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health behavior literature to identify a small set of risk attributes
Risk communications are frequently intended to help people that are essential knowledge for informed personal decision
understand hazards they face, with the hope that this un- making, and it will draw on the risk perception literature to offer
derstanding will help them make better decisions about the suggestions about how lay knowledge of these attributes might
need for action or help them choose among alternative ac- be assessed.

tions. To evaluate the success of such communications, a Despite this paper’s focus on understanding, decisions ands
definition of “understanding” is needed. This paper suggests behavior are not determined by knowledge alone. Many other 3.
that decisions about personal risks require, at a minimum, factors are involved and are sometimes much more powerful.
information about the nature and likelihood of potential il These factors include emotions, personal values, social pres-S
effects, information about the risk factors that modify one’s sures, environmental barriers, and economic constraints. Edu-g"
susceptibility, and information about the ease or difficulty of cated individuals do not always make wise decisions. Still, with- <
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avoiding harm. Even if these attributes are accepted as es-out an understanding of the risk, appropriate decisions aboutS
sential criteria for understanding, research on risk percep- personal action can come only from luck or from following o
tions suggests that assessing what people know or believe isomeone else’s advice or example, neither of which is a depend-g
sometimes quite difficult. The focus of the paper is on the able guide. 8
several dimensions of risk comprehension. Examples of how §
each can be assessed are drawn from research on publicDIMENSIONS OF Risk COMPREHENSION 2

perceptions of the risks from smoking. These examples dem- A hensi derstandi f the risks f ki
onstrate that the public has only a limited understanding of comprenensive understanding ol the Tisks from smoxing

smoking risks. [Monogr Natl Cancer Inst 1999;25:15-20] would include such diverse topics as the identity of the chemi-
’ T cals in cigarette smoke, the transport and metabolism of these

chemicals in the body, the economic costs of smoking, and the =.
GOALS FOR RISk COMMUNICATION types of t_herapies usgd for smoking—relatgd iIInesse;. If all of
] o ) these topics are required for “understanding,” few if any lay
Many reasons exist why risk information may be communjsegple can ever be expected to understand the risks of smoking$
cated to the public or to individual patients: build trust, influencgowever such complete knowledge is not needed to decideE
policy, fulfill legal obligations, deny responsibility, justify pasthether one should smoke. To make decisions about the impor-=
actions, and more. Among the most important is the goal gfnce of avoiding a particular hazard, such as smoking, people
helping people understand the risks they face. The expectationds.q at a minimum, information about the nature and likelihood =
that this understanding will help people better decide whicly hotential ill effects, about the risk factors that modify their
hazards they should accept and which they should avoid Qsceptibility, and about the ease or difficulty of avoiding harm.
reduce. _ ) o _ Afocus on these particular risk dimensions is consistent with
But what does it mean to understand a risk™? To determ|nde|arge body of theory and research on health behagirand
how much the public understands about a hazard or to evalugi@ision making under uncertaing—7). All of these theories
how effective a risk communication has been, an approprigigyjicitly consider the severity of the potential harm. That is, the
measure of understanding is needed. Hazards are complex @adyries assert that people are influenced by how serious they

multidimensional, so a useful and defensible definition is fakink it would be if the hazardous outcome occurred. A prereg-
from obvious. Attempts have been made to establish criteria for

assessing the success of a single-risk mes§hgdo specify
what policymakers need to know about a r{&, and to provide  cqrrespondence tdveil D. Weinstein Ph.D., Department of Human Ecology,
a comprehensive examination of the entire risk communicati@igers University, 55 Dudley Rd., New Brunswick, NJ 08901-8520, (e-mail:
endeavor(2,3), but no one has tried to specify the minimumeilw@aesop.rutgers.edu).

information needed by an individual to understand his or herSee"Notes” following “References.”

own risk. This paper will draw on the decision-making an@ Oxford University Press
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uisite for any accurate judgment of severity is obviously asure, should not assume that people know what illnesses or
understanding of the identity of the harm that might occur. disabilities may result.

A second variable in relevant theories of decision making and Example: What are the potential health consequences of
behavior is the probability of the harm. In other words, what asemoking? Can people generate a reasonably complete list of the
the chances that it will occur if no preventive steps are takeifPesses that are caused by smoking? Do they acknowledge that
The probability of harm is rarely the same for everyone, samoking can cause these illnesses?
understanding one’s personal vulnerability requires knowledge A major problem with most attempts to learn whether people
of the main factors—such as personal behaviors, family histoknow what illnesses are caused by smoking is that the correct
and environmental exposures—that determine that probabilignswers are implicit within the questions. Respondents are asked
“Controllability” is another concept found in theories of healthwhether smoking can cause heart disease, lung cancer, and so
behavior(8). It denotes the reduction in the likelihood of harnforth. The questions thus remind people of the health effects that
that can be achieved by preventive action, so it can be viewedasis of concern and suggest what answer is correct. Such
one facet of understanding the probability of harm. prompted recall is a much more lenient measure of knowledge

A final crucial topic is the ease or difficulty of carrying outthan unprompted recall. Without being prompted in this way, it
actions to reduce the risk. Experience shows that people feppears that many people cannot identify even the best-known,
quently underestimate the difficulty of carrying out preventivenost serious illnesses caused by smoking. In two older studies
activities, so this topic should also be considered essentialcited in the 1989 Surgeon General's Rep(drt), for example,
informed decision making. only 32% of blacks surveyed and only 54% of a primarily white 9

Many other risk dimensions might influence decisions arghmple mentioned smoking when asked about the most impor-3
therefore might be considered necessary to understanditant causes of cardiovascular disease.
slowly appearing versus rapidly appearing, familiar versus un- It appears that for at least several decades, no survey in the%
familiar, vivid versus pallid, affecting many people simultabnited States has asked people, in an open-ended format, wha
neously versus affecting individuals one at a time, natural versilisesses can be caused by smoking. A 1990 Canadian surveyz
man-made, and so @8). Because there is neither agreement ngfiL2) inquired, “To the best of your knowledge, what, if any, are 6
much data about how influential these dimensions are, they tth@ health hazards related to smoking?” The results were that:
not seem to be essential to a core definition of risk understaraily 44% of respondents cited lung cancer, only 20% cited heart g
ing, although some might be very important in particular situalisease, only 20% cited emphysema, and only one in 20, or less,3 S
tions. cited other smoking-related illnesses such as high blood pres

Clearly, no single question can ascertain whether people wte, oral cancer, respiratory problems, bronchitis, or stroke. AS
derstand a risk. Only multiple queries will allow us to reaclwveakness of this study is that prompts (e.g., “Can you think of
valid conclusions about the extent to which people understandraything else”?) were not used to encourage people to try to add
risk and the types of information they are lacking. to the list of illnesses that they had already mentioned.

The remainder of this paper will elaborate on the risk dimen- If individuals cannot identify even the best known, most se-
sions just mentioned, including ways in which they might beere health effects of smoking without prompting, they are cer-
assessed. Examples will be drawn from research on the publieigly unable to apply that information in deciding whether to
views of smoking, including a recent review of the accuracy simoke.
smokers’ risk perceptiond0). Although the examples from the ~ When questions ask about specific effects, lung cancer, heartz
smoking literature provided here do not form a complete reviesisease, and emphysema are the diseases most commonly ass
of the smoking data, they nevertheless indicate that pubtimted with smoking by the lay person. A large majority of &
knowledge—when compared to a comprehensive definition siirvey respondents agree that cigarettes can cause those ill2
understanding—is inadequate. Most people still do not underesseg13). However, significant minorities of smokers do not £
stand the risks of smoking, and what they do know does not foagree. For example, according to the most current data reportedg
an adequate basis for decision making. in the 1989 Surgeon General’'s Rep(rl), 29% of the smokers =
did not agree that smoking causes heart disease; 17%—25% dic§
not agree that cigarette smoking causes lung cancer; and 21%-—=
25% did not believe that smoking causes emphysema or chroniciy
bronchitis. Similarly, in Australia, Chapman et &14) found N

Judging the severity of a hazard requires more than a vaghat only about 50% of the smokers agreed that smoking can
understanding that an activity is “bad for you” or that it “causesause heart disease, poor circulation, bronchitis, and stroke, and
cancer.” Unless a person has a reasonably complete knowledgly 72% agreed that smoking can cause lung cancer.
of the undesirable consequences of that activity—both what out-
comes can occur and how serious these outcomes are—he orldige Seriousness of These Outcomes
is not in a position to decide how negative the consequence
might be.
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EsseNTIAL CRITERIA FOR JUDGING COMPREHENSION

The Nature of the Potential Harm

SPerhaps because most health behavior research focuses on
illnesses or risky behaviors that are serious and relatively famil-
The Identity of the Health Outcomes That Can Occur iar, it is assumed that lay people are well informed about the

nature of these problems. Efforts are seldom made to determine

When surveys or interviews focus on a particular healtlahat people know about the symptoms or duration of illness, the

problem, such as breast cancer, stroke, or acquired immunoglessible aversiveness of treatment, the success of therapies, and
ficiency syndrome (AIDS), the identity of the health threat isimilar issues. Neither do researchers know which of these char-
self-evident. However, research on risky behaviors and enviraeteristics or others are the most important influences on health
mental hazards, such as smoking, alcohol abuse, or lead exXpehaviors.
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Example: How serious are the consequences of smoking? Mgen it was described as killing “1286 out of 10000 people”
people aware of the difficulty or impossibility of curing theséhan when described as killing “24.14 out of 100 people.”
illnesses, of the severe ways in which smoking-induced chronicSimilarly, Black et al.(20) found that 38% of their generally
illnesses alter people’s lives, and of the number of these illnessas|-educated sample (62% college graduates) made fundamen-
that are potentially fatal? tal, logical errors in making numeric risk estimates. For ex-

Basic to understanding the severity of the consequencesa@iple, some respondents gave a higher estimate for the likeli-
smoking is appreciating what it is like to have lung cancer, heafbod of contracting breast cancer sometime in the next 10 years
disease, or emphysema and the chances of mortality from thgsn for the likelihood of sometime in the next 20 years, whereas
diseases. Can people describe the debilitating symptoms of ejiers gave a higher estimate for the likelihood of getting and
physema? Do people understand how deadly lung cancer dgthg of breast cancer than for the likelihood of getting breast
Seldom are attempts made to answer such questions. The CgBgcer in the first place.
dian study cited earlief12) found that people substantially un-  pata also indicate that people’s actions sometimes bear little
derestimated the mortality rate from lung cancer, estimating @f\ation to statistics denoting absolute risk. A study by Shiloh
average tha_t only 64.7% of cases of lung cancer r_esult in deagh_d Saxe(21), for example, found no correlation between the

Some evidence shows that adolescents especially underegiinapilities provided to couples during genetic counseling and
mate the severity of the harm from smoking. For example, adgy gecisions they then made about childbearing. Windschitl and
lescents gave lower ratings for the amount of harm caused gy |5 (22) reported that judgments of likelihood using verbal

occasional, experimental, and regular smoking than did thEEtegories predicted subsequent actions better than did numeri
pal:ﬁTts(lS()j._ . ited talse | ion th likelihood estimates. Consistent with that result, Diefenbach and 2
e studies just cited may convey a false impression that @i, ein23) found that college students said that scales of risk

individqal’s appreciation of the sevgrity O.f an iliness can b\‘I?/ith verbal labels (e.g., “very unlikely”) were easier to use and
determined adequately from numeric ratings. Abundant evj- '

dence(16) shows that people are affected more by concre id a better job of representing their true feelings than did nu-

AR . 2 eric scales using either odds or percentages.
examples and vivid images than by pallid statistics. Thus, ) )
; " ; ; . All together, the available evidence shows that a large pro-
knowledge of illness statistics—survival rates, illness durations

and so forth—surely fails to capture important aspects of iIIneggrtlon of the public has enormous difficulty with odds and

. ) - .3
awareness. Researchers might find ways to compare the per@ S Igﬁg::%%se'szr;? gzgayt;\(;tcn:oaleshartggfstc:n(;n\;avl;:a\t?hgur?;en:g:eags
tions of respondents with those of people who have actuali peop X

experienced a disease, using the latter perceptions as a stang é"}'" means, that they use '.t in making decisions, or that theyi
of accuracy. ink it applies to them. Asking survey respondents to place a E
numeric probability on the occurrence of a health outcome and 3
The Probability of Harm then comparing their answers with objective data is one of the ¢
least meaningful and least reliable measures of risk understand<.
Assessing lay perceptions of probability is extremely chailg. 2
lenging because members of the public do not appear to think inExample: Can people correctly state the number of smokers g
terms of rates, percentages, or odds, the units used by scientigtsof 100 who will contract heart disease, lung cancer, or other
to express event likelihood. smoking-related illnesses by a certain age? Can people cor-
rectly state the fraction of smokers who will prematurely die
The Probabilities as Expressed in Absolute, Numeric Terms because of smoking? Can people correctly state the proportion 3
of a specific illness, such as lung cancer, that is caused by S
A natural inclination is to ask people for numeric judgmentsmoking? '
of likelihood and to compare their responses with epidemiologic Borland(24) conducted several studies that used numeric risk &
data. This approach conveys an impression of rigor and sci@ssessments. In one, respondents were asked about the numerg
tific objectivity, but conclusions about understanding reachediisk of dying from three smoking-related diseases. When the =
this way are highly questionable. Viscu4i7,18),for example, risks of just those three diseases were added up, the total chance
implies that, when people are asked to give a numeric estimafedying was already more than a 100% (approximately 120%). *
of risk (e.g., the number of smokers out of 100 who will develoBorland concluded that people do not respond to such questions.g
lung cancer or the likelihood of living to a certain age), thaith answers that obey the laws of probability.
answers they give are meaningful to them and show whetherSeveral studies that collected numeric probability estimates
people understand the risks of smoking. Such interpretations &oend a surprising number of people who estimated the risk of
simply not borne out by the data. lung cancer from smoking as “50%"” or as “50 out of 100"—as
Lay people often have great difficulty understanding and usiany as 37% of the respondents (Sutton SR: personal commu-
ing numeric estimates of risk. This fact is well known and wehication, 1995). Such a spike in the distribution of responses
documented in the literature. For example, Lipkus et al. (pestrongly suggests that people were using 50% as a sort of default
sonal communication, 1998) asked people, about 80% of whamswer, because they did not have any better notion of how to
had at least some college education, extremely simple questianswer the question. It is likely that many of these respondents
regarding probabilities and percentages, with stunning resutigd not mean that the risk was actually one in two, but rather that
Approximately 20% of the respondents (and about 40% of tiiee outcome might or might not happen.
smokers) were unable to correctly answer the following ques- The impossibility of using numeric risk estimates to decide
tion: “If the chance of getting a disease is 10%, how manyhether people understand the risks of smoking is further dem-
people on average would be expected to get the disease oubrtdtrated by the fact that studies forcing survey respondents to
100?” Yamagish({19) found that people rated a cancer as riskigrslace numeric values on smoking outcomes yield inconsistent
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answers about the accuracy of the public’s perceptices The evidence indicates that people do not understand how
Table 1 in (10)]. In some studieq17,18), people appear to smoking compares with other risks. In an American Cancer So-
exaggerate the risks, estimating, for example, that about @ty study(26), 28% of American voters believed that auto
smokers out of 100 eventually develop lung cancer, whereaactidents kill more people than any other hazard on a list they
more accurate figure would be closer to 5% or 10%. Otheaw that included cigarette smoking, drug use, AIDS, alcohol
studies suggest that people underestimate the risks. In a repissse, and murder. Only 21% recognized that cigarette smoking
sentative national sample in Engla(®b), the median responsewas the biggest killer on the list, although more deaths are at-
was that 100 out of 1000 smokers would die because of smokigigutable to cigarette smoking than to all the other listed health
before age 70 years. According to Sut{@), the epidemiologic problems combined. Similarly, the 1989 Surgeon General’s Re-
data indicate that the actual number of deaths as a result of@tt (11) cites a survey in which teenagers were asked to pick
smoking-induced illnesses is 250. . _out the hazard that caused the most fatalities from a list that
_Eventhough lay answers to such questions are problematiGnfjuded traffic accidents, drug overdoses, fires, and cigarette
might appear that the questions, at least, are clear and objectiffoking. The largest group, 44%, identified traffic accidents as
This clarity, however, is _|Ilusory. The questions _do not defing,e greatest hazard, followed by drug overdoses. Only 19%
“smoker” and leave ambiguous the number of cigarettes a d@ysse cigarette smoking. Similar underestimations of the relative

that are smoked or the number of years of smoking. When askggl of smoking have been reported by Borlg@d) and Eiser et
about a “smoker,” most respondents will bring to mind a persoj 7).

who smokes rather heavily. The risks they estimate for an un-
defined smoker are probably higher than if they had been as é\_}ated above that of someone who is not in the same risk

to consider the real world population of all smokers, whic ategory?When the hazard in question is a particular risk fac-

includes light smokers. Another flaw with such questions is tq8 , such as unsafe sex, a high-fat diet, or asbestos exposure, a

fae"gr(laet(;gzko&egngesgiﬁgihfdgoml:ig&;ggcgus&r\:\é ?Skgowlt’-ffg\/ious issue is the extent to which these risk factors raise the
heop y PPY jielinood of victimization above that of people without these
themselves (see below). risk factors

The Relative Probability of the Hazard _ Example:_ln relative terms, do_pe_ople realize how much the
risk of smoking-related illnesses is increased above the risk of
If numeric measures of probability (e.g., the probability thatonsmokers? Do they realize that smokers are substantially
a man 50 years of age will eventually develop prostate cancerre likely to die prematurely? How do smokers’ perceptions of
have little meaning for most people, halw they think about the the risks of smoking compare with nonsmokers’ perceptions?
likelihood of harm and how can we assess the accuracy of theirAll the available studies indicate that the great majority of lay
thoughts? Do people use some set of verbal categories to th@ople realize that smoking is harmful and believe that the risk ¢
about likelihood? Do they think in terms of the absolute magf diseases like emphysema and lung cancer is higher for smok-<
nitude of individual risks, or do they relate more naturally ters than nonsmokergsee Table 2 in (10)].It is also found
relative risks (i.e., which risks are bigger or smaller than otherg)@nsistently, however, that smokers believe these health effects§
Do people even pay attention to absolute risks, or do they caoebe smaller and less well established than do nonsmd&ees
more whether their own risks are higher or lower than the riskgble 3 in (10)].
of their peers? As these questions suggest, there are many poRuite a few studies have asked smokers how their risk of
sibilities and even more assessment strategies. At present, the@oming ill from smoking compares with the risk of the aver-
is no agreement concerning the answers to these questions.age person (or the average person their age). In a representativ
An attractive alternative to judgments of absolute risk is teational sample, Ayanian and Cleaf®8) found that 71% of
determine whether people have an accurate sense of the relatimvekers believed their personal risk of heart attacks to be aver-Z
risk. Recognizing the public’s difficulty with numeric estimatesage or below average when compared with the risk of other g
relative risk should be assessed with rankings of different hgzople of their age and sex, and 60% believed that their personal=
ards or with qualitative comparisons (e.g., “the two hazards aisk of cancer was average or below. In other studies, the meang
‘about the same,”” or “hazard 1 is ‘much greater’ than hazambmparative risk judgments of smokers ranged from “average”
2"), rather than with numeric estimates (e.g., “hazard 1 is 80@te., smokers claimed that their own risk was no different than
greater than hazard 2”). The following kinds of comparisortbat of the average person) to “a bit higher” (Sutton SR: personal
seem familiar and natural. communication, 1995). In no case did smokers acknowledge that
How does the probability of harm from the hazard of their risk of lung cancer, heart disease, or emphysema was
concern compare to the probability of harm from other fa- “moderately,” “substantially,” or “much” higher than that of the
miliar hazards? People deal with risks all the time, although noaverage person. Because the epidemiologic data show that
necessarily consciously. When making decisions about a hazampkers’ risk of getting these diseases is greatly elevated rela-
it is helpful to consider how it compares with others for whiclive to nonsmoker§l1), for smokers to believe that their risk is
one has already made decisions. This argument suggests thdtadly different from average demonstrates a clear failure of
adequate understanding of a risk includes an ability to place tinederstanding.
risk into a real-life context in which a variety of hazards compete Finally, Chapman et af14) found that smokers maintain a
for attention. constellation of comforting, risk-minimizing beliefs. About one
Example: In relative terms, do smokers understand how tti@rd of smokers, for example, agreed that “Many people who
harm from smoking-induced illness compares with the harsmoke all their lives live to a ripe old age, so smoking is not all
from other familiar hazards, such as automobile fatalities, muthat bad for you.” For each of the 14 different risk-minimizing
der, and AIDS? beliefs examined, smokers agreed more than did exsmokers.

ow much is the probability of harm for someone at risk
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What is the size of one’s own risk compared with others patterns of smoking (smoking outdoors, periodically abstaining,
with similar risk factors? Research has shown that risk persmoking only part of each cigarette) or to counteract the risk
ception is not an unbiased appraisal of information, but ratheraith health-promoting behaviors (exercise, relaxation, diet).
attempt to seek the most comforting view of one’s person@bnsistently, smokers agreed more strongly with these thoughts
vulnerability that fits within the bounds of the evidence. As than did nonsmokers.

result, whatever people believe about the risks faced by othe‘{—‘ e Difficulty of Avoiding the Harmful Consequences of

they tend to believe that their own personal risks are |
Hazard

(29,30}. This phenomenon is robust and appears in many d

ferent groups, with various methodologies, and with nearly all Some precautionary behaviors—obtaining a vaccination, us-
hazards. Thus, the result of asking people about the likelihopgy seat belts, taking vitamins—are relatively easy to perform.
that they personally will have a problem can be quite differeMany others—losing weight, practicing safer sex, stopping
from the result of asking them about people in general or abathoking—are notoriously difficult. Knowledge about barriers to
people their age. change can influence the willingness to be exposed to hazards
This optimistic bias appears to be equally descriptive @r which arduous remedial measures might later be needed.
adults and adolescen{d0,31). The magnitude of unrealistic  Example: Do people realize the addictive power of ciga-
optimism (i.e., the difference between risk estimates for onesgdttes? Especially at the time when they initially begin to smoke,
and for others) varies from hazard to hazard, but it is particulady they think that they will be able to quit if they so choose?
large for problems, like lung cancer, that are believed to be For smoking, a key aspect of understanding is a recogmtlon 9
preventable by individual action. of the likelihood of becoming addicted. Studies demonstrate that 3
Example: In relative terms, how do smokers’ views of theifdolescents underestimate the likelihood that they will get ad-
own risk compare with their views of the risk to other smokersficted to cigarettes and overestimate the likelihood that they will &
Do smokers realize that the risks of smoking apply to them, or g@p smoking. For example, the 1989 Surgeon General’s Reportg
they believe that they are for some reason less at risk than othign) described two surveys which found that about one quarter =
smokers? of teenagers agreed with the statement, “Teenagers who smoke
Numerous studiegsee Table 4 in (10)]Jdemonstrate that regularly can quit for good any time they like.” )
smokers believe their risks from smoking are significantly lower Cohn et al.(15) asked teenagers about their chances of en-
than the risks for other smokers. Additional studies revealcauntering 19 problems—one of which was to “get hooked on
variety of mechanisms or rationalizations used by smokers dgjarettes.” The illusory belief that they were less likely to be-
minimize their risk. For example, smokers’ estimates of th&ome addicted than their peers was greater than the optimis
number of years of smoking needed to produce adverse hegftldwn for any other problem, with the single exception of “get-
effects increase with the number of years they have been smgkg hooked on drugs like marijuana.” Teens were also more
ing (32). Smokers also claim that their cigarettes’ tar content ibnfident than their parents that they could escape addiction to
lower and that their cigarettes are less hazardous than the a¥gjarettes.
age brand11,33). In a University of Michigan survey, “Monitoring the Future,”
high school seniors were asked, “Do you think you will be
smoking cigarettes 5 years from nowfgited in (36)]. Of se-
rs who smoked less than a cigarette per day, approximately &
0% stated that they probably or definitely would not still be
noking after 5 years. When the same group was polled 5 years
ter, 58% had not quit smoking. Almost one third of seniors
go smoked a pack a day thought that they, too, would quit
é/lwthm 5 years. After 5 years, only 13% had actually quit.
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The Factors That Influence Individual Susceptibility

Seldom is everyone’s risk the same. People should be ablé1
recognize when their risk is substantially higher or lower th
the norm. Such moderating variables might include their beh
iors, physiology, genetic inheritance, or environment. Not on
is it important to determine whether people recognize the fact
that alter their risk, but it is also equally important to discov
t.he myths that they hold about risk factors. People t.end to RepncLusion
lieve myths that help them feel that they are not at risk.

Example: How does the risk vary with the duration and To assess someone’s understanding of a health hazard is td_
amount of smoking? Does having a lifestyle that is otherwiséudy the constellation of beliefs that are relevant to decisions 2 2
healthy counteract the effects of smoking? Is it okay to smoke &ord behaviors concerning that hazard. Just as no single questlon
a few years? Are there safe cigarettes? can ascertain a person’s understanding of the judicial system or

Several studies provide data on this topic. Hahn e{3#) a person’s understanding of the human body, scientists must use
found that among long-term smokers, those who smoked mareariety of questions and approaches to learn what people un-
cigarettes rated themselves as being at higher risk of developitegstand about a risk. A basic set of essential points would
smoker’s cough than light smokers. However, among short-temelude the identity and severity of the potential harm, the like-
smokers, there was no relationship between the amount thigypod of harm under various circumstances, and the possibility
smoked and their perceived risk of illness. This finding is corand difficulty of reducing that harm. To make a decision, the
sistent with research by Slovi@4) showing that adolescentssame types of information would be needed about any other
think that they can smoke for a while without risk. For exampl@jlternatives under consideration. Most current studies of hazard
32% agreed that “there is really no risk at all for the first feyperception or knowledge fail to examine even this limited range
years.” of risk dimensions and use methodologies that are questionable.

LoConte(35) explored agreement with a variety of misleadBy identifying a small number of core issues and by pointing out
ing but comforting beliefs about risk-moderating factors. Thesame problems in their assessment, it is hoped that this paper
factors included the ability to reduce one’s risk with specialill encourage researchers and communicators to pay close at-
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tention to the kinds of information people need to make appr@o) Black WC, Nease RF Jr, Tosteson AN. Perceptions of breast cancer risk
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Cancer Inst 1995;87:720-31.
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