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Predictors of wanting to quit in a national sample
of Aboriginal and Torres Strait Islander smokers

S

moking kills one in five
Aboriginal and Torres
Strait Islander people.1
Encouragingly, there was a steady
decrease in the prevalence of daily
smoking in the decade to 2012–2013,
from 49% to 42% in those aged 15
years or older.2 The 2008 National
Aboriginal and Torres Strait Islander
Social Survey (NATSISS) found that
62% of smokers had either cut down
or attempted to quit smoking in the
previous year,3 indicating high levels
of motivation to quit.
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However, smoking in remote areas
has not declined to the same degree
as in other areas, and the difference
between smoking rates of Aboriginal
and Torres Strait Islander peoples
and non-Indigenous Australians has
not diminished.4 Factors reported
to contribute to the high prevalence
of smoking among Aboriginal and
Torres Strait Islander peoples include
ongoing effects of colonisation and
dispossession, normalisation of smoking, socioeconomic inequalities and
a lack of access to services that support quitting.5-9 Smoking has also been
associated with high rates of psychological distress, experiences of racism
and binge drinking among Aboriginal
and Torres Strait Islander peoples.10,11
Where and how these factors influence the pathway to smoking and quitting has important implications for
tobacco control interventions.12
While there has been limited evaluation of strategies to reduce smoking among Aboriginal and Torres
Strait Islander peoples, there is some
evidence that health professional
advice and advertising campaigns
increase interest in quitting.13,14 Here,
we explore which policies and other
factors predict wanting to quit in a
national sample of Aboriginal and
Torres Strait Islander smokers.

Methods
Survey design and participants
The Talking About The Smokes (TATS)
project surveyed 1643 current smokers
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Abstract
Objective: To describe factors that predict wanting to quit smoking in a
national sample of Aboriginal and Torres Strait Islander people.
Design, setting and participants: The Talking About The Smokes
(TATS) project used a quota sampling design to recruit participants from
communities served by 34 Aboriginal community-controlled health services
and one community in the Torres Strait. Baseline survey data were collected
from 1643 current smokers between April 2012 and October 2013.
Main outcome measure: Wanting to quit smoking.
Results: More than two-thirds of smokers (70%) said they want to
quit. Many factors were associated with wanting to quit, including past
quitting activity. Interest in quitting was lower among men and smokers
from economically disadvantaged areas, but there was no difference by
age, remoteness or other measures of economic disadvantage. Attitudes
and beliefs negatively associated with wanting to quit included enjoying
smoking and believing quitting to be very difficult, and those positively
associated included regretting ever starting to smoke, perceiving that local
Aboriginal and Torres Strait Islander community leaders disapprove of
smoking, believing non-smokers set a good example to children, worrying
about future smoking-related health effects and believing quitting to
be beneficial. Reporting support from family and friends was predictive
of wanting to quit, but factors related to smoking in the social network
were not. Associations with health and wellbeing were mixed. While most
tobacco control policy exposure variables were positively associated with
wanting to quit, two — receiving advice to quit from a health professional,
and recall of targeted anti-tobacco advertising — appeared to have an
effect that extended beyond influencing relevant attitudes and beliefs.
Conclusion: Interest in quitting among Aboriginal and Torres Strait Islander
smokers appears to be influenced by a broad range of factors, highlighting
the importance of taking a comprehensive approach to tobacco control.
Advice from health professionals and targeted advertising appear to be
important intervention strategies.

from April 2012 to October 2013 (Wave
1, or baseline). The survey design and
participants have been described in
detail elsewhere.15,16 Briefly, the study
used a quota sampling design to recruit participants from communities
served by 34 Aboriginal communitycontrolled health services (ACCHSs)
and one community in the Torres
Strait. Project sites were selected
based on the population distribution of Aboriginal and Torres Strait
Islander people by state or territory
and remoteness. In most sites (30/35),
we aimed to interview a sample of 50
smokers or recent quitters (ex-smokers
who had quit 艋 12 months before),
with equal numbers of men and women and those aged 18–34 and ⭓ 35
years. The sample sizes were doubled in four large city sites and the
Torres Strait community. People were
excluded if they did not identify as

Aboriginal or Torres Strait Islander,
were less than 18 years old, were not
usual residents of the area, were staff
of the ACCHS or were deemed unable
to consent or complete the survey.
In each site, different locally determined methods were used to collect
a representative, albeit non-random,
sample. The baseline sample closely
matched the sample distribution of
the 2008 NATSISS by age, sex, jurisdiction and remoteness, and number of
cigarettes smoked per day for current
daily smokers. However, there were
inconsistent differences in some socioeconomic indicators: our sample had
higher proportions of unemployed
people, but also higher proportions
who had completed Year 12 and who
lived in more advantaged areas.15
Interviews were conducted face to
face by trained interviewers, almost
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1 Hierarchical model for multivariable analysis

Univariate analysis

Sociodemographic
variables with P < 0.15
included in multivariable
analysis, dropped one by
one if P > 0.05 (in order
of least signiﬁcance) to
establish signiﬁcant
sociodemographic
variables

all of whom were members of the
local Aboriginal and Torres Strait
Islander community. The survey,
entered directly onto a computer tablet, took 30–60 minutes to complete. A
single survey of health service activities was also completed for each site.
The project was approved by three
Aboriginal human research ethics committees (HRECs) and two
HRECs with Aboriginal subcommittees: Aboriginal Health &
Medical Research Council Ethics
Committee, Sydney; Aboriginal
Health Research Ethics Committee,
Adelaide; Central Australian HREC,
Alice Springs; HREC for the Northern
Territory Department of Health and
Menzies School of Health Research,
Darwin; and the Western Australian
Aboriginal Health Ethics Committee,
Perth.
Main outcome measure
All smokers were asked “Do you
want to quit smoking?” (“yes”, “no”
or “don’t know”). This outcome was
dichotomised for logistic regression analyses, with “don’t know”
responses excluded. Those who
reported wanting to quit were also
asked how much they want to quit (“a
little”, “somewhat” or “a lot”).
Predictors of wanting to quit
Predictors of wanting to quit were
explored for key sociodemographic
indicators, known predictors of
smoking and quitting, and policy
exposure variables. These questions,
and how they have been grouped for
multivariable analyses, are summarised in Appendix 1.
Statistical analyses
All analyses were performed using
Stata, version 13.1 (StataCorp). Stata’s

Policy exposure
variables with P < 0.15
added to model,
dropped one by one if
P > 0.05 (in order of
least signiﬁcance) until
Model 1 established
and stable

survey [SVY] commands were used to
adjust for the sampling design, identifying the 35 project sites as clusters,
and the quotas based on age, sex and
smoking status as strata.17 The relationship between wanting to quit and
each predictor variable (Appendix 1)
was explored using logistic regression.
Variables with two or more categories
were then collapsed based on previously established cut-points or those
that best fitted the data and context.
With the exception of the quitting history subset, which was not included in
the multivariable model, variables of
importance (with P < 0.15 on adjusted
Wald tests) were added hierarchically,
commencing with the sociodemographic factors (Box 1). Measures of
past quitting activity were not included in the multivariable models because
they are indicators of past motivation
to quit, which may confound analyses
about present intentions. A backwards
elimination technique was used to arrive at each model.
Less than 1% of smokers (11/1643) did
not respond to the question on wanting to quit and were excluded from all
analyses. Of the remainder, data for
the 4.8% of smokers (79/1632) who did
not know if they wanted to quit were
also excluded, leaving 1553 smokers for analysis. While those who
declined to respond to questions on
predictor variables (艋 34/1553) were
also excluded from relevant analyses,
all “don’t know” responses for these
variables were combined with other
categories as best fitted the data, for a
more complete representation of our
smoker sample (Appendix 2).

Results
Of the 1553 smokers, 1083 (70%) reported wanting to quit. Of these, 9%
(100/1079) wanted to quit “a little”,

Contextual factors
(other moderators) with
P < 0.15 added to Model
1, dropped one by one if
P > 0.05 (in order of
least signiﬁcance) until
Model 2 established
and stable

Policy-relevant attitudes
and beliefs (mediators)
with P < 0.15 added to
Model 2, dropped one by
one if P > 0.05 (in order
of least signiﬁcance)
until ﬁnal Model
(Model 3) established
and stable

31% (330/1079) said “somewhat” and
60% (649/1079) wanted to quit “a lot”.
Many of the 56 predictor variables
(Appendix 1) were associated with
wanting to quit; those that were not
are listed in Appendix 3. Variables
that were significant predictors in
at least one multivariable model are
included in Box 2. Those that only
held significant univariate associations are listed in Appendix 4, along
with variables for quitting history.
Measures of past quitting activity
were consistently associated with
wanting to quit on univariate analysis, which demonstrates convergent
validity.
There were no differences in wanting to quit by age or remoteness
(Appendix 3). However, men were
less likely than women to want to quit
(63% v 76%). While those from areas
of greater disadvantage were less
likely to want to quit (Box 2), other
measures of economic advantage
(such as education and employment)
did not predict interest in quitting
in any of the multivariable models
(Appendix 4).
Smokers who said they enjoyed
smoking and that smoking is an
important part of life were less
likely to want to quit (Appendix 4),
although only enjoying smoking significantly predicted lack of interest in
quitting in the final model (Model 3)
(Box 2). Agreement with each of the
statements regarding the negative
aspects of smoking was associated
with increased interest in quitting
in unadjusted analyses (Appendix
4). When controlling for other factors (Model 3, Box 2), wanting to
quit was higher among those who
regretted ever starting to smoke,
were very worried about the future
effects of smoking on their health,

MJA 202 (10) · 1 June 2015

S27

Supplement
2 Hierarchical model of associations with wanting to quit in a national sample of Aboriginal and Torres Strait Islander smokers*
Univariate† (n = 1553)

Smokers

% (frequency) Odds ratio (95% CI)
Do you want to quit? — Yes

P**

70% (1083)

Model 1‡ (n = 1454)

Model 2§ (n = 1416)

Model 3¶ (n = 1503)

AOR (95% CI)

P**

AOR (95% CI)

P**

AOR (95% CI)

P**

—

—

—

—

—

—

0.01

0.68 (0.49–0.94)

0.02

0.59 (0.42–0.83)

0.002

0.61 (0.41–0.90)

0.01

Sociodemographic factors
Male
Area-level disadvantage

††

63% (476)

0.55 (0.40–0.76)

< 0.001 0.65 (0.47–0.90)

68% (849)

0.59 (0.42–0.84)

0.004

78% (675)

2.50 (1.91–3.26)

0.53 (0.37–0.76)

0.001 0.56 (0.38–0.82) 0.003

Policy exposure variables
Advised to quit by health
professional‡‡

< 0.001 2.07 (1.56–2.74) < 0.001

1.71 (1.24–2.35)

0.001

1.42 (1.04–1.94)

0.03

1.0

< 0.001

dropped

—

0.04

dropped

—

dropped

—

dropped

—

1.79 (1.38–2.32)

< 0.001

1.74 (1.32–2.31)

< 0.001

How often warning labels
noticed§§
Never

45% (71)

1.0

Sometimes or don’t know

58% (204)

1.65 (1.03–2.63)

< 0.001

1.50 (0.97–2.32)

1.0

< 0.001

1.34 (0.84–2.14)

Often

78% (755)

4.31 (2.64–7.04)

3.02 (1.93–4.73)

2.58 (1.59–4.20)

How often news stories noticed¶¶
Never

59% (271)

1.0

Sometimes or don’t know

71% (512)

1.73 (1.33–2.26)

< 0.001

1.30 (0.99–1.71)

1.0

0.03

1.33 (1.00–1.78)

1.0

Often

81% (297)

3.03 (2.03–4.53)

1.75 (1.15–2.68)

1.73 (1.12–2.68)

48% (112)

1.0

How often advertising or
information noticed¶¶
Never

< 0.001

dropped

—

Sometimes or don’t know

68% (403)

2.26 (1.60–3.19)

Often

79% (548)

4.09 (2.67–6.27)

80% (592)

2.57 (2.03–3.27)

< 0.001

84% (203)

2.58 (1.77–3.74)

< 0.001

dropped

—

Noticed targeted advertising¶¶
¶¶

Noticed local advertising

1.75 (1.36–2.25) < 0.001

dropped

dropped

Contextual factors (other moderators)
High nicotine dependence***

62% (190)

0.65 (0.49–0.86)

0.003

—

—

0.63 (0.48–0.83) < 0.001

High perceived difficulty of
quitting

66% (360)

0.77 (0.58–1.02)

0.07

—

—

0.59 (0.44–0.80) 0.001

Smoking-induced deprivation¶¶

76% (265)

1.49 (1.08–2.05)

0.02

—

—

Satisfied with life

67% (879)

0.42 (0.28–0.64)

< 0.001

—

—

0.55 (0.37–0.83) 0.005

Risky alcohol intake (binge
drinking) weekly‡‡

63% (349)

0.63 (0.49–0.80)

< 0.001

—

—

0.62 (0.47–0.82)

< 0.001

1.51 (1.04–2.20)

0.03

dropped
0.54 (0.39–0.74) < 0.001
dropped
dropped

0.001 0.66 (0.49–0.88)

0.005

How often too many worries to
deal with¶¶
Never

60% (219)

1.0

—

—

1.0

Sometimes or don’t know

71% (644)

1.64 (1.21–2.22)

—

—

1.76 (1.24–2.51)

1.60 (1.10–2.32)

Often

79% (214)

2.52 (1.74–3.65)

—

—

2.27 (1.41–3.66)

2.15 (1.29–3.58)

Support to quit from family and
friends

78% (729)

2.54 (1.90–3.40)

< 0.001

—

—

2.03 (1.48–2.79) < 0.001

1.51 (1.10–2.07)

Smoke-free home (effective
indoor ban)

74% (574)

1.55 (1.22–1.97)

< 0.001

—

—

1.41 (1.08–1.84)

0.002

0.01

0.01

0.01

dropped

Policy-relevant attitudes and beliefs (mediators)
You enjoy smoking†††

61% (594)

0.28 (0.20–0.41)

< 0.001

—

—

—

—

If you had to do it over again,
you would not have started
smoking†††

75% (907)

2.79 (1.96–3.97)

< 0.001

—

—

—

—

1.55 (1.06–2.27)

0.02

Community leaders where you
live disapprove of smoking†††

77% (504)

1.89 (1.47–2.43)

< 0.001

—

—

—

—

1.61 (1.19–2.19)

0.002

Being a non-smoker sets a good
example to children†††

73% (1029)

4.64 (2.91–7.38)

< 0.001

—

—

—

—

2.31 (1.38–3.86)

0.002

Very worried about future health
effects

90% (500)

6.20 (4.44–8.65)

< 0.001

—

—

—

—

3.43 (2.35–5.00) < 0.001

High perceived benefit from
quitting

82% (780)

4.42 (3.25–6.00)

< 0.001

—

—

—

—

0.32 (0.23–0.44) < 0.001

2.21 (1.59–3.07)

< 0.001

AOR = adjusted odds ratio. * Current smokers in the baseline survey of the Talking About The Smokes project, excluding those who did not know if they want to quit smoking and others for
whom questions were declined or not applicable. † Variables with significant univariate but not multivariable associations are in Appendix 4. ‡ Policy exposure variables plus sociodemographic
factors. § Model 1 plus contextual factors. ¶ Model 2 plus policy-relevant attitudes and beliefs. ** P values for overall variable significance, using adjusted Wald tests. †† Socio-Economic Indexes
for Areas quintiles 1–3. ‡‡ In the past year. §§ In the past month. ¶¶ In the past 6 months. *** Heaviness of Smoking Index score, 4–6. ††† “Agree” or “strongly agree” responses. 
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and believed quitting would be beneficial. Believing that not smoking
sets a good example to children and
perceiving that local Aboriginal and
Torres Strait Islander community
leaders disapprove of smoking also
predicted wanting to quit in multivariable modelling, but perceiving
disapproval of smoking by mainstream society did not.
More non-daily smokers than daily
smokers said they want to quit (78%
v 68%). Those assessed as highly
nicotine-dependent (based on the
Heaviness of Smoking Index) were
less likely to want to quit, compared
with those who were less dependent
(Model 2, Box 2). While a perception
that quitting would be very difficult reduced the odds of wanting
to quit, even when controlling for
relevant attitudes (Model 3, Box 2),
reporting strong urges or cravings
did not (Appendix 3). Smokers who
consumed risky levels of alcohol at
least weekly were also less likely
to want to quit. On the other hand,
smokers who experienced too many
worries or went without food or other
essentials (because of money spent
on cigarettes) were more likely to
want to quit, although only having
too many worries was predictive in
the final model (Box 2).
Very few contextual factors relating
to the social environment predicted
wanting to quit, and only support
from family and friends remained
in the final model. Smoke-free environments were also associated with
interest in quitting: home (but not
workplace) smoking bans predicted
wanting to quit when adjusting for
sociodemographic factors (Model 2,
Box 2), but not when relevant attitudes were considered (Model 3).
All variables relating to exposure
to tobacco control policies were
positively associated with wanting
to quit, except for the presence of
dedicated tobacco control staff or
resources at the local health service
(determined from the project site survey). Only two policy exposure variables appeared to have relationships
that were not fully explained (mediated) by relevant attitudes and beliefs:
these were having received advice
to quit from a health professional in

the past year, and having noticed targeted anti-tobacco advertising in the
past 6 months.

Discussion
It is encouraging that most Aboriginal
and Torres Strait Islander smokers
said they want to quit, similar to past
studies.6,13,18 We found that a broad
range of factors were associated with
wanting to quit, including attitudes
towards smoking, social normative
beliefs, dependence-related measures, other contextual factors and
exposure to a range of tobacco control interventions. The diversity of
influences highlights the importance
of taking a comprehensive approach
to tobacco control, through strategies
that target the individual, the community and broader aspects of society and the environment.
It is of particular importance that
many of the tobacco control strategies
assessed were associated with wanting to quit. While it is possible (as
with all cross-sectional associations)
that wanting to quit led to heightened
attention to materials or programs
about smoking, these relationships
remained significant whether or not
other strategies were also noticed.
There would seem to be little doubt
that the tobacco control strategies
assessed were contributing to interest in quitting. In particular, being
advised to quit smoking by a health
professional and recalling targeted
anti-tobacco advertising were predictive of wanting to quit, and these
relationships were not contingent
on forming relevant attitudes and
beliefs. That is, if a health professional says “you should quit smoking”, people become more motivated
to do so, even if their beliefs about
smoking (eg, whether they will benefit from quitting) remain unchanged.
This suggests that these interventions
have some direct influence on interest
in quitting, whether or not they also
influence other beliefs. This motivational effect of brief advice is consistent with past findings,13,19 including
in other populations,20 and should
affirm the importance of such conversations for health professionals.

While there are mixed findings
regarding the effect of media campaigns on quit intentions, there is
good evidence that well funded mass
media campaigns promote quitting.21
Our results suggest that targeted
messages have added potency for
Aboriginal and Torres Strait Islander
peoples, beyond that of mainstream
mass media messages, which are
thought to be equally effective for
Indigenous peoples as for the general
population.14 The added potency of
targeted and local advertising may be
due to greater cultural relevance,14,22,23
or because of community involvement and leadership in its development. For example, ACCHSs often use
targeted advertising and information
that may incorporate Aboriginal and
Torres Strait Islander cultural beliefs,
holistic wellbeing, family messages,
storytelling, role modelling and community elders.24 In general, targeted
messages are indicated where beliefs
and sources of motivation differ from
those in the general population.25
Elsewhere in this supplement, we
report that beliefs about harm to others appear particularly motivating,26
and that smokers who recalled more
targeted or local targeted advertising were more likely to hold these
beliefs.27
Our results emphasise previous findings regarding the power of others
to motivate quitting.7,19,26,28,29 Similar
findings have been reported for
other indigenous populations.30-32 In
this regard, it is relevant that having
more friends and family members
who smoke did not reduce interest
in quitting in our sample, consistent
with previous findings.13 That said,
social networks may be more important in making and sustaining quit
attempts, as reported elsewhere.33,34
Our finding that fewer men wanted
to quit is cause for concern, particularly when interpreted alongside
findings elsewhere in this supplement that fewer men are making quit
attempts.35 Sex was not found to predict wanting to quit in a similar but
smaller study conducted in regional
New South Wales.13 Further, national
surveys have not shown large differences between the sexes in the decline
of smoking uptake or the rise of successful quitting among Aboriginal
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and Torres Strait Islander peoples.36
International literature shows the
relationship between sex and quitting is complex and appears to differ according to age, social standing
and other factors such as differential
use of stop-smoking medications,37,38
which we have not explored here.

the 2008 NATSISS show that similar
proportions of smokers had seen a
health professional in the previous
year and had attempted to quit in the
previous year,15 which reassures us
that there was not strong systematic
bias caused by recruitment by health
service staff.

In contrast to the general population,
where younger, economically advantaged smokers report greater interest
in quitting,39,40 wanting to quit was
not predicted by age, remoteness,
education or employment in our
results, despite evidence of smaller
reductions in smoking among those
in remote areas and older age groups.2
This suggests differences in smoking
prevalence may be due to the challenges of quitting successfully for
these smokers, not lack of motivation.

While interviewer-assisted surveys
could lead to a social desirability
bias towards wanting to quit, evidence from elsewhere suggests that
respondents are equally or less likely
to say they want to quit in interviewer-assisted telephone surveys
compared with postal or online surveys.45,46 Social desirability biases can
also be culturally moderated, which
we sought to overcome by engaging
local interviewers to reduce the social
distance between the interviewer
and participant.47 Given there was
no evidence of any strong or systematic bias, we believe it appropriate to
compare our estimates and cross-sectional associations with other surveys
and to generalise our findings to the
national Aboriginal and Torres Strait
Islander population.15

Similarly, past research shows that
smokers who experience mental ill
health are no less interested in quitting, consistent with our findings for
smokers who reported having too
many worries or feeling depressed.41-43
However, these people are less likely
to succeed, particularly if they are
economically disadvantaged.41-43 The
solution for these smokers extends
beyond building motivation to quit.
In other settings of disadvantage, a
combination of short-term strategies,
which deal with immediate challenges to quitting, and longer-term
policy interventions, which tackle
factors that cause disadvantage and
marginalisation, is recommended.44
These recommendations are consistent with taking a comprehensive
approach to tobacco control.
Strengths and limitations
The TATS project sample was broadly
representative of the Aboriginal and
Torres Strait Islander population,
albeit with some inconsistent sociodemographic differences when compared with the 2008 NATSISS sample.
It is possible that a bias towards those
who were more connected to the
local health service boosted levels
of exposure to policies or programs
such as brief intervention or use of
local educational materials, which
may have inflated our estimates of
these exposures. However, comparisons between the TATS project and
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While we excluded 4.8% of smokers who did not know if they want
to quit (to better predict wanting to
quit, as a dichotomous outcome), the
demographic characteristics of these
smokers were similar to those who
were included in our analyses.
Using a hierarchical approach for the
multivariable analysis allowed us to
determine the degree to which policy
exposures could be accounted for
by relevant attitudes and beliefs (ie,
those that precede wanting to quit).
The hierarchical model unmasks
policy exposure variables that
have influenced wanting to quit by
strengthening relevant attitudes and
beliefs on the pathway to quitting. It
is likely that we have not measured
all attitudes and beliefs that are influenced by the tobacco control interventions assessed, which may explain
why some interventions remained in
the final model (ie, appearing to exert
a direct effect on wanting to quit).
However, although not exhaustive,
the variables included in the multivariable modelling have been shown
in other articles in this supplement to
be relevant and important, and have

also been shown to be relevant to a
diverse range of societies and tobacco
control environments.47 Further,
the strong relationships between
wanting to quit and past quitting
activity mirror findings from other
populations, which demonstrate that
repeated (and failed) attempts to quit
are common among those who are
most interested in quitting.48,49 This
validates the question “Do you want
to quit?” as an indicator of interest
in quitting among Aboriginal and
Torres Strait Islander peoples.
It is important to remember that some
of the predictors of wanting to quit
are likely to be caused by wanting to
quit. Further, at least for the general
population, determinants of success
once a quit attempt is initiated are
quite different to those for wanting
and attempting to quit.48,50,51 Some of
the variables that were unrelated to
interest in quitting among Aboriginal
and Torres Strait Islander smokers
are likely to predict quit success.
Longitudinal research is needed to
assess how factors associated with
wanting to quit influence the pathway to making and sustaining quit
attempts.
With these considerations in mind,
it is clear that most Aboriginal and
Torres Strait Islander smokers want to
quit. The broad range of factors associated with wanting to quit highlight
the importance of taking a comprehensive approach to tobacco control.
While it is likely that a continuation
of the strategies already in use will
enable high levels of motivation to be
maintained, the next challenge will
be to translate this into more successful quitting.
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