatan saya 
dan mengambil tindakan 
lindungan diri dari 
kesan buruk.) 
5�T54ìú� ô

Ąİ�ĊùňĵŞ�

 

 
     1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 
 

 
 
 
PART 3B: CtA 
 
 Strongly 

Disagree 
(Langsung 

Tidak 
bersetuju) 
Ï°7p

i 

Disagree 
(Tidak 
Setuju) 
7pi 

Somewhat 
Disagree 
(Tidak 
Begitu 
Setuju) 
�k7p

i 

Neutral 
(Neutral) 
ni� 

Somewhat 
Agree 
(Agak 

Bersetuju) 
�kpi 

Agree 
(Bersetuju) 
pi�

 

Strongly 
Agree 

(Sungguh 
Bersetuju) 
Ï°pi 

1. I am aware about the 
existing of anti-smoking 
campaign such as “Tak 
Nak!” 
(Saya sedar dengan 
kempen anti merokok 
seperti “Yak Nak!) 
5ië(ÝďŁ¹X�

�ř-�1���1�ŕ4ê

�Ş�

 

 
      
 
 
 
     1 

 
 
 
 
 

2 

 
 
 
 
 

3 

 
 
 
 
 

4 

 
 
 
 
 

5 

 
 
 
 
 

6 

 
 
 
 
 

7 
 

2. The message from anti-
smoking campaign such 
as “Tak Nak!” campaign 
trigger my quit cigarette 
smoking intention 
(Mesej yang 
disampaikan oleh 
kempen anti merokok 
seperti “Tak Nak!” akan 
mencetuskan niat saya 
untuk berhenti merokok) 
ÝďŁ¹X4`¡��

řŕ-�1���1�ŕ4`¡Č

F5ĮŁ4i«Ş�

 

 
 
 

     1 

 
 
 

2 

 
 
 

3 

 
 
 

4 

 
 
 

5 

 
 
 

6 

 
 
 

7 
 
 
 

3. My friends and family 
constantly remind me 
not to smoke. 
(Rakan-rakan dan ahli 
keluarga saya sentiasa 
mengingatkan saya 
supaya berhenti 
merokok) 
54�[aC d°¾

ò57øŁŞ�

 

 
 

     1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

 
 

6 

 
 

7 
 

4. I want to have healthier 
life such as breath easier 
when exercise. 
(Saya ingin mempunyai 
gaya hidup yang lebih 
sihat seperti dapat 
bernafas dengan lebih 
selesa ketika melakukan 

 
 

 
     1 

 
 
 

2 

 
 
 

3 

 
 
 

4 

 
 
 

5 

 
 
 

6 

 
 
 

7 
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Final	[Questions	source	from	Lit]	 6	

senaman) 
5&�T|ìú4;

Yś$^¹XR9Aă

ďĺ��Ş�

  
5. Bad symptoms on my 

body condition trigger 
my quit smoking 
intention. 
(Simptom yang 
berbahaya terhadap 
badan saya akan 
mencetustan niat saya 
untuk berhenti merokok) 
ďŁČ>47"ĬĖ+

ČF5,&ĮŁ4i

�Ş�

 

 
 

 
     1 

 
 
 

2 

 
 
 

3 

 
 
 

4 

 
 
 

5 

 
 
 

6 

 
 
 

7 
 

 
 
PART 3C: PSv 
 
 Strongly 

Disagree 
(Langsung 

Tidak 
bersetuju) 
Ï°7p

i 

Disagree 
(Tidak 
Setuju) 
7pi 

Somewhat 
Disagree 
(Tidak 
Begitu 
Setuju) 
�k7p

i 

Neutral 
(Neutral) 
ni� 

Somewhat 
Agree 
(Agak 

Bersetuju) 
�kpi 

Agree 
(Bersetuju) 
pi�

 

Strongly 
Agree 

(Sungguh 
Bersetuju) 
Ï°pi 

1. Cigarette smoking illness 
is a serious threat. 
(Penyakit yang berkaitan 
dengan merokok 
merupakan ancaman 
yang serius) 
ďŁČF4Ņç�6Z

ĝ�4ġőŞ�

 

 
 
 

     1 

 
 
 

2 

 
 
 

3 

 
 
 

4 

 
 
 

5 

 
 
 

6 

 
 
 

7 
 

2. Cigarette smoking illness 
is harmful. 
(Penyakit yang berkaitan 
dengan merokok 
merupakan ancaman 
yang berbahaya) 
ďŁçĬ��á4Ş�

 

 
 
 

     1 

 
 
 

2 

 
 
 

3 

 
 
 

4 

 
 
 

5 

 
 
 

6 

 
 
 

7 
 

3. Cigarette smoking illness 
is a severe threat. 
(Penyakit yang berkaitan 
dengan merokok 
merupakan ancaman 
yang teruk) 
ďŁČF4Ņç�6Z

ĝĿ4ġőŞ�

�

 
 
 

     1 

 
 
 

2 

 
 
 

3 

 
 
 

4 

 
 
 

5 

 
 
 

6 

 
 
 

7 
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Final	[Questions	source	from	Lit]	 7	

 
PART 3D: PSc 
 
 Strongly 

Disagree 
(Langsung 

Tidak 
bersetuju) 
Ï°7p

i 

Disagree 
(Tidak 
Setuju) 
7pi 

Somewhat 
Disagree 
(Tidak 
Begitu 
Setuju) 
�k7p

i 

Neutral 
(Neutral) 
ni� 

Somewhat 
Agree 
(Agak 

Bersetuju) 
�kpi 

Agree 
(Bersetuju) 
pi�

 

Strongly 
Agree 

(Sungguh 
Bersetuju) 
Ï°pi 

1. I am at risk for cigarette 
smoking illnesses. 
(Saya berisiko tinggi 
untuk menghadapi 
penyakit yang berkaitan 
dengan merokok.) 
5�ďŁČFŅç4�

ĆŞ 
 

 
    
 
    1 

 
 
 

2 

 
 
 

3 

 
 
 

4 

 
 
 

5 

 
 
 

6 

 
 
 

7 
 

2. It is possible that I will 
experience cigarette-
smoking illnesses. 
(Saya berkemungkinan 
akan menghadapi 
penyakit yang berkaitan 
dengan merokok) 
5�ďŁČFŅç49

N�Ş�

 

 
      
 
    1 

 
 
 

2 

 
 
 

3 

 
 
 

4 

 
 
 

5 

 
 
 

6 

 
 
 

7 
 

3. I am susceptible to 
getting cigarette smoking 
illnesses. 
(Saya mudah terdedah 
untuk menghadapi 
penyakit yang berkaitan 
dengan merokok) 
5<µÃ3(ďŁČF

4ŅçŞ�

 

 
      
 
    1 

 
 
 

2 

 
 
 

3 

 
 
 

4 

 
 
 

5 

 
 
 

6 
 
 

 
 
 

7 
 

 
 
 
PART 3E: PBn 
 
 Strongly 

Disagree 
(Langsung 

Tidak 
bersetuju) 
Ï°7p

i 

Disagree 
(Tidak 
Setuju) 
7pi 

Somewhat 
Disagree 
(Tidak 
Begitu 
Setuju) 
�k7p

i 

Neutral 
(Neutral) 
ni� 

Somewhat 
Agree 
(Agak 

Bersetuju) 
�kpi 

Agree 
(Bersetuju) 
pi�

 

Strongly 
Agree 

(Sungguh 
Bersetuju) 
Ï°pi 

1. Quit cigarette smoking 
will help me to lower my 
chances of developing 
heart problems. 
(Saya boleh 
mengurangkan risiko 
untuk menghadapi 
penyakit jantung apabila 
saya berhenti merokok) 
ĮŁ�+Üï5đåĳ

)Tľ��Ņç4_

ěŞ�

 
 
 
 

 
 
 
 

     1 

 
 
 
 

2 

 
 
 
 

3 

 
 
 
 

4 

 
 
 
 

5 

 
 
 
 

6 

 
 
 
 

7 
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2. Quit cigarette smoking 
will help me to save 
money. 
(Saya boleh menjimat 
duit apabila saya 
berhenti merokok) 
ĮŁ�+Ü5ėºŞ 
 

 
 
 

     1 

 
 
 

2 
 
 

 
 
 

3 

 
 
 

4 

 
 
 

5 

 
 
 

6 

 
 
 

7 
 

3. Quit cigarette smoking 
will help me to gain 
respect of my friends. 
(Saya akan dihormati 
oleh rakan-rakan saya 
apanila saya berhenti 
merokok) 
ĮŁ�Üï5à3�[

64ĪķŞ�

 

 
 

 
     1 

 
 

 
2 

 
 

 
3 

 
 
 

4 

 
 

 
5 

 
 

 
6 

 
 
 

7 
 

 
 
 
PART 3F: PBr 
 
 Strongly 

Disagree 
(Langsung 

Tidak 
bersetuju) 
Ï°7p

i 

Disagree 
(Tidak 
Setuju) 
7pi 

Somewhat 
Disagree 
(Tidak 
Begitu 
Setuju) 
�k7p

i 

Neutral 
(Neutral) 
ni� 

Somewhat 
Agree 
(Agak 

Bersetuju) 
�kpi 

Agree 
(Bersetuju) 
pi�

 

Strongly 
Agree 

(Sungguh 
Bersetuju) 
Ï°pi 

1. I don’t have accessible 
transportation to Quit 
Smoking Clinic. 
(Saya tidak mempunyai 
pengakutan yang boleh 
diakses ke klinik berhenti 
merokok) 
5=�ÐÑ4Ì�b×

(ØĮŁŏtŞ�

 

 
 

     1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

 
 

6 

 
 

7 
 

2. I Have to take time off 
from my job or other 
commitments to attend 
quit smoking clinic. 
(Saya dikehendaki 
mengambil cuti untuk 
menghadiri klinik 
berhenti merokok) 
5Íē�54�qÂ�

LĘÆ.øBRj#Ó

|ĮŁŏtıéŞ�

 

 
 
 

     1 

 
 
 

2 

 
 
 

3 

 
 
 

4 

 
 
 

5 

 
 
 

6 

 
 
 

7 
 

3. I will miss the taste of 
cigarettes. 
(Saya akan rindui rasa 
rokok) 
5+āÙÖŁ4ÄRŞ�

 

 
     1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 
 

4. The treatment is time-
consuming. 
(Rawatan akan 
mengambil masa yang 
lama) 
ıé�Ï°ńR4Ş�

 

 
 
     1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

 
 

6 

 
 

7 
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PART 3G: SE 
 
 Strongly 

Disagree 
(Langsung 

Tidak 
bersetuju) 
Ï°7p

i 

Disagree 
(Tidak 
Setuju) 
7pi 

Somewhat 
Disagree 
(Tidak 
Begitu 
Setuju) 

�k7p

i 

Neutral 
(Neutral) 
ni� 

Somewhat 
Agree 
(Agak 

Bersetuju) 
�kpi 

Agree 
(Bersetuju) 

pi�

 

Strongly 
Agree 

(Sungguh 
Bersetuju) 
Ï°pi 

1. I am able to quit 
cigarette smoking. 
(Saya mampu untuk 
berhenti merokok) 
5�NczĎďŁŞ�

�

 
 

     1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

 
 

6 

 
 

7 
 

2. It is easy for me to quit 
smoking 
(Ianya mudah untuk 
berhenti merokok) 
ãĉøŁE5#8�µ

Ã4Ş�

 

 
 

     1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

 
 

6 

 
 

7 
 

3. I am confident to attempt 
quit cigarette smoking.  
(Saya yakin saya boleh 
berhenti merokok) 
5�`TĹ�ĮŁŞ�

   

 
 

     1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

 
 

6 

 
 

7 
 

 
PART 3H: BI 
 Strongly 

Disagree 
(Langsung 

Tidak 
bersetuju) 
Ï°7p

i 

Disagree 
(Tidak 
Setuju) 
7pi 

Somewhat 
Disagree 
(Tidak 
Begitu 
Setuju) 

�k7p

i 

Neutral 
(Neutral) 
ni� 

Somewhat 
Agree 
(Agak 

Bersetuju) 
�kpi 

Agree 
(Bersetuju) 

pi�

 

Strongly 
Agree 

(Sungguh 
Bersetuju) 
Ï°pi 

1. I intend to quit smoking 
during the next 3-4 
months time.  
(Saya berhasrat untuk 
berhenti merokok dalam 
masa 3-4 bulan) 
5oÉ�Î#4�� 	�!

�§jĮŁŞ�

 

 
    
    1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

 
 

6 

 
 

7 
 

2. I expect to quit smoking 
during the next 3-4 
months time. 
(Saya dijangka akan 
berhenti merokok dalam 
masa 3-4 bulan) 
5§¤�Î#4�� 	�!

�Rj§jĮŁŞ�

 

 
    
    1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

 
 

6 

 
 

7 
 

3. I will try to quit smoking 
during the next 3-4 
months time. 
(Saya akan cuba 
berhenti merokok dalam 
masa 3-4 bulan) 
�Î# � 	 !�4Rj

Sś5+Ĺ�ĮŁŞ�

 

 
    
    1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

 
 

6 

 
 

7 
 

 
-END- TAMAT -�  


