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VERSION 1 - REVIEW 

REVIEWER Hedwig Boudrez 
University Ghent 

REVIEW RETURNED 15-Feb-2016 

 

GENERAL COMMENTS Intreresting paper, presenting the results of the development of a 
new questionnaire. I have a few remarks, requiring some more 
information that could strenghten the paper.  
- The initial pool of items was based on the BCS, containing 19 
items; 13 new items were added (= 32 items). Only 23 items were 
included = 9 items from the original questionnaire were deleted. 
Why? What content did these items have?  
- Participants: what were the reasons for their hospital admission? 
were these admissions smoking related? Could these admissions 
have influenced their answers to the questionnaire?  
- Stability of factor structure: ambiguous and inapplicable items were 
deleted. Can you give some more information on these items 
(examples)  
- Total score of the scale: participants with more than 20% missing 
data were excluded. Can you explain a bit more the reason for using 
a limit of 20%? A reference?  
- Sample characteristics: 437 questionnaires were sent. How many 
smokers were participating in the GIVE UP FOR GOOD study? Can 
you provide some more information on the number of included and 
excluded participants?  
- Table 1: can you please provide some more information on the 
scales that were used, IQR, HSI, in order to have a better 
understanding of the data in table 1?  
- Table 2: 2 factors have been identified: factor 1 as intrinsic factors, 
factor 2 as extrinsic factors. However, items 15 (fear of weight gain), 
17 (fear of failing), 20 (belief that I can stop smoking in the future) 
seem to have an intrinsic value and qualification; they seem to 
belong more to the intrinsic factor, than to the extrinsic one.  

 

REVIEWER Vicente Martinez-Vizcaino 
Universidad de Castill-La Mancha, Social and health research 
center, Spain 

REVIEW RETURNED 16-Feb-2016 
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GENERAL COMMENTS I can appreciate the amount of work behind developing the 21-item 
Challenges to Stopping Smoking scale. Clearly, it seems a useful 
questionnaire to determine the degree of difficulty that supposed to 
stop smoking for patients. Whilst I enjoyed reading the manuscript, I 
have listed below a number of areas that I think need further 
consideration  
Methods  
1. Authors should display the results in order to allow the readers to 
assess the fit of the structure in two dimensions of the scale.  
2. In section Factor analysis, authors have to detail more clearly the 
process of exploratory factor analysis, and confirmatory factor 
analysis methods should be included.  
Results  
3. In Table 1 authors should present descriptive sample data for 
smokers and non-smokers separately  
4. You could include a scree plot and confirmatory factor analysis 
(CFA) plot to provide more information about the number of factors 
to retain in a factor analysis or principal components analysis.  
 
Discussion  
5. When developing the items of the scale the authors reviewed the 
literature, but the use of focus groups or other qualitative 
approaches would have helped the authors to identify possible 
issues that probably do not appear in the literature  
6. It would be have been desirable that authors, in order to assess 
the convergent validity, had examined the correlation of the scale 
with other construct-related scales. If not, this concern should be 
acknowledged in limitations section 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

 

1. The initial pool of items was based on the BCS, containing 19 items; 13 new items were added (= 

32 items). Only 23 items were included = 9 items from the original questionnaire were deleted. Why? 

What content did these items have?  

 

The items retained and deleted from the BCS scale as well as reasons for deletion are now included 

in a supplementary table. Please see page 6, under the section ‘item generation’ and supplementary 

table 1.  

 

2. Participants: what were the reasons for their hospital admission? were these admissions smoking 

related? Could these admissions have influenced their answers to the questionnaire?  

 

The reasons for hospitalisation are now included in table 1 (page 12). We acknowledge that the 

reason for admission or factors associated with this may have influenced participants’ answers to the 

questionnaire. This possibility is now included in the discussion section (page 21, 2nd paragraph).  

 

3. Stability of factor structure: ambiguous and inapplicable items were deleted. Can you give some 

more information on these items (examples)  

The two ambiguous and inapplicable items – ‘having doubt in the health benefits of stopping smoking’ 

and ‘no support or encouragement at work to stop smoking’¬ were removed. This has been now 

made clearer under the section ‘structure of the inventory’ (page 14, 2nd paragraph).  

 

4. Total score of the scale: participants with more than 20% missing data were excluded. Can you 
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explain a bit more the reason for using a limit of 20%? A reference?  

 

We included all patients who answered ≥80% of items in the scale in the analysis. While the 80% 

threshold is somewhat arbitrary, this cut-off or similar values is widely used, including, for example the 

recent study of Yost and colleagues (1). Fairclough — a leading authority in patient reported 

outcomes in oncology recommends patients inclusion if at least 50% of items are answered(2). Thus 

excluding all patients with more than 20% of missing values is a more conservative approach.  

 

5. Sample characteristics: 437 questionnaires were sent. How many smokers were participating in the 

GIVE UP FOR GOOD study? Can you provide some more information on the number of included and 

excluded participants?  

 

The total number of study participants in ‘GIVE UP FOR GOOD’ study was 600. The remaining 

participants either dropped out or declined to participate in this sub-study. This information has been 

now included in the manuscript (page 10, 3rd paragraph).  

 

6. Table 1: can you please provide some more information on the scales that were used, IQR, HSI, in 

order to have a better understanding of the data in table 1?  

 

The details about the scales mentioned in table 1 have been included now in the table legend (See 

page 12).  

 

7. Table 2: 2 factors have been identified: factor 1 as intrinsic factors, factor 2 as extrinsic factors. 

However, items 15 (fear of weight gain), 17 (fear of failing), 20 (belief that I can stop smoking in the 

future) seem to have an intrinsic value and qualification; they seem to belong more to the intrinsic 

factor, than to the extrinsic one.  

 

The items ‘fear of failing to quit smoking’ and ‘belief that I can stop smoking in the future, if I need to’ 

loaded significantly onto both factors. From a data-driven perspective, the factor analysis suggested 

that the extrinsic feature of this item was more prominent than the intrinsic feature in subjects’ 

responses. This limitation is now made clearer in the discussion section (page 19, 3rd paragraph).  

 

The item ‘fear of weight gain’ is loaded significantly on extrinsic subscale and the authors believe that 

‘weight gain’ is an extrinsic factor and the feeling associated with ‘weight gain’ also can be considered 

as an extrinsic factor.  

 

 

   

Reviewer: 2  

 

Methods  

 

1. Authors should display the results in order to allow the readers to assess the fit of the structure in 

two dimensions of the scale.  

 

We feel we have fully reported all the relevant goodness of fit statistics to allow readers to judge the fit 

of our factor solution. These include root mean square error of approximation (RMSEA), p value for 

close fit, comparative fit index (CFI) and Tucker Lewis index (TLI) for the single and two-factor models 

(see page 16, 1st paragraph). This eclipses what is typically reported for such analyses. However, we 

would be happy to add any additional indices. It should be noted that as the analyses were 

undertaken on polychoric correlations rather than treating the ordinal categories as numerical values, 

notions of proportions of variance accounted for are not clearly meaningful.  
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2. In section Factor analysis, authors have to detail more clearly the process of exploratory factor 

analysis, and confirmatory factor analysis methods should be included.  

 

The more details about factor analysis are now included in methods section under the heading ‘factor 

analysis’ (See page 8). Undertaking a confirmatory factor analysis (CFA) following an exploratory 

factor analysis (EFA) using the same data is not a good practice. It is increasingly apparent that, even 

when new samples are analysed, the practice of setting low loadings from EFA to zero in subsequent 

CFAs can distort structures and is almost always associated with poor fit (3).  

 

Results  

 

3. In Table 1 authors should present descriptive sample data for smokers and non-smokers 

separately  

 

Separate descriptive statistics for smokers and ex-smokers are now included in table 1 (see page 12).  

 

4. You could include a scree plot and confirmatory factor analysis (CFA) plot to provide more 

information about the number of factors to retain in a factor analysis or principal components analysis.  

 

The number of factors retained was determined by the methods described in the paper. This involved 

formal sequential statistical tests to determine whether adding an additional dimension significantly 

improved model fit. As described, the addition of a third factor to the two factor solution failed this 

criterion. The eigen structure of the correlations as shown by a screeplot was consistent with 

outcome, but was not the basis of the decision. A screeplot is now included as a supplementary figure 

(see page 14, 1st paragraph and supplementary figure 1).  

 

We are not quite sure what the reviewer means by a confirmatory factor analysis (CFA) plot, but 

would be willing to add a supplementary figure if clarified.  

 

Discussion  

 

5. When developing the items of the scale the authors reviewed the literature, but the use of focus 

groups or other qualitative approaches would have helped the authors to identify possible issues that 

probably do not appear in the literature.  

 

The item pool was generated from empirical and theoretical literature, existing scales and expert 

opinion. We also undertook interviews with smokers and ex-smokers. This information has been 

included in discussion section (page 19, 2nd paragraph).  

 

6. It would be have been desirable that authors, in order to assess the convergent validity, had 

examined the correlation of the scale with other construct-related scales. If not, this concern should 

be acknowledged in limitations section  

 

Convergent validity and discriminant validity are commonly regarded as subsets of construct validity 

and was assessed in the current study. This is now made clearer under the section ‘Construct 

validation’ (see page 10).  
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VERSION 2 – REVIEW 

REVIEWER Hedwig Boudrez 
University Hospital Gent  
Belgium 

REVIEW RETURNED 09-Mar-2016 

 

GENERAL COMMENTS Reviewed paper includes responses to the comments on the first 
version.  
Excellent paper 
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