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Preface

Becoming smoke free is a radical lifestyle change. Assisting smokers in

successfully making that change is a highly rewarding endeavor for health

professionals providing smoking cessation interventions. It is rewarding to

witness the transformation clients go through as they gradually extract them-

selves from the stranglehold nicotine has on their daily routines and embrace

the fresh outlook on their lives that lies ahead on the smoke-free path. It is

also gratifying to know that for each smoker who is helped to stay smoke free,

there are others in that person’s life who are happy and relieved to see their

loved one choose health over debilitating habit. Of course, the benefits of

becoming smoke free go beyond the individuals seeking treatment. Smoking

cessation providers play a key role in improving public health.

The social and political context in which smoking occurs has dramatically

changed over the last few decades. The numbers of daily smokers have been

steadily declining in many countries (e.g., daily smoking rates for Australians

aged 14 years and older have declined by 40% between 1985 and 2004 alone,

with now fewer than one in five persons smoking daily [Australian Institute of

Health and Welfare, 2007]). In parallel with this trend, an increasing number

of nations have enacted legislation prohibiting smoking in public buildings,

restaurants, pubs, and many workplaces, and restricting it to special areas

segregated from the smoke-free mainstream. Importantly, smoking has

become socially stigmatized, and tolerance for suffering exposure to second-

hand smoke has been replaced by firm policies to protect the non-smoking

public from smoking-related health risks. It is in this changed environment of

stigmatization and social pressures that many smokers who have difficulty

quitting on their own seek the help of trained professionals. To meet that

demand, health professionals must combine compassion for the plight of

these “hard-core” smokers with rigor in the application of science-informed

intervention strategies.

It is little more than a decade ago that empirically supported treatment

approaches for nicotine dependence became broadly available via the systematic

dissemination of clinical practice guidelines. For the busy healthcare profes-

sional, it is, however, a big step from adopting practice guidelines to knowing

how to put these guidelines into practice. The task is further complicated

vii



when a group of clients is the intervention target rather than an individual

client. This manual was developed to help service providers with less experi-

ence in running groups to conduct an effective group intervention for

smoking cessation. The manual has two aims: (a) to translate international

clinical practice guidelines into step-by-step instructions for setting up, con-

ducting, and evaluating a group intervention for smoking cessation; and

(b) to provide ready-to-use client materials and treatment tools. The core

content areas and treatment strategies covered in the manual are consistent

with the Standard for Training in Smoking Cessation Treatments for group

interventions published by the Health Development Agency in the UK in 2003.

We would like to thank Bruce Campbell for sharing his dual expertise as a

pharmacist and clinical psychologist on pharmacological aids to smoking

cessation. We also would like to acknowledge a few colleagues whose feedback

was instrumental in the development and refinement of some of the materials

in this manual: Casey Ashby, Emma-Jane Barclay, Beatrice Drysdale, Nichola

Forster, Rebecca Jamieson, Kristy Johnstone, Fiona Michel, Claire Nulsen,

Georgie Paulik, Rikki Prott, Michael Stephens, and Leanne Wheat.
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1

Introduction and overview of program

Smoking is a leading cause of preventable disease and deaths in developed

countries such as Australia, the USA, and the UK. Like other addictions, it

has proved difficult to treat and is associated with high relapse rates.

Abstinence rates have been reported to be as low as 22% six months after

treatment (Fiore et al., 1994) and are even lower after unaided quit attempts

(Garvey et al., 1992). Although there is no shortage of self-help materials

designed to reach a large proportion of smokers, available evidence suggests

that self-administered treatments are only effective when combined with

supportive interventions (Curry, Ludman, & McClure, 2003). In recent years,

significant progress has been made in the development and dissemination of

clinical practice guidelines on the basis of systematic reviews of empirically

supported treatment approaches (Fiore et al., 2000; Miller & Wood, 2002;

Raw, McNeill, & West, 1998; West, McNeill, & Raw, 2000). In addition,

many governments and health authorities maintain web-based resources for

health professionals that inform about current developments in evidence-

based smoking cessation services and products (e.g., an excellent website

UK; www.scsrn.org). There are also some treatment handbooks and manuals

available (e.g., Abrams et al., 2003; McEwen et al., 2006) that convey essential

background information on smoking-related issues and offer practical

guidance for those involved in smoking cessation. These manuals, however,

focus primarily on providing cessation services to individuals and typically

devote only a single chapter to group interventions.

Group-based formats have success rates that are comparable to individual

treatments, but they have the advantage that they reach more people. Hence,

group programs are particularly well suited for the cost-effective delivery of

intense multicomponent treatments that guide smokers through the phases

of preparing for change, quitting, and maintaining a smoke-free lifestyle.

However, group interventions present broader conceptual and practical

challenges to health professionals who deliver them than interventions that

1



are tailored to only one client. This Treatment Manual for Smoking Cessation

Groups describes how to meet these challenges successfully. It provides

detailed guidance on how to run an evidence-based smoking cessation

program in a group format.

This manual has been designed with the busy professional in mind. It is

meant for use by healthcare professionals who want to offer group-based

smoking cessation programs but may be limited in their time and resources to

translate and adapt recommendations from best practice guidelines and

comprehensive treatment handbooks into a succinct manual that is ready

to use, incorporates up-to-date practice guidelines, and can be administered

to clients with a great degree of flexibility. The flexible administration allows

the treatment to be tailored towards the concerns and needs of the current

group members on a session-by-session basis. Because smoking cessation

programs tend to be offered in a variety of settings by a broad spectrum of

health professionals with diverse training backgrounds, each of the modules

in the program provides the therapist with brief background information

and easy to follow guidelines regarding the treatment aims and principles

relevant to that module. The Therapist guidelines section of each module

is followed by a complementary section with Client materials, containing

handouts and worksheets to be used with the clients. These materials facilitate

the introduction of program elements and strategies in a client-focused,

easy-to-understand format during sessions, and also serve as “self-help”

materials for initiating, monitoring, and sustaining clients’ change processes

between sessions. The program elements and strategies reflect the core elements

of intense multicomponent smoking cessation interventions recommended

by international best practice guidelines, as well as by general principles

underlying evidence-based treatments for addictive behaviors (e.g., Miller &

Heather, 1998).

Core elements of the multicomponent smoking
cessation program

Combining behavioral and pharmacological approaches

Nicotine addiction is not only maintained by the reinforcing pharmacological

effects of the drug, but it is also powerfully reinforced by the behavioral

aspects of the addiction. Consequently, both the pharmacological and behav-

ioral components of this addiction need to be addressed in treatment. The

behavioral addiction is so powerful because smoking incidents typically occur

very frequently over the course of a day. Each incident involves a number of

puffs – each of which can be thought of as a learning trial (O’Brien, 1997). For

a regular smoker, this results in thousands of learning trials every month that
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strongly link smoking with many everyday activities such as eating, drinking,

and driving. Cues associated with these links can produce and maintain a

strong desire to smoke (Droungas et al., 1995). To break the behavioral

addiction, these associations between everyday cues and smoking must be

disrupted. At the same time, new associations need to be learned that link

these everyday cues with smoke-free activities. Therefore, from day one of

the program, clients are encouraged to engage in a process of “re-wiring” the

connections between routine behaviors and smoke-free cues.

The pharmacological component of the addiction has an equally strong

grip on the smoker’s life. This is because the pharmacological actions of

nicotine produce their reinforcing effects in the brain within seconds of

smoking a cigarette (Benowitz, 1996). Tolerance to these desired effects tends

to develop quickly, and hence more cigarettes are needed to achieve the same

effects. Moreover, following cessation of smoking, many smokers experience

unpleasant nicotine withdrawal symptoms (Hughes, 2007; Shiffman et al.,

2006). To break the chemical addiction, pharmacotherapy can assist in

gradually weaning off the clients from the chemical rewards associated

with nicotine, while attenuating the impact of any withdrawal distress. The

evidence shows that pharmacological treatments approximately double

quitting rates when compared with a placebo, and that there can be added

benefits of combining pharmacotherapy with behavioral interventions

(Mooney & Hatsukami, 2001).

Setting a low threshold for initiating the process
of behavior change

One of the benefits of combining pharmacological and behavioral approaches

stems from the ability to select from a range of evidence-based strategies.

This provides a menu of options allowing clients to engage first in those

strategies they find most appealing and easiest to maintain. Hence, the thresh-

old for taking the first steps on the arduous journey of becoming smoke free is

deliberately set low. The most important aim at this stage is to get the change

process going. Once under way, promoting clients’ self-efficacy regarding

their ability to make progressive changes to their smoking behaviors becomes

an integral part of the process. The emphasis throughout the treatment

program is on becoming smoke free for good, rather than on quitting as the

immediate goal.

Part of this process is to develop an understanding of the quitting process.

The initial focus is on weakening the strength of the behavioral addiction.

This is based on the simple rationale that behavior change occurs from doing

things differently. Of the many everyday things that a client can start doing

differently to disrupt the established behavior–smoking associations, the one or

two that present as the least challenging are targeted first. Given the relatively
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low difficulty of achieving these targets, the likelihood of experiencing success

is high. This will, in turn, boost the clients’ motivation and confidence for

tackling the more difficult step of quitting smoking altogether. Because these

behavioral changes disrupt typical smoking routines, some reduction – how-

ever small – in the amount of cigarettes smoked per day is almost inevitable.

It is empowering for clients to become aware of how these subtle changes in

the amount and pattern of their smoking are the result of their own efforts

at doing things differently. Therefore, a simple behavioral monitoring exercise

is introduced from day one of the treatment program. This method enables

smokers to begin to develop some sense of control over their addiction before

quitting. An added benefit for those smokers who reduce their cigarette use

during this period by more than 50% is that it increases their chances of

becoming smoke free (Hughes, 2000). Once the threshold for continued

efforts to engage in behaviors that are uncoupled from smoking has been

crossed, clients are encouraged to set a quit date for a time when they will feel

ready. At this time, they will also be coached in pharmacological treatment

options. With this dual approach, the need for the chemical nicotine fix

can then be gradually weakened, while new behaviors associated with a

smoke-free lifestyle become more and more established.

Personalizing treatment: providing a menu of options

Most smokers quit on their own without the support of formal intervention

programs. Not every former smoker has used the same strategy for becoming

smoke free. Likewise, within the range of evidence-based strategies recom-

mended by clinical practice guidelines, there is much scope for flexibility and

choice. For example, there now exists a variety of effective nicotine-replacement

therapies such as nicotine patches, gum, nasal spray, inhalers, and lozenges.

What type to chose may be influenced by contraindications such as preg-

nancy, breastfeeding, or allergies, but for the most part can be left to smoker

preferences (Goldstein, 2003). Similarly, among the behavioral strategies

available for disrupting the automaticity of daily smoking routines, there is

an even greater selection to choose from. The key here is to match each client

with a personalized set of behavior change tools that will work for the client.

After all, it is the client who must wield the tools and do the changing.

The principle of providing a menu of options has a firm basis in the

general literature on motivational interventions for substance misuse (Bien,

Miller, & Tonigan, 1993). One critical element common to effective moti-

vational interventions is an emphasis on communicating that change is the

client’s responsibility and choice (Miller, 1995). For smokers to embrace that

responsibility and perceive that they have a choice, it is essential to offer them

a menu of alternative strategies from which to choose. The chances of

becoming smoke free on a particular attempt without the aid of formal
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treatments are no higher than about 3% (Jarvis & Sutherland, 1998). This low

success rate attests to the difficulty of the struggle faced by smokers who wish

to become smoke free. A menu of options increases the likelihood that every

smoker will find some strategies that they are comfortable with and ready to

give a try. This also provides hope in the face of previous failures to quit,

which, in turn, can provide an energizing boost to the motivation to become

smoke free.

Enhancing motivation to become smoke free

There are many reasons why people want to kick their smoking habit. Some

want to change because they value the benefits that a smoke-free life can

bring. Others are prompted by external factors. They may be jolted into

action by the worried pleas of their children and loved ones, a stern warning

by a doctor, an alarming prognosis after a recent medical check-up, a close

brush with death following a smoking-related emergency hospitalization, or

the guilt stemming from exposing others to the hazards of environmental

tobacco smoke. In recent years, external pressures to quit have even further

intensified, as bans on smoking in public places are becoming the norm, and

being a smoker carries an increasingly negative stigma. But ultimately, none of

these “good” reasons will lead someone to become smoke free unless that

person believes that these reasons outweigh the perceived benefits of smoking,

as well as make up for the perceived negative consequences of quitting.

Reaching that decision point, making a commitment to change, and sus-

taining that commitment through the tribulations of lapses and relapses

require smokers to be highly motivated. Moreover, the motives that lead

smokers to initiate change may be different from the motives that help

them to maintain that change (Rothman, 2000). Therefore, monitoring and

enhancing motivation to become smoke free is an integral part of this

treatment program.

Accounting for progress and rewarding every
successful step

Once smokers have crossed the threshold for initiating change and have

begun to tackle some behavioral strategies from a menu of options, it is

critical that these efforts and their effects are accurately monitored, and that

clients receive continuous feedback on their progress. This is important for

two reasons. First, involving clients in self-monitoring helps them to become

aware of specific aspects of their routine behaviors that challenge current

assumptions about their behavior. This information is instrumental in

promoting self-evaluation and decision making in the change process

(DiClemente, 2003). Second, because the ultimate goal of long-term abstinence
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is a dichotomous outcome, this poses too high a hurdle to serve as a sensitive

measure to evaluate treatment success (Hughes, 2002). If treatment success is

solely evaluated against the gold standard of long-term abstinence, clients may

experience any delays in progressing toward that goal as failure. In contrast,

accounting for progress on intermediate measures (e.g., fewer numbers of

cigarettes smoked each week) allows clients to experience success. This will be

instrumental in enhancing motivation to persist with efforts to reach the

more difficult and distal goal of maintaining a smoke-free lifestyle. Moreover,

there is evidence that a reduction in the number of cigarettes smoked per day

can improve health if it is not accompanied by increases in the intensity of

smoking of the remaining cigarettes (Godtfredsen et al., 2002). The impact

of compensatory smoking on net health benefits achieved by cigarette fading

can be assessed by monitoring changes in a biomarker of toxin exposure such

as carbon monoxide. Receiving feedback on reductions in average carbon

monoxide level is a tangible indicator of progress and can be a powerful

motivator for clients along the way to long-term abstinence.

For clients to benefit fully from the gradual changes that occur because of

their successful implementation of behavior change strategies, they must be

aware of these changes. Some of these changes will be subtle at first and

become obvious only when viewed as a trend over repeated measurements.

Hence, progress is best communicated to the client by illustrating their

successful steps in the change process through graphing (Page & Stritzke,

2006; Woody et al., 2003). Visual representations of whether the things that a

client attempts to “do differently” result in a change in smoking behavior, or

whether things stay the same, will be illuminating for the individual. Thus,

inspection of progress with the help of clear graphs is a routine component

of each session in this treatment program. It also provides opportunities

for vicarious learning by observing the progress patterns of other group

members, and the graphical feedback feels like a reward for the time spent

recording the data (Woody et al., 2003).

Delivering treatment at a high level of intensity

There is a strong dose–response relation between intensity of treatment

delivery and cessation success (Fiore et al., 2000). Greater cessation rates

are achieved with longer session length and a higher number of sessions.

Treatments lasting more than eight sessions have the highest abstinence rates.

Only a minority of smokers achieve permanent abstinence in an initial quit

attempt, and most will experience a relapse within two weeks after quitting

(Garvey et al., 1992). Therefore, the treatment program consists of 10 weekly

sessions to allow for a period of continued support following individual

quit dates, which are typically set around half-way through the program. In

addition, because tobacco dependence shows many features of a chronic
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disease, a follow-up session is recommended (Fiore et al., 2000). This will

provide an opportunity to congratulate sustained success or, if tobacco use

has occurred, to review circumstances and encourage recommitment to the

goal of becoming smoke free.

Promoting lifestyle change

Quitting is one thing, becoming smoke free is quite another, and remaining

smoke free involves a fairly dramatic lifestyle change. Promoting lifestyle

change as a successful aid to remaining smoke free is an important focus of

the program. This aspect of the program acknowledges the grief process and

far-reaching changes that often occur in a person’s life as a result of giving up

smoking. The language used within the modules of this manual and in

conducting the treatment program is carefully chosen to help smokers to

see the changes they are making as something positive rather than negative.

That is, instead of describing the change they are undertaking as “quitting”

smoking, with its negative connotations of losing something, it is instead

described as “becoming smoke free.” Becoming smoke free signals a process of

gaining something. Participants are gaining the freedom to make lifestyle

choices unfettered by the demands of nicotine dependence.

Incorporating the idea of lifestyle change in this program also acknowl-

edges that smoking has played a significant role in the life of a smoker and

that new activities, beliefs, and coping strategies are going to be needed to take

the place of the “smoking lifestyle.” The module on lifestyle change helps

participants to reduce the risk of relapse through, first, developing an aware-

ness of how imbalances in lifestyle and some aspects of a person’s previous

lifestyle choices (before becoming smoke free) can threaten their attempts

to remain abstinent (Marlatt & Gordon, 1985), and, second, adopting ways to

address these imbalances in order to promote a smoke-free lifestyle.

Integrating individual treatment planning with facilitation
of group processes

Treatment planning is an essential element of accountable practice. In group-

based interventions, treatment planning involves two aspects. One is the

individual case conceptualization that follows from the synthesis and integration

of the assessment information regarding each individual smoker’s history and

circumstances. The other aspect is a “group conceptualization.” That is, treat-

ment planning takes into account the unique constellation of characteristics

and circumstances for individual group members. The aim is to anticipate and

plan for likely patterns of group interactions and processes that can either

hinder or facilitate individual client’s treatment goals. The group format

has the additional benefit of securing social support as part of treatment.
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Treatments for smoking cessation that incorporate supportive interventions

are associated with superior outcomes (Fiore et al., 2000). Hence, the purpo-

sive integration of individual treatment plans with the supportive elements

arising from the dynamics within a particular group is an important task

throughout the program.

Communicating caring and empathy

With the implementation of smoking bans in public places such as restaur-

ants, airports, and workplaces, smoking has become an increasingly stigma-

tized behavior. Health promotion campaigns often use in-your-face strategies

to portray smokers as unattractive, not smart, uncool, and plagued by bad

smell and poor health. The image of sophistication, sex appeal, fun, and

adventure traditionally associated with smoking has been largely replaced by

connotations of disgust or pity. Many smokers joining a smoking cessation

program report of their feelings of frustration and shame stemming from

other people’s negative reactions to their smoking habit. These can run

the gamut from openly expressed hostility to more subtle reactions perceived

as resentment, rejection, or disappointment. It is against the backdrop of

this climate of disapproval that smokers encounter the staff conducting the

smoking cessation program. From the outset, it will be very important that

treatment staff are sensitive to these issues and foster supportive and caring

interactions (Fiore et al., 2000). There is strong evidence that skillful com-

munication of empathic understanding improves success rates in treatment for

addictive behaviors (Miller, 1998). The emphasis is on a collaborative approach,

where the smoker is encouraged to be a full partner in the development of the

treatment plan (Abrams & Niaura, 2003). The role of the therapist in this

collaboration is similar to a “coach” (Greenberg, 2002), using language that

is valuing and appreciative to help clients to progress toward their goal of

becoming smoke free. There is evidence that such a collaborative “group-

oriented” approach, rather than a more didactic “therapist-oriented” approach,

facilitates better long-term outcomes for smokers (Hajek, Belcher, & Stapleton,

1985). Consequently, it is important that the language therapists use conveys

this collaborative, caring, and empathic approach.

Incorporating humor

Smoking is a serious health risk. Overcoming the dual stranglehold of instant

chemical gratification and strong behavioral habit requires a serious commit-

ment. Hence, becoming smoke free poses a serious challenge, and failing to

meet this challenge successfully can have serious consequences. Despite the

anxiety, guilt, shame, and high stakes that prompt smokers to seek help from

a smoking cessation program, the journey of becoming smoke free must

not be drudgery. Therapists are encouraged to incorporate a healthy dose of
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humor throughout the treatment program. This can go a long way in helping

clients to cope with this difficult lifestyle transition and maintain a positive

outlook in the face of temporary setbacks.

Overview of the program

The program is designed to run for 10 weekly sessions, each of two hours’

duration, plus a follow-up session one month after treatment. Prior to

the group commencing, an individual assessment session for each group

member is scheduled (Figure 1.1).

Preparation Assessment interviews and treatment planning

Session 1 Module 1: Starting the change process

Sessions 2–5

Sessions 6–9

Module 2: The ins and outs of becoming smoke free
Module 3: Kicking the chemical habit
Module 4: Staying smoke free I: Enhancing motivation for
change
Module 5: Staying smoke free II: Prevention and management
of a lapse

Module 6: Staying smoke free III: Coping without smoking
Module 7: Thoughts: How they affect smoking behaviors
Module 8: Lifestyle change: On being a non-smoker 

Session 10 
Outcome assessment
Module 5: revisited
Module 8: revisited 

Follow-up 
Outcome assessment
Module 5: revisited
Module 8: revisited 

M
onitoring progress 

Figure 1.1 Overview of program and approximate timing of modules.
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The manual is structured in a flexible manner that enables the therapists

to determine which module is most appropriate to cover each week. The

exception to this is that the first session should cover the module Starting

the change process. This module provides an outline of the rationale on

which the program is based and is designed to engage group members in

active change from the outset. It is also recommended that the following

modules be covered in the earlier sessions: The ins and outs of becoming smoke

free, Kicking the chemical habit, and Staying smoke free I: enhancing the

motivation. Note that some sections in later modules build on progress

achieved in previous sessions. For example, the section What to do when

a lapse occurs in Module 5 becomes most relevant around the time (usually

around week 4 or 5 into the program) when most clients have set a firm date

for their “becoming smoke-free day.” Of course, if one or more clients

are ahead of schedule in their readiness to quit, Module 5 or part thereof

can be moved forward in the sequencing of modules. Refer to the therapist

guidelines in each module for recommendations regarding when the module

may be presented. These guidelines also contain tips on when and under

what circumstances presentation order of a module, or parts thereof, may

be varied. Modules 1–8 are discu ssed in more detail in Chapters 3–10.

Because the program emphasizes the distinction between motivation to

become smoke free and an individual’s perceived ability to become smoke

free, it is recommended that there is a delay of at least two weeks between

commitment to change and actual quitting to allow the individual to

prepare for such a change (Marlatt & Gordon, 1985). The rationale for

this approach is that the more prepared an individual is to quit, the greater

the likelihood of success. Hence, there is no set quit day in this program:

each individual sets a date when he or she feels ready. This takes the

emphasis off quitting as the end goal and helps clients to see becoming

and remaining smoke free as a process for which they take ultimate responsi-

bility. Although the personalized timing of the individual quit day allows

for some choice, group members will be encouraged to aim for the period

around week 4 of the program as a good time for which to schedule their

“becoming smoke-free day.” This is because the skills required in remain-

ing smoke free differ in some respects from those skills required in becoming

smoke free. By allowing a period of time between quit day and the end of the

program, it ensures that each client will be able to draw on support from

the group and from the therapists for maintaining their resolve and for

troubleshooting their way through the temptations and tribulations of initial

abstinence.

Preparation for the day each group member has chosen for becoming smoke

free involves adoption of the “mantra” of behavioral change: change comes from

doing things differently. This includes, for example, varying the “when, how,

where” for each smoking behavior. Group members are coached to use these
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behavioral strategies to decrease the amount of cigarettes smoked continually.

A checklist for some of these strategies is included in the Starting the change

process module. It is strongly recommended that these be introduced in the

first session and revisited weekly throughout the program. Group members

should endeavor to adopt at least two strategies each week, and to keep a tally

of the number of days that these strategies were used and the number of

cigarettes they smoked during each day. This process of self-monitoring is an

important aspect of the change process. It allows group members to observe

changes over time, and the process of monitoring often itself leads to behavioral

changes. Another benefit of self-monitoring is that it allows the therapists and

the group to reinforce any changes – however small – in the right direction.

The end of the program should be marked with recognition of the group

members’ progress along the journey to be smoke free. It is suggested that a

certificate be awarded to each member indicating that they have come to

possess skills that will help them on their journey as a non-smoker (see the

final module: Lifestyle change: on being a non-smoker).

Structure of sessions

The first half of each session should begin with a discussion of the self-

monitoring of strategies and events related to smoking over the previous week.

The second half of the session should then focus on one of the skill-acquisition

modules. The idea is to select the module (or parts of modules) that best

addresses those issues emerging from the personalized discussion during the

first half of the sessions. There may be occasions when it is best to revisit parts

of modules already covered before introducing newmodules, depending on the

pattern of individual and group progress. Finally, try to end each session with

an imagery exercise to facilitate group members’ ability to develop a new self-

image as a non-smoker. There are a few such exercises included in the manual

and others can be developed based on the preferences of group members (i.e.,

what personal changes and benefits they envisage as a result of being smoke

free). It is recommended to end the first session with the imagery exercise

contrasting life before and after smoking (Smoke City versus Fresh Hills).

Tips for working with individuals

Although this manual is specifically designed for delivering a smoking cessa-

tion program in a group format, the program can also be used one on one

when working with individuals. The client materials are client centered, but

where they do make references to a group context, clients in individual

treatment can be instructed to ignore those. With respect to the therapist

guidelines, they will be simplified as there is no need to accommodate
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simultaneously the diverse characteristics and change trajectories of multiple

group members. To help users of this manual to make the relevant adjust-

ments when applying it in a one-on-one treatment context, each chapter

has at the end of the guidelines a textbox of tips for working with indi-

viduals. These textboxes highlight how certain elements of the treatment

modules can be adapted from the group format so they are readily applicable

to a single client.
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Assessment, treatment planning,
and evaluation of outcomes

THERAPIST GUIDELINES

Aims

1 Gather information about each client’s smoking history and other core

dimensions relevant to making the change from being a smoker to leading a

life that is smoke free

2 Identify client characteristics and circumstances that may either facilitate or

potentially hinder group processes

3 Arrive at a treatment plan by (a) conceptualizing which individual client

characteristics are optimally addressed by which components of the treat-

ment program, and (b) anticipating how the client’s individual features

could be best brought into play in maximizing the benefit of group processes

4 Establish rapport and a spirit of collaboration

5 Establish a baseline against which progress and outcomes can be evaluated.

Assessment for a smoking cessation group has two primary functions:

(a) collecting an individual case history, and (b) preparing the individual client

for the group. Both of these aims can be achieved with a structured interview.

The template for the interview is reproduced in the second part of this chapter,

which contains the Therapist materials. In the following sections, we guide you

through the different parts of the interview, and how to use the information

for the purpose of individual case formulation and group preparation.

Problem identification and case formulation

Introduction and referral information

After the brief introduction, which orients the client to the aims of the interview,

the first step is to gather the referral information. Reasons and circumstances
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for seeking treatment can vary considerably across clients. This variability

has implications for the motivation clients bring to the task of becoming

smoke free and their likelihood of successfully engaging in the treatment.

For example, clients who like smoking but feel pressured to quit smoking

by an employer who is concerned about the corporate image are often less

committed to change than clients who want to quit smoking because they are

disgusted by their habit and are concerned about their own health. That is, if

the motivation for change comes from within the person, there is a greater

likelihood that the person will sustain the motivation to change and stay

smoke free. In contrast, if the motivation for change comes from outside the

person, readiness for change can easily be undermined by a personally held

desire to continue smoking.

The second question about what the client wants to achieve by coming to

this group is designed to elicit more detail following the more general

question of what brings you here, but more importantly, it focuses the client

from the very start on outcomes! It communicates clearly to the client that

this group is about achieving specific outcomes, and that the client has the

responsibility of setting a realistic target for himself or herself.

Although there is a great deal of variability in the reasons people give to

quit smoking, there will also be similarities across members of the group.

Identifying these similarities is helpful in structuring the first and subsequent

treatment sessions, because one can use common themes to facilitate inter-

actions between group members and initiate peer support. For example, if

three group members have medical problems associated with smoking

and have been told by their doctors that continuing to smoke will complicate

recovery, hasten rapid decline in health, or, worse, increase the imminent risk

of premature death, these clients can be encouraged to share their experiences

and support each other in achieving a change toward a healthier lifestyle.

Other clients may share a concern about setting a bad example to their young

children, exposing them to secondary smoke, or causing them distress through

their belief that their parent may die a premature death. Motive clusters like

these can be used skillfully by the group therapists to generate quick rapport

and cohesion among group members in the first two sessions of the program.

Pattern and context of cigarette smoking

The first two questions ask about the onset of smoking. This provides insight

into how chronic the problem is. Identification of the circumstances at

onset also can offer clues about what secondary function smoking may have

served in the past. For example, to “fit in” with work colleagues, to “cope”

with a stressful life event, or to “feel glamorous” when hitting the night clubs,

are all perceived gains associated with smoking. If eliminated by smoking

cessation, the clients need to learn during treatment how these aspects can
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be achieved in alternative ways without smoking. For older clients, reflecting

for a moment about the circumstances of their onset of smoking often

sharpens the realization of how things have changed in relation to smoking,

and how their habit has caused them to be “out of step” with contemporary

attitudes and lifestyle practices. This can provide an additional motivational

boost for getting serious about becoming smoke free.

The next two items quantify the extent of nicotine use. Number of cigarettes

and money spent are different quantitative indicators of the severity of

smoking. Both indices can be easily monitored by clients during treatment

on a daily basis. Hence, these measures provide a powerful tool for demon-

strating even small (and rewarding!) changes in nicotine use as clients begin

to put cessation strategies into practice.

The question about pack size serves two functions. First, it draws the focus

on actual numbers of cigarettes contained in a pack. Many clients use this as a

“benchmark” to keep track of their cigarette use in a given day. Second, it will

reveal if clients buy cigarettes in bulk to save money. Changing buying habits

to disrupt smoking-related routines and to reduce availability of cigarettes to

“one pack at a time” is one of the behavioral treatment targets early in the

group program.

The question about the nicotine level often reveals if clients believe the

myth that lower-strength cigarettes are less harmful to their health, which

can be used as an early opportunity to educate them about the pitfalls of

compensatory smoking (Box 2.1).

Box 2.1. Compensatory smoking

� Compensatory smoking can occur when smokers attempt to reduce

their nicotine intake by reducing the number of cigarettes they smoke

per day or by switching to so-called “mild”, low-yield brands.

� Because smokers are used to a regular amount of nicotine, they subcon-

sciously adjust their smoking behavior so that they can still receive

similar amounts of nicotine.

� Smokers can compensate for the lower nicotine intake by smoking the

fewer (or “milder”) cigarettes more intensely. They do this by (a) taking

longer puffs, (b) taking more puffs, (c) smoking to a shorter butt length,

and (d) inhaling the smoke for longer.1

� Smokers can also compensate for the filter ventilation used in lower

tar cigarettes bybehaviorally blocking the ventswith their fingers or lips.1,2

� Compensation is typically partial.3 That is, some net reduction in overall

exposure to nicotine, carbon monoxide, and tobacco carcinogens occurs

with smoking fewer or “lighter” cigarettes, but unless this reduction

exceeds 50%, health risks are not appreciably reduced.4 Smoking lower
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The next question, “How soon after you wake up do you smoke your first

cigarette?” is an efficient and reliable way to measure nicotine dependence

(Heatherton et al., 1991). Time to first cigarette of the day is the strongest

behavioral predictor of nicotine dependence. It correlates closely with nico-

tine levels as measured by the biomarker cotinine, a nicotinic metabolite most

commonly measured in saliva (Jarvis & Sutherland, 1998), and it is the best

self-report index of genetic vulnerability to nicotine dependence (Haberstick

et al., 2007). Smokers who light up within 30 minutes of waking are con-

sidered more dependent than smokers who take longer until smoking their

first cigarette. For these “early morning smokers,” more intense cognitive–

behavioral interventions and higher-dose pharmacological treatments are

beneficial (Niaura & Shadel, 2003). They are also most likely to experience a

range of withdrawal symptoms. The question about the time to the first

cigarette of the day is taken from the six-item Fagerström Test for Nicotine

Dependence (FTND, Heatherton et al., 1991). It is often desirable to admin-

ister the full version of the FTND for diagnostic and outcome monitoring

purposes. The FTND is brief and easy to score and is included in the Therapist

Box 2.1 (cont.)

tar cigarettes is not safer or healthier than smoking regular cigarettes.

This is a myth created by industry advertising.5

� Some newer cigarettes use genetically modified tobacco to provide a

nicotine step-down approach by varying the nicotine content from high

to very low while delivering equivalent levels of tar. Because of compen-

satory smoking, CO exposure is higher in the low nicotine product than

the high nicotine product. Consequently, although these genetically

modified cigarettes aremarketed as “potential reduced exposure products

(PREPS),” evidence suggest that they instead may be a harm-increasing

product.6

� The level of compensatory smoking can be addressed in treatment with

the use of a biomarker such as CO by establishing a baseline of CO

exposure at the assessment interview and then monitoring CO levels

throughout the treatment program and at follow-up. If significant

reductions in smoking are not accompanied by proportional reductions

in CO exposure, this may be a result of compensatory smoking behavi-

ors. Raising awareness of these behaviors can help clients to minimize

them, and it also serves as a reminder that reduction in smoking is only

a step on the way to becoming smoke free, with only the latter achieving

maximum health benefits.

Sources: 1. Kozlowski & O’Connor, 2002; 2. Rose & Behm, 2004; 3. Scherer, 1999;

4. Bollinger et al., 2002; 5. King et al., 2003; 6. Strasser et al., 2007.
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materials. Scores can range from 0 to 10, with higher scores indicating

higher levels of dependence. A score of 6 or greater is usually considered a

high level of dependence.

The next question asks about what (if any) withdrawal symptoms the client

has experienced in the past. Although many smokers report withdrawal

symptoms following the cessation of smoking, not everyone does, and for

some they are only mildly distressing. Symptoms include irritability, frustra-

tion, anger, restlessness, difficulty concentrating, light-headedness, disturbed

sleep, anxiety, depressed mood, cravings for cigarettes, and increased appetite.

It is important to reassure clients that these symptoms peak in intensity

within the first week after smoking the last cigarette, and most will disappear

over three or four weeks (Hughes, 2007; Shiffman et al., 2006). Only urges to

smoke and increased appetite may last for several months after becoming

smoke free. Using nicotine-replacement strategies can alleviate the severity

of withdrawal. Therefore, clients who report high levels of withdrawal distress

are especially good candidates for using nicotine replacement to reduce the

risk of relapse during the month following cessation.

The remaining set of questions in this section collects information about

recent and past smoke-free periods. Details are recorded about (a) longest time

without a cigarette in the last week and year, (b) previous use (if any) of

nicotine-replacement treatments or bupropion (Zyban), (c) recency and

duration of last quit attempt, (d) strategies previously found helpful by the

client, and (e) duration of current level of smoking. These details about the

nature and variability of previous quit attempts and smoke-free periods can

be very useful in treatment planning. For example, learning that a female

client was able to quit “cold-turkey” and stay smoke free for nine months

during pregnancy, or that a client remained smoke free for two years during

an extended overseas stay with a non-smoking companion, or that another

client has never been smoke free for more than an hour for the past 20 years

except when on airplanes, makes for a diverse mix of client experiences with

being smoke free. Change is always easier when one can draw on previous

experiences with having changed successfully in the past than when one enters

completely unfamiliar territory. Likewise, strategies that proved unsuccessful

in the past, such as going “cold turkey” without also using nicotine replace-

ment, or the experience of side effects when taking medication such as

bupropion, can be avoided. Thus, information about previous successes and

failures can be helpful when working out what treatment strategies are best

suited for which client(s) in the group.

Motivation for change and potential barriers to change

Becoming smoke free is a difficult task. Clients typically consider joining

a group for smoking cessation because attempts on their own, even with
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the help of pharmacological treatments, have repeatedly failed in the past.

For them to decide “to give it a go” is an important step, but it does not

necessarily mean their motivation for change and their confidence that they

will stay the course is consistently strong. In light of perceived barriers to

change, motivation to engage in treatment is highly variable across and within

clients. Indeed, some clients will change their mind about their readiness

after the assessment interview and not show up for the first group session.

Without motivation to work hard to succeed, any strategies on offer for

helping to become smoke free will be undermined or ineffectual. It is, there-

fore, essential to assess and monitor client’s motivation for initiating and

maintaining change throughout. This information will direct treatment

planning to ensure that motivational strength and commitment are targeted

for intervention whenever a client show signs of waning commitment or

frustration with setbacks.

The first question in this section asks the client “how likely do you think it is

that you will be a non-smoker in six months’ time?”This is a simple way of gauging

the client’s confidence in reaching the stated goal. The follow-up question

to probe for reasons why the client gave his or her particular rating is often

helpful in gaining insight into what the client perceives as potential barriers or

facilitating circumstances that either undermine or boost the chance of success.

The next question assesses readiness for change. This provides an indication

of how committed the client is to work hard to make the switch from being

a smoker to being a non-smoker. In addition, from a group perspective, clients

who report low readiness for change can have a negative and demoralizing

impact on group interactions. Therefore, prior knowledge of who shows low

readiness for change is helpful in monitoring and preempting any negative

impact they may have on other group members.

The next two questions identify occasions where it is particularly difficult or

relatively easy to abstain from smoking. This information guides individualized

treatment planning in terms of which cigarettes during the daily smoking

routine a client might tackle first when beginning to cut down on their

cigarette use, leaving the more difficult occasions for later. It may also provide

valuable information about high-risk situations and environmental cues that

the client can learn to avoid or cope with. For example, some modules in the

treatment program are designed to help clients to strengthen their refusal

skills and assertiveness.

The next two questions identify sources of environmental barriers and

social support for becoming smoke free. Living with someone who smokes

is a strong predictor of poor treatment outcome, whereas the likelihood of

success can be enhanced by a supportive network of family, friends, and

colleagues (Chandola, Head, & Bartley, 2004; Walsh et al., 2007).

The final two questions in this section assess the level of ambivalence toward

change. Motivation for change is not all or none. It is common among clients
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in smoking cessation programs to experience some ambivalence toward

making such a profound lifestyle change. It would be naive to expect that,

the desire to still smoke suddenly vanishes into thin air when people develop

the desire to not smoke, which is a strong motivating force for joining a

smoking cessation group. Ambivalence, or feeling two ways about something,

is a good intermediate state to be in for someone who is attempting to move

from a chronic, non-ambivalent behavioral pattern (i.e., “pure approach”

evident in heavy smoking behavior unchecked by any serious inclinations to

avoid smoking) all the way to a permanent, smoke-free behavioral pattern

(i.e., “pure avoidance” as evident in complete abstinence from smoking

untroubled by any residual inclinations to return to smoking). In motiv-

ational interviewing terms (Miller, 1998), the process of moving a client from

a pure approach motivation to a consolidated avoidance motivation via

motivational ambivalence is referred to as “developing a discrepancy.” That

is, clients are helped to see an incompatibility between their current behavior

and choices (i.e., smoking) and a desired goal (e.g., reducing risk of dying

from a diagnosed lung condition). As the relative balance shifts from approach

to avoidance, the likelihood of treatment success increases. Conversely, to the

extent that the strength of approach inclinations outweighs the strength of

avoidance inclinations, the likelihood of failure to stop smoking or relapse is

high (Stritzke et al., 2004; cf. Stritzke et al., 2007).

To obtain a quantitative measure of the client’s ambivalence toward

change, first explain the simple metaphor of “two voices” that compete for

the smoker’s attention: one that says “I want to not smoke anymore,” and one

that says, “I really want a cigarette right now.” Then ask the client to rate the

strength of these voices as they apply to them personally. The two ratings can

then be used as coordinates to mark the client’s location in the motivational

assessment space diagram on the assessment interview form. Movement within

this space can be monitored throughout treatment and can provide an index

of shifts in the strength of smoking urges relative to the strength of resolve

to become and stay smoke free.

Smoking-related background information

The first two questions pertain to interests and hobbies and how they are

associated with smoking. This information is important because many of the

client’s leisure and fun activities will be associated with smoking. Giving up

smoking often means losing out (at least temporarily) on important sources

of fun and pleasure. For example, a client who regularly goes on fishing trips

with a small group of long-time friends, who all are heavy smokers, will

experience a sense of loss when considering a switch to fishing alone or

finding other, non-smoking companions. Others may enjoy reading and have

done so for years while enjoying a cigarette at the same time. The client will
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need to learn to pursue such activities without smoking, or if that proves too

challenging, at least temporarily pursue alternative fun activities. In sum,

information on interests and hobbies is instrumental in identifying potential

barriers to a smoke-free lifestyle and in designing an individual treatment plan

that proactively addresses the risk of leaving a void in terms of pleasurable

activities and social connectedness following smoking cessation.

The next two questions ask about health or medical issues relevant to

smoking and about comorbid substance use other than nicotine. When clients

reveal health conditions, this is often accompanied by expressions of worry and

anxiety (e.g., “what will become of my children?”). The interviewer should

use empathic listening here and demonstrate sensitivity and compassion.

Sometimes clients do not wish other group members to know about their

medical issues. Always clarify what aspects of their medical issue they wish

to keep private. Other times, clients are very open about it and talk about

it as a particular strong motivator to become smoke free with the help of

the group.

If comorbid problem use of alcohol or other drugs is present, clients should

be advised to seek treatment and be provided with referral information.

A special case is the smoking of marijuana. Some clients express a goal of

becoming a “non-smoker” but only with respect to cigarettes. They wish to

continue smoking marijuana on an occasional or regular basis. Those clients

should be advised that the aim of the group is to achieve freedom from all

smoking, including smoking marijuana. In our experience, those clients

who succeed in cutting down cigarette smoking and becoming smoke free

typically report a parallel decline in marijuana use, despite their initial

insistence on maintaining the habit.

The next two questions ask about psychiatric history. It is not uncommon

that individuals presenting for smoking cessation treatment have also received

psychological treatments in the past or are concurrently experiencing prob-

lems such as depression and anxiety. Many smokers report that smoking

helps them to deal with such conditions or other stressors in their life.

Because smoking often serves as a “crutch” for these clients to cope with

emotional and stressful situations, it is important to identify those links

so that these perceived benefits of smoking do not undermine the client’s

goal of becoming smoke free. Clients should be reassured in the interview that

some of the modules of the treatment programs are specifically designed to

help clients to manage difficult emotional and stressful situations in alterna-

tive ways without resorting to smoking as a coping strategy. As mentioned

with other health issues above, always clarify which aspects of a client’s

emotional or stressful circumstances they wish to keep private from other

group members. If appropriate, provide referral information to clients if

it appears they could benefit from receiving professional help for their

psychological stressors. Difficulty coping on their own with ongoing distress
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of this nature is often a reason for clients to drop out of smoking cessation

treatment, because they lack the strength to take on both at the same time.

The next question asks about medications the client is currently taking.

Some medications and medical conditions are contraindicated with using

pharmacological treatments to help with smoking cessation, such as bupro-

pion or nicotine-replacement products. If a client reports taking medica-

tion, advice the client to consult with their prescribing doctor regarding

the safety of using pharmacological smoking cessation aids (Chapter 5 has

more information on side effects and contraindications of pharmacological

treatments).

Carbon monoxide test

A Carbon Monoxide (CO) monitor is a valuable aid in smoking cessation

treatment. For the therapist, it can verify that clients are not smoking, and

for the client it can serve as a motivational tool. It is very rewarding for clients

to observe that cutting down on their cigarette use is accompanied by a

decline in their CO reading (in parts per million: COppm). Likewise, it is

objective evidence for achieving a tangible health benefit when clients receive

confirmation that, after 24 hours of smoking their last cigarette, CO has

been eliminated from their body and their reading is comparable to that

of non-smokers. There are two client handouts used in conjunction with

the CO monitoring. The first is called Carbon monoxide (CO) monitoring

information sheet and should be given to clients at the time of their first

CO testing during the assessment interview. The second is called Carbon

monoxide (CO) feedback chart and can be used to provide interpretive

feedback to clients after each testing of CO levels. Both handouts are in the

third part of this chapter, which contains the Client materials.

Evaluation of smoker and non-smoker self-concept

Chapter 10 describes the strategies for actively helping clients from day one of

the program to shift away from a self-image as a smoker toward a self-image

as a non-smoker. At the assessment interview, clients are asked to complete

a brief questionnaire to assess quantitatively the relative strength of their

self-concept as a smoker and a non-smoker, respectively. The Smoker and

non-smoker self-concept evaluation form is included in the therapist materials

of this chapter. It is very easy to score. To calculate the smoker self-concept

score, add items 1, 3, 4, 7, and 9, and divide the sum by 5. To calculate

the non-smoker self-concept score, add items 2, 5, 6, and 8, and divide

the sum by 4. Each score can range from 0 to 8, with higher scores indicating

a stronger self-concept.
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General client characteristics relevant to group processes

In addition to collecting assessment information specifically related to symptom

presentation, the assessment interview for group treatment also serves to note

any individual client features that may be relevant to group processes. We have

already noted in the context of taking a medical history that it is important

to assess what information about themselves clients are happy to share with

the group, and what to keep private. The therapist must use this information

skillfully when conducting the group sessions so that no inadvertent disclosures

occur that can cause embarrassment and compromise the effectiveness of the

group format. Other information relevant to group processes concerns

preexisting relationships between group members and interpersonal styles.

It is not uncommon for people to join a smoking cessation group together

with a friend, spouse, or work colleague, so that they can provide each other

with motivation and support. This can have many benefits. However, it is

important for the therapist to be mindful that the dynamics of pairs or

subgroups within the group is managed positively and does not “hijack” the

agenda to the detriment of the other group members.

With respect to interpersonal characteristics, the assessment interview also

reveals who is likely to be very talkative and who may be more shy and

reserved in a group context. To get the first group interaction off to a good

start, it is best to call initially on group members who appear at ease when

communicating, while not being overbearing, and then gently draw in the

less-outgoing clients a little later. Conversely, it would not be a good idea to

start group interactions with an extremely talkative client, because such a

client may command so much attention that less-assertive members may feel

discouraged to contribute, and the therapist may have difficulty reining in an

overly verbose client before it becomes off-putting to other group members.

Thus, taking these individual client features into consideration when planning

the group sessions helps to get the group going while ensuring that all group

members receive equal attention.

Finally, the personal meanings, circumstances, and events that clients relate

during the assessment interview with respect to their struggles to become

smoke free provides a wealth of client-generated examples that can be used

during treatment to personalize explanations of the treatment rationale,

principles, and strategies.

Establishing rapport and a spirit of collaboration

When conducting individual assessments for a group treatment program,

collecting the information essential for treatment planning is only one aim.

It is also important to prepare the client for the group and start building

22 Assessment, treatment planning, and evaluation



rapport. Page and Stritzke (2006) recommend covering the following six

points when orienting clients for participation in a group.

Enlist clients as informed allies. Tell clients that nicotine addiction

is maintained by both behavior and nicotine’s effects on the brain.

Therefore, treatment involves a combination of strategies that target

both – changing behavior and weakening nicotine’s hold on the brain.

Offer guidelines about how to participate best in the group. Tell clients

that change comes from doing things differently. Emphasize that they are

expected to take responsibility for putting the strategies they learn into

practice. Stress the importance of punctual and regular attendance.

Explain that they will get the most out of the group if they participate

actively and provide support to fellow group members.

Clarify the format and duration of the program. Remind clients that the

group runs for 10 weekly sessions, with one follow-up session about a

month after the tenth session. Inform them about the relative timing of

initiating behavioral strategies, followed by preparation for “quit day”

and nicotine-replacement therapy. Explain that there is important work

for them to do between sessions with the help of handouts, worksheets,

and goal-attainment monitoring materials. Tell them that each two-hour

session is divided into two parts, with the first part reviewing client

progress, and the second part introducing and practicing change strat-

egies. Clarify who will be running the group. These preparatory steps

help to get the ball rolling quickly and allay anticipatory anxiety that may

stem from being uncertain about what to expect from the group.

Set ground rules. Less is more! But two rules are essential for groups to

function effectively: (a) what occurs in the group remains confidential,

and (b) time and attention in the group are shared equally. Explain that

clients are free to share their experiences and benefits from the group

with others not in the group, but they must not share any identifying

information that could be linked to a person, place, or event associated

with another member of the group. Encourage them to be active but also

to be mindful of the needs of others in the group.

Anticipate frustration and disappointment along the way. Tell clients that

the program does not offer quick fixes, but that it offers a proven path to

a smoke-free life. Explain that some clients will move along that path

quicker than others, and that some setbacks along the way are normal.

Reassure clients that the program will help them to view setbacks as

opportunities to learn how to do better and succeed the next day.

Instill faith in the program and optimism about the outcome. Tell clients

that this program is based on scientific evidence. Reassure them that the

principles and strategies used have been shown to work and have helped

many smokers to become smoke free. Provide praise for having taking the

first step toward a process of change that will lead to a smoke-free lifestyle.
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Once you have accumulated your own outcome data from previous

groups, you can also use those “local” data to provide further reassurance

that clients who fully engage in the program have good success rates.

Progress monitoring and outcome evaluation

For clients to do things differently, they need to know what they are doing.

Progress monitoring tells the client and the therapist what the clients are

doing or not doing with respect to working toward their goal to become

smoke free. Outcome evaluation tells the client and the therapist to what

extent that goal was achieved. Unless the client and therapist collect data on

the things clients are supposed to do differently, there is no way of knowing

if progress toward goal attainment is being made. Data are the tangible

readout for the client to see that their efforts made a difference. They are also

the empirical foundation of accountability in practice.

Progress monitoring

It is essential to communicate to clients from the outset (i.e., during the

assessment interview) the importance of monitoring. Emphasize how daily

and weekly monitoring helps clients to take responsibility for their own

change. Explain how monitoring provides important data to track small

changes over time. Partial immediate success can be experienced along the

way even before reaching the final as yet distant goal of being smoke free. Point

out that active participation by clients in ongoing measurement helps to

maintain focus on the difficult task at hand and to identify motivational

barriers. The above points will be explained again during the first group session

when clients are instructed on how to use the Daily monitoring sheet.

Progress monitoring is consistent with a low-threshold approach, because

goals can be set individually and pursued at different rates in the context of

iterative treatment planning. An effective tool to facilitate goal attainment is

to illustrate progress through graphing at both the individual and group level.

The following examples illustrate four individual progress graphs typically

encountered when conducting this treatment program. The graphs are of a

type that can track two key outcomes (average daily cigarette intake and

weekly CO readings) at the same time. (See Therapist materials section for

some hints on how to create these graphs by using a few simple steps in a

graphing program such as Excel; see Chapter 7 for further information on

how to use such graphs in motivational interviewing.)

Figure 2.1 shows the progress profile for patient A. This patient was a

very heavy smoker (60 cigarettes/day) prior to the group. Using the change

strategies introduced in the first week, she had managed to cut her average
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daily cigarette intake by half (29 cigarettes/day) by the second week, with a

further reduction to about 20 cigarettes/day by week 5. Her COppm declined

in parallel. Near the end of treatment and at the one-month follow-up she was

smoke free and her COppm was comparable to that of a non-smoker.

Patient B (Figure 2.2) also showed a steady decline from heavy smoking

(30 cigarettes/day) prior to treatment to only sporadic smoking in weeks

8 and 9, and no cigarette intake in the final week of the program. This patient

had relapsed to smoking around 12 cigarettes/day at follow-up. Note that

the self-reported decline in number of cigarettes smoked early in treatment

was not initially matched by a decline in CO level. There could be several

reasons why the COppm appear higher than they should be based on the

self-report data. One is that some smokers will compensate for smoking

fewer cigarettes by trying to get more out of each cigarette (Benowitz et al.,

1986). For example, they draw harder on the cigarettes, inhale deeper by

holding the smoke longer in their lungs before exhaling, and smoke the

cigarette all the way down to the filter. Another possibility is that this

client was not telling the truth when reporting his level of daily cigarette

intake. Yet another possibility is that this person was exposed to other

sources of CO pollution in the environment in addition to his smoking.

It is important to consider these alternative explanations when discussing

such a profile with a client. If the client was not telling the truth, the

CO readings may help to prompt more honest reporting and renewed

efforts to engage in the change strategies. In this particular case, the client
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Figure 2.1 Progress profile for patient A with daily cigarette intake and carbon monoxide

levels CO, parts per million [ppm].
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was a taxi driver who spent many hours each day exposed to car exhaust

fumes in traffic and when waiting in taxi pick-up areas. This could explain his

higher than expected COppm.

The profile of patient C (Figure 2.3) shows how a steep decline in average

daily cigarette intake was accompanied by an equally steep decline in CO

levels. This patient had temporarily dropped out of the group program for

health reasons, but after rejoining made up for lost time and achieved reduc-

tion in daily smoking and smoke free status in a much less gradual fashion

than patients A and B. Note that the sharp declining slope of the self-reported

cigarette use was confirmed by the similarly sharp drop in the slope of the

COppm values.

Patient D (Figure 2.4) reported only a light level of smoking (6 cigarettes/

day) at the time of assessment. The corresponding COppm reading was,

therefore, at the low end of the range expected for a light smoker (see Carbon

monoxide (CO) feedback chart on p. 44). This patient quit smoking after

the assessment interview and before the first group session. He wanted to

attend the group nonetheless to prevent him from relapsing. Consequently,

starting from week 1, his COppm readings were consistently well within

the range (<10) expected for a non-smoker, except in week 5. On the day

of the CO testing in week 5 and the day prior to it, there had been a large

forest fire near the patient’s home, with resultant heavy smoke pollution in

this area. Therefore, similar to patient B’s profile, which reflected chronic

workplace exposure to higher than normal levels of CO in the environment,
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Figure 2.3 Progress profile for patient C with daily cigarette intake and carbon monoxide

levels CO, parts per million [ppm].
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patient D’s profile illustrates how CO readings can be affected by acute

environmental exposure to heightened CO levels.

Outcome evaluation

Data collection is the hallmark of the science-informed approach to clinical

practice. It provides you with the means to show that the success rate of

your smoking cessation group program is within the range that should be

expected based on published comparison rates for smoking cessation services.

In practice, evaluation of success aims to achieve a minimum standard of

rigor in measurement within the practical constraints of what is feasible

in terms of time and resources. Ethically, one must also respect that clients

often choose not to attend follow-up sessions or fail to respond to requests

for follow-up information, especially if those occur more than a month after

treatment. The following guidelines describe standards of good outcome

evaluation that strike a balance between rigor and practicability. They are

largely consistent with “The Russell Standard (Clinical)” (West, 2005), which

clarifies monitoring requirements set out by the health authorities in the UK

(Department of Health, 2001).

1 What are the key outcome measures? Self-reported number of cigarettes

smoked combined with a CO reading provide the most reliable and valid

index of smoking status. Self-reported quit rates alone tend to be higher

than CO-validated quit rates by 14–51% (Judge et al., 2005), but are

acceptable if CO monitoring equipment is not available or clients are

unable to present for CO testing at follow-up.

2 How should outcome measures be collected? Whenever possible, smoking

status should be recorded using a CO monitor during a follow-up visit by

the client. When this is not possible, outcome information should be

gathered over the telephone or by written correspondence.

3 What are the appropriate time points for outcome assessment? Outcome

should be assessed at the end of treatment and at one-month follow-up.

Most relapses occur within the first eight days of quitting (Hughes, Keely, &

Naud, 2004). After one month, the relapse risk is considerably reduced, and

those who remain abstinent for two to three months are likely to become

lifelong ex-smokers (West & Shiffman, 2004). Although it would be desirable

to collect longer-term outcome data (e.g., one year), few services have the

resources to implement effective long-term follow-up. One-month follow-

up outcomes are, therefore, a reasonably good estimate of treatment suc-

cess, especially if they have been validated by CO assessment.

4 What are the criteria for counting a treated smoker as a successful quitter?

A smoker who (a) reports to have been smoke free for a period of four

weeks after his or her designated quit date, and (b) shows expired-air CO

readings of less than 10ppm four weeks after the quit date (minus three
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days or plus two weeks), can be counted as a successful quitter. Some

monitoring guidelines may additionally require that smoke-free clients in

the two weeks prior to follow-up assessment have not smoked even a single

puff on a cigarette.

5 Who should be counted in determining who succeeded and who did not?

Smokers who attended the assessment session and the first session of the

treatment program, but failed to attend thereafter, are not included in the

count. They cannot be regarded as “treated smokers” because they never

did engage with the treatment program. That is, once the change strategies

were introduced in the first session and the responsibility for applying these

strategies toward goal attainment on a daily basis subsequent to that session

had been placed firmly in the clients’ hands, these “drop-outs” had elected

to opt out of treatment before getting started.

6 How is the success rate calculated? The four-week, CO-verified success rate

as a percentage is calculated by dividing the number of “successful quitters”

by the number of “treated smokers” and then multiplying it by 100. For

example, consider a group that started out with 12 members who had

attended the pre-group assessment interview. Two of the people who had

been assessed did not show up for the first or any subsequent group session,

and one married couple who had joined the group together dropped out

after the first treatment session. Therefore, regardless of whether the eight

remaining members completed the program or dropped out at a later time,

all eight are counted as “treated smokers.” If four of them were smoke free

four weeks after their designated quit date validated by expired-air CO

readings, the success rate would be [(4/8)�100]¼50%. Group members

for whom follow-up data are not available are assumed to be smokers.

7 What is the benchmark for evaluating success? The outcomes achieved for

any given group within a local treatment setting can be compared with

success rates of (a) untreated smokers who quit on their own and (b) treated

smokers who quit with the help of similar smoking cessation services (i.e.,

those combining cognitive–behavioral strategies with pharmacotherapies).

Table 2.1 lists short-term and long-term CO-validated cessation rates that

can be expected for untreated and treated smokers, and against which the

success rates achieved at a local treatment service can be compared. Ideally,

one-month follow-up outcomes of a smoking cessation group should

exceed those achieved by smokers quitting on their own (i.e.,>28%) and

should be comparable to the average success rates published in the litera-

ture for similar cessation services (i.e.,�53%). However, when using these

published rates as a benchmark for success, one must be mindful of two

things. First, there is considerable variability in cessation rates reported

across different smoking cessation services, with four-week cessation rates

varying from 22% to 79% (Bauld et al., 2003). Second, even though cessation

rates at the low end of this continuum may be no better than those of
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smokers quitting on their own, they still represent clinically significant

improvements and hence value for money from the point of view of

population health (West, 2007).

8 Is long-term abstinence the only valid indicator of success? Although long-

term abstinence can be regarded as the gold standard for evaluating

smoking cessation interventions, it is by no means the only meaningful

outcome measure. Among heavy smokers (15þcigarettes/day), smoking

reduction by more than 50% has significant health benefits (Bollinger

et al., 2002; Godtfredsen et al., 2005), reduces toxin intake (Wennike et al.,

2003), and increases the likelihood of becoming smoke free at future cessa-

tion attempts (Hughes, 2000; Hyland et al., 2005). Low-rate and occasional

smokers are three times more likely to quit smoking than regular daily

smokers (Zhu et al., 2003). However, because reductions in daily cigarette

intake may be accompanied by compensatory smoking, it is essential that

these reductions are validated by CO assessment. That is, the decrease in CO

levels should be proportional to the amount of reduction in cigarette intake.

If compensatory smoking does occur, the health benefits of reducing intake

are questionable (see Box 2.1).

A brief Outcome evaluation form is included in the Therapist materials

section of this chapter. This form can be used at the end of treatment and

at follow-up to record essential outcome information. The first question

determines current smoking status. If the client is not smoke free, current

level of smoking is assessed in the second question, and then the smoker is

directed to question 10 to assess current level of ambivalence toward change.

This information can be useful in advising unsuccessful group members

on treatment options for further quit attempts. If clients are smoke free,

they skip the second question and complete the remainder of the evaluation

form. Question 3 records the designated quit day, and in question 4 the

Table 2.1. Short-term and long-term carbon monoxide-validated smoking
cessation ratesa

Smoking cessation rates at follow-up (%)

One month 12 months

Untreated smokers 15–281 2–72

Treated smokers 533 154

Note:
aSelf-reported rates that are not validated by carbon monoxide measurements,

on average, tend to exceed those listed in this table.

Sources: 1. Hughes et al., (2004); 2. Cohen et al., (1989); 3. Judge et al., (2005);

4. Ferguson et al., (2005).
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current CO reading is entered (Note: the CO reading can already be entered

into the form by the person administering the CO test before asking the

client to complete the remainder of the form). Question 6 determines if the

client has had a single puff on a cigarette in the past two weeks, and questions

7 and 8 record if the client used any pharmacological aids. Question 9 assesses

the level of any potential withdrawal distress experienced by the client. That is,

Questions 7 to 10 try to identify the degree of withdrawal distress and the

strength of residual motivational ambivalence, which provides an estimate of

the continuing effort required by the client to successfully manage relapse risk.

Tips for working with individuals

The same structured interview template can be used whether clients are

assessed for individual or group interventions. The primary aims of the

assessment interview are identical whether group or individual interven-

tions are planned:

� gathering information about the individual’s smoking history and other

core dimensions relevant to smoking cessation (aim 1)

� developing a treatment plan by conceptualizing which individual client

characteristics are optimally addressed by which components of the

treatment program (aim 3a)

� establishing rapport and a spirit of collaboration (aim 4)

� establishing a baseline of critical change variables against which progress

and outcomes can be evaluated (aim 5).

Two of the aims of the assessment protocol described in this chapter

are not relevant for individual interventions and, therefore, it simplifies

the assessment protocol. There is obviously no need to identify client

characteristics and circumstances that may either facilitate or potentially

hinder group processes (aim 2). Likewise, one does not need to assess

how the client’s individual smoking history or motivations and circum-

stances of becoming smoke free could best be brought into play in capital-

izing on group processes when engaging clients in the different treatment

components (aim 3b). As there is no need for the assessment information

to inform group processes or to prepare the individual client during the

assessment interview for a group-based intervention, this simplifies the

assessment process. Although the information gathered is the same for

individual and group interventions, what one does with the information

for treatment planning is less complex for individual interventions, as the

intervention plan is tailored only to the individual’s situation.

The following parts of the Therapist guidelines are either not relevant or

can be adapted for individual interventions.
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THERAPIST MATERIALS

The following materials are given.

1 Assessment interview form for smoking cessation group

2 Fagerström test for nicotine dependence (FTND)

3 Smoker and non-smoker self-concept evaluation form

4 Hints on how to create progress graphs in Excel

5 Outcome evaluation form.

Tips (cont.)

� The section General client characteristics relevant to group processes can be

ignored.

� Of the bulleted points in the section Establishing rapport and a spirit

of collaboration, the first point (enlist clients as informed allies) and

the last point (instill faith in the program and optimism about the

outcome) also apply to individual interventions. Three of the points

(offering guidelines about how to participate, clarifying format and dur-

ation of the program, and anticipating frustration and disappointment

along the way) still apply but need to be focused on the individual rather

than group context. The one point about setting ground rules can be

ignored.

� Within the Outcome evaluation section, outcome data should still be

reported cumulatively for a given reporting period and number of

clients treated within that period. Of course, if the intervention is not

group based, the additional, useful information on success rates for a

given group, or average success rates across different groups, cannot be

computed.
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Assessment interview form for smoking cessation group

INTRODUCTION

� Briefly state the parameters of confidentiality in accordance with the policies of

your practice or service agency.

� Tell the client : “The aim of the interview is to collect information about

your smoking history and your desire to become smoke free, and also to

provide you with information about the group and what you can do to get

the most out of the treatment program.”

� Tell the client : “It is important that you are as honest as possible so that we

can make the group as effective for you as possible.”

REFERRAL INFORMATION

With the next two questions, find out what the client’s reasons are for coming to

the group, and whether they are self-generated or stem from outside influences.

Identify any specific events that influenced the person’s decision to come at

this time.

� What brings you here now?
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

� What do you hope to achieve by coming to the group?
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

PATTERN AND CONTEXT OF CIGARETTE SMOKING

� When did you start smoking?
____________________________________________________________

� What prompted you to start smoking?
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

� How many cigarettes do you smoke per day?
____________________________________________________________

� How much money do you spend on cigarettes per day?
____________________________________________________________

� What pack size do you buy?
____________________________________________________________
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� What is the nicotine level of the cigarettes you smoke?
____________________________________________________________

� How soon after you wake up do you smoke your first cigarette?
____________________________________________________________

� Have you experienced any withdrawal symptoms in the past?

Yes □ No □
� (If yes) What were they, and how bad did they get?
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

� What was your longest time without a cigarette in the last week?
____________________________________________________________

� What was your longest time without a cigarette in the last year?
____________________________________________________________

� Have you ever tried to quit smoking in the past?

Yes □ No □
� Have you ever used nicotine-replacement treatment in the past?

Yes □ No □
� Have you ever used Zyban (bupropion) in the past?

Yes □ No □
� How long ago was your last attempt to quit smoking?
____________________________________________________________

� For how long did you manage to stay smoke free after quitting in the past?
____________________________________________________________

____________________________________________________________

____________________________________________________________

� When you managed to quit smoking for a while, what helped?
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

� For how long have you been smoking at the current level?
____________________________________________________________

MOTIVATION FOR CHANGE AND POTENTIAL

BARRIERS TO CHANGE

� How likely do you think it is that you will be a non-smoker in six months

time, on a scale from 1 (not likely) to 10 (very likely)?

____________________________________________________________

1 2 3 4 5 6 7 8 9 10

Not likely Very likely
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Ask for the reasons why the client gave the particular rating s/he gave.

(e.g., “Why did you rate the likelihood of being a non-smoker in six months

a ‘6’ rather than a ‘10’?”)
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

� How ready are you to change and become a non-smoker, on a scale from 1

(low readiness to change) to 10 (high readiness to change)?
____________________________________________________________

1 2 3 4 5 6 7 8 9 10

Low readiness High readiness

� Are there certain occasions where you feel it is particularly difficult not to

have a cigarette?
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

� Are there certain occasions where you find it easier to abstain from smoking?
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

� Are you currently living with anyone that smokes?

Yes □ No □
(If yes) What is their attitude towards smoking/quitting?
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

� Are there people that support your decision to quit?
Yes □ No □
(If yes) Who are they?

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

Now assess the level of ambivalence toward change.
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� First explain: “Often people who want to quit smoking have two voices in

their head, one that says ‘I want to not smoke anymore’, and another that

says ‘I really want a cigarette right now’.”

� Then ask: “Please rate how strong each one of those two voices was for you

personally in the last 24hours, ona scale from0(veryweak) to8(very strong).”

� How strong was the voice saying “I want to not smoke anymore?”
____________________________________________________________

0 1 2 3 4 5 6 7 8

Very weak Very strong

� How strong was the voice saying “I really want a cigarette right now?”
____________________________________________________________

0 1 2 3 4 5 6 7 8

Very weak Very strong

Use the above ratings as coordinates and mark client’s location in the following

diagram:
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SMOKING-RELATED BACKGROUND INFORMATION

Interests and hobbies:

� What are your interests and hobbies?
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

36 Assessment, treatment planning, and evaluation



� How are these associated with smoking? Can you do these activities without

having a cigarette?
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

Health and medical history, particularly with regard to smoking:

� Have you had any medical or health conditions related to your smoking?

Yes □ No □
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

� Do you drink alcohol or use drugs that are not prescribed by a doctor?

Yes □ No □
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

Psychiatric history:

� Have you had any previous psychotherapy or counseling?

Yes □ No □
(If yes) When? What did you seek help for? Where?
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

� Are you currently experiencing any emotional difficulties or stressors?

Yes □ No □
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

Medications:

� Are you currently taking any medications?

Yes □ No □
(If yes) Type Dose

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________
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____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

CARBON MONOXIDE (CO) TEST

Administer CO monitor and record:

� Date _______________________ (dd/mm/yy)

� Time since last cigarette _______________________ (minutes)

CO (ppm) reading _______________________ (COppm)

Fagerström Test for Nicotine Dependence

These questions help you to determine how dependent you are on your cigarettes.

Please tick the box next to the answers that best describe your smoking behavior.

� How soon after you wake up do you

smoke your first cigarette?

□ Within 5 minutes 3

□ 6–30 minutes 2

□ More than 30 minutes 1

� Do you find it difficult to refrain

from smoking in places where

smoking is not permitted?

□ Yes 1

□ No 0

� Which cigarette would you hate

most to give up?

□ The first one in the morning 1

□ Others 0

� How many cigarettes per day do you

usually smoke?

□ 10 or less 0

□ 11–20 1

□ 21–30 2

□ 31 or more 3

� Do you smoke more frequently

during the first hours after waking

then during the rest of the day?

□ Yes 1

□ No 0

� Do you smoke if you are so ill that

you are in bed most of the day?

□ Yes 1

□ No 0

Total score (max. ¼ 10)

Note:

(Permission to reproduce the Fagerström Test for Nicotine Dependence (Heatherton

et al., 1991) for this manual granted by Blackwell Publishing.)
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Smoker and non-smoker self-concept evaluation

This questionnaire relates to your self-image as a smoker and a non-smoker at

this moment in time. Please indicate how much you agree with the statements

below by circling the number corresponding most closely to your self-image

RIGHT NOW. Your answers may range from AGREE NOT AT ALL (0) with

the statement to AGREE VERY STRONGLY (8) with the statement.

not
at
all

0 1 2 3 4 5 6 7 8

0 1 2 3 4 5 6 7 8

0 1 2 3 4 5 6 7 8

0 1 2 3 4 5 6 7 8

0 1 2 3 4 5 6 7 8

0 1 2 3 4 5 6 7 8

0 1 2 3 4 5 6 7 8

0 1 2 3 4 5 6 7 8

0 1 2 3 4 5 6 7 8

very

I AGREE WITH THIS STATEMENT...

strongly

1 Smoking is part of my self-image

2 It is easy to imagine myself as a non-smoker

3 Smoking is part of “who I am”

4 Smoking is a large part of my daily life

5 I am comfortable with the idea of being a non-
 smoker 

6 Not Smoking is “like me”

7 Smoking is part of my personality

8 I am able to see myself as a non-smoker

9 Others view smoking as part of my personality

(Adapted from Shadel & Mermelstein, 1996.)
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Hints on how to create progress graphs in Excel

To generate the graph shown in Figure 2.1: 
■ Enter the monitoring data into the spreadsheet as shown 
■ Use the cursor to highlight the first 3 rows up to column L 
■ Click on “Insert”, then “Chart”, and select “Custom Types” 
■ Scroll down and select “Lines on 2 Axes” 
■ Click “Next” to show the “Data Range” box; click “Next” again 
■ Enter titles for chart and left and right (Y) axes as shown 
■ Click “Next” and in Chart Location Box click “Finish” 
■ This will generate the graph shown below (bottom right) 

2 x “next”

The graph on the right can be edited to
change the appearance by double-clicking
on any of its components (e.g., changing
the plot area from gray to white; changing
font size or contents of titles; changing font
size, intervals, or tick marks for the units on
the axes; changing format or color of data
lines and points). One can also drag the
legend box anywhere in the chart area and
delete the line around it.
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Outcome evaluation form

Client ID: _______________________ Date: ——/——/——

1 Are you smoke free now?

Yes □ No □
If yes, go to question 3

If no, go to question 2

2 How many cigarettes do you smoke per day?

___________________________________________________________

Now go to question 10

3 When was your designated quit date?

———/——— /———

(dd) (mm) (yyyy)

4 What is your current carbon monoxide (CO) test reading?

___________________________________________________ (COppm)

5 For how many days have you been smoke free?

___________________________________________________________

6 Have you had a single puff on a cigarette in the past two weeks?

Yes □ No □

7 Did you use nicotine-replacement products (e.g., patches)?

Yes □ No □

8 Did you use Zyban (bupropion)?

Yes □ No □

9 Have you experienced any withdrawal symptoms?

Yes □ No □

If yes

How bad did they get at their worst?

not too bad □ bad □ extremely bad □

How are they now?

gone □ not too bad □ bad □ extremely bad □

10 Often people who want to quit smoking or who have recently become

smoke free have two voices in their head, one that says “I want to not

smoke anymore,” and another that says “I really want a cigarette right now.”

Please rate how strong each one of those two voices was for you personally

in the last 24 hours, on a scale from 0 (very weak) to 8 (very strong)
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(a) How strong was the voice saying “I want to not smoke anymore?”

0 1 2 3 4 5 6 7 8

Very weak Very strong

(b) How strong was the voice saying “I really want a cigarette right now?”

0 1 2 3 4 5 6 7 8

Very weak Very strong

CLIENT MATERIALS

1 Carbon monoxide (CO) monitoring information sheet

2 Carbon monoxide (CO) feedback chart

42 Assessment, treatment planning, and evaluation



Carbon monoxide (CO) monitoring information sheet

What is carbon monoxide or CO?

Carbon monoxide is a poisonous gas that can be found in polluted air, car

exhaust fumes, and in tobacco smoke. It is absorbed into the blood from the

lungs and is a rough indicator of how much a smoker has smoked within the

past 24 hours.

What does the CO monitor measure?

When you exhale into the CO monitor, it measures the amount of CO in your

expired air. The amount of CO in the air exhaled from your lungs gives an

indication of how much CO is in your blood.

How does CO harm your body?

CO takes the place of oxygen in your red blood cells. Smokers can have

between 2 and 20% of the normal oxygen carried in their blood replaced by

CO. Also, CO reduces the release of oxygen. The body needs oxygen to live,

and CO deprives the body of oxygen.

What are the consequences of high CO levels in your blood?

To make up for the shortage of oxygen in your blood, your body needs to

work harder with less fuel. This is damaging to your health because:

� the smoker’s heart beats faster trying to get enough oxygen to the body

� the smoker’s heart gets less oxygen, which can damage heart muscles and

lead to sudden death

� because there is little extra oxygen to spare, the smoker gets easily breathless

when putting extra demand on the body by any kind of exercise

� the reduced level of oxygen can cause the lining of smoker’s arteries to

weaken, allowing more cholesterol in, which, in turn, causes fatty build up

and increases the risk of circulation problems, heart attack, and stroke.

What is the good news?

While you are still smoking, your CO readings will be fairly high. But once

you have smoked your last cigarette, the CO level in your blood falls almost

immediately. After a couple of days, your CO readings will be the same as that

of a non-smoker. Your blood will carry more oxygen! This will give you more

energy, better circulation, and greater concentration.

What do I need to do when taking the CO test?

It’s simple! Take a deep breath and hold it for 15 seconds. Then blow into the

CO monitor. Blow out completely. Enter the date and your COppm reading

in your CO feedback chart. The COppm reading is the amount of CO in your

exhaled breath. The COHb(%) column tells you how much CO is in your

blood. COHb(%) means the percentage of red blood cells or hemoglobin

(Hb) that is carrying CO instead of oxygen. For example, if your COppm

reading is 40, then 7% of your red blood cells are carrying CO.
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Carbon monoxide (CO) feedback chart

COHb(%) COppm
13% 80

78
76
74
72

12% 70
68
66
64
62

10% 60 
58 
56 
54 
52 

9% 50 
48 
46 
44 
42 

7% 40 
38 
36 

6% 34 
32 
30 
29 

5% 28 
27 
26 
25 
24 
23 
22 

4% 21 
20 
19 
18 
17 
16 

3% 15 
14 
13 
12 
11 
10 2%
09 

1.5%
07 
08 

06 
0.7% 

04 
05 

03 
02 
01 

This level is rare. It may occur in chain smokers. Above this level
serious carbon monoxide poisoning and permanent damage can occur

Heavy smokers (including pipe and cigar smokers) 

Smokers (These readings indicate that the red blood cells are carrying a
lot less oxygen than the body needs. The heart needs to work harder
and has less oxygen to help it).

Light smokers (these readings can also occur in a smoker who has only
smoked very few cigarettes on that day)

Non-smokers who are exposed to smoky environments, traffic fumes, or
workplaces with higher levels of exhaust fumes

Non-smokers living in a city

Non-smokers living in an unpolluted environment

(Smokers can have readings below 10 ppm if they have not smoked for some time)

My COppm Level: _____ 

Date: ___/___/_____  

(Adapted from Smokerlyzers product information, Bedfont Scientific Ltd., 2002.)
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3

Starting the change process

THERAPIST GUIDELINES

Aims

1 Facilitate relationships that are helpful for change

2 Establish guidelines for a successful program and promote group cohesion

3 Explain the nature of nicotine addiction and how our understanding of

the mechanisms underlying this addiction provides the rationale for the

treatment program

4 Discuss “becoming smoke-free day”

5 Illustrate behavioral component of smoking routines and commence

behavioral change strategies

6 Promote self-image as a non-smoker and end on a positive note.

Facilitate helpful relationships

The positive working relationship established in the initial assessment session

needs to be strengthened. Congratulate and encourage group members

for taking the step to come along to the first session, and be supportive of

the journey they are about to embark on. It is important to emphasize a

collaborative approach to the smoking cessation program.

Establish guidelines and promote group cohesion

Discuss with group members that one of the benefits of the program is that

the group format is like a “buddy system” on a bigger scale, and that they have

one another and yourselves, the therapists, to help them on the journey to

becoming smoke free and to draw on one another’s experiences. Point out
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that in order to achieve this, there will need to be guidelines for the group so

that everyone will feel comfortable with discussing what is happening in their

lives and how these events impact on smoking behaviors. Important guide-

lines include confidentiality, being respectful and non-judgemental of others’

situations, allowing others equal time during the sessions, and keeping focused

on the aims of the session.

Explain the nature of nicotine addiction and its relation
to the treatment program

Discuss the nature of smoking addiction as having both chemical and behavi-

oral components, with both components being very powerful. Explain to

group members that while the program aims to help them to break both

the chemical and the behavioral addictions, these will be addressed one step at

a time (behavioral first then chemical), because doing both at the same time

will likely induce more stress than addressing one followed by the other.

Discuss setting the “becoming smoke-free day”

The group members are likely to be expecting the therapists to tell them to

stop smoking as of the first session (we often have clients who admit that they

smoked “like chimneys” in the hours leading up to the first session so that

nothing would “go to waste”). Instead, emphasize the low-threshold approach

to change where there is no pressure to set a date immediately by which to be

smoke free. The intention is to give group members a chance to be successful

at learning some skills that will help them to become and remain smoke free

when they are ready. Advise clients that this date will preferably occur just

prior to or around the middle of the program. This is because the skills

involved in remaining smoke free are somewhat different to those involved in

becoming smoke free, and it is important to allow clients sufficient time after

“quit day” to practice their skills at remaining smoke free. Focus on gradually

cutting down the number of cigarettes smoked over the weeks on the way to

becoming smoke free. Also, phrase quitting in terms of gains rather than

losses (i.e., “becoming smoke free” rather than “giving up smoking”).

Illustrate the behavioral component of smoking routines
and commence behavioral change strategies

Conduct an exercise to demonstrate to clients how powerful the behavioral

component of the smoking addiction can be. Ask group members to think

about how many times in their lives they have lit a cigarette (how many times
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they smoke in a day multiplied by the number of days in a year and the

the number of years they have been smoking). Do this exercise with them

so they gain an idea of the approximate number of times they have lit a cigarette

in a lifetime. For example, someone who has smoked about eight cigarettes a

day for the past 15 years would have smoked about 43800 cigarettes, repeating

the same action every time they lit up each of those cigarettes.

Pose questions to the group members designed to prompt them to think

about the impact of the behavioral addiction. For instance, if someone always

has a cigarette after dinner, ask what happens if he/she had two cigarettes

immediately before dinner – the rationale underlying this being that if smoking

was purely a chemical addiction, the chemical addiction should still be

satiated right after dinner. If, however, they still have the cigarette, it is because

they are used to the habit of having a cigarette after dinner (i.e., having first

dinner and then a cigarette have become two activities that are strongly

linked).

Use this as a lead-in to introducing the need for behavioral change within

the smoking cessation program. Emphasize that, over time, certain cues have

become powerfully linked with smoking (e.g., a particular coffee mug used

to drink coffee while having an afternoon cigarette). Also, the particular

sequence of events leading up to having the first puff of each cigarette is likely

to have been repeated so often that it is a very well rehearsed sequence, much

like driving. Emphasize that the key to breaking the behavioral habit is to vary

the smoking routine according to when, how, and where. Thus, encourage

clients to vary where they smoke, vary when they smoke (including the order

of the sequence of events leading up to the first puff), and also to vary

how they smoke (e.g., smoke with the opposite hand). To help group

members to identify how they can break down their individual smoking

routines, go through the diagram on How to change your smoking routine

in the client handout. Then elicit examples of smoking routines from the

group so that clients can better grasp this concept in the context of their own

day-to-day lives.

Promote self-image as a non-smoker

The first session is likely to be a bit overwhelming for clients, with lots of

information to take in and also having to commence change straight away.

Make it a point again to congratulate group members for undertaking the

journey to become smoke free. Finally, build on the momentum that group

members typically experience after coming along to the group by finishing

off the session with the imagery exercise From Smoke City to Fresh Hills.

This exercise is adapted from Marlatt & Gordon (1985) and is designed to

help clients to learn to visualize themselves as non smokers: to help them
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develop a different identity. At the end of this, invite group members to

relate the imagery exercise to their own personal circumstances to be shared

with everyone at the next group session. Emphasize that there will be temp-

tations along the journey, but that they will learn the skills to weather those

temptations successfully and stay smoke free.

CLIENT MATERIALS

1 Now that you have decided to become smoke free, what’s next?

2 Understanding the nature of nicotine addiction: the chemical addiction and

the behavioral addiction

3 Making change happen

4 It’s time to start doing things differently!

5 When to set your “becoming smoke free day”

6 From Smoke City to Fresh Hills.

Tips for working with individuals

The first aim of this module is to facilitate a collaborative relationship with

clients at the start of the program and this is, of course, also important

during a one-on-one intervention. However, in the one-on-one context,

there is no need to balance individual attention across a number of clients

as in group interventions. The second aim of establishing guidelines for

group interactions and promoting group cohesion are not relevant when

working with individuals. The remaining four aims all apply equally to

group and individual interventions. The primary adaptation to working

with individual clients is that the exercises to illustrate the behavioral

components of smoking routines will be based on the examples provided

by the one client rather than on the collective contribution from several

clients covering a range of different circumstances.

Likewise, with respect to the client handouts, only minimal adaptations

are required. For the most part, an individual client can simply be

instructed to ignore any references to interactions with other group

members and apply the material directly to themselves. In the first hand-

out, there is a brief section that introduces the group guidelines and aims

to reassure group clients who may feel a bit awkward in a group context.

This section could be omitted from the handout if used with an individual

client.

48 Starting the change process



Now that you have decided to become smoke free,
what’s next?

Congratulations on deciding to become smoke free! We’re glad you have

taken this important step to a better way of life. We are here to provide you

with the skills to stay smoke free and to support you in your travels from

being a smoker to becoming a non-smoker. So, if you have any questions

along the way, please do not hesitate to ask us.

You have taken a big step in joining the program – we want you to recognize

how big this step is as well. Make sure you congratulate yourself for making

it this far – it shows that you are motivated to improve the quality of your

life. Coming along today, however, is only the first step. To successfully make

and maintain changes, it is important to keep the motivation up and come

along every week. In doing so, you will learn all the strategies that have been

proven to be helpful in becoming smoke free. It also means that we can

develop a supportive network in the group to help everyone support each

other through this challenging journey.

By coming along to the sessions, you will learn skills that help you become

and remain smoke free. However, it takes you to put those skills into place.

That’s right, we want you to take control of the changes and be active in doing

all the things that bring about change! In this way, you will be able to see the

effect you can have in controlling this addiction. The more time and effort

you put into actively changing, the easier it will be to become and remain

smoke free. Remember, we only see you for a very small part of the week – it is

up to you to make the changes between the group sessions. We are here to

help you with any difficulties you are experiencing, and also to hear about

your successes.

Although we are here to guide and help you, we also think that the support

of your fellow group members is important. We understand that a group

setting may feel a bit awkward at first for some, and one way to address this is

by introducing some group guidelines. A few simple guidelines that make it

easier for everyone to feel comfortable in groups like this are:

1 Keep information you learn about others confidential

2 Respect everyone’s unique circumstances

3 Allow others equal time

4 Stay focused on the task at hand.
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Understanding the nature of nicotine addiction

Giving up smoking is difficult. Remaining smoke free is even more difficult.

The reason for the difficulty is that, when moving through the steps of

becoming smoke free, you are beating not just one but two “addictions.”

The chemical addiction

The first addiction is a chemical one. Nicotine is a powerfully addictive

chemical. Nicotine stimulates a part of the brain called the dopamine system.

This system is also known as the “reward” pathway and provides the experi-

ence of pleasure or a “rush” you feel when you smoke a cigarette. Nicotine is

an extremely powerful drug: it takes just a few seconds after inhalation for

90% of the nicotine in the lungs to reach the brain.

The behavioral addiction

Smoking is not just about the chemical addiction. There is also a behavioral

component. For instance, if you normally smoke one cigarette each hour but

smoke four per hour while socializing with friends in a pub or at a party, then

you are not reaching for those cigarettes because of the chemical addiction

but rather because you have developed a habit of smoking more cigarettes

when having a good time with friends. The behavioral addiction comes about

through smoking more in certain situations. This leads to the development of

a habit that is difficult to break.

Think of the number of times that you have lit a cigarette in your life. That’s

an amazing number of opportunities to learn that cigarettes are a part of your

everyday functioning! For a regular smoker who smokes 25 cigarettes a day,

cigarettes have been paired thousands of times in just one year with many

activities that you perform everyday. What are some of the activities that for

you typically go together with smoking?

Activities paired with smoking:

1 ____________________________________________________________

2 ____________________________________________________________

3 ____________________________________________________________

4 ____________________________________________________________

5 ____________________________________________________________
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Making change happen

Becoming smoke free involves breaking both the chemical and the behavioral

addictions. However, trying to overcome both at the same time can cause

additional stress, which may decrease the chance of success. Therefore, we aim

to weaken the behavioral addiction first, before working on the chemical

addiction. So we recommend that you focus on the behavioral addiction first.

Then, start on nicotine-replacement therapy and gradually taper down the

amount of nicotine that your body receives until you no longer need this

chemical “crutch.” In the meantime, we will provide you with practical skills

to help you to become and remain smoke free.

In combating the behavioral aspect, we look at ways to break the links

between activities and cigarette smoking, and also look at ways to break the

habitual patterns involved in the act of smoking itself. Some strategies for

breaking the behavioral habit of smoking are listed in the next section. It is

recommended that you choose at least three of these strategies to try out

during the first week. There is a record sheet to monitor the strategies that you

tried out each day and to record the number of cigarettes smoked each day.

Your participation in change is vital. After all, there is a simple truth – things

will stay the same unless you start doing things differently.

To recap, to prepare yourself for the day you become smoke free:
� reduce the amount of nicotine and its effects on the brain
� disrupt the routines and behaviors associated with smoking.
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It’s time to start doing things differently!

Smoking is a habit. It is something you do without much thinking in the same

manner day in and day out. Think of all the occasions when you typically have

a cigarette. Now, for each of those occasions when you have had a cigarette,

think of exactly what you do when you have a cigarette. Think of where you

keep your cigarettes, the matches or lighter that you use, and how you take

the cigarette out of the packet. Think of how you hold the cigarette while you

light it. Think of how you inhale when you smoke. Think of what you do

with your other hand when you smoke. Now, think of the number of times

you have done all of these actions in your life – that’s a lot of practice for

the behaviors to become a habit! So, in order to become smoke free, all the little

things that you do when you engage in the act of smoking need to be done

differently. This will help you to weaken the behavioral addiction. Remember,

change happens when you start doing things differently.

How do you break the habit? By starting to make changes in your normal

smoking routine. You can vary virtually all smoking behaviors by following

the “When, How, Where” principle. That is, vary when you have a cigarette.

Always have a cigarette first thing in the morning? Then delay it for a few

minutes. Vary how you have a cigarette. Always have a cigarette along with

your cup of coffee in the morning? Then enjoy the coffee on its own, and if

you “must” smoke, do it without your cup of coffee nearby. Vary where you

do it. Often smoke in your favorite armchair while watching television? Then

only smoke outdoors (preferably standing up – don’t want to get too com-

fortable!). Or like to read the newspaper or a book when you smoke? Then

read at places where smoking is prohibited (e.g., inside a café, or inside an

area in your home that you designated as a smoke-free zone). Do nothing else

when you smoke! Aim to change all of your smoking routines, and all of the

cues that are associated with your smoking behaviors. A particular obvious

type of cue is your ashtrays; most smokers have their home littered with several

of them. Remove all ashtrays from your house! Some clients like to collect their

ugly cigarette butts in a glass jar, to serve as a visual reminder (i.e., disgusting

“cue”) of what will not go into their bodies anymore once they are smoke free.

You can change many things about the habit of smoking – when you smoke,

where you smoke, how many cigarettes you smoke at a particular time, and

what else you do when you smoke. Even a small change can alter your smoking

routine and hence weaken the habit. For an illustration of how to use the

“When, How, Where” principle to make changes to your everyday smoking

routines, see the diagram entitled How to change your smoking routine.

Also there is a list called Suggestions on what to do differently before

“becoming smoke-free day.” This contains a list of tips that will help you to

make those behavioral changes. Aim to adopt at least three or four of the
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strategies every week. The Behavioral changes chart can be used to record

which of these strategies you used, how often you used them, and how many

cigarettes you smoked each week. On the same chart, there are also some extra

lines where you can write in other strategies that you might come up with

yourself, and that you think would be especially helpful for you personally.

Remember, while becoming smoke free is quite a challenge, using these

strategies is not. These strategies are simple and require no special skills. If

you find yourself after one week not having tried even one or two of those

strategies, you may not be ready to become smoke free. Then we can explore

with you what it is that stands in your way of becoming a non-smoker, and

help you to increase your readiness for change.

Example of a smoking routine 

How to change your smoking routine

· Wake up in the morning 
· Reach for cigarettes and
     lighter beside the bed  
· Light cigarette 

· Smoke 

· Get up out of bed 

· Have a shower 

· Make coffee 

· Reach for cigarettes and
     lighter on top of the
     refrigerator   

· Light cigarette and smoke
     while having a cup of coffee

Vary WHEN
by mixing up the order 

· Do not smoke as soon
     as you wake up; hop
     into the shower first
     instead    

· After reaching for the
     lighter, delay lighting
     cigarette for a moment
     or two    

· Mix up the order of your
     smoking process

· Vary the order of those 
     activities you pair with 
     smoking. e.g., drink
 your coffee before
 having a cigarette
 instead of while having
 a cigarette

Vary HOW you do it

· Rather than keeping
     the cigarettes and 
     lighter together, keep 
     them apart, in different 
     rooms even  

· Vary your smoking
     pattern, e.g., if you
 always smoke with
     your right hand, switch
     to smoke with your left

Vary WHERE you do it

· Smoke in a place that
     you normally do not
     smoke, e.g., rather
 than smoking in bed
 first thing in the
      morning, go outside
     to smoke. Choose a
     different place outside
     each time you smoke

Remember: vary when, how and where
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Suggestions on what to do differently before “becoming
smoke-free day”

� Keep a record of your habit changes and how many cigarettes you smoke

each day on your Behavioral changes chart.
� Stop carrying cigarettes with you. Put them in a place that is inconvenient

and that forces you to make a real effort to get each one (e.g., in the trunk of

your car, the hall closet, or the garden shed).
� Stop smoking in your house, in your office, or in your car. Smoke only

outdoors.
� Chose non-smoking facilities when given the option.
� Do nothing else when you do smoke.
� After you get up in the morning and after you eat, make yourself wait at

least 30 minutes before you smoke. Find something else to do instead.
� When you do go to smoke, hold off for a few moments before lighting up

and think “I don’t really need to light this quite yet . . . I can do it in a little

while.”
� Get rid of all ashtrays. You won’t need them anymore when you are a non-

smoker. Put cigarette butts in an old can or glass; do not empty it, rather

keep it to remind yourself what you are putting into your body.
� If you buy cigarettes, buy only one pack at a time. Do not “stock up.”
� Change the routine of how you take a cigarette from its pack (e.g., wrap the

pack in paper and put a rubber band around it; this helps to slow down and

disrupt the process of lighting up). There are many creative variations to

this strategy, select one that will serve as your personalized roadblock and

detour to prevent you from lighting up automatically.
� When you do smoke, use your “other” hand.
� Carry some personal reminder cards. On each card, write down some-

thing that you think will encourage you to be a non-smoker. Carry the cards

with you where you used to carry your cigarettes. Read them each time you

think you are going to have a cigarette.
� Engage in regular exercise. Use it to relieve stress and stop urges to smoke.
� Plan your life as a non-smoker. Every day, visualize about something that

you will do or that will be different once you are smoke free.
� Give yourself rewards for doing things differently and following your

smoking cessation program.
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When to set your “becoming smoke-free day”

We encourage you to think about a day in the next two to four weeks that you

want to set as your personal “becoming smoke-free day.” Pick a day that you

feel gives you a realistic chance to succeed at being smoke free. Prior to that

day, you will work hard on the behavior changes. When you are ready, you

stop smoking and gradually eliminate the chemical addiction with the help of

nicotine-replacement therapy. The difficulty lies not in becoming smoke free

(after all, many smokers have “quit” many times in the past, only to resume

smoking within hours or days of their quit attempts). Rather, the difficulty

lies in remaining smoke free for good. This is why we are less enthusiastic

about attempts to quit “cold turkey” right at the start of the program. The

scientific evidence suggests that careful planning and preparation for this big

moment, or what some have called the “warm turkey” approach, increases the

likelihood of long-term success. And it is long-term freedom from smoking

we aim for!
� Choose the day you become smoke free carefully.
� Avoid setting a day that coincides with a stressful period or a period of

unusually high temptation. Examples of these include the beginning of a

stressful working week, or the night of a party where you will be socializing

with friends who smoke.
� However, stress and situations where temptations may be present should

not be used as an excuse to postpone the day you become smoke free. One is

rarely free of all stress or temptation – waiting for a perfect time will keep you

stuck in a smoking lifestyle. Instead, choose times when there is relatively less

stress. Weekends, holidays, and other special events are good choices.
� Celebrate the day youbecome smoke free!After all, you’re beginning a journey

to greater freedom, better health, and a greater sense of accomplishment!
� Mark this day with a ceremony to highlight the significance of the occasion.

For instance, flush all remaining cigarettes down the toilet.

On the day you are to become a non-smoker, be sure to get rid of all cigarettes.

Do not keep any “for emergencies.” If you have a strong urge to smoke, do

something else to distract yourself, or use any of the other coping strategies

you will learn in this program that will help you to stay smoke free. Remem-

ber, if you don’t give in to the urge, it will pass soon.

As of this day I stop smoking and start breathing 

. .
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From Smoke City to Fresh Hills

Congratulations on deciding to become smoke free! You have decided to

embark on a trip to be free from cigarette smoking. As with many journeys,

making the move from Smoke City to Fresh Hills is not a case of simply

throwing a few things in the car and driving off into the sunset. Rather,

journeys take careful planning. This program will provide you with the neces-

sary skills and strategies to make this journey as smooth as possible. Of course,

we can only provide you with ways to make the journey smoother – you need

to be committed to taking the trip.

The first thing to do before embarking

on your trip is to decide on what to

pack and what to leave behind. Things

to pack include things that will aid

you on the journey. The strategies you

learn in this program will be helpful

because they will help you cope with

any treacherous parts of the journey.

You may also want to bring along others

who will support you, including the

group members. Things to leave behind

are those reminders of Smoke City –

items such as cigarettes, ashtrays, etc.

It may also be wise, at least for a while,

to leave behind those Smoke City friends who want to prevent you from

making the journey. You can catch up with them when you are firmly settled

in Fresh Hills and are able to resist temptations to move back to Smoke City.

Now that you have packed items that

will help rather than hinder you on the

trip, you’re off! Yes, it might be a teary

affair as you leave Smoke City behind,

but remember – you’re moving on to a

better place! So dry those eyes, pull out

the map outlining the route from

Smoke City to Fresh Hills, and hold on

tight for the trip!

Driving along the first leg of your journey, you eagerly look forward to the

benefits of living in Fresh Hills and start daydreaming of what life would be

like there. One major benefit of living in Fresh Hills is the cheaper cost of

living – no cigarette rent collectors. Another benefit is the fresh air up in the

mountains. You’ve been used to breathing in smoke for such a long time.

Think of the fresh air filling your lungs with every breath, your improved
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sense of smell, and even an improved ability to taste. But as you think of the

good life that will await you in Fresh Hills, you may wonder if you will make

friends there or be able to catch up with your friends living in Smoke City.

Then, you start to miss those in Smoke City, and start to reminisce about your

days in Smoke City . . . All of a sudden, you snap out of daydreaming and

narrowly avoid driving into Lapse Ditch.

It’s a good thing that you were alert just in time! Lapse Ditch is quite deep

and certain parts are filled with quicksand that will suck your entire car in.

You start to wonder why your mind wandered off. You remember that the

journey is a long, unfamiliar one. Moving away from Smoke City and all the

fumes and your cigarette friends means that you are not constantly stimulated

by nicotine. This may result in feeling tired and bored (from lack of stimula-

tion by nicotine). You may even feel dizzy from all the clean air outside of

Smoke City limits. You may also find that at first your concentration decreases

somewhat – this also results from a lack of stimulation by nicotine.

Time to take a break now – get free from the thoughts about Smoke City.

You pull into the petrol station, fill up your car, and wander into the provision

store. There, you decide to buy some nicotine gum – the slow-acting nicotine

will take the edge of those Smoke City thoughts and help to keep you fresh.

Back on the road again, and you admire the scenery flashing past as you

cruise along. Somehow, things seem very idyllic and peaceful. You notice

there’s a lake ahead and stop to admire the scenery. Unfortunately, stopping

at Lake Craving was a bad idea. It reminds you somewhat of Smoke City and

how you and your cigarette friends used to fish by a pond that looked similar

to the lake. So you just get back in the car and keep on driving, and Lake

Craving eventually passes from your view as you check the rear view mirror,

and your thoughts come to focus again on the road ahead.
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As you continue on your way to Fresh

Hills, you encounter a slippery section

on the road. You find it hard to maintain

control of your car and it leaves you

feeling stressed. You begin to think that

you will never make it to Fresh Hills. You

also miss your cigarette friends and

decide to call them up to meet you in

Lapse Valley – a scenic detour on the way

to Fresh Hills.

In Lapse Valley, you catch up with

your cigarette friends. While they make

you feel good initially, you begin to

remember why you left Smoke City in

the first place. You bid them farewell and

continue on your journey.

Having left Lapse Valley, you realize you

have learnt something about yourself –

although you succumbed to the tempta-

tion of having a smoke, you realize that

you are able to leave it all behind. You

learn that although there will be times

when you really miss Smoke City, you can move on to your new life in Fresh

Hills. You have learnt the skills to do so.

Eventually, you make it to Fresh Hills. You love your new house and the

new feeling you have inside. As you sit on the porch, your new neighbor stops

by and invites you for a walk to the park. Now that the air is fresher and that

you are fitter because you’re away from Smoke City, you might just take him

up on his offer.
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4

The ins and outs of becoming
smoke free

THERAPIST GUIDELINES

Aims

1 Provide information about the health risks associated with smoking

2 Highlight the benefits of becoming smoke free

3 Alert clients to common side effects of smoking cessation and preview

some of the coping strategies to be covered in greater detail in later

modules

4 Raise awareness about the role of negative moods in smoking behavior and

smoking cessation

5 Raise awareness about strategies for coping with mood changes associated

with smoking cessation and preview some helpful coping tips to be covered

in greater detail in later modules (if applicable)

6 Address concerns about weight gain anticipated from smoking cessation

Health risks associated with smoking

The main points covered in the first segment of this module are: (a) the

harmful ingredients contained in a puff from a cigarette, (b) the broad range

of health risks associated with smoking, and (c) the health risks of alternative

to cigarettes.

What’s the harm in a puff?

Your clients probably already know that cigarettes contain highly toxic

ingredients, courtesy of advertising campaigns that employ this very strategy

in a bid to encourage smokers to quit. Rather than engage in a detailed
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explanation of each of these ingredients and their toxicity, which may

seem more like a sermon from the clients’ perspective, encourage clients

to glance through the section and highlight anything that they were not

aware of.

Clients may be surprised by the inclusion of ingredients such as arsenic,

4-amino-biphenyl, lead, and mercury. Two ingredients you should highlight

in a bit more detail are nicotine and carbon monoxide (CO).

The addictive nature of nicotine will be known to your clients and has been

covered in the first session of the program (Chapter 3). So focus here on its

impact on the circulatory and gastrointestinal systems. In particular, highlight

the potential damage that nicotine can cause to limbs, particularly in clients

who also suffer from diabetes and are, therefore, already susceptible to

problems with circulation (specifically, peripheral vascular disease).

Carbon monoxide is another ingredient that is important to highlight to

your clients. If carbon monoxide monitoring equipment is available to you,

clients would have already received some information about it in their

initial assessment session (see client handouts in Chapter 2 entitled Carbon

monoxide (CO) monitoring information sheet and Carbon monoxide (CO)

feedback chart). Remind clients in this session that carbon monoxide is found

in car exhaust fumes and is what kills people when they try to commit suicide

by this method. Important here in the context of general health is to explain

the mechanics of the greater affinity that carbon monoxide has for hemo-

globin and its impact on oxygen’s ability to attach to hemoglobin and how

this results in the lack of oxygen to vital cells. A useful analogy presented in

the Client materials is one of a monorail with limited seats, and clients often

find this analogy very helpful.

Review other aspects of health affected by smoking

As with cigarette ingredients, your clients are likely to know many of the

health risks associated with smoking. Indeed, some of your clients may have

been warned by a concerned partner, doctor, or child that they have to give up

smoking because of the health risks to the clients themselves and others

around them from exposure to secondary smoke. When discussing these

health risks, do so in a matter-of-fact manner and avoid scare mongering,

or it may come across as nagging or preaching.

While smokers may be aware of the link between smoking and lung cancer,

emphysema, and chronic obstructive pulmonary disease, they often lack

knowledge about the link between smoking and poorer general health and

mental health (Laaksonen et al., 2006), poorer dental health (Al-Shammari

et al., 2006), impaired fertility (Augood, Duckitt, & Templeton, 1998), and

peripheral vascular disease (Cole et al., 1993). One straightforward way to

introduce these is to ask clients to look over the list of smoking-related health
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risks in the handout. First, invite comments on any of the information that

they are already familiar with, and then on any items in the list that they are

not aware of yet.

Here is a good opportunity to personalize this segment of the session.

Tailor your discussion to your clients’ health concerns gleaned from your

initial assessment session to enhance relevance for clients. Generally speaking,

it will be much easier to focus on those health risks that are more immediate

for the clients; for example, gangrene and the potential need for amputation

may not be foremost in the mind of someone who is in their reproductive

years and has only been smoking for about five years, but it may be a pressing

concern for someone with unmanageable diabetes who has been smoking for

many years. Types of health risk that are included in the client handout are:

Fertility, peripheral vascular disease, and appearance.

Fertility
There is a link between smoking and impaired female fertility. Typically, this

means a longer time to conception, but it is encouraging that fertility returns

to normal levels following smoking cessation (Munafò et al., 2002). Smoking

also carries with it an increased risk of miscarriage and preterm labor, and it

affects neonatal health as CO robs developing cells of the necessary oxygen

(Augood et al., 1998). Smoking also has a negative impact on male fertility

amongst healthy, fertile men. It affects sperm quality (concentration, motility,

and morphology), and is associated with an increased risk of birth defects and

childhood cancers in the children (Trummer et al., 2002).

Peripheral vascular disease
Potential limb loss, blindness, heart attacks, and strokes – these are all health

risks associated with smoking, and the risks are compounded for clients who

have diabetes. While these more extreme effects of smoking are most likely to

affect long-term smokers through decades of smoking, these health risks are

more immediate if they can be linked with symptoms that clients may already

be experiencing. For example, potential limb loss may be linked with existing

foot problems such as sores that will not heal, while blindness may attract

attention among clients who currently experience some vision loss.

Appearance
Clearly, this is not really a health risk, but it adds to your “bag of tricks” as it is

often of more immediate concern to younger clients than cancer, gangrene,

and emphysema, which may seem more distant threats. Female clients, in

particular, may spend a fortune on antioxidants in a bid to erase facial

wrinkles and to look more youthful, and so pointing out that smoking

increases facial wrinkling may be helpful. For men, vanity may seem less of

a “hook,” but highlighting that smoking has been linked with hair loss and
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also with impotence (Tengs & Osgood, 2001) can be a way to reinforce their

desire to become smoke free.

Discuss the health risks of alternatives to cigarettes

The critical information to convey in this section concerns switching from

cigarettes to lower-yield cigarettes, or to alternatives such as cigars. Many

clients switch from regular to light cigarettes thinking that these will be less

harmful. However, this is often associated with compensatory smoking in

order to achieve an equivalent amount of nicotine, even if it is not a conscious

decision to do so. Compensatory behaviors include varying puff duration,

depth of inhalation, duration of inhalation, number of puffs per cigarette, and

the blocking of filter vents (Benowitz et al., 2005; Hammond et al., 2005;

Scherer, 1999; see also Box 2.1).

Switching from cigarettes to alternatives because of perceived lower health

risks is misguided because many harmful ingredients are common to cigar-

ettes and alternatives. Switching to alternatives is also misguided because of

the smoker’s established pattern of cigarette smoking. In the instance of

someone who switches from cigarettes to cigars, someone who has always

smoked cigarettes will inhale more deeply than someone who has only ever

smoked cigars, and this same, more intense, pattern of inhalation is likely to

be maintained after switching. Moreover, cigar paper is less porous and so

smoke is less likely to diffuse into the air, meaning that a cigarette smoker may

inhale higher concentrations of smoke from smoking cigars than from

smoking cigarettes.

Benefits of becoming smoke free

The main points in the second segment of this module are to (a) highlight

that it is never too late to become smoke free and (b) personalize the benefits

of becoming smoke free.

It is never too late to become smoke free

Many clients think that there is no point in giving up as they have already

done years of damage to their body by smoking and it is too late to turn

things around. Indeed, some clients may be in contact with you because they

have been referred by their general practitioners but do not believe that

becoming smoke free will do them much good. The important thing to

emphasize with all clients is that the body starts to repair itself the moment a

cigarette is finished, but it is the continued smoking that impairs this process.

Obviously, the earlier one starts this process the better, but even if one
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becomes smoke free later in life, one can reap many of the significant health

benefits described in the client materials (Taylor et al., 2002).

Personalize the benefits of becoming smoke free

Listing the benefits of becoming smoke free will be an incentive for many

clients, but personalizing the benefits to the individual client’s circumstances

makes the message even more powerful in motivating change. A case in point

is mortality statistics. Smoking is associated with a shorter lifespan of seven

years on average (although there are variations in approximate years gained

from stopping at different ages [Taylor et al., 2002]) and a lower number of

disease-free years in life relative to non-smokers (Bernhard et al., 2007). Ask

your clients to reflect on what that would mean for them in real terms. For

example, for a client in her forties, this may mean the difference between

seeing or not seeing a child graduate from university or starting off their

career. For others, this may mean living long enough to experience the joys of

getting to know a grandchild.

Living longer is only one potential benefit of becoming smoke free. As

is emphasized throughout this program, living a better quality life is an

important and more immediate benefit of becoming smoke free (see also

Chapter 10). Anticipated improvements in quality of life from becoming

smoke free will, therefore, be an important tool for motivation enhancement,

perhaps especially so for younger clients who may feel that mortality statistics

are less relevant to them. From your initial assessment of clients’ reasons for

attending the program, you will have gained an understanding of their

motivating factors. These may include appearance (e.g., whiter teeth, not

smelling of cigarette smoke), improved finances, less social alienation, and

better health. Keep a mental note of your clients’ motivations and weave these

into the discussion when presenting this module.

Common side effects of smoking cessation

This brief segment is meant to provide clients with a preview of some of the

unpleasant temporary changes that they may experience following quit day.

Go over the table in the client materials that lists the side effects that are

common following the sudden withdrawal of nicotine, along with the reasons

why these symptoms occur, and what some of the strategies are to deal

with them. The idea is to prime clients as to what to expect and to reassure

them that there are a range of effective strategies that will help them to cope

with these challenges. Point out to clients that subsequent modules in the

program will cover in greater detail strategies on how to manage withdrawal

distress and craving and how to prevent and manage a lapse during this

64 The ins and outs of becoming smoke free



difficult period of initial abstinence from nicotine. Emphasizing the suite of

strategies available to clients for maintaining abstinence in the face of strong

side effects is a helpful step in enhancing self-efficacy.

Negative moods and smoking: awareness
and coping strategies

The purpose of this segment is twofold; to take the opportunity early in the

program to raise awareness about how negative mood and concerns about

weight gain can affect smoking behavior and smoking cessation, and to

preview some helpful coping tips. It is useful to raise these issues early in

the program as they can constitute barriers to clients’ ability to effectively

engage in change behaviors and become smoke free. But these issues may not

necessarily be of particular concern to every group member. Therapists

should, therefore, determine to what extent they are applicable to the

members of a given group and then flexibly select the relevant components

of later modules to offer tips on handling mood changes and weight concerns

during smoking cessation. Of course, the treatment of depression in group

members is beyond the scope of the smoking cessation program. The aim

here is limited to offering some coaching on how to manage negative

moods in everyday situations so that they are less likely to interfere with the

goal of becoming smoke free. This is done by using a stepped-care approach.

First introduce to clients in this module the Daily mood log as a way to assess

the extent to which their smoking behavior and change efforts are affected

by daily moods. Second, discuss with clients the fact that thoughts and

feelings have a strong impact on smoking behaviors and ask clients if they

would find it helpful to learn more about these links. If applicable and

desired by group members, the module covered in Chapter 9 on Thoughts:

how they affect smoking behavior can be incorporated in the program in a later

session. Finally, provide information on pharmacological options available

to smokers with a history of depression and, if appropriate, offer referral

options for cognitive–behavioral treatments to those clients who believe that

their goal of becoming smoke free could be facilitated with the support of

professional help.

Depression and smoking cessation

Smokers are more likely to experience depression symptoms compared with

non-smokers, and depressed smokers are less than half as likely to quit than

are non-depressed smokers. Smokers are also more likely to experience a

depressive episode following cessation of smoking (Anda et al., 1990; Morrell

& Cohen, 2006; Wilhelm et al., 2006).
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Increasingly, focus has shifted from the impact of depression history on

abstinence to the impact of moment-to-moment depressive symptoms or

negative affect. It has been demonstrated that current depressive symptoms

or recent increased negative affect is predictive of lapse (Kahler et al., 2002),

even if smokers do not currently meet a diagnosis of major depression (Berlin

& Covey, 2006). Lapses were more likely to occur following the presence of

elevated negative affect in the six hours preceding the lapse, and following

common everyday stressors, than as a result of more significant but less

frequent events (Shiffrin & Waters, 2004). Smoking in this context serves

the role of regulating negative affect. Clinically, raising clients’ awareness of

the potential for “daily hassles” to increase the potential for relapse can have a

positive therapeutic impact in itself. Ask clients for examples of this in their

lives. For instance, does having a cigarette break feel like a way of obtaining

“time out” from a stressful situation. Encourage clients to monitor the link

between stressful events, their mood, and the desire to smoke by using the

Daily mood log in the handout. Box 4.1 contains a description of the log.

Following the introduction of the Daily mood log, point out that there is

also a link between unhelpful thoughts and feelings, and that these feelings can

be better managed by turning unhelpful thoughts into more helpful thoughts.

Depressed smokers express lower confidence in their ability to refrain from

smoking compared with non-depressed smokers. Self-efficacy has been dem-

onstrated to be a predictor of cessation and relapse (Abrams et al., 2000;

Norcross, Mrykalo, & Blagys, 2002); it mediates the relationship between

depression and abstinence rates (Cinciripini et al., 2003), and individuals

with low self-efficacy are less likely to remain abstinent (John et al., 2004;

Box 4.1. Instructions for using the Daily mood log

The aim of the Daily mood log is to help clients to recognize patterns in

their triggers for stress and depressed mood, and to allow them to monitor

situations that can lead to an increased risk for a lapse.

The log is divided into seven rows so that clients can use one sheet for

one week.

In the two left-hand columns, clients fill in the date and their overall

mood rating for that day. Higher ratings reflect more positive mood.

The third column is for clients to list particularly challenging situations

that occurred on that day. In the fourth column, they rate their mood in

response to the challenging situation, where higher ratings reflect more

positive mood. In the fifth column, clients rate the intensity of their

craving in response to the challenging situation, with higher ratings

reflecting greater intensity.
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Morrell & Cohen, 2006). The same unhelpful thoughts that render an

individual more vulnerable to depression can also decrease motivation and

self-efficacy regarding one’s ability to cope without resorting to cigarettes

(Berlin & Covey, 2006). For example, unhelpful negative thoughts such as

“I don’t know why I bother, I’ll never be able to quit anyway” can hold clients

back from becoming smoke free. If clients show interest in learning more

about how thoughts can affect their smoking cessation efforts, tell them that

they can learn practical strategies to manage these in subsequent modules

(Chapter 9). Modules 3 and 4 on Kicking the chemical habit and Enhancing

motivation for change should be covered first. Module 6 on Thoughts: how they

affect smoking behaviors could even wait until after Module 5 has been covered

on Prevention and management of a lapse, unless clients express a particularly

urgent interest in learning more about the link between thoughts and feelings

sooner in the program. In that case, segments of Module 6 can be introduced

along with the material from Modules 3–5.

Finally, it is useful to briefly discuss referral options and pharmacological

options available to smokers with a history of depression. Depressed smokers

often smoke to self-medicate, as nicotine is linked with increased dopamine

and pleasure sensations. The withdrawal of nicotine is, therefore, typically

associated with decreased mood. Clients with a history of depression may be

particularly interested in bupropion (Zyban), which is an antidepressant that

is offered as a pharmacological option for smoking cessation (Chapter 5 has a

more detailed discussion). Some research has indicated that while buproprion

is beneficial for highly dependent smokers, the depression returns when the

bupropion is ceased (Lerman et al., 2004). Similarly, a study of the use of

fluoxetine has been shown to enhance abstinence rates when administered

together with cognitive–behavioral therapy for smoking; however, abstinence

rates are reduced after cessation of pharmacological therapy, presumably as

the fluoxetine buffers the mood decrease associated with lower levels of

dopamine resulting from smoking cessation (Spring et al., 2007). Clients

considering pharmacological treatments for their depression should be

advised to consult with their general practitioner.

Weight gain and smoking cessation

The fear of weight gain can be a significant deterrent for clients to become

smoke free (Chapman, Wong, & Smith, 1993). While concerns about poten-

tial weight gain are more common among women, a significant proportion of

men also express concern (Clark et al., 2006), as do older, medically ill

smokers (Sepinwall & Borrelli, 2004). The reality is that postcessation weight

gain is a concern for many smokers, and this needs to be addressed realistic-

ally with clients. Estimates of the amount of weight gain varies, from about
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2–4kg in the first year (Filozof, Fernandez, & Fernandez-Cruz, 2004), to an

average weight gain of around 8kg in a five-year follow-up from the Lung

Health Study (O’Hara et al., 1998). It will be important to gauge client

expectations regarding weight gain. For example, a survey of women con-

cerned about postcessation weight gain indicates that while they expected to

gain approximately 7kg, they were only willing to tolerate a gain of 2kg

(Levine, Perkins, & Marcus, 2001). Consequently, managing client expect-

ations regarding weight gain, and assisting them to consider the “pros” of

continuing to smoke (weight control) in light of the “pros” of becoming

smoke free (better overall health and appearance) will be critical in enhancing

motivation to become and remain smoke free. The following steps are

recommended.

Explain mechanisms of postcessation weight increase. Because nicotine

is a stimulant, the body’s metabolic rate is higher amongst smokers

(Cabanac & Frankham, 2002; Wack & Rodin, 1982). However, the most

significant contributing factor to postcessation weight gain is increased

caloric intake (Leischow & Stitzer, 1991; Wack & Rodin, 1982). Ask

clients to reflect on how smoking stops them from eating; for example,

to have a cigarette may mean that they leave the dinner table and are,

therefore, less likely to have another helping. Or smoking may be used to

help to cope with negative emotions like sadness and boredom in place

of emotional eating. The aim here is to help clients to recognize that

there is a strong behavioral component to postcessation weight gain, and

that they are active agents in managing that behavioral component. Point

out that nicotine-replacement therapy can delay postcessation weight

gain (Cabanac & Frankham, 2002; Filozof et al., 2004; Jorenby et al.,

1996), thus allowing clients to develop alternative behavioral strategies

for longer-term weight management.

Emphasize the impact of smoking on appearance. Clients who use

smoking to control their weight are also likely to be concerned about

their overall appearance. Ask clients what else they do to maintain their

appearance – exercise, invest in facials, invest in creams to decrease

wrinkles, teeth bleaching, ingesting antioxidants, etc. – and use this to

highlight that smoking undermines their attempts to look youthful as

cigarette smoking accelerates the aging process (Bernhard et al., 2007).

Highlight that smoking is associated with increased facial wrinkling,

including the characteristic wrinkling around the mouth of smokers

(Koh et al., 2002; Petitjean et al., 2006).

Emphasize the impact of smoking on fat distribution. Explore where

weight gain is least tolerated by clients. Discuss with clients that smoking

alters the distribution of fat, such that while smokers may have lower

overall weight compared with non-smokers, they have a higher waist-

to-hip ratio owing to the effects of smoking on the endocrine system,
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and this effect is reversed when clients quit smoking (Canoy et al., 2005;

Jensen et al., 1995; Lissner et al., 1992). Personalize the relevance of this

for your clients: for men, a “beer gut” is often viewed as unattractive,

whereas for women the ideal is often the hourglass figure and a toned

stomach, whereas cigarette smoking promotes an “apple” body shape.

Discuss smoking within the greater context of overall health. In addition

to highlighting the impact of smoking on appearance, ask clients to

consider what health reasons lie behind their desire to become smoke

free. This can mean feeling more fit, feeling healthier, or minimizing the

impact of existing damage from smoking. In sum, encourage clients to

weigh the cost of a potential modest weight gain against the benefits of

vastly improved overall health and appearance.

Introduce an action plan for clients. Having highlighted that clients have

a significant impact on postcessation weight gain through increased

caloric intake, encourage clients to engage in an action plan for weight

maintenance: focusing on regular physical activity, healthy eating pat-

terns, and keeping a check on eating as a substitute for smoking. Suggest

making changes straightaway so that they can become established in a

new routine before they need to focus their energies on adjusting to a

non-smoking lifestyle after their quit day. Above all, encourage clients to

maintain their focus on becoming and remaining smoke free, rather than

get caught up in focusing on minimizing weight gain.

Tips for working with individuals

This module is introduced in the earlier sessions of the smoking cessation

program, and it presents clients with information related to health risks

associated with smoking, benefits of becoming smoke free, as well as

providing information about common concerns for clients intending to

quit, namely depression and weight gain. This module serves as a comple-

ment to the motivational chapters (Chapters 6 and 7).

It is very likely that your client has received numerous messages

regarding the health risks associated with smoking. It is even possible that

some of your clients may be desensitized as a result of some of the scare

campaigns run by health departments in a bid to increase quit rates. In

order to maintain your client’s interest, tailor your discussion of this

module to the main health-related concerns presented by the individual

client at assessment; the remainder of the information contained in

the client materials can serve as a reference for the client if interested.

Of course, the same holds when working with a single client rather than

with a group. Some examples of how this module may be tailored to

individual clients are given below.
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CLIENT MATERIALS

1 Health risks associated with smoking

2 Benefits of becoming smoke free

3 Common side effects associated with becoming smoke free

4 Smoking, depression, and weight gain

5 Daily mood log.

Tips (cont.)

A client in her late twenties, planning to start a family, with a history of

depression: in working with this individual, you can:
� focus on the impact of smoking on conception and pregnancy
� discuss the impact of low mood on smoking cessation and the benefits

of considering a referral for cognitive–behavioral treatment for depres-

sion (especially since antidepressant medication may not be a preferred

option while pregnant).

A client in his late sixties, with diabetes and coronary heart disease, who

has presented on advice of his doctors but feels that there is no point to

quitting because of the extensive damage he has already done to his body

through decades of smoking. As a compromise, he has switched to light

cigarettes. In working with this individual, it may be necessary to:
� dispel myths associated with switching to light cigarettes and discuss

compensatory smoking
� discuss the impact of smoking on diabetes and coronary heart disease
� emphasize that there are still health benefits to be gained from becoming

smoke free at his age and, importantly, translate this into something

tangible for the client: for example, being around to enjoy all the

retirement plans he has made with a greater level of fitness.

An executive who feels that smoking is a weakness but smokes in order to

cope with stress and to manage her weight. In working with this individual,

you can:
� explore what it is about smoking that is a weakness – is it the social

stigma associated with it, the dependence on a substance, or a lack of

ability to cope with her concerns on her own?
� discuss alternate coping strategies, particularly in the management of

stress and weight.

Importantly, maintain your overall focus on helping your client to become

smoke free. Defer addressing underlying issues to a later date, or consider

referral options so that the focus of your sessions remains on becoming

smoke free.
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Health risks associated with smoking

What’s the harm in a puff?

In your journey to becoming and remaining smoke free, you are taking an

active step towards cleansing your body of over 4000 chemicals contained in

cigarettes, over 40 of which are known carcinogens. Nicotine, carbon mon-

oxide, and tar are just three of these compounds; let’s look more closely at

what these chemicals do to your body.

Nicotine
Nicotine, a stimulant, is what makes cigarettes addictive. It is associated with

an increase in blood pressure and heart rate and an increased likelihood of

blood clotting. Nicotine also acts to constrict your blood vessels in your

extremities, leading to decreased skin temperature and, in extreme cases, to

gangrene. Nicotine use also impacts on the gastrointestinal system, specifically

bowel activity (with occasional diarrhea). Finally, because nicotine is so

addictive, it keeps you smoking and, therefore, keeps you exposed to all of

the other harmful ingredients found in cigarettes.

Carbon monoxide
Carbon monoxide is a colorless, odorless, toxic gas that is found in car

exhaust fumes. Carbon monoxide has a devastating effect on the body,

robbing living cells of the oxygen that is vital for their functioning. This

occurs because carbon monoxide interferes with the ability of oxygen to

attach to hemoglobin, which transports the oxygen around the body to our

organs where oxygen is needed. It is 200 times easier for carbon monoxide to

attach itself to hemoglobin than it is for oxygen to do so.

One way to visualize the impact of carbon monoxide is to imagine a

monorail (hemoglobin) that goes around the body. There are only limited

seats on the monorail, so the faster the passengers are, the more likely they are

to get to the seats. Carbon monoxide is like the faster passengers who can rush

in quickly, and the slower passengers – oxygen – are left standing on the

platform.

As a result of inhaling carbon monoxide, less oxygen reaches your heart,

brain, and lungs, as well as other organs. This means that mental and physical

functioning slows down, and effects include impaired vision and shortness of

breath, as well as decreased mental sharpness.

Tar
Tar is what causes those unsightly stains on smokers’ teeth and fingers.

Cosmetic implications aside, tar contains several carcinogens. Tar is absorbed

by the lungs and harms lung cells, and because smoking also kills off the fine
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hairs along the upper airways that combat infection, tar can move further

down the lungs, causing greater damage.

Other harmful ingredients
Of course, you may already be aware of the effects of nicotine, carbon

monoxide, and tar, and these may even be one important reason for you to

become smoke free. However, have you considered all of the other ingredients

that you ingest every time you have a puff ? In the table below are some of the

other harmful ingredients found in cigarettes. Keep this list in a prominent

place – maybe even inside your box of cigarettes – and look at the list every

time you are tempted to light up.

Flavorings
Flavorings are added to cigarettes to enhance their taste. Ingredients listed

voluntarily by tobacco companies in Australia, such as British America

Tobacco (2006) and Philip Morris Limited (2006), include vanilla extract,

raisin juice, apple juice, cocoa, and honey, as well as not so familiar chemicals

like hexyl acetate, hexanoic acid, ethyl hexanoate, ethyl acetate, and benzyl

cinnamate. The effects of these ingredients when burned – as is the case when

you light up a cigarette – are as yet unclear; however they may potentially

produce toxic chemical compounds. Cocoa, for instance, produces bromide

gas when burnt; this dilates the airways of the lung, thereby increasing the

body’s ability to absorb nicotine.

Harmful ingredient Notes

4-Amino-biphenyl Known human bladder carcinogen; acute inhalation results

in headaches and urinary burning

Acetone Found in nail polish remover

Acetic acid Also known as vinegar

Ammonia Found in toilet cleaner; it is used to enhance the effect of

nicotine

Arsenic A known poison and carcinogen

Benzene Used in making dyes, synthetic rubber; a known carcinogen

Cadmium A poisonous metal used to make batteries, a carcinogen

Cyanide Poison

DDT Banned insecticide

Ethyl carbamate Probable carcinogen

Indenopyrene Carcinogen

Mercury Heavy metal

Nickel Carcinogen

Polycyclic aromatic

hydrocarbons

Carcinogen
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What else does smoking do to your health?

You are probably aware that smoking is associated with lung cancer, emphy-

sema, and heart disease, because of the countless advertising campaigns that

have warned of these health risks associated with smoking. However, there

may be some health risks that you are not aware of.

Smoking causes many types of cancer. That smoking is associated with

lung cancer is something that you probably already know. However,

smoking is also associated with an increased risk of cancers of the

esophagus, stomach, pelvis, stomach, liver, kidney, uterus, pancreas,

bladder, kidney, larynx, mouth, and nose.

Smoking affects your respiratory system. Your lungs act as a filter, cleaning

to maintain optimal functioning. Cigarette smoke introduces small par-

ticles into your lungs, making it difficult for your lungs to cope with

additional pollutants. Cigarette smoke damages your respiratory tract

and is linked with lung diseases such as bronchitis, emphysema, and

pneumonia.

Smoking affects your cardiovascular system. The cardiovascular system

includes the heart and circulatory system. Your heart pumps oxygen-rich

blood, and your circulation system carries the blood to all parts of your

body where it is used by your organs. Nicotine constricts your blood

vessels, meaning that oxygen cannot move as effectively around your

body as it can in the body of a non-smoker. There is also less oxygen in

your body because carbon monoxide has greater affinity for hemoglobin

than does oxygen. In all, less oxygen reaches your living cells, and all cells

need oxygen to survive. The health effects of smoking include being at

increased risk of stroke, hypertension, and having a heart attack.

Smoking affects your eyes. Macular degeneration is a condition character-

ized by blurred or distorted vision, and is a leading cause of blindness.

While macular degeneration mainly affects the elderly, there is increasing

evidence to show that smoking accelerates the development of macular

degeneration, thus contributing to blindness. Research demonstrates

that smokers are two to five times more likely to develop macular

degeneration than those who have never smoked.

Smoking affects your hormones. Smoking has a significant impact on your

endocrine system. The endocrine system includes the thyroid, pituitary

gland, pancreas, ovaries, and testes and is responsible for repairing the

body, for growth, digestion, sexual reproduction, and for maintaining

internal balance. Smoking modifies fat distribution in the body so that

more fat is deposited on the upper body. It decreases the production of

estrogen and is linked with early-onset menopause as well as an increased

likelihood of an irregular menstrual cycle. Smoking affects insulin and

consequently increases your risk of developing diabetes.
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Smoking affects your sex life. Smoking can have a significant impact on

your sex life as it restricts blood flow to sexual organs. There is evidence

linking smoking with impotence. Men who smoke experience difficulties

attaining and sustaining erections. Similarly, in women, blood flow to

the sexual organs enhances sensation and arousal, and as smoking

decreases blood flow, sexual arousal is likely to be diminished.

Smoking affects fertility. Smoking also has a negative effect on fertility.

Female smokers who smoke in the year before conception experience

delays in the time to conception. Smoking increases the risk of miscar-

riages, lower infant birth weight, and smoking in pregnancy is associated

with an increased risk in the child developing sudden infant death

syndrome (SIDS). Maternal smoking in pregnancy is associated with a

twofold increased risk for SIDS, and maternal smoking accounts for over

20% of all SIDS. For men, smoking may affect sperm quality (size, shape,

and movement); however this area has not been as well researched as

the link between smoking and female fertility, and the results are not

yet conclusive. Finally, smoking has been linked with early onset of

menopause (i.e., one to two years).

Smoking affects your oral health. One obvious effect of smoking on your

oral health is that it stains your teeth. However, smoking also increases

your risk of gum disease, can delay wound healing, and increases your

risk for oral cancer.

Smoking affects your bones. Smoking is linked with a greater rate of

bone loss, decreased calcium absorption, as well as an increased risk of

falls. By smoking, you increase the lifetime risk of developing vertebral

fractures (by 10% in women and by 30% in men) and hip fractures

(by 30% in women and by 40% in men). The difference between lifetime

risk estimates vary for men and women; this is likely because of the

protective effects of estrogen and the greater number of cigarettes smoked

by men.

Alternatives to cigarettes also pose health risks

Given the hazards of smoking cigarettes, many smokers often look to alter-

natives, including “mild” or low-yield cigarettes, cigars, and also herbal

cigarettes. The reality is that these alternatives also pose health risks.

Mild or low-yield cigarettes. Smokers often switch to mild cigarettes

with the belief that by decreasing the amount of nicotine, carbon mon-

oxide, and tar they decrease the health risks. Low-yield cigarettes differ

from regular-yield cigarettes in a variety of ways, including a greater

number of perforations in the cigarette filter (to dilute cigarette smoke

with air) and the use of more porous paper. The main problem with low-

yield cigarettes is that smokers unintentionally change their smoking
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behaviors when they switch to them. Such compensatory behaviors

include increasing the number of cigarettes smoked each day, taking

stronger puffs, taking more puffs, taking larger puffs, smoking to a

shorter butt length, as well as expelling less smoke from the mouth.

Blocking filter vents with fingers or lips to increase the concentration of

the hit is also a common behavior.

Cigars. While cigars contain the same toxins and carcinogens as those

found in cigarettes, they differ in two significant ways. One difference

is that there is a higher acidity level in cigars, which makes the nicotine

more accessible and more easily absorbed than in cigarettes. Cigar

smokers, therefore, inhale less than do cigarette smokers to get a hit of

nicotine. The greatest problem facing smokers who switch from cigar-

ettes to cigars is the smoking behavior. Cigarette smokers “carry over”

their habit of inhaling when they switch to cigars. The difficulty with this

is linked to the second difference between cigars and cigarettes – cigar

binders and wrappers are less porous than cigarette paper, which means

that there are higher levels of carbon monoxide in cigar smoke than

in cigarette smoke. Consequently, in switching over from cigarettes

to cigars, smokers end up inhaling higher concentrations of carbon

monoxide than they normally do.

Herbal cigarettes. Smokers often think that because a cigarette is “herbal”

it must mean that it is healthier. Some types of herbal cigarette are

blended with tobacco, with these brands containing tar and nicotine.

Even if herbal cigarettes do not contain nicotine, they are likely to

produce tar and carbon monoxide to a level comparable to conventional

cigarettes. Some smokers may view using nicotine-free herbal cigarettes

as a way of “stepping down” from cigarette use. This is not ideal as it

replicates the hand-to-mouth action that they are trying to kick.

Smokeless tobacco. Smokeless tobacco comes in two forms – oral snuff and

chewing tobacco. Both contain nicotine and are highly addictive. Health

effects associated with smokeless tobacco use include bad breath, gum

recession, tooth destruction, and a slower healing rate of cuts and sores

in the mouth. There is also evidence to suggest a link between the use of

smokeless tobacco and cancers of the mouth and pharynx.
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Benefits of becoming smoke free

By becoming smoke free you stand to gain many health benefits. One of the

most significant benefits is that you will live longer, regardless of how old you

are when you become smoke free. You may think, especially if you have

smoked for a long time, that it is too late to change and that the damage

has already been done. However, the good news is that your body starts to

repair itself the moment you finish a cigarette: within 20 minutes of finishing

a cigarette your heart rate decreases, within 12 hours the carbon monoxide

levels in your body return to normal, within two weeks to three months your

risk of a heart attack begins to decrease, and your risk of coronary heart

disease relative to a smoker is halved after just one year. It is by lighting up

again that smoking is able to continually damage your body. Take a closer

look at the longer-term health benefits of becoming smoke free.
� The risk of death relative to continuing smokers decreases almost immedi-

ately, and continuous abstinence for at least 10 to 15 years decreases the risk

of death to a level comparable to never-smokers.
� The risk of lung cancer decreases, and after 10 years of abstinence it drops

below half of the risk for continuing smokers.
� The risks of mouth, throat, and esophageal cancers are halved after five

years of abstinence.
� The risk of bladder cancer is halved after a few years of abstinence.
� The risk of coronary heart disease attributable to smoking decreases by half

following one year of abstinence, and after 15 years of abstinence the risk is

similar to a never-smoker.
� The risk of stroke decreases to the same level as that of a never-smoker

within 5 to 15 years of abstinence.
� Pregnant smokers who become and remain smoke free in the first three to

four months of pregnancy have infants with birth weights comparable to

non-smokers and higher than women who smoke throughout pregnancy.
� Becoming smoke free returns the age at natural menopause to one compar-

able to never-smokers.

The earlier you stop smoking, the greater the number of years you gain

relative to those who continue to smoke – at 35, this translates to living for

seven to nine years longer, but even at 65 this translates to living for two to

four years longer. What does living a few years longer mean for you? Those

extra years may mean that you are able to graduate from university, settle

down with your partner, drive your business to success, have a family, see

your children/grandchildren finish high school, or witness the birth of your

grandchild.

One comment that smokers often raise is that everyone has to die of

something at some stage, and they may as well enjoy themselves in the

process. The reality is that the health effects of smoking on your heart, lungs,
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hormones, bones, fertility, eyes, brain, and your increased risk for cancer will

all impact on your quality of life irrespective of how long you live. Hip

fractures, heart problems, gangrene, lung problems, decreased vision, and

vascular dementia are hardly enjoyable and can have a significant effect on

one’s quality of life.

Making changes now is not too late! By becoming smoke free you increase

your longevity and you improve your quality of life.
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Common side effects associated with becoming smoke free

Your body has become accustomed to the many chemicals in cigarette smoke.

Depriving your body of these chemicals, as when you start to become smoke

free, will result in physiological changes to your body. Most notably, the effects

of going “cold turkey” – that is, without first gradually reducing the number of

cigarettes you smoke per day, and without the aid of nicotine replacement – will

be most prominent as your body copes with the initial shock of nicotine

withdrawal. Using nicotine-replacement therapy can go a long way to alleviat-

ing many of these symptoms. The table below lists some side effects that you

can expect, as well as steps that you can take to counteract them.

Some of these symptoms may be difficult to tolerate, but bear in mind that

they only last between a few days (for example, coughing or dry throat) and

a few weeks (for example, constipation lasts for 1–2 weeks, whereas irritability

and fatigue may persist for 2 to 4 weeks). Be kind to your body during this

time – try not to subject it to additional stress, and ensure that you make an

extra effort to exercise or to relax. Later in the program, when you learn the

strategies for preventing and managing a lapse, you will receive more detailed

tips on how to manage withdrawal distress and cravings.

Symptom Cause What to do

Tenseness,

irritability

Withdrawal from nicotine Use nicotine patches, engage in

relaxation, and exercise

Fatigue Nicotine is a stimulant Rest, modify your routine to

lighten your workload, and

use nicotine patches

Cravings Withdrawal from nicotine,

which is strongly addictive

Nicotine patches, distract, delay,

and do something else

Concentration

difficulties

Nicotine is a stimulant Modify your workload and

understand that it may take

you longer to accomplish tasks

Constipation Intestinal movement decreases

briefly owing to lack of

nicotine

Add fiber to your diet and drink

plenty of water

Hunger Cravings may be confused with

hunger, and hunger may

also reflect a desire for

something in the mouth

Drink water or low-calorie

drinks, eat low-calorie snacks,

or chew gum

Cough, dry

throat

Your body is eliminating

mucous that previously

blocked your airways

Drink lots of water, use cough

drops

Sleeping

problems

Nicotine affects brain wave

function, which influences

sleep patterns

Avoid caffeine, use relaxation

techniques, and engage in low-

stress activities
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Smoking, depression, and weight gain

For some smokers, there are two very significant barriers that stand in the way

of becoming smoke free: depression and weight gain.

Depression

It is not surprising to experience a dip in mood when quitting smoking when

you consider that nicotine stimulates the “reward” pathway in the brain.

When you have been smoking for an extended period of time, your brain

will adjust to a heightened level of stimulation in your “reward” pathway, and

becoming smoke free results in a decreased level of stimulation through a lack

of nicotine.

If you have a history of depression, knowing that a decrease in mood is

linked with becoming smoke free can be quite daunting and may even work

against your desire to quit. The good news is that research has shown that

having a history of depression does not automatically mean that you are

doomed to relapse. Rather, it is the moment-to-moment stress that you

experience that is more likely to predict a lapse. If you are concerned about

mood changes use the Daily mood log to help you to chart your daily moods

and to identify situations that are particularly stressful for you. This can help

you become aware of when negative moods are triggers for your smoking.

Giving up smoking can sometimes feel like a struggle – it is very easy to feel

hopeless about your moods, and when you feel hopeless the easiest thing you

can think of to help yourself is to reach for a cigarette. The problem is that

having a cigarette won’t actually solve the problem; it only postpones it for

later. This is much like procrastinating on a task – you are still faced with it

eventually. Furthermore, the relaxing effects of having a cigarette is only

psychological – nicotine is a stimulant and, therefore, does not serve a

relaxing function.

Instead, let’s look at alternative ways of coping with your moods and with

the situation. To do this, we can draw on problem-focused strategies (these

address the cause of your stress and low mood) and emotion-focused strat-

egies (dealing with managing the resulting emotion, rather than the source of

the problem). Problem-focused strategies are ideal; however, there will be

instances where you are not able to modify the source of the problem or when

your emotions feel so overwhelming that they need to be addressed, in which

case emotion-focused coping strategies are ideal. If this is relevant to you or

some of the other group members, we can cover problem-focused coping

skills such as time management, problem solving, assertiveness, and goal

setting further on in this program. Likewise, we can look later at emotion-

focused coping strategies. For example, we can look at how your thoughts

about a situation affect the way that you feel. By correcting unhelpful self-talk,
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your mood can improve, thereby decreasing the need to smoke. At the end of

this chapter is a Daily mood log, which you can use to help keep track of how

your craving for a cigarette is linked to mood.

Exercise is also a powerful technique that you can use to help you to

manage low mood. Individuals who exercise following becoming smoke free

tend to report stable levels of mood, whereas those who do not exercise after

becoming smoke free are more likely to report an increase in negative mood.

Another way to stimulate the reward pathway without resorting to smoking

is to incorporate enjoyable activities into your routine. Enjoyable activities

may include having a massage, talking to friends, taking a scenic drive, or

relaxing on the beach. Make these a priority – you need to actively incorpor-

ate different rewards now that you won’t be able to rely on the quick-and-

ready “reward” from your regular nicotine fix.

Finally, if you find it difficult to apply any of these strategies in managing

possible mood changes while you adjust to a smoke-free lifestyle, or you feel

that they are not working as well as they could, consider talking to a mental

health professional.

Smoking and your weight

Concerns about weight gain remain a significant obstacle for some people

wanting to become smoke free. Approximately half of women and a quarter of

men enrolled in smoking cessation treatment express concern about weight

gain as a result of no longer smoking. Being too concerned about weight can

affect your ability to become a non-smoker.

What to expect
Some weight gain can occur following smoking cessation. Some studies

suggest a weight gain of approximately two to four kilograms in the first year,

while a five-year follow-up from the Lung Health Study carried out in North

America found an average weight gain of around eight kilograms over a five-

year period. While it is easy to reach the conclusion that giving up smoking

automatically leads to weight gain, let’s look in more detail about what factors

contribute to weight gain following smoking cessation.

Change in your metabolism. Our bodies have a natural range within which

our bodies are programmed to weigh – known as the set point. Nicotine

is a stimulant, and it increases the energy that our body uses, which, in

turn, lowers the body’s set point. Nicotine-replacement therapy has been

shown to delay weight gain following smoking cessation; however, it is

important to bear in mind that it can only delay rather than eliminate

weight gain.

Increased energy intake. The effects of withdrawing nicotine on the body’s

set point is not the only explanation for weight gain following smoking
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cessation. We also need to look at how smoking behaviors contribute to

maintaining lower weight for smokers. Such scenarios may include

smokers leaving the dinner table to have a cigarette after a meal, thereby

limiting access to extra helpings, or smokers using smoking to cope with

negative moods where others may use eating. Possibly the taste of

cigarettes may also act as an appetite suppressant for some. Indeed,

studies suggest that it is this increase in the calories consumed that is

the main cause of weight gain following smoking cessation.

The sensible approach to avoid gaining weight after smoking cessation
While it may be tempting to control your weight by restricting what you eat,

dieting can actually hinder your attempt to remain smoke free. Remember,

becoming smoke free can be a stressful event, and any further increases in

stress levels, such as from dieting, will increase the likelihood of a lapse.

Furthermore, by restricting what you eat, you may feel deprived of something

that you desire and the danger is that cigarettes suddenly become even more

appealing, which, in turn, increases the likelihood of a lapse. To avoid putting

yourself in this high-risk situation, adopt a sensible approach to weight

management by maintaining a balanced diet and some level of regular

physical activity.

The amount of weight that you may gain following smoking cessation is

modified by factors such as genetics, level of physical activity, age, and alcohol

consumption. Obviously, some of these factors cannot be altered (genetics,

age) but the others can be addressed. Overall, it is best to engage in regular

physical activity and healthy eating habits. If you think your physicial activity

level and eating habits could be improved, you should start making these

changes as soon as possible, preferably before you become smoke free. The

reason for this is that becoming smoke free can be stressful, and having

already established some routine of a healthier lifestyle will make the process

less stressful.

Exercise
Physical activity is a healthy way to offset any weight gain and to boost your

metabolism. It also increases your energy levels, clears your mind, relieves

stress, and helps to alleviate depressed mood that you may experience as a

result of becoming smoke free. While there are many health benefits of

exercising, it can sometimes feel like a chore. To help you get going, keep

the following points in mind.
� Start slowly and gradually, and set realistic goals for fitness. If the most that

you have previously done is drive to buy your groceries, it will be some time

before you can complete a sustained power walk or even a run around the

block.
� Try to do at least 30 minutes of some physical activity a day.
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� Find an activity that you like, matching it to your stamina and lifestyle. By

selecting something that you find pleasurable, exercise becomes something

to look forward to.
� Exercise with others – you will feel more accountable and, therefore, be

more likely to stick with it.
� Schedule in exercise rather than saving it for when you can squeeze it in.

This will avoid exercise being pushed down the list of activities to complete.
� Exercise even when you don’t feel like it, especially if it is at the end of a

stressful day at work. Tiredness experienced in this situation is likely to

reflect mental, rather than physical, strain.
� Reward yourself (with something other than food or a cigarette) for

sticking to your exercise routine.
� Finally, make physical activity a lifestyle change that fits into your daily

routine. This is the best way to ensure its sustainability. Create opportun-

ities for exercise on a daily basis. For example, if you normally catch the bus

to work, get off one stop earlier so that you walk a bit further. Go for a walk

during your lunch break. Take the stairs rather than the elevator, or get off

the elevator two floors before your floor and take the stairs. Make small

changes that get you moving.

Watch what you eat
In the process of becoming smoke free, you may feel at a loss as to what to

do with your hands now that you no longer have the hand-to-mouth action

of smoking a cigarette. Unfortunately, one substitute for cigarettes that

many smokers resort to is food. Instead, aim for a well-balanced diet

where you obtain your nutrients from a variety of sources: fruit and vege-

tables, protein, grains, low-fat dairy, and small amounts of fats, oils, and

sugar.

Having a healthy diet does not mean a sentence of celery sticks and cottage

cheese if you do not like them. This is an opportunity for you to seek out

more creative options. You can also look for healthier alternatives to what you

usually eat. Consider baked pretzels rather than chips, salsa rather than a

creamy dip, low-fat milk rather than the full-cream variety, grilled foods

rather than fried ones, salad as a side rather than chips – there are many ways

in which you can make simple modifications.

There may be certain situations that will make you more likely to eat as a

substitute for smoking. Be wary of these situations, such as the following

examples.

Extra helpings. It is tempting to eat more if you are staying seated at the

table because you no longer need to leave to have a cigarette. In this case,

try to maximize feeling full – do not do anything else while eating, chew

each mouthful slowly, and drink water. Resist second helpings. Select

healthy options when they are presented.
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Nibbling as a substitute for smoking. Carry gum and lollies as substitutes

for high-fat foods, or look for low-fat snacks. Choose foods that require

effort to eat, like unshelled nuts and unpeeled fruit (rather than dried

fruit). This way, both your hands and mouth are occupied.

Social situations or activities that are typically associated with smoking.

These situations are a minefield as eating is often used to compensate for

not smoking. Where possible, try to avoid these situations early on in

your journey to becoming smoke free so that temptation is minimized.

Where unavoidable, hold these activities in places where you will not be

tempted by easily available snack foods (e.g., far away from where the

snacks are displayed). Finally, watch out for situations where you may

consume additional alcohol in place of smoking as it will increase your

kilojoule intake; try to alternate your drinks with water if this is the case.

Smoking, weight gain, and appearance: looking at the bigger picture

The prospect of gaining weight can undermine the motivation for becoming

and remaining smoke free. One can easily fall into the trap of thinking that a

few extra kilograms would have a disastrous impact on one’s appearance. In

reality, smoking itself damages one’s appearance in a number of ways.

Body shape. Smoking can affect body shape in that more fat is deposited

around the stomach, thereby increasing the risk of cardiovascular dis-

ease. This is because smoking affects hormones that regulate fat distri-

bution. In a large survey of over 20000 British men and women, current

smokers had a higher waist-to-hip ratio than non-smokers, with the

number of cigarettes smoked linked with higher waist-to-hip ratios even

after accounting for alcohol intake, energy intake, physical activity, and

age. Similarly, a Swedish study found that, for women with similar body

mass indices, smokers had significantly more upper body fat than non-

smokers. If weight is a concern that affects your motivation to become

smoke free, it may be helpful to consider whether an increased waist-to-

hip ratio is something that you desire – while you may weigh a bit less,

you are more likely to develop an apple shape, love handles, or a “muffin

top,” compared with non-smokers.

Aging. Smoking makes you look older! It is the second biggest cause of

premature aging after the sun. Smoking decreases collagen production

and reduces oxygen flow to the skin, thereby prematurely aging skin by

10–20 years. Compared with non-smokers and past smokers, current

smokers have more wrinkles (in particular around the mouth owing to

the action of puffing on a cigarette) and have skin that is more sallow in

appearance. Why spend all that money on face creams with antioxidants

and on facials to make your skin look brighter when you destroy it by

smoking?
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Stains and smells. Smoking stains your teeth and your fingers, and you end

up smelling of cigarette smoke. Why spend your money on whitening

your teeth, on manicures, and expensive aftershave and perfume, only to

undo these each time you light up?

The reality is that becoming smoke free has many benefits for both your

health and your appearance. What would it mean to you to look younger and

not to smell of smoke? What would it also mean for you to be fitter and

healthier? While some weight gain may be part of becoming smoke free, you

have the ability to take active steps to manage your weight. The many benefits

of not smoking clearly outweigh any modest weight gain you may or may not

experience.
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Daily mood log

How to use the log

The first two columns are for you to rate your daily mood. Fill in the date in

the first column. The second column is for you to rate your overall mood for

that day from 1 to 10. Higher ratings indicate a more positive mood.

The last three columns are for you to record situations that you experienced

that day that were particularly challenging for your mood and your desire to

be smoke free. Fill in the situation in the third column. In the fourth column,

rate yourmood in response to the situation, with higher ratings reflectingmore

positive mood. In the fifth column, rate how intense your craving was in

response to that situation, with higher ratings indicatingmore intense cravings.

Daily ratings 

Date Specific negative situationsDaily mood
rating
(1–10)

Mood
(1–10)

Intensity of
craving
(1–10)   

Particularly challenging situations 
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An example of the Daily mood log

The example log shows how daily stresses affect mood and the craving for a

cigarette.

Found out that I was the only one not invited
out to lunch with my friends.  

3 415/01

16/01

Performance review at work. 117/01

Got home late, argued with my partner.  2

Looked through my finances only to realize
that I am in more debt than I thought.  

18/01

My brother cancelled plans to catch up. 3

Running late for an important meeting. 519/01

Argument with my sister. 420/01

My children were sick so I had to cancel my
social plans.  

421/01

5 

8

9 2 

6

813

2

7 9

6 7

45

Daily ratings 

Date Specific negative situationsDaily mood
rating
(1–10)

Mood
(1–10)

Intensity of
craving
(1–10)   

Particularly challenging situations 
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5

Kicking the chemical habit

THERAPIST GUIDELINES

Aims

1 Review the rationale for using pharmacological aids in smoking cessation

interventions.

2 Provide information about nicotine-replacement therapy and bupropion

(Zyban).

3 Provide information on how to use “quitting” products correctly and what

to consider when choosing between different available products.

4 Provide information on the risks and benefits of combining different

pharmacological aids.

5 Review the guidelines with respect to smoking while using pharmacological

aids.

6 Emphasize that the evidence for the effectiveness of pharmacological aids is

typically based on trials that included some form of additional non-

pharmacological treatment or support.

This module on pharmacological aids to smoking cessation is typically intro-

duced in the third group session (i.e., after Starting the change process and

The ins and outs of becoming smoke free). Sometimes it works better to wait

until the fourth session (i.e., around the period that group members are

encouraged to schedule their quit day) if progress monitoring of the first

couple of sessions suggests that engagement in active change behaviors by

some group members is still inconsistent. Under those circumstances, it is

better to bring forward the module on Enhancing motivation for change and

apply the motivational interviewing strategies covered in that module first.

That is, nicotine-replacement therapy (NRT) and bupropion (Zyban) are

normally only used as part of an abstinent–contingent treatment, where

smokers must commit to not smoking anymore after their target quit date.
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If that commitment is not sufficiently strong, examining and enhancing the

motivation for change can increase the chances that smokers will be ready to

refrain from smoking while using pharmacotherapy.

The rationale for using pharmacotherapy

When introducing the topic of pharmacological treatments, remind the group

members of the two components of nicotine dependence: behavioral and

chemical. Both make it hard for smokers to quit, and it would, therefore, be

a false hope that taking NRT products or pills alone can make the nicotine

addiction go away without also the effort to change behavior. Behavioral and

pharmacological approaches compliment each other. The addition of phar-

macotherapy to interventions providing support or counseling roughly

doubles the odds of becoming smoke free (Hughes, Stead, & Lancaster,

2007; Silagy et al., 2004). Individuals with high levels of nicotine dependence

are most likely to benefit from using NRT (Silagy et al., 2004).

The complementary nature of combining behavioral and pharmacological

approaches underlies the sequencing of modules in this program. Remind the

group members that by engaging in the change behaviors introduced in the

first session, they gradually reduced the number of cigarettes they smoked per

day (i.e., the “warm turkey” approach). This offers two benefits. First, it places

the emphasis on the clients directly implementing change in their smoking

behavior and thus does not feed into the false hope that NRT can do all the

work for them. Second, as their bodies become used to receiving lower levels

of their daily nicotine fix, the gap between the amount of nicotine the brain

“wants” and the amount NRT can deliver (which is much less than the

amount delivered by cigarettes) has narrowed. This can help to motivate

some heavy smokers to try NRT again, even though they report that NRT

did not work for them in the past, failing to reduce withdrawal discomfort

sufficiently for them. In this way, NRT will build on the nicotine reduction

already achieved by behavioral change strategies and continue this gradual

weaning off the chemical habit after the nicotine supply from cigarettes is cut

off entirely on the day the client stops smoking altogether. The addition of

pharmacotherapy can take the edge off any withdrawal distress during this

transition period of adjusting to life without nicotine.

Pharmacological treatments and chosing
which to use

The client materials provide information on each of the available pharmaco-

logical treatments. All forms of NRT and the antidepressant bupropion are
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equally effective and approximately double the odds of quitting (Hughes

et al., 2007; Silagy et al., 2004). The choice between alternative cessation

products from this menu of options is, therefore, primarily based on patient

preferences, ease of use, costs, and consideration of potential side effects

and risks. Group members should be advised to consult with their doctor

or pharmacist before using pharmacological treatments. The one non-

nicotine product licensed for use in smoking cessation (bupropion) is

available only on prescription. Compared with NRT, some of the contrain-

dications and side effects associated with bupropion, which are listed in the

client materials, are considerably more serious (Goldstein, 2003). Notably

the increased risk of seizures, although rare, is a serious safety concern.

There have also been reports of some suicides and deaths while taking

bupropion (e.g., Bergmann et al., 2002), but there is insufficient evidence

to link these deaths causally to the use of bupropion (Hughes et al., 2007).

Given the more benign safety profile of NRT and equal effectiveness across

the various products, there is little reason to recommend bupropion as a

first choice among pharmacotherapies.

The risks and benefits of combining different
pharmacological aids

There is no strong evidence that combining different NRT, or NRT with

bupropion, achieves better outcomes than using a single product (National

Institute for Clinical Excellence, 2002; Silagy et al., 2004). Some evidence

suggests that using a form of ad lib dosing (e.g., gum or lozenges) while using

patches can be beneficial in coping with acute urges to smoke (Silagy et al.,

2004). Some experts believe that the regulations for NRTs that ensure safety

and quality standards are overly restrictive and that warning labels that

accompany these products may give a false sense of risk to smokers, compared

with the far greater risk of continued smoking (Kozlowski et al., 2007).

However, until there is better evidence that combining NRTs, or increased

dosing (e.g., using more than one patch at a time), yields better outcomes

without increasing side effects and risks, clients should heed the warning

labels in the manufacturers’ product information and the advice of their

healthcare provider.

Guidelines on smoking while using
pharmacological aids

Because smoking while using NRT products raises nicotine levels beyond

the clients’ baseline levels prior to treatment, which may lead to nicotine
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toxicity, NRT is generally only commenced after quit day. In the special case

where baseline levels have first been reduced by at least 50%, the Cut down

then stop (CDTS) approach as described in the Client materials has been

approved in 20 countries for nicotine gum and inhaler (ASH, 2007). The

manufacturer of bupropion recommends that (a) smokers are fully commit-

ted to quitting smoking before starting to take it, (b) continue smoking only

during the first week as bupropion reaches its therapeutic level, and (c) stop

smoking within the second week of taking the drug (GlaxoSmithKline, 2005).

It is noteworthy that NRT products are used by some smokers for the purpose

of temporarily abstaining from smoking in situations where smoking is

prohibited, rather than as an aid to smoking cessation (Kozlowski et al.,

2007). While this is good news for the manufacturers of these products, it

may decrease the motivation of smokers to quit in the long term, and hence

the net benefit of these products for public health may be diminished.

Pharmacological aids as one of an array
of effective strategies

Most experts agree that pharmacological aids can help people to become

smoke free, but only if the person wanting to quit is “also willing to put some

work into it” (Kozlowski et al., 2007, p. 2145). These products will not make

the task easy, but can make it easier. Not everyone will find them equally

helpful. Keep in mind that, especially for people coming to smoking cessation

groups, quitting has not been easy in the past. Most have tried quitting before

and even with the use of pharmacological aids were unsuccessful. That

is why they seek more intense help now. One should also be mindful of

the implicit claims conveyed by typical television commercials that suggest,

for example, that NRT products such as gum and lozenges can be used

effectively when the urge to smoke hits during a party situation. Because such

situations typically involve the consumption of beverages, these oral NRT

products will not be that helpful, as drinking beverages right before or during

their use interferes with their effectiveness. In sum, while many smokers can

benefit from using pharmacological aids as an effective adjunct to making

significant changes to their behavior and lifestyle, any false hopes for an “easy

fix” should be countered by offering realistic expectations, coaching the

correct use of these products to maximize their effectiveness, and integrating

their use within a range of effective cessation strategies as part of a committed

behavior change plan.
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CLIENT MATERIALS

1 Kicking the chemical habit and use of medications

Tips for working with individuals

The module on kicking the chemical habit can be directly applied when

working with individual clients. No adaptations of materials or procedures

are needed when using this module with an individual client instead of

a group. Of course, if an individual client’s level of dependence is very low,

and/or the client does not experience any significant withdrawal distress,

or is already smoking at a light level (i.e., around five or less cigarettes a

day), there may not be any need to discuss details of pharmacological

aids. In that case, this module can be omitted from the individual treat-

ment plan. This is different from group interventions. Although there is

typically at least one client in most groups who fits the profile of a very

light smoker with no signs of physical dependence on nicotine or with-

drawal distress, most group members would benefit from a combined

behavioral–pharmacological intervention, and hence this module is an

integral part of group interventions.

For the individuals who at the start of treatment are very light smokers

and who can easily go without a cigarette for many hours or even days, it is

not uncommon that we find them clinging to just one or two cigarettes a

day, while at the same time the “hard-core” smokers have made huge gains

in reducing their daily cigarette intake and then gone smoke free with the

help of pharmacological aids. For those “clinging” individuals, the one or

two remaining cigarettes a day have nothing to do with chemical depend-

ence; they serve a psychological need (e.g., they may be perceived as

“friends” to cope with loneliness). In these cases, the strategies discussed

in the motivational interviewing and problem-solving modules of this

program are more relevant than strategies for quitting the chemical habit.
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Kicking the chemical habit and use
of medications

The process of becoming smoke free means beating both the behavioral and

the chemical habits. Several medications are available that can help with

kicking the chemical habit. These medications approximately double the

odds of becoming smoke free. It would be wrong to believe, though, that

medications offer an easy “medical cure” for the far more difficult problem of

beating addictive smoking behavior. In order for you to become smoke free,

you need to change your lifestyle and do things differently. Pharmacological

aids help to take the edge off withdrawal symptoms and can reduce cravings

while you engage in the strategies that deal with the behavioral and learned

components of nicotine dependence.

You have a choice from among a range of “quitting” products. They are all

equally effective and generally safe to use, but they differ in the side effects you

may experience and the potential risk associated with their use in some

people. Some of these products are also easier to use than others to achieve

the maximum benefit from their use.

It is important to discuss your options with your doctor or pharmacist.

Use of these products may require careful consideration for people with

certain health conditions, for pregnant and breastfeeding women, or for

people under the age of 18.

There are two types of pharmacological aid to becoming smoke free:

nicotine-replacement therapy (NRT) and bupropion (also known by the

trade name Zyban), which is an antidepressant medication that was found

also to help people stop smoking.

Nicotine-replacement therapy

Replacement therapy provides the smoker with a smaller, safer amount of

nicotine than cigarettes do, without the other harmful parts of cigarette

smoke such as tar and carbon monoxide. It does so more slowly than

cigarettes, and thus without the rapid nicotine spikes in the brain that follow

the inhalation of nicotine from cigarette smoke. This “smoothing” of the

rapid nicotine spikes in the brain while controlling the physiological “need”

for the drug helps to reduce urges to smoke. It is recommended that all

products be used for 8–12 weeks. Should you need to take it for longer,

consult with your doctor or pharmacist. People with certain health conditions

should also seek the advice of a healthcare professional before using NRT

(e.g., smokers with unstable heart disease or acute heart-related problems

such as a recent heart attack or stroke, or people undergoing treatment for

cancer). Pregnant and breastfeeding women should try to become smoke free

without the use of NRT.
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Nicotine patch
The nicotine patch works by slowly releasing a constant dose of nicotine,

which gets absorbed through the skin. Patches are available in different

sizes and deliver between 5mg and 22mg of nicotine. They are designed

to be worn either for 24 hours or 16 hours. Both types are equally effective.

The 16-hour patch is removed before going to bed so that no nicotine is

absorbed overnight. For more-dependent smokers and those experiencing

strong withdrawal distress upon waking, the 24-hour patch may be more

suitable.

How do I use it? Once you have stopped smoking, use one patch per day,

gradually decreasing the patch strength over the course of treatment.

Apply the patch to a dry, relatively hairless part of your skin. Place a new

patch on a different location to avoid irritation.

What do I need to consider? Patches are very easy to use and need only one

application per day. In other words, once they are in place, you can forget

about them and go on with your daily routine. Patches may cause skin

irritations, which typically are mild and can be minimized by moving the

location of the patch on your body around from day to day. Avoid

patches if you have a skin disorder. The 24-hour patch may disturb sleep

or cause vivid dreams. You should not smoke while wearing a patch

as this can lead to nicotine toxicity. Because patches release nicotine at

a slow, constant rate, they cannot be used for “on the spot” coping with

a specific, acute episode of craving.

Nicotine gum
Chewing and holding the gum in your mouth releases the nicotine, which is

absorbed through the lining of the inside of your cheeks and lips. Nicotine

gum comes in 2mg and 4mg strengths. More-dependent smokers should use

the higher-strength gum.

How do I use it? To achieve the maximum clinical benefit, a specific

technique to chewing the gum must be followed. Compared with

patches, the correct use of nicotine gum is initially a bit more difficult

because first you have to “unlearn” the way you are used to chewing

regular gum. If you chewed it like regular gum then much of the nicotine

would simply be swallowed and wasted. Nicotine gum should be chewed

slowly to release the nicotine and then rested for one minute under

the tongue or be “parked” between the cheek and the gums of your

teeth. This chew–park–chew technique should be repeated for about

30 minutes. Up to 15 pieces can be used per day at a rate of one piece

an hour. Do not drink anything (including citrus juices, coffee, tea, beer,

wine, or sodas) for at least 15 minutes before and nothing while using

nicotine gum, because this interferes with the nicotine getting absorbed

through the lining of your mouth.
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What do I need to consider? Unless the gum is used precisely as instructed,

nicotine released from the gum cannot be absorbed through the lining of

the mouth, and hence there would be little clinical benefit. Side effects

may include burning sensation in the mouth, hiccups, mouth ulcers,

indigestion, and nausea. Nicotine gum is not suitable for people with

dentures. Unlike patches, gum acts faster and hence can provide relief

also from sudden urges. Chewing gum may not be acceptable in some

professional settings.

Nicotine lozenge
Sucking on the lozenge allows nicotine to be absorbed through the lining of

the mouth. Lozenges come in 2mg and 4mg (also 1mg in the UK) strengths.

More-dependent smokers should use the higher-strength lozenge.

How do I use it? Allow the lozenge to dissolve slowly in the mouth moving

it around from time to time. Thismay take 20–30minutes. If not dissolved

completely after 30 minutes, it can be removed. Lozenges can be used

regularly at the rate of approximately one per hour up to 15 lozenges a day.

The number of lozenges used per day should be reduced over the treat-

ment period. Do not drink anything (including citrus juices, coffee, tea,

beer, wine, or sodas) for at least 15minutes before and nothing while using

nicotine lozenges, so your mouth can absorb the nicotine.

What do I need to consider? Lozenges are a palatable and discrete method

of nicotine delivery. Side effects may include mouth irritation, hiccups,

sore throat, nausea, headache, insomnia, flatulence, and indigestion.

Sublingual nicotine tablet
These small 2mg tablets are placed under the tongue, where they dissolve and

release nicotine to be absorbed through the lining of the mouth.

How do I use it? The tablet should be placed under the tongue and allowed

to dissolve. It should not be sucked, chewed, or swallowed. If not

dissolved completely after 20 minutes, it can be removed. The number

of tablets used per day should be reduced over the treatment period.

Do not drink anything (including citrus juices, coffee, tea, beer, wine, or

sodas) for at least 15 minutes before and nothing while using the tablets,

so your mouth can absorb the nicotine.

What do I need to consider? Sublingual tablets are easy to use and they are

discrete. They can be used whenever there is an urge to smoke. Taste may

initially be unpleasant. Side effects may include local irritation in mouth

or throat.

Nicotine inhaler
The inhaler is a small plastic tube loaded with a replaceable nicotine cartridge,

which is inserted into a mouthpiece. On inhalation, nicotine vapor is not
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inhaled into the lungs but is absorbed through the lining of the mouth when

air is drawn through it. Each cartridge contains 4mg of nicotine.

How do I use it? The cartridge is placed inside the inhaler and pierced.

“Puff” on the mouthpiece for about 20 minutes. The time each

cartridge will last depends on the intensity and number of puffs. The

cartridge is replaced after about three puffing sessions or when there

is no taste to the vapor. You can use the inhaler whenever you feel an

urge to smoke.

What do I need to consider? The inhaler keeps your hands busy and

involves puffing, which some smokers find helpful when dealing with

urges. On the downside, the hand-to-mouth and inhaling action mimics

the same behavior that you do when smoking a cigarette. This will make

it more difficult for some smokers to break the strong links between

their routine behaviors and smoking and for some this will also make it

harder to wean themselves off using the inhaler. Some also find it

inconvenient having to carry the inhaler and using it in public or social

situations. It takes about 20 minutes of puffing to achieve the maximum

benefit. It is, therefore, not that useful when quick relief from an urge to

smoke is desired. Side effects tend to be mild and include coughing and

throat irritation. In cold weather, inhalers may not be effective unless

they can be kept warm at an ambient temperature above 10 degrees

Celsius (50 degrees Fahrenheit).

Bupropion (Zyban)

Bupropion is a non-nicotine aid to help smoking cessation. It was originally

developed as an antidepressant medication. The exact way in which bupro-

pion helps to abstain from smoking is not known. It is thought that it

affects the same pathways in the brain as nicotine does. Bupropion comes

in 150 mg tablets and it requires a prescription from a doctor. The manufac-

turer recommends that you should be fully committed to quitting smoking

before you start taking the tablets. Bupropion should be used together with

non-pharmacological cessation strategies and support.

How do I use it? Bupropion is a medicine and must only be used as

instructed by a doctor. The tablets need to be swallowed whole. Do not

chew, divide, or crush the tablets. The usual recommended dose is one

tablet a day for the first three days increasing on the fourth day to one

150mg tablet twice a day. Doses should be taken at least eight hours

apart, and the treatment should continue for 7 to 12 weeks. If using

bupropion, start about one week before you stop smoking, as it will

take about this long for bupropion to reach the right levels in your body

to be effective. Within two weeks of starting to take the tablets, you must

stop smoking.
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What do I need to consider? All medicines have risks and bupropion is

not suitable for some people. It is contraindicated for people under

18 years of age and for people who have certain medical conditions,

including allergic reactions to bupropion, seizure disorders, head trauma

or brain tumor, eating disorders, liver or kidney disorders, concurrent

use of medicines called monoamine oxidase inhibitors (MAOIs), or

bipolar disorder. It also is contraindicated during pregnancy and while

breastfeeding, heavy drinking, or undergoing abrupt withdrawal from

alcohol. There are also several medications and even herbal preparations

that can interact with bupropion to increase the risk of adverse reactions

(e.g., lowering the threshold for experiencing a seizure). It is, therefore,

vital to seek the advice from a doctor when considering whether or not

taking bupropion is appropriate for you. Like all medicines, bupropion

tablets can cause side effects. While most are likely to be minor and

temporary, some can be serious. There is a chance that 1 out of every

1000 people taking bupropion will have a seizure. The chance of this

happening can increase if any of the above risk factors are present. The

most common side effects include headache, difficulty sleeping, upset

stomach, dry mouth, and dizziness. The risk factors and possible side

effects mentioned so far are not a complete list. Others may occur in

some people, and there may be some side effects that are not yet known.

Are there benefits or risks of combining
pharmacological aids?

There is not much evidence that combining NRT products is better than using

one product alone, although there may be a small benefit from combining the

nicotine patch with a product that can provide fast relief from acute cravings,

such as gum. Some manufacturers are now offering a combination pack that

contains patches and gum. The manufacturer of bupropion cautions that

combining NRTwith bupropion may raise your blood pressure, and it is best

to seek medical advice when considering combining these. If you feel that

NRT is not working for you at the recommended dose, do not increase the

dose (such as using more than one nicotine patch at a time) without first

consulting with your doctor.

Is it “OK” to smoke while taking nicotine replacement
or bupropion?

Smoking while using NRT products amounts to “topping up” the level of

nicotine in your body, which may lead to nicotine toxicity. Therefore, NRT

products should generally be used only after quit day. In the special case where

a smoker cuts down to 50% of his or her usual level of smoking, nicotine gum
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and inhaler are licensed (at the time of writing in the UK only) to be used

concurrently with reducing the amount of smoking for a period of up to

six weeks, and then for a further period of up to six months, if the smoker

continues to cut down on consumption until smoke free. Use of NRTwithout

concurrent smoking then continues from 6 to 9 months, with the aim to stop

using NRTwithin 12 months. This procedure is known as the Cut down then

stop (CDTS) approach.

Smoking while using bupropion is only “OK” in the first week of treat-

ment, with a firm target stop date set by the second week of treatment. Within

two weeks of starting to take the tablets, you must stop smoking.

Can nicotine replacement or bupropion make
me stop smoking?

No! You are the only one who can make you stop smoking. None of these

products alone offers a magical “cure” for your smoking habit. Remember,

change comes from you being committed to doing things differently! Almost

all evidence for the effectiveness of these products was found when they were

How not to use nicotine patches!

97Client materials



used together with some form of additional support such as counseling and

the cognitive–behavioral interventions you have been learning about in this

program. Becoming smoke free requires effort! There is no magic bullet!

Putting it all together

Kicking the chemical habit is one important part of becoming smoke free.

Doing things differently and gaining control over the behaviors and routines

that support your habit plays an equally important role. Your chances of

becoming smoke free for good are highest if you engage in both the behavioral

and pharmacological strategies with equal determination and effort.
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6

Staying smoke free I:
enhancing motivation for change

THERAPIST GUIDELINES

Aims

1 Review which motivational challenges are relevant to which treatment

phase

2 Explain the Motivational worksheet

3 Boost motivation in group members by matching different types of skill

training to different motivational tasks: initiating change, maintaining

change, re-engaging in change after a setback

4 Apply the principles of motivational interviewing to help group members

to increase readiness for change, engage in change behaviors, and take

responsibility for putting change into action

5 Discuss the role of reward.

In the assessment interview (Chapter 2), the baseline level of motivation

for change for each group member was assessed in terms of confidence to

achieve change, readiness to change, and ambivalence about change. These

aspects of the change process need to be monitored throughout treatment and

are discussed with clients early in the program, and then again whenever

clients show signs that their motivation is wavering, or when clients enter a

different phase of their change process (e.g., after quit day). The overall

treatment plan and flexible use of individual treatment modules allows for

a tailored response to the waxing and waning of motivation. The modules

are designed to match the training of particular skills to the specific motiv-

ational challenges encountered at particular points in the change cycle along

the continuum of readiness to change. Figure 6.1 provides an overview of

the three types of motivation and skills involved in becoming smoke free

for good.
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Motivation to initiate engagement with
the smoking cessation program

At the start of the group, it is essential to strengthen the clients’ motivation to

engage in the program. Change comes from doing things differently; if clients

do not start doing things differently, you can guarantee that things will stay

the same! Therefore, it is essential that clients from day one of the program

engage in at least some of the behavioral change strategies introduced in the

first group session (see Client materials: How do I know when I need to “boost”

my motivation? for early warning signs that motivation may be wavering as the

program gets under way). These behavioral strategies, along with practice in

visualizing life as a non-smoker with the help of imagery exercises, are part of

the skills training introduced in the first week of the program to move

smokers in the direction of change. Any move in the right direction, however

subtle (e.g., reduction in daily cigarette intake by 10% in the first week, and

then again a similar amount in the second week), will be a confidence builder.

That is, a client’s sense of self-efficacy, or his or her belief that they can execute

the desired behavior, is strengthened by learning skills helpful in executing

that behavior (i.e., quitting). This confidence in their own skills to control at

least some aspects of their smoking behavior can, in turn, increase clients’

motivation to commit to a quit day soon thereafter (shown in Figure 6.1 by

the “þ” sign next to the broken arrow going from the skills to quit box to the

corresponding motivation to engage in program box).

Motivation to maintain the change

Following quit day, the second type of motivation is targeted, the motivation

to stay the course. As explained in the Client materials for this chapter, the key

to initiating change is that clients expect that the benefits of changing will

Motivation to engage in program

Motivation to re-engage in program

Skills to quit

Motivation to stay the course

Skills to prevent (re)lapse

Skills to manage (re)lapse

Quit Ex-smokerSmoker Lapse
++

+

Figure 6.1 Types of motivation and skills in becoming smoke free.
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clearly outweigh the cost of making that change happen. In contrast, the key

to sustaining change and reducing vulnerability to relapse is that clients

experience some satisfaction with the progress they have made (Rothman,

2000). Therefore, to enhance motivation to stay the course, clients need to

be encouraged during this phase to monitor how the transition to being a

non-smoker has improved (a) how they feel, (b) their ability to do things they

were not able to do as a smoker, and (c) the quality of interactions with

significant others (Client materials has examples). In parallel, skills training

will focus on the prevention of relapse. Practicing the skills of monitoring

positive lifestyle changes and rehearsing relapse-prevention strategies

increases clients’ confidence that they are capable of doing what it takes to

stay the course, which, in turn, can boost their motivation to put in the effort

to apply these strategies (Figure 6.1).

Motivation to re-engage in the change process
following a setback

As illustrated in Figure 6.1, the third type of motivation relevant to successful

change, the motivation to re-engage in the program, comes into play after a

setback has occurred. Most group members will have experienced the

repeated cycling through the phases of quitting and relapsing typical of the

recovery from addictive behaviors such as smoking (see the diagram of

The change cycle: steps to becoming smoke free in the Client materials, which

is based on Prochaska, DiClemente, & Norcross, 1992). It is important to

communicate to clients that a lapse or relapse is quite normal and, therefore,

not unexpected (Chapter 7 defines “lapse” and “relapse”). Enhancing motiv-

ation to re-engage in the treatment program after a setback involves prepar-

ation of the clients so that they understand that, when they are faced with a

setback, (a) they must not give up; (b) they must not dwell on the slip but

focus on the gains made prior to the setback; and (c) they must not view the

lapse as a failure but rather as a learning opportunity for what to do better

the next time. The specific skills to manage (re)lapse once it has occurred, and

to minimize the likelihood of relapse occurring in the future, are both covered

in Module 5, which is discussed in Chapter 7.

The change cycle: wheel of despair or exit strategy?

Note that the Client materials start with an illustration of the change cycle

(Prochaska et al., 1992). Begin the segment on motivation enhancement by

discussing with clients the change cycle. This is a good lead into the topic

because most clients will readily identify with the experience illustrated by the

change cycle. It is always easier to get clients engaged in a topic if the starting
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point is something that is familiar to them from their personal experience. In

talking about the change cycle, this is an opportunity to get several points

across.
� Express empathic understanding of how hard and frustrating it must have

been in the past to have tried and slipped back into old habits.
� Reassure clients that this is normal when trying to beat an addiction.
� Encourage clients to use their understanding of the change cycle to their

advantage. That means, tell them that they need to be on guard to avoid

falling into the motivational trap of viewing the change cycle as a “wheel of

despair.” Instead, focus their attention on to the parts of the change cycle

that show a clear “exit strategy.”
� Tell clients that they need to focus on two things when a setback occurs.

First, do not let a slip be an excuse for giving up, and second, take a direct

shortcut back into the action and maintenance steps. In practice this

means, “come back to the next group session and get back on track.”

“Get straight back into the program, and let the group help you with

renewing your effort and consolidate the changes you had made so far.”
� Emphasize that the program offers all the tools and support to exit the

change cycle successfully, but it is the responsibility of each client to use the

tools and follow the exit strategy.
� Encourage clients to share with the group examples of times when they

had a relapse in the past and may have not had the resolve to get right back

onto the path toward action and maintenance. Ask about how they felt

at the time. Expect to hear confessions of how they felt embarrassed,

ashamed, or guilty for having failed. Use this as an opportunity to point

out that these feelings are normal following a lapse, and that clients need

to be wary of them because they are a common reason why people may not

want to come back to the group anymore. They feel embarrassed and

discouraged and want to avoid facing the other group members after their

slip. It is very important to let them know that the group is not about

judging people, it is about helping group members to succeed with their

efforts in the long run. The group will not be disappointed that someone

had a slip (because that is to be expected along the way to become smoke

free). Instead, the group will welcome back with open arms anyone who

had a lapse. The group will only be disappointed if a member after a slip

decides not to come back to the group. The message to get across to the

group members here is: be prepared that you might feel embarrassed

and guilty after a setback, but do not seek comfort in avoidance; seek

comfort from your fellow group members who understand exactly what

you are going through. As mentioned above, the specific skills to manage

(re)lapse once it has occurred, and to minimize the likelihood of relapse

occurring in the future, are both covered later in the program (Module 5,

discussed in Chapter 7). In this early session, the aim is to lay the
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groundwork for helping clients to shift their understanding of a lapse.

A lapse is not to be viewed as an insurmountable roadblock signaling the

end of the journey, but rather as a temporary detour with the ultimate

goal of being smoke free still clear ahead. Reframing relapse in this way

early in the program helps to diffuse its potential for later undermining the

motivation to stay the course.

Understanding ambivalence

After explaining how to use a better understanding of the change cycle to

mobilize motivational energy to anticipate and overcome setbacks while

keeping the momentum going in the direction of the exit window in the

cycle, it is important to raise clients’ awareness of another motivational trap

that can keep clients stuck in their old ways. That is, the exit strategy often

gets stalled in ambivalence (Miller, 1998). Understanding and resolving

ambivalence is a key in eliciting change and is a central aim of motivational

interviewing (Miller & Rollnick, 2002). Therefore, the second section in the

Client materials on how to enhance motivation for change encourages

clients to view ambivalence as something positive. While ambivalence can

lead to indecision and inaction, it also represents a window of opportunity

(see the diagram in the Client materials on Motivational balance space,

which is adapted from Stritzke et al. (2007).). As explained in Chapter 2,

the process of moving a client from feeling not ambivalent about their

smoking to feeling ambivalent about it is referred to as “developing a discrep-

ancy.” Clients are encouraged to explore how their current behavior as a

smoker is incompatible with their desire to enjoy the benefits they envisage

that life as a non-smoker will give them. Once a discrepancy becomes clear

to clients, the next step is to amplify the importance of the desired goals

or values relative to the importance of continuing to smoke. This is done

by facilitating clients’ self-exploration of what the things are that keep them

stalled in ambivalence, and what the things are that can get them unstuck

and strengthen their resolve to tip the motivational balance in favor of

change. It is important that the client rather than the group facilitators

present the arguments for change (Miller & Rollnick, 2002). The Motivational

worksheet in the Client materials is designed to help with that task. Consider

the example of a client who has had repeated heart bypass surgery and

was told by his doctor that another heart attack would most certainly be

fatal. Although for many people this threat of an imminent death would be

motivation enough to quit smoking, this “cost” in the left column of

his motivational worksheet was not sufficient to tip the balance toward

change for him. What ultimately made the difference for this client was his

daughter’s refusal to visit him with his young grandchildren, because she did

not want to expose them to second-hand smoke. It was the benefits of
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enjoying time with his grandchildren in his retirement, not the high risk

of a premature death from his smoking, that prompted him to cross the

motivational threshold and quit for good.

The motivational worksheet

The Motivational worksheet in the Client materials is divided into four

sections. The two sections in the left column (benefits of being smoke free

and costs of continuing to smoke) are used to list things that strengthen

motivation for change. The two sections in the right column (benefits of

continuing to smoke and costs of becoming smoke free) are used to list things

that weaken motivation for change. Before coming to the group, smokers

typically will have already thought a lot about the things in the left column.

That is, thinking about the costs of smoking and the benefits of not smoking

would have prompted their decision to join a smoking cessation program. In

contrast, smokers generally are less aware of, or have often not explicitly

considered, the things in the right column. But it is those things in the right

column that often undermine smokers’ motivation for change and keep them

stuck in their old, unhealthy ways. When introducing the worksheet to clients,

the following steps are helpful in getting clients to engage with the task and

start generating their own views of what they perceive as the cost and benefits

of quitting versus not quitting.
� Begin by explaining the four sections of the worksheet. Point out that the

right column contains important things that smokers often have not really

thought much about, because they are deliberately trying to not focus on

the things that they find appealing about smoking. Point out that it is very

important to pay attention to the things in the right column, because those

things are barriers to change.
� Distribute the worksheet to group members and ask them to think for a

moment and write at least one or two things in each section in the left

column. It is good to start with the left column, because most smokers find

it easier to come up with things to list in the left column. Then ask clients to

tell the other group members what they have put down in each section. List

the group’s contributions on an overhead or whiteboard. Then do the same

with the right column.
� Encourage discussion about similarities and differences among the things

listed and how they might strengthen or weaken each member’s motivation

for change. Ask what group members plan to do to minimize the impact of

the things in the right column so that they do not undermine their efforts.
� Point out that if they can come up with more things in the left column than

in the right column, that is a good position to be in. But it is critical also to

point out that it is not a simple bean-counting exercise; just putting more
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things in the left column may not be enough to tip the motivational balance

toward change. It matters not only how many items are in each column, but

how important (!) each item is. For example, a single item in the right

column can be so important to a client that even a dozen “good reasons” in

the left column do not make up for the personal importance attached to the

one item in the opposite column.
� After discussion of the few examples generated in this group exercise, ask

the group members to use the worksheet at home and generate as many

items for themselves as they can think of to put in their own personal

worksheet. Ask them to bring their completed worksheet to the next group

session, so that you can make copies of them for further discussion and

treatment planning. Doing this exercise is useful both in terms of outcome

and in terms of process. The outcome will help with personalizing treatment

plans for each group member. The process can help to identify clients who

are unwilling to make the commitment in time and energy to do change

work on their own between sessions. The latter in itself may signal the need

for intensifying motivation-boosting interventions for those group

members.

FRAMES: six active ingredients of interventions
to enhance motivation

There are a number of intervention strategies found to be effective in enhan-

cing motivation for change. These can be organized under the acronym

FRAMES: feedback, responsibility, advice, menu, empathy, and self-efficacy

(Miller, 1995).

F: Feedback

The information gathered in the structured assessment interview prior to

the first group session is used to give each client personalized feedback about

the harm and negative consequences of their smoking behavior. For example,

clients are given the Carbon monoxide (CO) monitoring information sheet

together with their own personal Carbon monoxide (CO) feedback chart.

The loss of income through financing the smoking habit will be highlighted

based on the data collected in the interview. Other consequences relevant to a

given client such as health risks for themselves or others exposed to secondary

smoke from the client’s habit will be summarized and fed back to each client.

In one of the early modules (Module 2: The ins and outs of becoming smoke

free [discussed in Ch. 4]), the negative effects associated with smoking in

terms of acute short-term and long-term health risks, and in terms of social

and interpersonal disadvantages, will be reviewed. Group discussion will
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relate those negative effects to the personal circumstances of each client.

When giving this personal feedback, be mindful of two principles:
� give feedback in a matter-of-fact voice and tone; avoid dramatizing and

scare-mongering
� give feedback regularly; use the weekly monitoring data to update personal

feedback, making sure to highlight positive gains as well as evidence of

setbacks or stagnation in the client’s change efforts.

R: Responsibility

A key ingredient of effective motivational interventions is putting emphasis

on the clients’ personal responsibility for their own change and the fact that it

is up to them to make choices about their behavior. The message is simple:

“No one can change your smoking for you; it’s up to you to make the change.

You can choose to keep on smoking as you have been, or you can choose to do

things differently. Here are the tools, but it is up to you to use them.” Clients

who perceive that they have a choice in the matter are more likely to accept

responsibility to engage in the change process, embrace the change strategies,

and persist with the effort needed to put them into action.

A: Advice

Although motivation to become smoke free is often high in people who

have taken the step of joining a smoking cessation program, most smokers

do not have clear ideas about how and when they might quit (Herzog & Blagg,

2007). Giving each client clear and direct advice as to the need for change and

how it can be accomplished is a simple strategy to enhance the momentum

for change. Such “hands-on” recommendations provide a motivational boost

that capitalizes on the readiness of the client to give it a go by “coaching”

clients on how to embark on a personal and workable change plan (Miller &

Rollnick, 2002). Giving advice and coaching clients on how to translate their

motivation into action is not to be confused with ordering or pressuring

clients to do something. Giving advice involves making clear recommenda-

tions for change in an empathic manner while acknowledging that each

client is responsible for making the ultimate choice and managing their own

change plan.

M: Menu

If clients are to take responsibility for making choices about their own change

plan, they must be offered alternatives from among which they can choose.

The Behavioral changes chart (introduced in the first group session, Module 1,

which is discussed in Chapter 3) offers a menu of options from which the
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clients can select those change strategies that they are most ready to tackle

first. Providing a menu of options also has the function of lowering the

threshold for making the first active step in the direction of change. With so

many options to choose from, surely each client can find something that is

“doable” for them. With a menu of options, clients will run out of excuses

why they “can’t do this right now.” In this way, the menu helps to overcome

inaction by making the first step toward change easier. The principle of a

menu of options is also used for other key elements of the treatment program.

When clients make choices about using pharmacotherapy to aid with their

quit attempt, they can select from a number of equally effective alternatives

based on their personal preferences (Chapter 5). Similarly, the group program

does not require adherence to a pre-set quit day. Rather, a window of

opportunity (after about four weeks into the program) is recommended as

a time period within which clients can choose to set a personal quit day.

Again, the scheduling of a quit day is personalized in accordance with the

principles that (a) clients are responsible for their change and have a choice,

(b) therapists provide clear advice and recommendations about what time-

frame for setting a quit day is most advantageous, and (c) there is a menu of

alternative time points that individual clients can choose from.

E: Empathy

Adoption of an empathic communication style is very effective in enhancing

motivation for change. An empathic style involves being warm, supportive,

sympathetic, and attentive. Less helpful is a style that is overly directive,

confrontational, aggressive, and suspicious. An empathic group facilitator is

one who accepts the clients’ efforts without criticism or blame. As mentioned

above, clear directions are provided in a gentle, respectful, “coaching”

manner, rather than in a coercive, pushy fashion. Reflective listening strategies

help to gain an empathic understanding of the smoker’s experience. It

involves being attentive and hearing what a group member is saying and

feeling, making a guess to the meaning of what one has just heard, and then

communicating this understanding back to the client with a statement. For

example, a client may state that he wants to quit smoking cigarettes but still

wants to smoke an occasional joint because he feels that helps him to stay

more relaxed when dealing with a current conflict with his in-laws. Empathy

for his situation might be expressed by stating, “It can be very difficult to

make two major changes at once, quitting cigarettes and stopping smoking

marijuana. You sound quite stressed and overwhelmed by having to deal with

these family issues at the same time.” This empathic response to the client’s

predicament could be followed up with offering the client a choice to learn

more about alternative ways of dealing with this type of stressful interpersonal

conflict by stating, “It is common that smokers find it more difficult to quit
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when dealing with stressful personal circumstances like yours. That’s why we

have a few handouts on problem-solving skills that can help clients to learn

alternative strategies to cope with situations like yours without resorting to

smoking. This way, this big stress that’s going on in your life right now does

not undermine your efforts to become smoke free.” And then, directed to the

group as a whole, one could ask: “Do you think it might be helpful if we gave

each of you a couple of handouts that provide you with hints and strategies on

how to make stressful situations more manageable without choosing smoking

as your ‘coping crutch’? We can then discuss those strategies in more detail

next time.” In sum, communicating empathy with the client’s predicament

can be combined with the other elements of motivational interviewing of

advice giving and offering choice to enhance motivation for change.

S: Self-efficacy

Self-efficacy refers to the smoker’s belief or self-confidence that she or he can

carry out the tasks required to become smoke free. Smokers will not consider

change unless they think it is possible. Optimism in one’s ability to change

sustains motivation and effort. Acquiring additional skills increases one’s

sense that one can take on tasks that initially appear very difficult. Enhancing

motivation for smoking cessation, therefore, goes hand in hand with the

training of specific skills (Figure 6.1). Several strategies are particularly helpful

in increasing self-efficacy in clients.
� The use of the Behavioral change chart to monitor the clients’ progress with

making changes to their everyday smoking-related routines can provide

a big motivational boost to clients. Once they see that changes they

have made led to a direct change (even if only small to begin with) in the

number of cigarettes smoked or their carbon monoxide readings, they

experience a sense of control over their behavior. Breaking down the more

distant goal of becoming a non-smoker into smaller steps provides clients

with opportunities to experience partial successes along the way. Experi-

encing success with setting more proximal goals and achieving them is a big

confidence builder before getting ready to take the bigger step of quitting

for good.
� The group facilitator’s own optimism can influence client motivation.

Expressing confidence in the clients’ ability to change goes a long way in

bolstering client self-efficacy. This takes the form of acting as both coach

and cheerleader while communicating the message “You can do it!” All new

learning is made easier when strong support is readily available.
� In particular, self-efficacy can receive a big boost with the ongoing support

and encouragement of the other group members. This is one of the key

advantages of group treatment over individual treatment. It is, therefore,

important that the therapists regularly foster opportunities for these group
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processes to occur. Similarly, clients should be encouraged to assist other

members in mastering the skills applied in the program. Helping others

with a particular skill strengthens one’s own mastery in that skill and hence

solidifies and further builds one’s own self-efficacy.
� Social support outside of the group can also boost self-efficacy for becom-

ing smoke free. If feasible, clients may find a “buddy” who can help them

with maintaining change behaviors or by providing a non-smoking context

for problem solving. For example, a buddy might agree to go for a walk

every night after dinner to disrupt a client’s routine of smoking after a meal.

A buddy may also serve as a personal “helpline” to be contacted by phone if

a client feels they are about to stray from their change plan.
� Preparation and practice for what to do when encountering situations that

constitute a high risk for relapse can build self-efficacy (Chapter 7).
� Learning how to implement stress-management strategies and problem-

solving skills during the challenging period of becoming smoke free increases

self-efficacy. Guidelines and client materials for that purpose are provided

in Chapter 8 (Module 6 on Staying smoke free III: coping without smoking)

and Chapter 9 (Module 7 on Thoughts: how they affect smoking behaviors).

The role of reward

For most people, being rewarded for one’s efforts is a powerful motivator to

keep up the good work. Many clients in our groups have found it helpful to

set up a reward system for themselves. The Client materials provide a few

examples of what types of reward system clients in previous groups have used

to motivate themselves. These are not meant as prescriptions of what clients

are to do, but as ideas that can stimulate clients to come up with their own

ways of rewarding their change behaviors along the way.

Tips for working with individuals

The treatment objectives of this module apply when working with individ-

uals in the same way as they do for group interventions. Only minor

adjustments need to be made when following the therapist guidelines.

In the section on introducing the Change cycle, the important message

that needs to be communicated to the client still is that the key is to come

back to the next session in the event of a lapse, and get back on track. But

some of the tips on how to take advantage of the group as a support

network to help with renewing the client’s change effort and consolidating

the gains made prior to the lapse are not applicable in the one-on-one
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Tips (cont.)

context. It is up to the therapist to provide that supporting role. Although

the group support is lost in individual interventions, there is a trade-off.

A client may find it less embarrassing to return to treatment after a slip-up

when he or she only needs to “face-up” to the therapist rather than to a

whole group of fellow clients.

In the section providing guidance on how to work with theMotivational

worksheet, the following in the bulleted list of steps can be slightly adapted

for the one-on-one context.
� When eliciting one or two things to be entered in the columns of the

worksheet, this will obviously only be done once (rather than asking

each group member). But it is still useful to transfer all worksheet

entries, even if generated only by a single client, onto a whiteboard. This

has the effect of bringing the client’s private thoughts out in the open

and subjecting them to honest scrutiny and further elaboration. Because

some clients initially may have difficulty in generating a number of items

for each quadrant of the worksheet without the collective effort from

others, as in the group context, the onus is on the therapist actively to

encourage the client to produce a number of items in each of the

worksheet quadrants. The therapist can make this task easier for the

client by asking him or her to just jot down a “quick list” of items for

each quadrant, and leave discussion of the items and what they mean in

relation to the client’s journey to become smoke free for after the

worksheet has been completed.
� As the worksheet entries are only from one client, there is no discussion

of similarities and differences among the things listed by different group

members. Rather, the session can proceed directly to asking the client

what she or he plans to do to minimize the things in the right column so

that they do not undermine the change efforts.
� Because it is important in the group context to involve all group

members when introducing the worksheet activity, time constraints

only permit each member to generate one or two items for each quad-

rant. Then, after discussion of the collated “group worksheet,” clients are

instructed to generate further items on their own as a homework

assignment. When working with only one client, there is sufficient time

to complete this task directly in the session with the therapist’s guidance.

In the section explaining the FRAMES approach to motivational inter-

viewing, some aspects unique to the group context can be omitted or

streamlined when working with individuals.

F: Feedback. There will be no group discussion of the different profiles

that link the smoking behaviors and associate harm and negative
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CLIENT MATERIALS

1 The change cycle: steps to becoming smoke free

2 Motivation for change: how to make motivation strong and keep it up.

Tips (cont.)

consequences to the particular circumstances of each client. Instead,

the focus is directly on the personalized feedback for the individual

client.

E: Empathy. If it becomes relevant to offer the option of including in the

treatment program the modules on problem solving or stress man-

agement, the guidelines show how in the group context one can go

about gaining the cooperation from the group as a whole to add these

modules to the treatment program to accommodate the needs of

some of the group members. This usually requires some sensitivity

toward maintaining a balance between the different needs of individ-

ual group members and attention to building strong rapport with the

group and among its members. An advantage of working with only

one client is that responding flexibly to the particular needs of that

client is straightforward and can be integrated in the treatment plan

without consideration of other clients.

S: Self-efficacy. Some parts of the bulleted list of strategies to increase

self-efficacy in clients must be omitted or modified when working

with individuals. Obviously, the mutual support inherent in group

treatments cannot be recruited to facilitate skill acquisition and boost

self-efficacy. Therefore, the guidelines on boosting self-efficacy with

the help of social support outside the group become even more

important in the context of one-on-one interventions.

Finally, with respect to the Client materials, clients are encouraged to

monitor any changes in their daily smoking routines and the benefits that

stem from those changes. In the group context, clients are encouraged to

share these experiences with the other group members at each session.

Although clients in the one-on-one treatment context do not have the

benefit of comparing notes with fellow clients on what works and what

does not in making progress toward becoming smoke free, individual

clients can be instructed to ignore the few lines referring specifically to

groups in the client handout and share their experiences with the therapist

instead.

111Client materials



The change cycle: steps to becoming smoke free

The cycle of quitting and relapsing is only too familiar to smokers attempting

to quit. Many go through the steps of thinking about quitting, doing some-

thing about it, managing without cigarettes for a while, and then returning

to their previous level of smoking several times before they stay smoke free

for good. The solid arrows in the diagram below show the steps that represent

progress toward the goal of becoming smoke free. The dashed arrows indicate

setbacks.

Contemplation 
“Maybe it’s time for me to
stop smoking …but then
again … I am not sure
that I am really ready yet” 

Relapse 
“Not-smoking is too hard right
now. I am smoking again”

Ex-smoker
“I am smoke free

for good” 

Preparation 
“I am calling the clinic to
find out about their
smoking cessation
program”

Pre-contemplation
“I am not thinking about
quitting” 

“Maybe just a cigarette or
two … tomorrow I’ll quit
again” 

Lapse

“I am doing things
differently. I am smoke
free” 

Maintenance
“I joined the smoking
cessation group. I started
to do things differently” 

Action

With the help of the smoking cessation group you have joined, you will

learn strategies and skills that make it easier to break free from this cycle and

become an ex-smoker. Importantly, there are direct shortcuts back to the

action and maintenance steps in case you have a “slip” along the way. Needless

to say, this is not meant as permission to have a lapse whenever you feel like it.

Rather, it means that if you do have a lapse, do not give up! You can learn

from your lapse and then take responsibility for going straight back to the

smoke-free path. This will bring you closer to being an ex-smoker.
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Motivation for change: how to make motivation
strong and keep it up

Becoming smoke free has many rewards, but getting there requires effort. To

put in the right amount of effort, you need to be motivated. You need

to have strong enough motivation initially to put change into motion by

beginning to do things differently. This is hard because it is always easier to do

the things one is used to than to try out new ways of doing things. Once

you have started to put in the effort to make changes that will disrupt your

daily routines as a smoker and move you toward a non-smoking lifestyle,

you need again strong motivation to put in the hard work to maintain those

changes. That is, you need to keep practicing those new ways of doing things

until they are so familiar that they have become part of your everyday life and

require little effort.

Understanding ambivalence

Motivation for change is not all or none. It is common among smokers who

have joined a smoking cessation program to experience some ambivalence

toward making such a profound lifestyle change. While your desire to not

smoke was a strong motivating force in prompting you to join a smoking

cessation group, this does not mean that your desire to still smoke has all of a

sudden vanished into thin air. Ambivalence, or feeling two ways about

something, is not a bad state to be in. In fact, ambivalence is good for you,

because it means that you have moved from acceptance of yourself as a

smoker, who gives little serious thought to becoming a non-smoker, to

questioning your choice of being a smoker. As shown in the diagram below,

ambivalence is a normal step toward becoming a non-smoker. As your desire

to avoid smoking increases in strength, it provides a counterweight to the

strong automatic pattern of still wanting to smoke. Once your desire to avoid

smoking becomes more practiced and remains strong, and urges to smoke

weaken in the weeks after quitting, the motivational balance tips in favor

of not-smoking, making it easier to consolidate the change in lifestyle you

have made.
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How do I strengthen my motivation for change?

Feeling ambivalent is like having two voices inside you that compete for your

attention: The “no” voice says “I want to not smoke anymore” and the “yes”

voice says, “I really want a cigarette right now.” You can strengthen your

motivation for change in two ways. First, by generating as many arguments as

you can for the voice that helps you to avoid smoking. Second, by knowing

your “enemy.” That is, list all the arguments that your “yes” voice uses to

convince you that this is not really a good time to quit smoking. There are

benefits that smokers often believe they get from smoking (e.g., “Smoking

calms my nerves when I am stressed”), and there could be costs, at least

temporarily, associated with quitting (e.g., “Two of my best friends are

smoking . . . if I go out with them, it will be hard not to relapse, so I may

have to stay away from them for a while”). Use the Motivational worksheet to

list the arguments put forward by the voice that supports your goal of

quitting, and the voice that wants you to stay the same.

114 Enhancing motivation for change



Motivational worksheet 

BENEFITS OF BEING SMOKE FREE
BENEFITS OF CONTINUING TO

SMOKE 

COSTS OF CONTINUING TO SMOKE COSTS OF BECOMING SMOKE FREE

Things that strengthen
motivation for change

Things that weaken
motivation for change

How do I know when I need to “boost” my motivation?

By coming along to a smoking cessation group, you obviously were motivated

enough to invest time and energy into improving your health and overall

well-being. One of the first warning signs that your motivation may be

wavering early in your attempt to become smoke free is if you do not start to

do things differently but chose to put off using any of the behavioral change

strategies introduced in the first group session. All the strategies listed on the

behavioral changes chart are simple and do not require special skills to put

into action. If you find yourself going a whole week without even applying a

single one of those strategies on a regular basis, then you need to take an

honest look at what holds you back (filling out theMotivational worksheet and
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then discussing it in group can help you with that). The key to initiating

change is that you expect that the benefits of changing clearly outweigh the

cost of making that change happen.

How do I keep my motivation strong for maintaining
change over time?

The key to sustaining your effort to do things differently and reduce your

vulnerability to relapse is that you experience some satisfaction with the

progress you have made. People who have successfully maintained a change

in their behavior over an extended period of time report a high degree of

satisfaction with how the change has affected their lives. However, you will

not have the benefit of experiencing satisfaction with your progress unless you

are aware of the outcomes of the changes you have made. For that to happen,

it is important that you take responsibility for actively monitoring how you

have changed your daily routines, and how those changes have affected your

life. As you make the transition toward a non-smoking lifestyle, monitor how

changes in your behavior have influenced:
� how you feel (e.g., “I feel pride for what I have accomplished”; “I feel

more confident now that my addiction to cigarettes doesn’t control my

everyday life”)
� what you can do that you were not able to before the change (e.g., “I can

walk up the stairs in my office building without getting short of breath”;

“I can taste and smell things better now and am enjoying food more”)
� the quality of your interactions with friends, family, and colleagues

(e.g., “my children say they are happy to not have to smell nicotine in my

breath, hair, and clothes when they hug me”; “I enjoy the opportunities for

socializing with my colleagues during a coffee break rather than having to

sneak outside for a quick smoke”).

It is a good idea to take note of these changes on a weekly basis and share

them with the other members in the smoking cessation group. Comparing

notes with the group helps to raise awareness of benefits that may have gone

unnoticed or be taken for granted otherwise. It also helps to encourage group

members whose motivation may have been wavering after a lapse.

It is also helpful for keeping your motivation high if you express your

satisfaction with the progress you are making by celebrating it! For most

people, being rewarded for one’s efforts is a powerful motivator to keep up the

good work. Many clients in our groups have found it helpful to set up a

reward system for themselves. For example, you may start off with something

small, such as rewarding yourself with a sticker for each day that you are

actively engaging in change strategies. When you have reached a certain

number of stickers, treat yourself (e.g., movie, new CD, a massage). Or, some

like to draw up a progress chart where you can mark off the amount of money
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you save each week from not buying cigarettes. Some clients even collected

money in a jar from the cigarettes that they did not smoke, and kept it in a

prominent place in their home as a concrete reminder of how they are

changing. You will be surprised how quickly it all adds up. By celebrating

your new lifestyle changes in this way, you are making sure that you are not

taking them for granted, and this will increase your satisfaction with what you

have accomplished.
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7

Staying smoke free II: prevention
and management of a lapse or relapse

THERAPIST GUIDELINES

Aims

1 Review the distinction between a lapse and relapse

2 Assist clients in identifying high-risk situations

3 Coach clients in strategies for the effective management of high-risk situ-

ations, including stimulus control, smoking-refusal skills, and coping with

withdrawal distress and cravings

4 Manage setbacks by reframing “lapse” as a temporary setback and a

window of opportunity for learning, rather than as the end of the quit

attempt and failure.

The Client materials for this module begin with an explanation of the distinc-

tion between a “lapse” and a “relapse.” A lapse refers to smoking one or a few

cigarettes after at least 24 hours of abstinence followed by a resumption of the

quit attempt, and relapse is the return to regular smoking, even if at a lower

level than prior to the quit attempt. We recommend that group facilitators

introduce these definitions with clients already in Module 4 (covered in Ch. 6)

when discussing the change cycle, and then review them at the start of the

session introducing the current module on relapse management. There have

been attempts to standardize the duration of a lapse period (no more than six

consecutive days) before it becomes a relapse (more than six consecutive

days), but other thresholds for duration and number of cigarettes smoked

have also been used (Curry & McBride, 1994). However, these precise thresh-

olds remain largely arbitrary and do not do justice to the dynamic nature of

the lapse/relapse process (Brandon, Vidrine, & Litvin, 2007). Nicotine addic-

tion is a chronic, relapsing disorder where neither periods of abstinence nor

relapse are viewed as final outcomes but rather as progress data, which inform

decisions about adjustments to the treatment plan. This module presents the
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strategies used during the phase of the treatment plan when clients have

commenced a smoke-free episode. Hence, it is typically introduced around

the time that some of the group members have chosen as their quit date.

The importance of actively engaging clients in relapse prevention and

management is illustrated in Figure 7.1. It is a sobering statistic of smoking

cessation attempts that relapse is the most likely outcome and that most

lapses lead to relapse (Piasecki, 2006). The good news is that there is often

a delay between an initial lapse and a full return to regular smoking

(Dodgen, 2005), and previous attempts increase the likelihood of future

success (e.g., Yzer & van den Putte, 2006). This provides a window of

opportunity for engaging clients in intervention strategies that facilitate

their re-engagement with the treatment program and a swift resumption of

their quit attempt.

Reviewing the distinction between a lapse and relapse

When discussing the distinction between a lapse and relapse at the beginning

of this session, it is helpful to emphasize the following points.
� Referring back to the group discussion of the change cycle in an earlier

session, state that this session is about learning how to make a lapse less

likely to occur and, in the event it should happen, how to avoid letting it

derail the clients’ goal of becoming smoke free.
� Reassure the clients that the program will give them the right tools to make

the prevention and management of lapses easier.

Most lapses lead to relapse

Relapse is the most likely outcome

It may be weeks before a lapse leads to a relapse

Past attempts increase the likelihood of future success 

Window of opportunity
Intervention focuses on:

risk management,
client choice, client responsibility,

client effort, skills training, group support

But …

Figure 7.1 A window of opportunity for managing lapses.
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� Reiterate that while the program and the group can provide a lot of

practical help and support, it is each client’s responsibility to make the

right choices that will support their goal of becoming smoke free.
� Emphasize that applying relapse-prevention strategies requires effort and

commitment on the clients’ part. Change will not come unless clients

actively (!) pursue it.

Identifying high-risk situations

The next part of this module is dedicated to helping clients to identify high-

risk situations and the strategies used to manage them effectively. Group

facilitators can lead into this part in a similar way as was recommended

for explaining the Motivational worksheet in Module 4 (see Ch. 6).

First, explain the five sections of the table on the first page of the client

handouts under How do I prevent a lapse?

Second, explain that knowing what is most likely to trip you up in your quit

attempt is the first step of prevention.

Then go on to point out that the first two sections in the table are about

emotionally stressful situations that can trigger a lapse. As is explained in the

handout, these can be ongoing and may make it hard to come up with the

energy to engage in the tasks associated with becoming smoke free. Or they

may arise and peak at a particular moment, presenting an acute challenge

that needs a fast and decisive response to contain the heightened relapse

risk. The strategies used to manage these situations are not necessarily

focused on smoking-related issues, but more broadly help clients to cope

with difficult situations in their day-to-day lives. Group facilitators must be

mindful that some clients may be reluctant to learn about these “counseling-

type” strategies, as they prefer to focus on only those things directly related

to their smoking behavior and quit attempt (i.e., the things listed in the last

three sections of the table in the client handout). Other clients will readily

want to take advantage of the opportunity to learn more about some of

these general coping strategies, as they are keen to avoid letting such issues

sabotage their quit attempt. This situation can be handled sensitively by

(a) stating that the management strategies associated with the first two

categories of high-risk situations are covered in a separate handout, and

(b) asking if the group would like to learn about these in a subsequent session.

Usually a consensus quickly emerges, and those group members who

might have been reluctant have the option of scaling back their active partici-

pation during such a segment (although they may still benefit vicariously).

When offering to cover this separate module, the group facilitators will

already have a pretty good idea from the individual assessment interviews
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which clients would likely benefit most from covering some general coping

skills training.

The next step is to shift the focus on to the last three sections of the table.

Encourage clients to come up with some examples of high-risk situations from

their own experience. Also, ask which of the associated management strategies

they may have already used, and to what extent those strategies were helpful

in the past. This serves two purposes. It identifies strategies that were helpful in

the past and hence are more readily adopted again. It also identifies strategies

that have not worked for a particular client. Some follow-up questioning might

reveal inconsistent or incorrect use of the strategy. That information can be

used to motivate clients to engage in those strategies again rather than making

the premature assumption that a particular strategy “won’t work for me.”

After discussion of a few examples generated in this group exercise, ask the

group members to take the worksheet entitledMy personal high-risk situations

worksheet home and to bring the completed sheet back to the next group

session, so that the follow-up discussion can focus on the specific situations

relevant to the members of this particular group.

Next we turn to coaching clients in the strategies for managing high-risk

situations listed in the last three sections of the lapse prevention table.

Preparing for high-risk situations

Stimulus control

A good lead-in for this topic is to remind clients of the first session of the

program, where clients learned that a powerful component of their nicotine

addiction is the strong association of their smoking with cues linked to daily

behavioral routines, people, and places. Ask clients to give some examples of

cues in their environment that they strongly associate with smoking. Then ask

them how confident they are that they would be able to resist the temptation

to smoke if they were exposed to any of those triggers. Help clients problem

solve by inviting discussion of the feasibility of (a) staying away altogether

from those particular high-risk situations for a while, and (b) generating

alternative means of enjoying the non-smoking-related benefits that clients

normally derive from the situations they are better off avoiding for a while.

Smoking-refusal skills

When avoidance of high-risk social situations is not feasible, well-practiced

smoking-refusal skills can help to manage these situations without giving in

when offered a cigarette by someone else. This segment is best presented

in three steps.
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1 Using the client handout as a guide, briefly review the three general

styles of refusal: passive, aggressive, and assertive. Explain how the three

styles can either hinder or support the effectiveness of the refusal message.

2 Go over the three points in the handout explaining the elements of an

assertive refusal, and then review the five simple strategies on what to do

when someone offers the client a cigarette.

3 Model to the clients the three different ways of getting a refusal message

across. Then, invite them to break up in pairs and practice these different

ways with each other and provide supportive feedback. This exercise

often generates quite a bit of humor among the group, but often leads

clients to comment later how amazed they were that these little changes

to their communications with other smokers made it so much easier to

say “no.”

Managing withdrawal distress

Smokers often cite the experience of unpleasant withdrawal symptoms as

an excuse for weakening their resolve and having a lapse. The key message

to get across here is that withdrawal symptoms are short lived! They peak

in the first week and typically disappear within 10 days after smoking the

last cigarette (Hughes, 2007; Shiffman et al., 2006). Those clients reporting

strong withdrawal distress should be advised to consider using nicotine-

replacement products, which are effective in reducing withdrawal symptoms

(details on the use of these products are covered in Module 3, which

is discussed in Chapter 5). A single session of exercise between 5 and

40 minutes can also effectively reduce withdrawal symptoms during the

exercise and for up to 50 minutes after the exercise (Taylor, Ussher, &

Faulkner, 2007).

Managing cravings

Most lapses are preceded by conscious cravings (Catley, O’Connell, &

Shiffman, 2000). That is, cravings are not automatic processes that inevitably

lead someone to an “absent-minded” lapse. Rather, cravings signal the need

for making choices. They typically involve a conscious, effortful struggle

between the desire for smoking a cigarette and a desire to remain abstinent

(Stritzke et al., 2007; Tiffany, 1990). This is summarized in the client handout

under Managing cravings as “six simple points to remember.” Begin this

segment by reviewing with the group these six points and emphasize that

clients should view any experience of cravings as a signal to immediately begin

engaging in actions and thoughts that are incompatible with and counteract

any deliberate thoughts or behaviors designed to bring the client closer to
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obtaining a cigarette. The two figures in the client handout help to illustrate

that craving management involves continuously making choices about

whether to engage in behavioral steps and thoughts that assist in staying

smoke free, or whether to take steps and make plans that weaken the resolve

to remain smoke free.

End this segment by discussing the benefits of using a reminder card.

Explain that the conscious struggle between wanting to give in to the craving

and at the same time wanting to stay smoke free takes effort and it is often

hard to think clearly in such situations. It is easier to know what to do in

these situations before the voice in one’s head that strongly argues to have

a cigarette complicates matters. This is where the reminder card comes in.

Just as an airline pilot in an emergency is trained to consult and follow a

step-by-step emergency response manual (which minimizes the risk of

making the wrong decisions under pressure), so a client can consult and

follow his or her own personal craving response plan on the reminder card.

Distribute index cards to the group members and ask them to write down the

coping steps they want to engage in using the sample card in the client

handout as a guide. Suggest that they write down helpful actions on the front

of the card, and helpful thoughts on the back.

Managing setbacks

Whereas the previous parts in this module addressed strategies for preventing

a lapse, the last part covers the situation when a lapse has happened. On a

procedural note, depending on the number of clients in the group and their

level of engagement with the discussion and practice of the prevention

strategies, there may not be enough time in a single session also to cover

the steps of what to do when a lapse occurs. This is not a problem because

these topics can be introduced quite flexibly and are likely to be revisited

repeatedly as clients will vary when they set their quit date and when they

need help with rebounding from a lapse.

The aim of this segment is to reframe a lapse as a temporary setback and a

window of opportunity for learning, rather than as the end of the quit

attempt and failure. The key message to get across is that after a lapse clients

should not give up, but return to the next group session and let the program

help them to get back on track. The specific steps covered in the client

handout are to (a) review what and how it happened, (b) make use of a

step-by-step reminder card similar to the one used for dealing with cravings

but with instructions on what to do following a lapse, (c) challenge unhelpful

thinking, and (d) renew the commitment to be smoke free. Initially these

steps are presented in a didactic manner as information on what to do after a

lapse. Once a client returns to the group after experiencing a lapse, those
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steps provide a framework for discussing with that client what went wrong

and how to do better the next time. In this context, the use of the weekly

monitoring data is extremely effective.

Figure 7.2 illustrates how the monitoring data can be used to help clients to

avoid getting discouraged after a lapse. The key is to focus on the gains made

prior to the lapse, and to use that “hard evidence” as a benchmark for what

the client is able to achieve. In this example, the client was able to reduce daily

cigarette intake gradually from 25 to 12 cigarettes over the first six weeks of

the program. Relative to her heavy smoking status at the beginning of the

program, and relative to the nearly three decades of continuous smoking at

that level prior to joining the group, this substantial and sustained reduction

is a huge achievement. The graphic representation of successful gains is a

powerful tool to help clients to realize that doing things differently leads to

measurable and sustained change. In this case, after convincing the client to

rejoin the group after her lapse episode (during which she had let it all go and

smoked at an even higher level than prior to commencing the program),

she was able to consolidate the changes achieved over the first half of the

program. Although she did not manage to become smoke free by the end of

the program, she quit in the week following the end of the program and was

still smoke free at the one-month follow-up.
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Figure 7.2 Example of using monitoring data to help clients to recover from a lapse.
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Tips for working with individuals

This module is introduced around the time that some of the group

members have selected as their quit date. For most in the group, this

tends to be around the fourth or fifth week into the program, but when

working with an individual client the timing of quit day is unique to the

personal circumstances of the client. It may come much earlier or later in

the program, in which case it is best to cover the module on prevention

and management of lapse or relapse around the time the individual is

ready to quit.

Although the supportive group context is advantageous for helping

clients to garner the strength and motivation to pick themselves up again

after a relapse, the emphasis at this stage of the change process is for each

client to take the responsibly for making the right choices and following

through with their own personal change plan. In that sense, little adapta-

tion is required when working with a single client.

To the extent that “counseling-type” activities may be useful for a

particular client to learn how to cope better with emotionally stressful

situations that could trigger a relapse, their incorporation into the treat-

ment plan is much more straightforward for a single client. There is no

need to gauge first the level of general acceptance of this particular

treatment component within the group as a whole, or to tailor its delivery

in such a way that it minimizes embarrassment in front of group members.

Indeed, if significant emotional problems are undermining smoking

cessation attempts, issues with confidentiality are easier to manage when

working with individual clients than working in a group environment.

Similarly straightforward is the discussion of the worksheet used by

clients to identify their personal high-risk situations. This discussion will

be personalized with respect to the client’s circumstances and, as only one

client is involved, there is plenty of time in a session to complete these

exercises within the session, rather than assigning the elaboration of the

worksheet as a homework task.

When practicing refusal skills, this cannot be done in client pairs but is

equally effective using role play within the client–therapist pair.

When introducing the material on managing setbacks to a single client,

this can typically be achieved within the same session. Therefore, it is

unlikely that the initial discussion of these materials needs to be distributed

over two sessions, as is often necessary for group sessions given the greater

diversity in themes that needs to be accommodated in the same amount

of time. Whether or not all materials in this module are introduced in a

single session is not critical, as these topics should be revisited anyway

whenever they become relevant during treatment.
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CLIENT MATERIALS

1 How do I prevent a lapse?

2 What to do when a lapse occurs.

Tips (cont.)

Finally, as the Client materials make the occasional reference to a group

context, individual clients can simply be advised to ignore those group

references as all the guidelines covered in the materials are equally relevant

in the individual treatment context.
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How do I prevent a lapse?

A lapse is a temporary setback or slip on the path to becoming smoke free.

It refers to smoking one or a few cigarettes after at least 24 hours of abstinence

followed by a resumption of the quit attempt. A relapse is the return to

regular smoking, even if at a lower level than prior to the quit attempt.

Lapses are common and typically occur shortly after becoming smoke free.

A high proportion of smokers who lapse eventually relapse. However, a slip

does not need to lead to a relapse! Knowing in what situations a lapse is most

likely to occur for you personally, and being prepared to apply the right tools

in those situations, will help you to prevent a lapse or relapse occurring.

Lapse prevention is hard work and takes a lot of effort on your part. The

group can help you every step along the way, but it is your responsibility

to make a commitment to engaging in the three key tasks of (re)lapse

prevention: (a) identify your personal high-risk situations, (b) practice and

apply strategies to manage these situations, and (c) in the event of a lapse,

control the outcome by choosing swift resumption of the quit attempt

over return to regular smoking. The following table summarizes the most

common situations where smokers attempting to quit are at high risk

for experiencing a lapse, along with the strategies you can use to reduce

that risk.

Table of high-risk situations and possible management strategies

High-risk situation Management strategies

Negative emotional states

(e.g., anxiety, frustration,

anger, stress, depression)

� Apply stress management and problem-

solving skills

� Change unhelpful thoughts

� Seek support

Arguments with partners,

family, friends, or colleagues

� Use assertive (rather than passive or

aggressive) communications

Social situations where smoking

is taking place

� Minimize exposure to places and people

associated with smoking

� Apply smoking-refusal skills

Cravings and weakening of resolve � Prepare and practice personal response plan

� Consider using nicotine-replacement

treatments or bupropion (Zyban)

� Exercise

� Use reminder cards to bolster motivation

� Seek support (e.g., phone a “buddy”)

� Change unhelpful thoughts

127Client materials



Identify your own high-risk situations

To get a better understanding of what lapse prevention is about, think about

the journey From Smoke City to Fresh Hills we talked about in the first group

session. There are difficult and easy sections along the roads. The lapses are

the difficult sections of the road. Signposts alert us to these upcoming

dangers. The driver who is alert to these signposts and takes the necessary

precautions avoids veering off into the difficult sections.

Relapse prevention requires you to be the conscientious driver and be on

the lookout for signposts indicating potentially difficult situations. The

sooner you spot the signs, the easier it is to anticipate what lies around the

next bend. What situations are particularly difficult is not the same for all

people. It is therefore a helpful first step if you identified for yourself what

your personal high-risk situations are. Use the worksheet entitledMy personal

high-risk situations worksheet to list all the situations where you think you

might be likely to have a lapse. List your high-risk situations in the left

column, and indicate the level of risk (moderate, high, very high) for that

High-risk situation Management strategies

Withdrawal distress � Consider using nicotine-replacement

treatments or bupropion (Zyban)

� Exercise

� Remind yourself that withdrawal symptoms

are temporary and will disappear within

10 days of quitting
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MY PERSONAL HIGH-RISK SITUATIONS WORKSHEET  

Risk levelHigh-risk situations

Arguments with partners, family, friends, or colleagues  

Negative emotional states   NA 

 moderate  high  very high 

 moderate  high  very high 

 moderate  high  very high 

 moderate  high  very high 

 NA 

 moderate  high  very high 

 moderate  high  very high 

 moderate  high  very high 

 moderate  high  very high 

Social situations where smoking is taking place  NA 

 moderate  high  very high 

 moderate  high  very high 

 moderate  high  very high 

 moderate  high  very high 

Cravings and/or weakening of resolve  NA 

 moderate  high  very high 

 moderate  high  very high 

 moderate  high  very high 

 moderate  high  very high 

Withdrawal distress  NA 

 moderate  high  very high 

 moderate  high  very high 

 moderate  high  very high 

 moderate  high  very high 

Other

 moderate  high  very high 

 moderate  high  very high 

 moderate  high  very high 

 moderate  high  very high 
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particular situation in the right column. To make it easier to think about

potential situations, there are five sections, one for each of the most common

categories of high-risk situations that smokers attempting to quit experience.

If a section does not apply to you personally, leave that section blank and tick

the box “NA” in the right column. For every situation you list, also tick the

risk level in the right column. This can help you to become aware of some

situations that may be more risky than others. For example, you may find

stressful communications with an ex-partner about child-care arrangements

to be a moderate risk for triggering a lapse, because you can usually keep

contact brief and remove yourself from the situation quickly. In contrast,

going fishing on a boat in close proximity with your smoking long-time

friends may put you in a situation where the risk for a lapse is very high,

because there is no opportunity to leave the situation should the temptation

become overwhelming. There may also be situations that do not easily fit

into one of the main categories. You can list those in the “Other” section

on the worksheet.

Be prepared to manage high-risk situations

The first two sections in the high-risk situations worksheet are about emo-

tionally stressful situations that can trigger a lapse. These situations could be

ongoing and require so much of your daily coping strength that giving in to a

lapse is easier than taking on the additional hard work of becoming smoke

free. These emotional situations can also come up unexpectedly and over-

whelm your still fragile status as a non-smoker at any given moment. There

are specific strategies that are helpful in managing these general high-risk

smoking triggers. These are covered in separate handouts entitled Coping

without smoking and How do thoughts affect smoking behaviors? If you think

those strategies would be useful for your personal circumstances, be sure to

ask your group facilitator(s) to cover them in the group before your scheduled

quit day.

The last three sections in the high-risk situations worksheet are about

smoking-related cues (from within yourself or from your environment) that

may trigger a lapse unless you apply strategies that help to take the edge of

those tempting triggers. These strategies include (a) reducing exposure to

places and people associated with smoking, (b) practicing smoking-refusal

skills, and (c) managing cravings and withdrawal distress.

Reducing exposure to places and people associated with smoking
Traveling along the journey From Smoke City to Fresh Hills, you will inevitably

come across many difficult situations. Sometimes, it will be best to take a

detour – that is, avoid difficult situations altogether. While there will be

situations that cannot be avoided entirely, it is best to avoid themore dangerous
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situations in the first few weeks of being smoke free, when the chance of a

lapse is particularly high. In particular, socializing with friends who smoke in

your presence, or sitting near or walking through smoking areas in public

places are situations best avoided, at least for a while. Use your personal high-

risk situations worksheet to highlight those situations where you want to

minimize your exposure in the weeks after quitting.

Practicing smoking-refusal skills
While avoidance is an effective strategy, there are times when it is not

possible. In such cases, you will need alternative coping skills to help

you through these difficult situations without a lapse. One important skill

is to be able to say “no” effectively when offered a cigarette. At some point

in your endeavor to become and remain smoke free, it is likely that you will

be offered a cigarette or even “bullied” into smoking by other smokers. It

is good to know in advance what to do, and how to do it effectively, so

that these social pressures to smoke will not trip you up should such occasions

arise. This will be particularly important in the early period of being

smoke free.

Smoking-refusal skills help you to respond to these situations with confi-

dence and without making excuses. Before we look at specific smoking-refusal

skills, let’s look at different styles of refusal. Some styles are more effective

than others. There are three general styles of refusal: passive, aggressive, and

assertive.
� The passive style involves refusing offers in an apologetic manner. A passive

response may be, “Sorry to put you out, but I’m afraid I’ve given up

smoking. I am really sorry.” Apologetic or timid responses often invite

others to disregard the opinion of a passive responder, which, in turn,

may lead to more persistent attempts to make you “join in” with the other

smokers.
� The aggressive style is the opposite of the passive style. The aggressive

individual conveys her or his opinion by attacking others. An aggressive

response to an offer of a cigarette may be, “Look, I already told you a

thousand times that I am now smoke free. Don’t you listen? Just back off,

okay? You can go right ahead and kill yourself with those fags.” While this

style is likely to make others yield to you and stop pestering you to smoke,

this style leaves you feeling tense and agitated. This could backfire on

you, as negative emotional states can often trigger the desire to smoke. It

also could leave others feeling offended and they may then react in other

unhelpful ways such as trying indirectly to sabotage your efforts to become

smoke free.
� The assertive style sits between the passive and aggressive styles. Here, what

you say and the manner in which you say it conveys your opinion of being

offered a cigarette in a clear and direct way (unlike the passive style), yet it
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still respects the opinion and choices of the person offering the cigarette

(unlike the aggressive style). An assertive response may be, “No thanks. I’m

a non-smoker now.” This is the style that is most likely to achieve what you

desire without offending others.

Now that we have clarified that an assertive refusal style is the most effective,

let us review how one can be assertive when refusing cigarettes. Of course, if

you already use an assertive style in such situations regularly, you can skip

over these next few paragraphs. Being assertive when refusing a cigarette is not

just about what you say but also about how you say it. Things to consider

include making direct statements, being confident in your tone of voice, and

using effective body language.

Use direct positive statements. What you say is important in refusing a

cigarette. Be direct. Do not “ummm” and “ahhh” as this conveys that you

are not confident, which, in turn, may suggest that you are not fully

committed to being a non-smoker. Also, do not attack the person

offering you the cigarette by implying that she or he is inconsiderate

and insensitive.

Use a confident tone of voice. How you refuse a cigarette is just as

important as what you say. Take the phrase, “No thank you. I’m a

non-smoker now.” Say it in a timid tone, an assertive tone, and an

aggressive tone. Note the difference in these. Aim for an assertive tone

where you are firm, calm, and unhesitating. Being loud and threatening

may offend, and being shy and uncertain may prompt others to question

when you say “no” whether you really mean it.

Use confident body language. Body language, along with the tone of voice,

affects how others view what you are saying. Even if a passive, an

aggressive, and an assertive speaker all said the exact same thing, the

body language would indicate they were conveying different messages.

The passive person has the head drooped, the aggressive person adopts a

threatening stance, while the assertive person looks the other person

directly in the eyes in a non-threatening manner. Feeling uncertain about

refusing cigarettes will show in your body language as you hunch or

slouch, or avoid looking the other person in the eyes. This sends a

message that you are not entirely convinced about your decision. Rather,

make direct eye contact with the person offering a cigarette, and sit or

stand up straight – these both create an air of confidence.

Putting it all together, there are five simple strategies to strengthen your

smoking-refusal skills. When someone offers you a cigarette,

1 Look the person directly in the eyes

2 Speak calmly, and say “no” first, so that the person offering believes you

mean it

3 Avoid excuses and vague answers: they make it harder to refuse and do not

strengthen your resolve to be smoke free
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4 Change the subject so that you do not get involved in a debate about

smoking

5 If the person offering will not stop pestering you to have a cigarette, request

that she or he stops asking.

Practice, practice, practice! It is far better to be able to say what you want

well ahead of time than to be unprepared if the situation arises and look as

though you are not committed to being smoke free. Vary what you say, your

tone of voice, and how you stand in order to get a feel for what feels comfor-

table to you and what gets an assertive message across. One of the advantages

of a smoking cessation group is that we can practice this in group, and you

can get feedback from others in the group about how your refusal message

comes across until you feel you get your point across easily and effectively.

Managing withdrawal distress
Many smokers report withdrawal symptoms following the cessation of

smoking, but not everyone does, and for some they are only mildly distress-

ing. Symptoms may include irritability, frustration, anger, restlessness, diffi-

culty concentrating, light-headedness, disturbed sleep, anxiety, depressed

mood, cravings for cigarettes, and increased appetite. Should you feel any of

those symptoms, remember that they will be short lived! These symptoms

are strongest only in the first week after smoking the last cigarette, and most

will disappear within 10 days. Only urges to smoke and increased appetite

may last for several months after becoming smoke free. Using nicotine-

replacement products can help to take the edge off any withdrawal distress

until it goes away on its own after a week or two.

Managing cravings
Many smokers experience cravings soon after they smoked their last cigarette.

To manage these high-risk situations effectively, it is important that you

understand how craving may or may not lead to a lapse. There are six simple

points to remember:
� cravings can’t make you smoke unless you choose to do so
� cravings are a signal for you to step up your resolve to not smoke
� even strong cravings can be resisted, if your resolve to engage in coping

strategies is strong
� if you allow your resolve to remain smoke free to be weakened, even

relatively mild cravings can trip you up and lead to a lapse
� all cravings, including strong cravings, will pass –most last only a fewminutes
� until the craving passes, it is your job to engage in actions that strengthen

your resolve to remain smoke free, rather than undermining it by taking

steps that bring you closer to a lapse.

The figure below illustrates how an effective response to craving is all about

making choices. The choices on the left side of the figure are those leading to
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smoking. Note that those are choices smokers normally do quite automatic-

ally and without much thought or effort. That is why sometimes smokers feel

as if they did not have much control over their craving. Yet, there are

opportunities to put the brakes on at each step toward taking a puff from a

lit cigarette. Better yet, the sooner you make the choice to take the steps on the

right side of the figure after you become aware of an urge to smoke, the easier

it will be to weather the urge without having a lapse.

Seeking a place where
cigarettes are available 

Entering a place where
cigarettes are available 

Purchasing a pack of
cigarettes 

Opening a pack of
cigarettes 

Taking a cigarette from
a pack

Holding and lighting a
cigarette 

Taking a puff from a lit
cigarette 

Choice

Choice

Choice

Choice

Choice

Choice

Choice

Taking out your
reminder card 

Selecting one or more
coping strategies

Engaging in coping
strategies 

Seeking support

Choice

Choice

Choice

ChoiceCRAVING

In addition to choosing to engage in actions that strengthen your resolve

to remain smoke free rather than undermine it, it is important that you

actively challenge any unhelpful thoughts that may pop into your head when

you have a craving. Thoughts have a powerful influence on how we feel

and what we do. If you allow unhelpful thoughts to occupy your mind

unchallenged, your resolve to remain smoke free is weakened. Each time

you catch yourself having unhelpful thoughts, replace them immediately

with helpful thoughts. Some examples of unhelpful and helpful thoughts

are given in the figure opposite.

134 Prevention and management of a lapse or relapse



Remember that each craving you get through without having a cigarette is

a positive step toward becoming a non-smoker for good. Each time you

overcome the urge to have a cigarette, you will feel more able to resist the

next craving. Over time, the cravings will get less and eventually disappear.

The reminder card is your personal “emergency” support system when you

need to make a conscious effort to stay smoke free.

Helpful Thoughts
one cigarette often leads to relapse,

and I don’t want to relapse
where is my reminder card?

I really don’t need a cigarette right
now, because the craving will pass  

Replace!

Unhelpful Thoughts
just one cigarette won’t hurt

where can I get some
cigarettes around here?

I really ‘must have’a cigarette
right now because …(fill in the

blank with lame excuse)  
 

A sample reminder card

I can become smoke free and stay smoke free! 

When I feel the urge to smoke… 
Get away from the situation 
Delay the urge to smoke – it will pass 
Drink water, sipping slowly 
Breathe deeply 
Do something else 
Look on back of card for helpful thoughts 
Call       (Name)         on (Number)
Use nicotine gum 

I want to be smoke free so that I can get more out of
life!  
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What to do when a lapse occurs

On your journey to become a non-smoker, you will be faced with many

situations where you will be tempted to smoke. If you apply your lapse-

prevention strategies, you will be able to resist these temptations. However,

in some instances, a slip may occur. This handout is designed to help you

through such an event, so that your lapse does not become a relapse.

The traffic light of lapses summarizes what you need to do once a lapse has

occurred.

STOP!

THINK

DO!

When a lapse occurs, stop whatever you are doing

Where possible, remove yourself from the situation

Review the situation associated with the lapse

Answer the question, “What triggers a lapse for me?

Consult your reminder card

Remain calm and challenge any unhelpful thoughts

Renew your commitment to be smoke free

The traffic light of lapses: stop, think, do

Review the situation associated with the lapse

In the event a lapse occurs, you are likely to experience feelings of guilt and

blame (e.g., “I should have seen it coming”; “I am weak”). Put these aside for

one moment and ask yourself matter of factly the following questions:
� What events led up to the slip?
� Were there any warning signals that preceded the lapse?
� What was the nature of the high-risk situation that triggered the slip

(Where were you? Who were you with? How were you feeling?)

Asking yourself questions about the details of the situation (such as setting,

time of day, presence or absence of others, mood at the time, and events that

were occurring) will provide you with valuable information. The fact that a

slip occurred tells you that something is happening that requires attending to.

Consult your reminder card

When you are upset and disappointed about a lapse, it can be hard to think

straight. That’s why we recommended that you make up your own personal
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reminder card. When one is distraught, it is easier to just follow an ‘auto-

matic’ response plan that you worked out in advance, rather than trying

to generate on-the-spot ways to get out of this dilemma. A lapse is a critical

juncture in the road where your quit attempt has temporarily stalled.

The reminder card is the jumper cable that will give you the spark needed

to get your smoking cessation motor running again. The card should contain

clear and easy-to-follow steps that you can use. Making the choice to follow

the instructions on your reminder card immediately when a lapse presents a

window of opportunity to keep the momentum of change going.

Remain calm and challenge any unhelpful thoughts

Above all, remain calm. The usual reaction to a lapse is one of guilt and self-

blame. This reaction is only harmful if you give in to it and decide that you

have blown your chance of being smoke free. Remember that one lapse does

not mean that you are now a smoker. You can see your choices more clearly

if you remain calm and allow your initial reaction to pass. Remind yourself

that a lapse is not a failure – it is a wrong step, but more importantly, it is an

opportunity to learn more about your high-risk situations. Examine your

thoughts after a lapse. Are you having unhelpful thoughts that try to justify

your lapse (e.g., “I really deserved this cigarette, I’ve had such a bad day, and

I really needed this cigarette to unwind”)? If you catch yourself thinking in

this way, engage in more helpful thoughts (e.g., “After the bad day I’ve had

I really did feel that I deserved a treat, but smoking was not the best option.

What I wanted was to relax, and I used smoking to achieve that. But I can do

other things that relax me. I don’t have to smoke.”)

Renew your commitment to be smoke free

Your motivation to maintain being smoke free is likely to waver following a

lapse. You may say to yourself, “What’s the use – I’ve blown it already.” Again,

this is a normal reaction and you can work against this self-defeating reaction

by using the following strategies.
� Get out your Motivational worksheet and remind yourself why you decided

to become smoke free in the first place.
� Think of the long-term benefits of becoming smoke free. Do you really

want to give that up just because you’ve had a temporary setback?
� Importantly, look back at how far you had already come on your journey to

become smoke free. Use your monitoring feedback sheets to reflect on the

gains you have already made. Do you really believe that one slip cancels out

all the progress you have made so far?
� Return to doing things differently to when you were a smoker. If you do

things differently, the next time you are in a high-risk situation this past

137Client materials



lapse won’t matter. What matters is that you take responsibility for

renewing your efforts.
� You may need to take practical steps to undo any smoking-related steps you

have taking during your lapse (e.g., getting rid of any remaining cigarettes

immediately).
� Don’t go it alone. Do not delay asking for help. Rejoin the smoking

cessation program straightaway.
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8

Staying smoke free III:
coping without smoking

THERAPIST GUIDELINES

Aims

1 Explain the relationship between smoking and stress

2 Outline different types of strategy for coping with stress

3 Identify personal triggers for stress

4 Provide a structured approach to problem solving

5 Outline the keys to good time management

6 Explain the techniques for coping with physical stress.

This module is designed to help clients to cope with triggers for smoking.

Negative emotions associated with daily hassles and stress represent a signifi-

cant obstacle to being smoke free, and lapses are often preceded by increases

in negative affect (Tsoh et al., 1997). The client materials for this module

present a range of coping skills that center around the ability to manage

negative emotions and stress. Not all of these strategies will be equally relevant

to all clients, and some clients may not need extra coaching on coping skills as

they already cope effectively on their own.

Techniques outlined in this module on stress management focus on behav-

ioral and physical strategies, which include problem solving, time manage-

ment, and strategies such as relaxation and basic self-care to assist in coping

with physical stress. This module complements the module on prevention and

management of lapses (in Chapter 7) and the module in Chapter 9, which

focuses on cognitive strategies to assist in being smoke free.

The current module on coping without smoking, and the next one on

helpful and unhelpful thoughts about smoking behaviors are meant to be

administered flexibly in response to the group’s predominant concerns and

needs. For example, parts may be used earlier in the sequencing of modules if

clients perceive smoking as an ideal and easy way to cope with ongoing daily
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hassles, and use that as an excuse to put off the task of setting a designated quit

day. It may also be useful to challenge early in the program the myth that

smokers will feel more relaxed when smoking than when they are not smoking.

Explain the relationship between smoking and stress

Begin this segment by asking clients to reflect on stressful situations where

they have resorted to smoking as a way to help to deal with the stress. Clients

typically express the belief that smoking helps to decrease stress. It is import-

ant in smoking cessation treatment to dispel myths about the perceived

benefits of smoking, mainly the perception that smoking decreases stress

(Health Development Agency, 2003). Point out to clients that nicotine is a

stimulant and, therefore, should have the opposite effect! Highlight to clients

that the reduction in stress is only a perception because smokers have a higher

baseline level of stress than non-smokers and that smoking only serves to

lower stress to a level that an average non-smoker would experience (Parrot,

1999). Follow this with a clear, reassuring statement that there are other

simple strategies that are much more effective in reducing stress levels. Before

reviewing those strategies, it will also be useful to discuss briefly with

clients that not all stress is bad. You may want to use the graph in the client

handout that relates different stress levels with performance to illustrate that

a moderate level of stress can actually assist performance, and that the goal is

to decrease excessive levels of stress – and maladaptive ways of coping with

stress – rather than eliminating it altogether.

Outline different types of strategy for coping with stress

Introduce the two approaches for managing stress: the reactive and the

preventative approaches (Schafer, 1992). Point out that many smokers use

smoking as a reactive coping strategy for dealing with stress, and draw clients’

attention to alternative strategies such as problem solving, time management,

and relaxation. Then discuss the preventative approach to stress by introdu-

cing the concept of a baseline stress level. That is, the lower the baseline stress

level, the less impact a particular stressful event will have. For smokers this

means that decreasing the impact of a stressful event will decrease the need to

smoke as a coping response. The concept of a baseline stress level is often

easier for clients to grasp when it is visually represented. Draw two lines

representing low and high baseline levels of stress, and then a third (“trigger”)

line above the high baseline line, representing the stress level that triggers the

need to smoke. Then draw two “spikes” of a stressful situation of the same

magnitude, one starting at the lower baseline, and the other starting at the
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higher baseline. Only the latter should cross the trigger line that prompts a

desire to use smoking as a coping response. Explain to clients that the coping

skills covered in their handout are a blend of preventative and reactive

strategies, and while there is a place for both of these strategies, emphasize

the importance of preventative ones.

Introduce the three categories for stress-management strategies that are

mentioned in the client handout: behavioral, physical, and cognitive. State

that in this module the focus is on behavioral and physical coping skills, and

that cognitive strategies are covered in a different handout. Clients are prob-

ably most familiar with relaxation as an effective stress-management tech-

nique, but you can also discuss nutrition, exercise, and sleep as part of a

preventative approach to stress management. Explain that the purpose of

these strategies is to “set up good habits that will minimize the potential for

stressful situations to occur.”

Identify personal triggers for stress

Ask clients to reflect on the situations that typically trigger stress for them

and encourage them to share this within the group. As you write these triggers

down on a whiteboard or chart, group them into those categories found in the

Stress action plan worksheet. It is not important that all categories in the

worksheet are filled out. Some clients, for example, may not wish to talk about

financial stressors. The aim here is simply to get a few personalized examples of

triggers. Together with the examples listed in the sample stress action plan in the

Client materials, these can be used to illustrate that there are effective coping

strategies that can address each of these triggers. The benefit of this sharing

exercise is twofold. First, it will stimulate and facilitate supportive group

discussion, which is a key outcome as specified in training standards for

smoking cessation groups (Health Development Agency, 2003). Second, by

writing down these triggers of stress so that they are visible to group members,

it will cue you to what strategies are best suited for addressing a group’s

particular needs, and thus provides guidance onwhat sections from thismodule

are most relevant and what may be best to leave out. Following this group

activity, tell clients that they can use the blank worksheet in their handout at

home to drawup their individual Stress action plan by filling in the triggers in the

left column, and their plan for doing something about it in the right column.

Provide a structured approach to problem solving

Begin this segment by discussing what problem solving is and is not. High-

light to clients that problem solving as a technique is not a stand-alone

technique but rather draws on other coping strategies. To illustrate, for
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someone who wants to be smoke free it is not simply a matter of identifying

the problem as “smoking” and the solution as “being smoke free;” in order to

achieve being smoke free the person needs to draw on a range of techniques

such as learning to cope with cravings, modifying unhelpful thoughts

that maintain smoking behaviors, learning relaxation to help in managing

stress, and so on. Thus, problem solving is a method to help to identify

what the real issue is, and to identify the most suitable solutions. People often

select a solution because it is the first one that comes to mind and it may be

based more on emotion than on reason; problem solving aims to help in

approaching difficulties in a more rational and structured manner.

Of course, for many smokers the first “solution” that comes to mind when

faced with a stressful situation is to smoke a cigarette. Therefore, the next

point to emphasize as a group facilitator is the need for clients to focus on

solving the problem that leads to stress in the first place. That is, the problem

that triggered the smoking will still be there after one has had a smoke – and it

will not go away even after having a few more smokes. One way to get clients

on board with learning problem-solving skills is to ask them what happens to

their problem when they have finished smoking their cigarette. Is it still there,

or has it magically disappeared? When challenged in this way, clients readily

admit that smoking does not solve any of their problems. If anything, it adds

many problems to their life. So the key to coping without smoking is to be

aware and make use of alternative strategies to solving the problem at hand.

After this clarification of the role of problem-solving skills in smoking

cessation, you can proceed to introducing the five practical problem-solving

steps outlined in the client handout (D’Zurilla, 1988). How clients view

the nature of problems is as important to successful problem solving as

the application of problem-solving strategies, and so the first step to problem

solving is to examine how clients typically approach their problems (i.e., the

“A” in the ANSWER acronym used in the client handout). Excessively negative

viewpoints about problems (e.g., taking it too personally, feeling hopeless

about achieving a solution, engaging in self-blame) can get in the way of

finding a viable solution. Stress that problems are part of everyday life and

frame problems as learning experiences. After you have reviewed with clients

the remaining four problem-solving steps as outlined in the client handout,

you can illustrate the process of problem solving by working through one or

two examples. You may wish to draw on those triggers for stress that clients

identified in the earlier discussion of the Stress action plan.

Outline the keys to good time management

The aim of good time management is to minimize stress in the first instance

by managing time effectively. Poor time management often contributes to the
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stress that prompts clients to smoke. As with problem-solving skills, it will

vary from group to group to what extent issues of time management are

relevant. Ask questions to prompt your clients to reflect on their time

management (e.g., “Do you ever feel rushed for time?” “Do you find that

you always have something to do?”) and explore what impact it has on their

desire to smoke.

A common observation is that having a cigarette break is viewed as the one

chance that smokers get to escape from whatever is causing them stress. Ask

your clients to reflect on how this increases the value of smoking to them?

Does it serve to validate their right to smoke as a way of shutting the world

out so that they can get some valuable time to themselves? Then ask them how

it would be different if they were able to find time for themselves without

using the smoking break as an excuse? Would their desire for a cigarette still

be as strong?

The techniques outlined in the Time management client handout are easy

to follow. It does not require much in-session time to explain them. They

focus on realistic time estimation, prioritizing of tasks, planning tools, and

avoiding roadblocks to effective time management such as perfectionism and

procrastination (Antony & Swinson, 1998; Buehler, Griffin, & Ross, 1994;

Ferrari, Johnson, & McCown, 1995). Clients who have indicated that time

pressures contribute to their stress-related smoking can be encouraged to

use some of those strategies from the client handout to learn to manage their

time more effectively.

Explain techniques for coping with physical stress

Begin this segment by introducing to clients the fight or flight response, in

particular highlighting that an increased breathing rate and an increased heart

rate are part of the response. This will pave the way for the introduction of

relaxation techniques designed to counter the stress response directly. High-

light the adaptive function of the fight or flight response, emphasizing that for

the stressors we face nowadays fighting or fleeing are typically not appropriate

coping strategies, and therefore, there is a need to find alternative ways to

burn up the stress hormones circulating in our bodies.

Following the explanation of the stress response, introduce relaxation as

a way of directly countering the stress response by slowing down breathing

rate, decreasing heart rate, and so on (Davis, Eshelman, & McKay, 1995).

Outline the options for relaxation: in the client handout we have covered

relaxation through breathing, progressive muscle relaxation, and relaxation

with imagery. It is recommended that you conduct at least one relaxation

session with the group, which may or may not include imagery (see also

Chapter 10 for examples of imagery exercises designed to help clients to
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practice goal-directed imagery to enhance the formation of a self-concept as

a non-smoker).

Encourage clients to practice relaxation on a regular basis so that it will

be easier to engage the technique when they are feeling stressed. Highlight

that relaxation – in particular, controlled breathing – is a portable technique

that clients can use in situations where they feel an urge to smoke in response

to stress. Moreover, practicing relaxation regularly is effective as a preventative

approach to stress management. In this context, reiterate the concept

of lowering one’s baseline stress levels as a means of lowering the impact of

stressful events. Alas, while clients are probably seeking some magical strat-

egies where prevention is concerned, it is the old combination of exercise,

nutrition, sleep, and work/life balance that helps to minimize stress.

Typically, clients are already aware of the exercise, nutrition, sleep, and

balance information but may experience difficulties in maintaining a pre-

ventative approach. The key to maintenance is that clients incorporate

these changes into their daily routines. Some clients may find that too

difficult, given that they are already dealing with the effort it takes to give

up smoking. For other clients becoming smoke free is an important step

in achieving overall better health and they are keen to take other steps

that support that goal. This is where some problem-solving skills may

come in handy. For example, if a client does not have time to exercise after

work because of childcare commitments, he or she can use problem-solving

strategies to identify solutions that would allow some time for exercise while

making alternative arrangements for childcare. Similarly, if clients find it

difficult to make time to relax, encourage them to review the time manage-

ment strategies. In sum, the coping skills described in this module comple-

ment each other. They can go a long way in assisting clients to deal with

the daily hassles and stress that all too often serve as triggers for smokers

to lapse and waver in their resolve to become smoke free. Emphasize to

clients that balance is particularly important in adopting a preventative

approach to stress. If clients have used smoking as a crutch for coping,

the prospect of coping without smoking is a daunting one. Without the

confidence that there are effective alternatives, the value of smoking becomes

overemphasized and it becomes easier for clients to justify smoking (“It’s

the only good thing that I have in my life right now”). Therefore, this Coping

without smoking module offers clients step-by-step guidance on a range

of effective alternative coping strategies. To the extent that clients effectively

practice these strategies, the perceived value of smoking as a necessary coping

tool will be diminished.
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CLIENT MATERIALS

1 Coping without smoking

2 Problem solving

3 Time management

4 Coping with physical stress.

Tips for working with individuals

All of the coping strategies described in this module are readily applicable

to the one-on-one context. Indeed, working individually with clients

means that you can best tailor a combination of coping skills to match

your client’s circumstances.

You can personalize the sections of this chapter in the following ways.

� In the problem-solving section, use one of your client’s examples to

illustrate the process of problem solving and ask the client to work

through another of his/her examples to illustrate to you that the prin-

ciples have been grasped.

� In the time management section, you can spend more time focusing on

your client’s particular circumstances, assisting them to develop their

own time management plan, and specifically addressing any roadblocks

to effective time management that are relevant to this client.

� In the coping with physical stress section, you can tailor the breathing

technique, progressive muscle relaxation technique, and relaxing

imagery scene to what will fit best with your client. As part of the

relaxation with imagery exercise, include an image of something that

your client wants to do once s/he is smoke free. Creating positive

imagery is important for motivating your client, and being able to tailor

the image makes it more relevant for your client than a group-based

image may be.

As a cautionary note, be mindful of becoming side-tracked when covering

the coping skills module. Unlike the other modules in this book, which

are more directly focused on smoking, the skills in this section can be

applicable to other areas of a client’s life and it is quite easy to end up

addressing other issues that the client presents with. If this is the

case, discuss with your client the need to remain focused on smoking

cessation for now and, if appropriate, offer information about referral

options.
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Coping without smoking

One of the common triggers of smoking is negative feelings. Stress is one of

those negative feelings that we deal with on a daily basis. While major

stressors such as death, separation, divorce, and other significant changes

are a source of stress, it is more often the daily hassles that can prompt a

desire to smoke as a coping strategy. About 80% of smokers report smoking to

be relaxing or pleasurable. However, because nicotine is a stimulant, it does

not have a “real” relaxing effect. Rather, smoking seems relaxing because of

psychological reasons – smokers generally have a higher baseline level of

stress, and when they smoke this falls to a level similar to that of non-smokers.

Therefore, learning to cope without smoking will be an important tool to

help you to stay on track to being smoke free.

Stress: it’s not all bad news

We’re all too familiar with the experience of stress arising from negative events

such as arguments, managing our finances, interpersonal problems, or prob-

lems at work. This type of stress is easily recognized as it often reveals itself in

the form of irritability and fatigue. However, positive events such as getting a

promotion at work, giving a performance, or starting a new relationship can

also produce stress.

The reality is that stress is not always bad; some stress can actually enhance

our performance. In the figure, you can see that we tend to perform optimally
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when there is some stress. Too much or too little stress, however, can impair

our performance. The link between stress and performance can be observed

in tasks that are physical in nature (e.g., some stress can lead us to run faster

but too much competition can harm our performance) and also in tasks that

require mental effort (e.g., some stress can help us to “cram” for an exami-

nation, but too much stress means that we are not able to think clearly).

Stress also becomes problematic when it is allowed to remain unmanaged

for prolonged periods. Daily hassles such as minor conflicts with friends can

build up to significant negative events such as loss of friendships, while

problems with time management at work can build up to significant pressure

in meeting deadlines, and in the extreme can lead to burnout. Stress can affect

how we think, act, and feel. It can make us feel dissatisfied, decrease our

enjoyment of activities, and make us inattentive to the needs of others.

Prolonged stress also has a real physical impact as it weakens our immune

system and we become more susceptible to developing illnesses. Prolonged

stress also contributes to high blood pressure, high cholesterol levels, and

depression, which, in turn, contribute to the leading causes of death including

heart disease and stroke. Moreover, smoking to cope with stress exposes you to

additional risks such as emphysema, cancers, and other negative health effects.

Approaches to coping with stress

There are two approaches to coping with stress. One is to take a reactive

approach, meaning that you deal with the symptoms of stress as they arise.

Techniques such as relaxation, exercise, problem solving, and correcting

negative self-talk that intensifies your negative emotions are ways of coping

in response to stress that can replace the role of smoking.

Another way is to take a preventative approach, meaning you anticipate

potential difficulties and take measures to decrease the likelihood of feeling

stressed, or to decrease the intensity of your stress reaction. We all have a

baseline level of stress and a “threshold” above which we experience symp-

toms of stress. By lowering our baseline level of stress, it will take more to tip

us over the threshold. Preventative stress management strategies include

maintaining a well-balanced lifestyle, time management, and learning not to

overreact to situations.

Coping without smoking: what are our options?

For most people, a certain amount of stress is unavoidable, and as mentioned

earlier, some stress can actually be beneficial for performance. By managing

stress well, you can minimize any negative effects that it may have. Rather than

coping with stress by smoking, there are better and healthier options you can

choose tominimize stress.One easywayof looking at these strategies is to group

them into behavioral (including social), physical, and cognitive strategies.
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Behavioral strategies
Many daily events such as problems at work, conflict with friends or family

members, deadlines, and financial problems can trigger stress. By applying

effective behavioral strategies, you can manage these stressors better. Problem-

solving skills (see the section titled Problem solving) are a good starting point

to help you to identify what is the problem and what strategies may be

suitable to solve it. Other behavioral strategies to help in managing stress

include time management skills (see the section titled Time management), and

assertiveness and communication skills (which are covered in a separate

handout, How do I prevent a lapse?).

Physical strategies
You can use strategies such as breathing and relaxation (see Coping with

physical stress) to help you to cope with the physical effects of stress. However,

these are designed to alleviate stress, and a more proactive approach to

managing high levels of stress is through good nutrition, healthy exercise

habits, good sleeping habits, and regular rest and relaxation.

Cognitive strategies
Our self-talk and thoughts about an event can make us feel worse about stress

than it actually is. Let’s take an example of a meeting with a work colleague

about budgets that involved some raised voices. One, less-helpful, form of self-

talk could be “She’s just out to slash my budget, it’s like she’s out to make life

miserable for me and my department” – in which case stress levels and

perceived threat would increase. Another, more helpful, form of self-talk could

be “There are budget cuts all round so it’s no surprise that my department is

under scrutiny. Even though it is very unpleasant and I feel threatened, it’s the

bottom-line that she’s concerned about, it’s work and it’s not personal” – in

which case stress levels and perceived threat would be lessened.

Using more helpful thoughts and self-talk to decrease the intensity of

negative stress reactions can go a long way to helping to manage stress and

the stress-related desire to smoke. This technique can also be used powerfully

to help in coping with cravings, lapses, and staying on the smoke free path.

Hence, this is covered in greater detail in a separate handout (How do thoughts

affect smoking behavior?).

Getting to know your triggers for stress

So far, we have looked at different options of coping without smoking. In

order for you to gain the most out of the coping skills on offer, it will be

helpful to identify those triggers that cause you stress. Of course, this will vary

from person to person. This handout now gives a worksheet for your personal

Stress action plan and an example of how to use it. By identifying your triggers

for stress in various domains of your life, you are better able to tailor stress

management techniques to your particular circumstances.
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Triggers 

Stress action plan

Health/well-being What I can do about it: 

Social What I can do about it: 

Financial What I can do about it: 

Work/study What I can do about it: 
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Triggers 

Stress action plan: an example

Health/well-being 

•   Minimal exercise 
•   Negative self-talk 
•   Find work/life balance difficult
     to achieve  

What I can do about it: 

•   Exercise with a friend 
•   Correct unhelpful thoughts and self-
     talk 
•   Set firmer boundaries around work;
     time management skills and assertive
     communication may help

Social
•   Lack of social support as I
    don’t see my friends regularly  
•   Homesick/miss family 

What I can do about it: 
•   Schedule regular catch ups with
    friends or call them on a regular basis  
•   Make it a priority to call family
    members on a regular basis  

Financial 

•   Lack of knowledge of finances
    creates stress  
•   Uncertainty about savings
    creates stress  

What I can do about it: 

•   Work out a budget to identify the flow
    of money  
•   Speak to a financial planner or a
     financially savvy friend 

Work/study 

•   Don’t see eye to eye with
    colleagues 
•   Lots of small problems at work 
•   Heavy workload 

What I can do about it: 

•   Learn assertive communication skills
    to negotiate disagreements  
•   Learn problem-solving skills 
•   Learn time management skills and
    setting boundaries with workload
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Problem solving

Stress and other negative feelings often arise when we encounter problems in

our lives, and negative feelings are a common trigger of smoking. Therefore,

learning to solve the problems that trigger stress and negative feelings is a

positive step towards becoming and remaining smoke free. Indeed, research

has demonstrated that learning effective problem-solving skills significantly

enhances smoking cessation rates.

So how do we go about problem solving? An easy way to remember the five

steps of problem solving is to use the acronym ANSWER:

Examine your Approach to problems

Name the problem

Identify alternative Solutions

Weigh up alternative solutions

Execute and Review.

Step 1: Examine your approach to problems

Do you sometimes feel that problems are all your fault, that they will inevi-

tably cause you significant difficulties, and that you are unsure if you have the

skills to manage the problem? Is there a problem in your life that you wish you

could handle better, if you just knew how to manage it more effectively? Are

you prepared to put in the time and effort to change the problem or is it just

something that you hope will fall into place?

The reality is that problems occur in everyone’s lives. How we deal with

them, and our belief in our ability to deal with them, are very important

components of problem solving. For example, people may have very different

approaches to getting a flat tyre.

Person 1 “Why me? I must be cursed. This is a disaster, I’ll be late for all of

my meetings and people will think that I’m irresponsible and

incompetent. My manager will think negatively of me. How will

I ever change this tyre? I’ve never learnt how to do so. People

just don’t bother to teach me things.”

Person 2 “Oh no, a flat tyre. This is such bad timing – I’ve got several

meetings back-to-back this morning. I’d better call to let them

know that I’ll be late. In the meantime, I’ll call for roadside

assistance first as they will take some time to come. This time I’ll

have to pay close attention to how they change it so that I won’t

be significantly delayed the next time my tyre blows.”

Person 1 is someone who personalizes the problem and does not have the

necessary skills to solve the problem. He focuses on the fact that he cannot

change a tyre, and because he will be late for meetings, others will interpret it

as him being irresponsible and incompetent. Rather than focusing on what he
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can do in that situation, he focuses on what he can’t do, and ends up feeling

helpless and hopeless. He may turn to smoking to relieve his stress.

Person 2 is someone who, while not having the knowledge to change a tyre,

has a very different approach to solving the problem. While he may feel

stressed, he also knows that focusing on the feeling will not produce results.

Instead, he:

� identifies the major challenges arising from the flat tyre (managing meet-

ings and changing a tyre)

� explores what he can and can’t do to manage the challenges (call ahead to

inform others that he is running late for meetings, calling for roadside

assistance as he lacks the knowledge to change the flat tyre)

� learns from this situation so that he can engage in better problem solving

next time (learning how to change a tyre).

By viewing problems as something that occurs to everyone, and treating a

problem situation as an opportunity to learn a new way of coping, you are

more likely to be motivated to work on addressing the problem.

Step 2: name the problem

Name the problem by clarifying what the problem is, based on facts rather

than your interpretations. For example, looking at the thoughts that Person 1

had, let’s examine what the facts were, and which thoughts were based on

interpretation.

Why me? I must be cursed. This is a

disaster

Fact: Flat tyres occur to people every-

day, they are not particular to one

person

Interpretation: Having a flat tyre it is not

a disaster – it may be an inconveni-

ence, but blowing things out of pro-

portion can make the problem seem

insurmountable

I’ll be late for all of my meetings

and people will think that I’m

irresponsible and incompetent.

My manager will think negatively

of me

Fact: You are very likely to run late for

your meetings

Interpretation: Thinking that others

will think negatively of you is an

assumption, not a fact; it is equally

possible that colleagues will empa-

thize with the bad luck and be sup-

portive

How will I ever change this tyre?

I’ve never learnt how to do so.

People just don’t bother to teach

me things

Fact: You don’t have the knowledge to

change a tyre and you’ve never learnt

how to do so

152 Coping without smoking



Interpretation: It’s unlikely that people

don’t bother to teach you things. It’s

likely that somewhere in your life-

time someone has taught you some-

thing, however small it may seem. So,

while no one may have taught you

how to change a tyre, they are likely

to have taught you other things.

After looking at what the facts are, you can name the problem more clearly.

In the above case, the problems to overcome are (a) the flat tyre, (b) running

late for a series of meetings, and (c) managing the stressful reaction to the

flat tyre.

There are two ways of coping with such challenges – to look at managing

the problem or managing the emotion resulting from the problem. Problem-

focused coping strategies are aimed at changing the problematic situation

and can include time management, goal setting, and assertiveness training.

Emotion-focused coping strategies focus on coping with your reactions to the

situation in order to reduce stress and can include slow breathing, progressive

muscle relaxation, and alternative self-talk (as part of changing unhelpful

thoughts into more helpful ones).

Step 3: identify alternative solutions

Once you have clarified the problem, the next step is to identify a range

of solutions to the problem. The idea behind this is that the more alternatives

you come up with, the more likely that a viable solution will come up. As part

of this process, put aside any judgements of how realistic or feasible each

alternative is – getting caught up in why something won’t work will hardly put

you in the frame for finding out something that will work. If you get stuck, try

combining alternative solutions or try expanding on a solution.

Step 4: weigh up alternative solutions

Now that you have a few solutions at hand, weigh up each solution to help

you to decide which will be the best one to take on by looking at (a) the “pros

and cons” of each solution, (b) how realistic the option is, (c) what barriers

exist to the implementation of each solution, and (d) the effort and likelihood

of expending the effort involved. Based on this, decide on the most feasible

solution for you.

Step 5: execute and review solution

Once you have identified the best option, the next step is to execute it. In

addition to barriers identified when weighing up alternative solutions, one
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“hidden” barrier may be your motivation to make the necessary changes. If this

is the case, it may be wise to reconsider whether this option is a viable one, and

whether you may be better off selecting another option (from Step 4).

Once you have executed a solution, review it in terms of how well it

achieved the desired outcome. If the outcome was successful, then keep the

solution in mind for use with similar situations in the future. If, however, the

outcome was less than desirable, you have the option of returning to Step 3

(Identifying alternative solutions).

The example below applies these five steps of problem solving to a specific

situation.

Problem I have agreed to go out with friends who are smokers.

I want to catch up with them but they’ve chosen an

outdoor dining area where smoking is permitted, and

I know that I will experience stronger cravings when

I socialize with them. I’m feeling very stressed – I want

to remain smoke free but I want to see my friends also

A: approach There is a clash in what my friends want versus what

I want. It’s not an ideal situation, but I’ll have to learn

to manage by working out a compromise

N: name the

problem

I want to see my friends. I want to remain smoke free. My

friends want to go somewhere where I will be more

likely to smoke

S: solutions 1 Refuse to go, telling my friends that I’m very disap-

pointed that they didn’t consider that I’m no longer

smoking

2 Go along with them

3 Change my friend’s booking to an indoor area where

smoking is not permitted

4 Call my friend and explain that I would like to go but

will give it a miss because I may be tempted to smoke.

Ask if changing the venue is an option and, if not,

suggest catching up at a later date

W: weigh the

solutions

1 Pro: My friends get to know how angry and disap-

pointed I am with them

Con: If it was a genuine mistake then I may jump the

gun and offend them

2 Pro: I keep the peace

Con: I don’t get what I want and I knowingly put myself

at risk of temptation

3 Pro: I get to socialize with my friends and minimize

temptation to smoke

Con: My friend may not be happy that I’ve changed his

booking
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4 Pro: I’m approaching this in a calm, rational manner,

explaining my situation in case my friend doesn’t re-

member that I’m trying to be smoke free. I’m raising the

option of changing the venue, but if not, I have an

alternative plan

Con: I can get a bit flustered with situations where

I have to tell someone that I’m not happy. I’ll need

to learn how to speak my mind more assertively.

This is the most feasible option, but I will need to learn

assertive communication skills

E, R: execute

and review

Learned some assertive communication skills and plucked

up the courage to talk to my friend. My friend was very

apologetic as he forgot that I want to be smoke free and

we discussed a suitable alternative venue. This option

was successful in resolving the problem at hand.
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Time management

Time pressure can often be a trigger for stress and, in turn, a trigger for

smoking. Do you find that you are often running late, feel disorganized, can

only react to tasks rather than plan them; find that even though you have free

time that you don’t get much accomplished; or find that you rush through

things only to make simple mistakes? If you find yourself nodding in agree-

ment with any of these statements, you may stand to benefit from improving

your time management skills.

Strategies for time management

1 Be realistic about time management

2 Know how much time you really have

3 Prioritize and delegate where possible

4 Employ a vehicle for time management

5 Reward yourself and review regularly.

Be realistic about time management
Time management isn’t a technique to help you fit as much into your life as

possible. It isn’t necessarily about making you work faster and, therefore,

complete more. It’s about helping you to streamline, and to be able to attend

to those tasks that are critical for you to attend to.

As part of streamlining, it may be helpful to look at your overall aims in life

to see how well your daily activities fit in achieving your overall aims. For

example, if your aim is to spendmore time with family and friends, then taking

onmore andmore work and working at nights and onweekends is not going to

help you to achieve your goal. Rather, setting limits on the amount of work that

you take on may help you to achieve a better work–life balance. If you are

a student and your studies are a priority, you may need to evaluate how

much time for paid work and extracurricular activities you are engaging in.

Know how much time you really have
Feeling stressed from time pressures usually results from (a) underestimating

how long tasks take and (b) overestimating how much available time you

have.

Underestimating how long tasks take. People often underestimate how

long tasks take and do not leave sufficient time to complete tasks. How

many times have you thought that you could give yourself 10 minutes

to get to an appointment, not taking into account that 10 minutes means

travel time only and does not include the time taken to leave where

you currently are, get to your mode of transport, travel, find parking

or wait for public transport, then get to the actual destination?
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By underestimating how long tasks actually take, we put ourselves under

unnecessary time pressure.

Overestimating how much available time you have. People often overesti-

mate how much available time they have in any given day. That is, while

it is easy to identify time spent at work, study, unpaid work, socializing,

eating, and sleeping, people often overlook time spent on other tasks

such as showering, grooming, preparing meals and washing up, doing

the laundry, travelling time, ironing, vacuuming, answering the phone,

having “down time” at the end of the day or on weekends, and so on.

Failing to recognize that one also does all these other tasks can lead one

to wonder where the time has gone and why it sometimes feels like one

doesn’t get much done in a day.

Quite often, underestimating how long tasks take and overestimating

available time combine to create more time pressure and to cause more stress.

Prioritize and delegate where possible
Identify tasks that are priorities and tasks that can take a back seat for a while.

Focus your energies on tasks that are priorities and delay tasks that are lower

down the priority list for when you have completed these more important

tasks.

Where possible, delegate tasks that do not necessarily require your particu-

lar knowledge or expertise. It may be as simple as getting someone else to set

the dinner table, to check over a document, to write one part of a report, or to

run their own errands where possible. Delegating can be difficult, particularly

if you feel that only you can give the task the attention to detail that it

requires. If this is the case, you can always check over the work if you wish,

but in the meantime you have freed some time up for yourself to do another

task on your “To Do” list. If perfectionism is a significant roadblock to

delegating, check out the tips below (under Roadblocks to effective time

management).

Employ a vehicle for time management
Optimal time management is achieved through good organization. So, get

yourself a diary, whether paper or electronic, and use this to plan your days.

Some people prefer using a timetable so that they know exactly what they are

meant to be doing at each time of the day; others prefer the flexibility that To

Do lists afford. Which strategy you use is entirely up to you.

Reward yourself and review regularly
Let’s face it, time management may not be the most exciting activity in the

world – very useful, yes, but not exactly exciting. Therefore, in order to keep

yourself motivated to achieve those tasks that you set out to do, you can

reward yourself. Sometimes, the sense of satisfaction from simply ticking
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things off the list is rewarding in itself. At other times, you may need an

additional reward and this may take the form of some extra time off, or

indulging in an activity that you enjoy.

Finally, review your progress on a regular basis. Your circumstances and

routines change with seasons, holidays, different work schedules, illness,

family problems, etc. This means that from time to time you need to review

how well your time management strategies are working for you in light of

changing commitments. Perhaps this will mean acknowledging that when

things are stressful at home that your productivity at work may decrease a bit

and to make the adjustment when setting out your timetable or To Do lists.

Alternatively, it may mean temporarily scaling back on some social activities

during a high workload period.

Roadblocks to effective time management

Among the roadblocks to managing your time are perfectionism, procrastin-

ation, and lack of motivation.

Perfectionism
Perfectionism can significantly interfere with your ability to manage time

effectively. It can be difficult to overcome, particularly if you approach

perfectionism as a badge of honor. If this is the case, it may be beneficial to

examine how well perfectionism is serving you.

� Perfectionism can slow you down in the number of tasks you are able

to complete. For instance, a report that you have written is likely to be

sufficient for submission, yet perfectionism makes you constantly rework

the report, making cosmetic changes that do not appreciably add to the

report. This time could be better spent working down items from your

To Do list.

� Perfectionism can make it difficult to delegate as you cannot trust others to

do a proper job. This means that you take on every minute detail of a task,

even if it is beyond your responsibility.

� As you take on extra tasks and take longer than expected on each of these

tasks, you start to feel more stressed.

Decreasing perfectionism will involve making changes to your perfectionistic

thinking. In perfectionistic thinking, “shoulds” and “musts” feature heavily

(“I must do everything perfectly”, “I should be able to handle everything,

delegating is a sign that I’m weak and can’t cope”), as does “all or nothing”

thinking (“If I delegate one task, it means that I have failed completely”, “If

I relax my standards just one bit, it will completely fall in a heap”). If you find

that perfectionistic thinking is an issue for you, refer to the handout How do

thoughts affect smoking behaviors? to learn more about strategies on how to

manage unhelpful thoughts and thinking styles.
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Procrastination
Procrastination often arises because the prospect of completing a task gener-

ates some rather negative feelings.

� You may feel anxious or overwhelmed by the enormity of a task. Where this

applies, it may be helpful to break down a task into smaller steps so that

each step is far less overwhelming. Focusing on completing the one,

smaller, step is likely to be more achievable than completing the larger

overall task.

� You may sometimes feel bored at completing a task. One way to overcome

this is to reward yourself after you have completed the task or parts of it, or

do it concurrently with a more pleasurable task if the tasks are compatible

(e.g., ironing while watching television).

� If feeling depressed when faced with a task is an issue, it may be helpful to

examine why you feel that way about the task. Is it because you feel that you

lack the necessary skills? If so, getting some assistance to help you to get on

track may be useful. Is it because you feel that there is no point because

you won’t succeed? If this is the case, you may find it beneficial to look at

changing unhelpful self-talk that derails your best efforts (refer to the

handout How do thoughts affect smoking behaviors? for strategies on changing

unhelpful self-talk).

Another reason why procrastination arises is because you may underestimate

the urgency of the task and fail to prioritize this task. Quite often, people

underestimate what exactly is involved in completing the task. One way to

avoid this is to break down the task into the key steps that are required to

achieving the overall goal, then to estimate how much time each step requires,

and to see how it will fit in with your existing commitments and demands.

Lack of motivation
Why bother? You may sometimes feel that way about time management – why

spend time managing time, when it could be better spent doing those things

on your To Do list? Time management can be used to sharpen your effective-

ness, direction, and your goals in order to decrease stress in your life. It can

also help you to feel more in control of the events in your life, as well as help

you to create work–life balance. While this technique may take some time and

effort on your part initially, the benefits far outweigh the costs. If it helps you

to stay smoke free, the benefits are huge!
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Coping with physical stress

Our body’s response to stressful situations – the fight or flight response –

involves a series of changes within the body to prepare us either to fight or to

run away from a threatening situation. When we perceive threat, hormones

such as adrenaline (epinephrine), noradrenaline (norepinephrine), thyroxine,

and glucocorticoids are released, which promote a series of changes within

our body:

� increased breathing rate to help increase oxygen supply to the body

� increased heart rate to pump oxygen around the body

� increase in blood-clotting ability so that any blood loss through injury is

minimized

� increased sweating to cool the body

� diversion of blood from extremities to those muscles essential for moving

or fighting

� the mind becomes focused on escape.

The fight or flight response is an evolutionarily adaptive response and the

hormones released prime us for physical action. While this may have been

beneficial for our ancestors where dangerous situations concerned physical

safety, our modern-day stressors require less of a physical response. Our

stressors tend to include difficulties at work, problems in relationships, or

stress associated with deadlines. In response to these modern-day stressors,

our physical symptoms can seem unnecessary and very unpleasant. These

unpleasant symptoms can include some or all of the following, for specific

reasons.

� Feeling like you can’t think straight: your mind is focused on escaping and

not on other tasks at hand

� Shortness of breath/overbreathing and discomfort in chest: increased breathing

rate; breathing quickly from the chest can result in chest discomfort

� Butterflies in the stomach: digestion is not essential to the fight or flight

response, so blood is diverted away to muscles essential for a physical

response

� Tingling in fingers and feet: blood gets diverted to those muscle groups

vital for escaping/fighting; fine motor control is not necessary

� Pounding heart: increased heart rate

� Feeling faint: increased breathing rate, hyperventilation

� Sweating, body feels hot: cools the body so that it does not overheat.

Fighting or fleeing are ways of burning up the stress hormones generated

when we perceive a situation to be threatening. As fighting or running away

are not viable solutions to modern-day stressors, the stress hormones remain

in our body. We need to find another way of burning up the stress hormones,
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or risk our immune systems being weakened and making us more susceptible

to illness.

Techniques for coping with physical stress

For the techniques outlined below, we encourage you to use them in response

to feeling stressed (e.g., relaxation when tension headaches interfere with your

ability to concentrate on a task) and also in a preventative fashion to decrease

overall stress levels (e.g., engaging in regular relaxation and exercise).

Relaxation
Relaxation helps to counter the fight or flight response in several ways,

including decreasing breathing rate, decreasing heart rate, decreasing tension

in the muscles, and slowing down brain-wave activity. Relaxation also has a

widespread effect on the nervous system, meaning that it can help us to feel

calmer overall.

Relaxation through breathing

Relaxing can be as simple as learning to breathe in a particular manner.

When we start to feel stressed, our breathing becomes shallower and we

breathe at a faster rate. By slowing down our breathing rate, we can bring

about whole-body relaxation. The technique has the following components.

1 Breathe in and out through your nose only.

2 When you breathe in, make sure that you draw your breathe down to your

abdomen, rather than breathing from your chest.

3 Select a relaxing breathing rate that suits you. The easiest is a six-second

cycle where you breathe in over three seconds (in-two-three) and out over

three seconds (out-two-three). Alternatively, if a six-second cycle feels too

rapid, try for an eight-second cycle (in-two-three-four-out-two-three-

four). Some clients prefer to hold their breath for a couple of seconds after

inhaling before exhaling. It is ultimately up to you to select one that fits best

for you.

4 As you breathe, you may wish to say the word “relax” when you breathe

out. Another option is to visualize the tension leaving your lungs and then

nostrils as you breathe out.

5 Attempt the breathing relaxation for at least five minutes; if you still feel

stressed after this repeat it for another five minutes.

Breathing is a simple relaxation technique. It is also very portable, meaning

that you can breathe in and out whenever you feel stressed without special

equipment or others noticing what you are doing!
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Progressive muscle relaxation

Our muscles can often tense up when we feel stressed, leading us to feel

discomfort in our head, back, shoulders, chest, arms, and legs. Tension in our

muscles can also lead us to feel tired. Learn to identify where you store your

tension (e.g., in the face, the fists, shoulders and back).

In progressive muscle relaxation, the muscles of the body are relaxed in a

progressive fashion, with the focus on all muscle groups. The manner in

which relaxation is achieved is by tensing the muscles for approximately

10 seconds, then releasing the tension. Focus on the contrast between the

tense feeling and relaxed feeling. A typically sequence for tensing and relaxing

moves, as here, from hands to feet.

1 Fists (clench and release fists)

2 Forearms (tense and release forearms)

3 Upper arms (tense and release biceps)

4 Shoulders (bring shoulders up to your ears and tense, then bring shoul-

ders down)

5 Head (raise your eyebrows, tense, then release)

6 Face (frown and purse lips, then release)

7 Neck (touch your chin to your chest, then lift chin back up)

8 Chest (tense chest muscles, then release)

9 Abdomen (tense stomach muscles, then release)

10 Buttocks (clench buttocks then release)

11 Thighs (tense thigh muscles, then release)

12 Calves (raise your toes toward your knees, then back down to normal

position)

13 Feet (point your toes downwards towards your heels, then back up to

normal position).

Relaxation with imagery

Your imagination can be a powerful tool in relaxation. One very effective

imagery technique involves creating a relaxing place in your mind, a place that

may exist in real-life or in your imagination. This is a place where you can see

yourself feeling completely relaxed.

For imagery to be optimally effective, incorporate all of your senses – your

sight, taste, sound, smell, and touch – where possible. To illustrate how to

engage your senses to make the relaxation scene as vivid as possible, let’s look

at an example at the beach:

� walking on the beach with the warm, soft sand under your feet (touch)

� seeing the clear blue water and the fluffy white clouds in the sky (sight)

� taking in a deep breath and the scent of the ocean (smell)

� listening to the waves gently lapping against the shore (sound)

� lying under a tall, green palm tree (sight), feeling the warm sand under

your body (touch)
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� feeling the warm sun slowly melting away the tension in your body from

head to toe, or feeling a cool breeze gradually blowing all of the tension out

of your body (touch).

Imagery can also be a very useful tool in your quest to become and remain

smoke free. You may wish to focus on the things you can do as a result of

being smoke free, including swimming powerfully through the water as

you are no longer short of breath, visualizing being able to taste food

better, or visualizing climbing a hill and breathing in the fresh air at the top

of the hill.

Contrasting images of yourself as a smoker and as a non-smoker is also

another powerful imagery technique; you can focus on changes in your ability

to breathe, changes in your ability to engage in physical activity, and changes

in your image and appearance.

Relaxation: putting it all together

The relaxation techniques outlined above can be used in combination.

Breathing, for example, complements the other relaxation techniques very

well and can form the cornerstone of your relaxation exercises. A way of

sequencing these techniques is to start off by engaging in breathing, move

on to progressive muscle relaxation, then finish off by using the imagery

technique. A few things are worth noting when attempting relaxation.

� Allow yourself time to relax, away from distraction. While relaxation via

breathing can be used at any time, for the other techniques it will be

beneficial for you to create time and free yourself from distractions to

achieve optimal conditions for relaxation.

� Do not attempt relaxation exercises when trying to perform an activity

requiring alertness (e.g., driving).

� Make sure that you are comfortable; this includes loosening any tight

clothing.

Finally, relaxation isn’t just for helping you to cope with particular stressful

events. Using relaxation on a regular basis means that you work to decrease

your overall stress levels.

Nutrition
What you eat impacts on your body’s ability to counter stress. In particular,

minimizing your intake of caffeine – found in coffee, tea, hot chocolate

drinks, energy drinks, and chocolate – is advisable as caffeine is a stimulant.

Adopt a commonsense diet that is high in fiber, rich in vitamins, and low in

fat and salt. Limit your intake of refined sugar to avoid blood sugar-related

mood swings, which may strain your body, and aim for a low-salt diet, as both

stress and a high-salt diet can increase your blood pressure.
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Exercise
Exercise is an extremely effective tool in managing stress in daily life and has

been found to improve low mood. It decreases stress by allowing stress-

induced adrenaline to be utilized by the body, and by releasing tension in

muscles. Some forms of exercise can also help to alleviate “non-physical”

stress by releasing frustration (e.g., boxing). Another benefit of exercise is that

it helps to counter the modest weight gain sometimes associated with stop-

ping nicotine intake.

Aim to engage in vigorous exercise (e.g., brisk walking, cycling, jogging) as

this is the most beneficial for stress management. Although some exercise is

better than none at all, aim for 30 minutes of vigorous exercise at least three

times a week. Schedule in your exercise rather than fitting it in if there is time

left in the day, and you are more likely to stick with it if you do an exercise

that you enjoy.

Sleep
Sleep is vitally important to our well-being. Sleep deprivation or disturbance

can lead to irritability, concentration difficulties, and memory difficulties, as

well as emotional tension, and prolonged sleep deprivation or disturbance

makes us more susceptible to illness. The amount of sleep that we need varies

from person to person, so aim for an amount of sleep that leaves you feeling

refreshed the next morning.

Some useful tips for sleeping include:

� Establish a routine whereby you go to sleep and wake up at set times each

day. Start off by waking up at a set time each day, and if you feel sleepy

resist the desire to nap as naps affect your sleep cycle. Gradually, your body

will settle naturally into this routine.

� Avoid stimulants (including caffeine) for a few hours before sleeping.

� Try not to drink alcohol; while it may help you get to sleep sooner, it results

in poorer quality of sleep.

� Ensure that the environment is conducive to a good night’s sleep, including

monitoring how noisy it is, how warm you are, and how much light is in

the room.
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9

Thoughts: how they affect
smoking behaviors

THERAPIST GUIDELINES

Aims

1 Review the management of depressed clients within the group context

2 Explain the link between thoughts, feelings, and smoking

3 Introduce the four steps of modifying unhelpful thoughts.

This module complements the module in Chapter 8 and helps clients to

develop skills in modifying unhelpful thoughts related to smoking. The

role of thoughts in shaping smoking behaviors is critically important –

particularly for clients who experience depression.

Managing depressed clients within the group context

The literature demonstrates an association between depression and smoking.

Individuals with a history of major depression are more likely to smoke and

be dependent on nicotine than non-depressed individuals, although the

direction of this association is unclear. It may be the case that (a) depressed

individuals self-medicate, (b) the withdrawal of nicotine elevates the risk of

depression through the depletion of monoamine oxidase levels, (c) an inter-

active relationship exists between these two factors, or (d) there are common

factors underpinning nicotine dependence and depression (Fergusson,

Goodwin, & Horwood, 2003; Wilhelm et al., 2006).

Clients who experience low mood are likely to elevate the positive aspects

of smoking and are less able to resist smoking when facing situations trigger-

ing negative affect or situations that are typically associated with their

smoking habit (Hall et al., 1998; Tsoh & Hall, 2004). Framed in terms of

the Change cycle (Chapter 6), current low mood – rather than a history of
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depression – is likely to keep a client in the pre-contemplation stage where

they are less inclined to quit (Tsoh & Hall, 2004).

Studies show that cognitive–behavioral therapy has a beneficial impact on

abstinence rates for individuals with depressed mood (Brown et al., 2001; Haas

et al., 2004; Kahler et al., 2002). The mechanism by which cognitive–behavioral

therapy is thought to promote smoking cessation is byhelping clients tomanage

the negative affect that triggers clients to smoke. That is, cognitive–behavioral

therapy teaches clients alternative coping skills. While clients may still experi-

ence some negative affect, those undergoing cognitive–behavioral therapy are

more likely to manage the affect without smoking (Hass et al., 2004).

Based on the information gathered in the assessment interviews

(Chapter 2), you should have a sense of whether depression is an issue facing

clients in a particular group. If there are clients who talk about their depres-

sion in the group, encourage them to do so but be mindful of balancing the

needs of these clients with those of other group members. In particular, if

discussion becomes too personal and causes discomfort for other group

members, refocus clients to talking specifically about how mood impacts on

their cravings and smoking behaviors. Some clients may benefit from addi-

tional cognitive–behavioral therapy work for mood management independent

of their participation in the smoking cessation group. In that case, consider

providing clients with information about appropriate referral options.

For those group facilitators unfamiliar with cognitive–behavioral therapy,

we have outlined the essential steps relevant for smoking cessation. Those

interested in finding out more about cognitive therapy are encouraged to read

the works of Aaron Beck and Judith Beck. Judith Beck’s book Cognitive

Therapy: Basics and Beyond succinctly outlines the components of cognitive

therapy for those new to this therapy (Beck, 1995). Another useful and easy-

to-digest guide on cognitive–behavioral therapy for mood disorders can

be found in the Mind over Mood series, which contains a client workbook

(Mind over Mood: Change How you Feel by Changing the Way you Think;

Greenberger & Padesky, 1995) and a companion volume for the therapist

(Clinician’s Guide to Mind over Mood; Padesky & Greenberger, 1995).

Of course, unhelpful thoughts and negative thinking styles are also

common among non-depressed people. The client materials in this module

are designed to help clients to recognize unhelpful thoughts and thinking

styles and use some cognitive restructuring strategies to transform unhelpful

thoughts into more helpful ones. Begin by explaining the link between

thoughts, feelings, and smoking.

The link between thoughts, feelings, and smoking

When explaining the link between thoughts, feelings, and smoking, focus on

three categories of thoughts that are likely to arise for clients: (a) thoughts
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that prompt negative mood and a desire to smoke, (b) thoughts that justify

smoking, and (c) thoughts in response to cravings and lapses. Begin by asking

clients to review some examples of thoughts within each of these categories

(see Worksheet 1 on smoking-related thoughts in the Client materials). Then

ask clients to share their own smoking-related thoughts and write them on a

whiteboard, grouping them into the above three categories.

Then, starting with the first category, ask clients to share recent examples of

when they have smoked to alleviate negative mood. It does not matter

whether the mood was anxiety, stress, or depression. Ask clients to reflect

on what thoughts prompted the negative mood that led them to reach for a

cigarette. As you do this, refer clients to Worksheet 2, the Thought monitoring

sheet, and the example of its use in Worksheet 3, entitled Thought monitoring

sheet example.

The next category of thoughts to elicit is thoughts that justify smoking.

Sometimes, clients may feel reluctant to acknowledge the presence of these

thoughts. If this is the case, reassure them that it is common that clients

who want to quit smoking may still feel that smoking is justifiable at certain

times. You can introduce this by asking clients to reflect on past attempts

to quit, particularly on that split second where they have a fleeting thought –

“I shouldn’t be doing this” – in response to having a cigarette. The thoughts

that follow the “I shouldn’t” are of interest as those are the ones that justify

the smoking behavior.

Thoughts that justify smoking typically elevate the positives of smoking

(“I deserve it, there is nothing else going well in my life”, “It’s the only way

I get to take a break from my stressful life”). However, a more subtle category

of thoughts to be mindful of are those experienced by clients with anxiety/

mood disorders, who may be reluctant to give up smoking out of concern

that a relapse of symptoms may occur (“If I can’t cope with it right now, how

can I possibly cope when I’m not smoking?”).

A third category of thoughts that we are interested in uncovering are those

that clients have experienced in response to cravings or lapses. Ask them what

thoughts typically pop into their heads when they experience cravings or

smoke after vowing to give up. These are usually global, sweeping statements

(“I’m so weak I can’t even fight my cravings”, “I’ll never be able to give up”, “No

matter what I try, things will never change”, “I’m back to square one”). Explore

with clients what impact these types of statement have on subsequent moti-

vation to be smoke free; it is likely that the perceived enormity of the task, and

the perceived imminent failure at it, means that clients are less likely to attempt

to quit again and have less confidence that they will be able to do so.

At the end of this activity, highlight again the power of unhelpful thoughts

in keeping clients smoking. Then, introduce the concept of alternative, more

helpful, thoughts to clients. This is the starting point to what in cognitive–

behavioral therapy is called “cognitive restructuring.” You could open this
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segment by posing the question, “So what would happen if, rather than

thinking that having a craving meant that you were weak and will inevitably

smoke, you are thinking that having a craving is normal and that you can do

things to let it pass without lighting up? How different would you feel about

wanting to light up?”

Introduction to the fours steps of modifying
unhelpful thoughts

The four steps of modifying unhelpful thoughts are:

1 Becoming aware of unhelpful thoughts and so-called “core beliefs”

2 Identifying unhelpful thinking styles

3 Challenging unhelpful thoughts and core beliefs

4 Arriving at a more balanced thought.

Step 1: identifying unhelpful thoughts and core beliefs

Introduce the concept of core beliefs. Distinguish between automatic

unhelpful thoughts (which are fleeting thoughts that occur automatically

in response to a situation) and core beliefs (which are rigid, strongly held

beliefs about ourselves and the world), using the analogy of an iceberg as

outlined in the Client materials where the visible part of the iceberg is like the

surface thoughts and the submerged part of the iceberg is the core belief.

Core beliefs are harder to identify and change in comparison with unhelpful

thoughts as they develop over our lifetime through direct and indirect

messages that we hear.

To illustrate, you can use an example of someone who feels a need to be

competent at everything and takes on many tasks, then feels stressed from

too many demands and, therefore, smokes as a way of coping. The core belief

here is that one needs to be competent at everything. This individual then

interprets situations in relation to this unrealistic expectation of universal

competence. The failure to live up to this ideal leads to feeling stressed, which,

in turn, can trigger a desire to smoke. Encourage clients to explore the

operation of their own unhelpful automatic thoughts and core beliefs by

using the questions listed in the sample Thought monitoring sheet in the client

materials. You can further illustrate the effective use of this self-questioning

strategy with an example (also provided in the client materials) that shows

a question and answer sequence uncovering the link from unhelpful thought

to unhelpful core belief. Encourage clients to start using the blank monitoring

sheet to monitor their smoking-related thoughts and feelings for a few days.

As part of this, encourage clients to rate their mood and the degree of craving

as it will cue them to those situations that are particularly challenging.
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Some clients may have experienced difficulties unearthing smoking-related

thoughts in the preceding activity. In order to bolster their self-efficacy for

completing the monitoring homework, explain that this is because of the

automatic nature of such thoughts, and that with practice this task will

become much easier. A good analogy to use is that of driving a car. Driving

is such a routine behavior that over time it becomes second nature and does

not require much thought. In much the same way, smoking-related thoughts

have become automatic so that they occur without one being aware of

them. Learning to think consciously about them will be difficult at first, much

like adjusting to driving on the other side of the road in a country with

different traffic rules will initially require conscious effort, but with a bit of

practice it can be done.

Step 2: identifying unhelpful thinking styles

Use worksheet 4, Arriving at balanced thought(s), and the worked example

of its use in Worksheet 5 (in Client materials), to introduce unhelpful thinking

styles to clients as ways of thinking that maintain the unhelpful thoughts.

Clients really take to this segment on unhelpful thinking styles and are able

to identify easily which styles they tend to engage in. Your role as the therapist

is to highlight how unhelpful thinking styles maintain smoking behaviors.

The most pertinent of these are likely to be all-or-nothing thinking (they

have either failed or succeeded), negative spotlight (focusing on past failed

attempts rather than on progress such as the number of smoke-free days), and

overgeneralizing (taking one lapse in one stressful situation to indicate that a

return to smoking in all stressful situations is imminent).

Step 3: challenging unhelpful core beliefs and thinking

Cognitive work can be difficult to grasp, particularly for less cognitively

minded clients, and it is better to go slower with teaching so that clients

can digest the information at their own pace than to lose the engagement of

clients through frustration. Step 3 could, therefore, be presented in a subse-

quent session to allow clients first an opportunity to engage in thought

monitoring between sessions.

Introduce cognitive restructuring as a way of “replacing unhelpful thoughts

with more helpful ones” and “tuning our thoughts” so that any resulting

negative mood is less intense. Next, engage clients in cognitive restructuring

by asking them to be thought detectives. Their role is to find evidence for the

unhelpful thought, and evidence against the unhelpful thought. Of course,

clients usually have plenty of evidence for the unhelpful thought up their

sleeves. Your role in this instance is to test the generalizability of the evidence.

For example, a client may joke that he has tried to give up smoking four times
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but obviously failed because he is in the group now! He believes that this

shows that he is weak and he is likely to fail again this time. In this instance,

you can acknowledge that he may have succumbed to smoking on four

occasions, but ask him if at any point during those four attempts, he was ever

offered a cigarette and was able to refuse it. If he was able to, this is evidence

against the unhelpful thought that “I am weak; I’ll never be able to be smoke

free.” Clients usually need some coaching in coming up with evidence against

their unhelpful thoughts.

Throughout the process of engaging clients in cognitive restructuring,

encourage them to conduct mini-experiments to test the veracity of their

thoughts and beliefs (this is the behavioral component of cognitive–

behavioral therapy). If they have the belief that delaying smoking a cigarette

makes it impossible to concentrate and get their work done, get them to test

it out by locking away their cigarettes for a couple of hours and use an

alternative coping skill (Chapter 8). After completing the experiment, get

clients to reflect on how true the initial belief is. A single experiment is

unlikely to turn around a belief entirely; rather our aim is to open up the

possibility of an alternative belief. Thus, if the experiment weakens the

strength of the belief, this alone is an achievement. Successful behavioral

experiments can then contribute evidence against the unhelpful beliefs.

Step 4: arriving at a more balanced thought

Once the validity of the unhelpful thought or belief has been undermined

by contrary evidence, the final step is to generate a balanced thought, taking

into account the evidence both for and against the unhelpful thought. It is

important that you mention that the thought needs to be balanced, not

positive. Distinguish between the two by stating that the balanced thoughts

take into account that there have been past failures, rather than only looking

at the bright side; in doing so, it enhances the believability of the thought.

Using the above example of the client having failed on four past attempts to

quit smoking, a balanced thought could be “While my last four attempts to be

smoke free have not been successful, I have successfully refused cigarettes in

the past, and by coming along to the group I will learn different coping

skills to help me to manage without resorting to smoking; this means I have

what it takes to become smoke free.”

Some clients may baulk at the amount of effort involved in recording their

thoughts, gathering evidence, and constructing balanced thoughts. As the

therapist, acknowledge that it may be difficult at first to master but will get

easier with practice to the point where the process of identifying unhelpful

thoughts and challenging them occurs without the need to write them down.

Again, using the analogy of driving a car while adjusting to unfamiliar traffic

rules will be helpful here.
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Finally, always praise your clients when they complete their between-

session work and engage in cognitive restructuring activities. It is a tricky

concept for clients to grasp, so it will require patience on the part of the

therapist.

CLIENT MATERIALS

1 How do thoughts affect smoking behavior?

Tips for working with individuals

All the activities described in this module can be used when working with

an individual client. Individual treatment may be the preferred option for

some depressed clients as their needs may not be adequately met in the

group context. Their negative thinking styles are more pervasive, and the

strategies described here for dealing with unhelpful thoughts are geared

toward the specific aim of aiding smoking cessation rather than alleviating

mood disorders. The latter is likely to require specialist care and can be

better addressed with a treatment plan tailored to the individual and that

integrates smoking cessation strategies with the more primary mood

management intervention. At the time of the assessment interview, it

should be determined if a client with mood disorders is appropriate for

the group or would benefit more from individual treatment.

When working with an individual client, bear in mind that clients will

differ in their ability to understand the concepts and techniques of cogni-

tive interventions. Some clients will grasp these techniques quickly, while

others will require more practice, and yet others may feel more comfort-

able with the behavioral rather than cognitive strategies. Those slow to

grasp these concepts can benefit from the greater personal attention in

one-on-one treatment, whereas for those responding better to behavioral

interventions, the materials in this module may be less relevant.
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How do thoughts affect smoking behavior?

It may not seem like an obvious link, but thoughts play an important role

in smoking behavior. Understanding how you think will help you in becoming

smoke free in the following ways:

� understanding thoughts that prompt a desire to smoke

� understanding those thoughts that lead us to smoke in spite of wanting to

become smoke free – we call these thoughts that justify smoking behaviors

� examining the way you think will help you to cope with cravings and

lapses.

Thoughts that prompt the desire to smoke

One reason why smokers light up is because of habit without giving it much

thought. At other times, negative feelings can trigger a desire to smoke.

Feeling anxious, feeling depressed, feeling stressed – these are all emotions

that can trigger the use of smoking as a coping strategy. In order to eliminate

the need to light up as a coping tool for negative emotions, one can change

the source of the problem (how one views or thinks about the situation).

For example, if someone feels stressed at work, one can look at unhelpful

thoughts that drive the negative feelings that trigger a desire to smoke. So,

one can work on decreasing the perceived need to smoke by modifying the

thought “It’s all too much, I can’t handle all this work” with “There’s so much

to do here, but I know that if I start to panic I’m more likely to resort to

smoking. If I use the time management and goal-setting strategies I will feel

less overwhelmed and more in control of the situation. I can get through this

without using smoking as a crutch.”

Thoughts that justify smoking behaviors

Once a craving occurs, there are two possible paths. One is to resist the

craving and maintain on the smoke-free path; the other is to smoke. Certainly,

resisting cravings can be very difficult, as you probably already know. What

may seem less obvious is the internal conflict that occurs even if a choice to

smoke is made; on the one hand, you have joined this program to help you

become smoke free, on the other hand you are experiencing really strong

cravings that you feel powerless against. Remember – you can want to avoid

smoking and want to approach smoking both at the same time.

What we are interested in here are those thoughts that can tip you over into

smoking. These may include overemphasizing the positive qualities of

smoking (e.g., “There’s nothing else positive in my life right now”) or

justifying your right to smoke (e.g., “After the day I’ve had, I really deserve

a cigarette!”, “I couldn’t help myself, the situation was just too tempting”).
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By uncovering these thoughts and being aware of them, you stand a better

chance of addressing them so that you can remain on the smoke free path.

Thoughts in response to cravings and lapses

The period following cravings and lapses is a high-risk one – one often feels

less resilient, has less belief in one’s ability to be smoke free, and is more likely

to engage in self-blame. These all contribute to feeling worse about oneself,

which, in turn, may prompt one to light up again. By examining the way you

think in the face of strong cravings or lapses you help to put yourself back on

track to becoming smoke free, and decrease the risk of falling into relapse. We

will look at challenging unhelpful thoughts if such a situation arises, and

replacing them with more helpful thoughts.

The figure below ties together some examples of thoughts that may affect

smoking behavior. The corresponding Worksheet 1 at the end of this handout

is for you to write down the most common thoughts that you personally

experience in relation to cravings, justifying smoking, and lapses. Keep this

worksheet handy so that you can remind yourself of unhelpful thoughts that

you experience on a regular basis.

Smoking-related thoughts 

Thoughts that
PROMPT the desire to

smoke

This is so stressful. I just
have to get away

It’s all too much to
handle 

There’s no way that I’ll
be able to cope

Thoughts that
JUSTIFY smoking

behaviors

I know that I probably
shouldn’t, but I’ve had
such a tough week

There’s nothing positive
in my life right now. I
may as well smoke 

The situation is just too
tempting to resist  

I’m such a failure, I can’t
even quit smoking.
Things will never
change    

Thoughts IN
RESPONSE TO

cravings and lapses

If I have such strong
cravings it must mean
that I’m not committed to
becoming smoke free   

Identifying and correcting unhelpful thoughts

How we think about an event has a powerful impact on how we feel. The

same event can result in very different emotions depending on our inter-

pretation of the event, or rather, what we say to ourselves. For instance,

many on the journey to becoming smoke free will experience cravings from
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time to time. How you interpret the experience of having cravings can

make you feel either guilty and hopeless or “okay,” depending on what you

say to yourself.

What’s wrong with me? I shouldn’t be
having cravings.  It must mean that I’m
not committed to becoming smoke
free. I don’t know why I keep
bothering; I’ll always be a smoker.

Feel okay and
optimistic

I’ve got strong cravings again. Gosh
it’s so hard resisting them, but these
cravings are going to happen as part
of becoming smoke free. I know they’ll
pass soon.

Feel guilty and
hopeless 

It is easier to stay on track to becoming smoke free if you know how to

identify and modify any unhelpful thoughts that prompt you to smoke, that

you use to justify your smoking behaviors, and that diminish your confidence

in response to cravings or lapses.

The process of becoming aware of and challenging unhelpful thoughts

includes four steps.

Step 1: becoming aware of unhelpful thoughts and core beliefs
Identifying unhelpful thoughts can be tricky at times. Quite often, all that we

experience is the situation and then a feeling – the thought underlying the

feeling is often not easily accessible. One way to help to catch unhelpful

thoughts is to record them when your mood changes for the worse. An

example of this is provided in Worksheet 3 at the end of this handout together

with Worksheet 2, which is blank for you to use.
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Do you need to record every single event just in case you experience an

unhelpful thought? In short, the answer is no. The best indicator that an

unhelpful thought is occurring is your mood – feeling guilty, stressed, anx-

ious, or depressed are all signs that there may be unhelpful thoughts working

against you. As a general guide, it is easier to fill in the situation and feeling

columns – the thought column may be a bit trickier. To help you to identify

those unhelpful thoughts, ask yourself the following questions:

� “What was I thinking right before I felt this way?”

� “What is the ‘worst case scenario’ that may occur?”

Unhelpful thoughts are like the tip of the iceberg. It’s good that we can spot

them, but we want to get to the part that is hidden underwater – the core

beliefs. Core beliefs are strongly held beliefs about ourselves and about the

world, and are harder to identify and shift than the surface unhelpful

thoughts. They develop over the course of our lifetime through messages we

receive from others as well as our experiences. To elicit core beliefs, ask

yourself the following questions once you have uncovered unhelpful thoughts:

� “If this thought is true, what’s so bad about it?”

� “What does this say about me and my abilities?”

� “What does it say about other people?”

� “What does it say about how the world works?”

� “What does it say about the future?”

An example of this may be:

Unhelpful thought: “I should have known that going to a bar where others

would offer me a cigarette would put me in a difficult position. I’m

stupid and irresponsible.”

Ask: “If this thought is true, what’s so bad about it?”

Answer: “Well, the fact that I hesitated when someone offered me a

cigarette – that I even paused before saying no –”

Ask: “What does this say about me and my abilities?”

Answer: “It means that I’m not committed to being smoke free.”

Ask: “So what would that mean for the future?”

Answer: “Well, it would mean that I’ll always have to keep an eye out for

vulnerable situations; I can’t ever let my guard down or I will fail. I’ll

always struggle between wanting to approach and wanting to avoid

cigarettes.”

Ask: “If this thought is true, what’s so bad about it?”

Unhelpful core belief surfaces: “It means that I’m weak and will always be

weak.”

Initially, you may find it a bit difficult to elicit the unhelpful thoughts and

core beliefs. With practice, you will be able to ask yourself questions so that

you can move easily from unhelpful thoughts to core beliefs. You may wonder

why unhelpful thoughts are so difficult to uncover. This is because they are

automatic and occur without you willing them on, in much the same way that
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we become so well practiced at driving a car that it becomes second nature to

us. Suddenly to be put in a position where we drive on the other side of the

road will take some adjustment at first, but with practice a new automatic

pattern can be established.

Step 2: identifying unhelpful thinking styles
Over time and with lots of practice, we may even develop unhelpful thinking

styles, which are ways of seeing the world that maintain unhelpful thoughts.

In the textbox below are some examples of unhelpful thinking styles. If you

notice that you tend to have quite a few unhelpful thoughts, try to identify if

one of those unhelpful thinking styles is present.

Unhelpful Thinking Styles 

Negative spotlight
This refers to focusing on the negatives and ignoring the positives. This is particularly
applicable to situations in which a lapse has occurred if one focuses on the immediate
failure and neglects all prior successes including the learning and progress that have
taken place. Suddenly, in response to one single slip up, all past accomplishments
become worthless.  

Catastrophizing
Catastrophizing refers to a tendency to assume the worst outcome. If a lapse occurs, one
focuses on the worst-case scenario of inevitable chain smoking for the rest of one’s days
followed by death from smoking. Dramatic, isn’t it?  

All-or-nothing thinking
In all-or-nothing thinking, there are only extremes. It’s either good or bad, black or white,
all or nothing. Thus, lapses see you move from the “bright side” of total abstinence to the
“dark side” of total relapse, with no middle ground. This style of thinking then leads you to
believe “what’s the point” and consequently you start smoking again. 

Jumping to conclusions
In jumping to conclusions, we draw conclusions without facts to support them. This
includes predictive thinking where you believe things will inevitably turn out badly, for
example if you experience cravings you expect that you are headed for a lapse. It may
also include mind reading, where we feel others judge us negatively without real proof. For
example, we may think that others perceive us as being weak because we have tried to
become smoke free on several occasions without success.  

Emotional reasoning
Emotional reasoning refers to a tendency to ignore facts and instead to believe that the
way we feel about a situation reflects the actual situation. For example, we may believe
that because we feel like a failure that we are incompetent. With respect to becoming
smoke free, just because you may feel disappointed that others in the group progress at a
faster rate than you do at setting a quit day or counting their smoke-free days/weeks, this
does not mean that you can’t achieve the same smoke-free status a little later. 

“Shoulds” and “musts”
Believing that people and the world should and must work in particular ways creates
unrealistically high expectations that are unlikely to be met. When these expectations are
not met, negative feelings arise. For example, believing that you should never ever feel a
desire to smoke now that you have made up your mind to become smoke free sets up an
unrealistic expectation as experiencing cravings are normal. However, feeling like a
failure for having experienced a craving can lead to feeling guilty and pessimistic about
your likelihood of success.
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Step 3: challenging unhelpful thoughts and core beliefs
Now that you have some idea of how to identify unhelpful thoughts, core

beliefs, and unhelpful thinking styles, you can start to challenge those

thoughts that lead you to feel negative about yourself and may lead you

to want to smoke. We will focus on challenging the core beliefs as these are

at the root of it all. The best way to counter core beliefs is to examine

the factual evidence both for and against that belief. That is, what is really

the state of things and not what it feels like to you as emotional reasoning

would dictate.

At first, it will be easy to find evidence for the unhelpful core belief

and more difficult to find evidence against it. Years of practice have made

it easy to have unhelpful thoughts, and making adjustments can be difficult.

To help you to get started, some questions you can ask yourself include:

� “If my best friend was in the same situation, what would I say to him/her?”

� “How differently would I see this if I wasn’t feeling stressed/guilty/

depressed?”

� “Is there anything, however small, that contradicts my thought, but that

I am discounting because I think it is trivial?”

� “Has a similar situation occurred in the past? How well was I able to cope?

How well was I able to manage the unpleasant feelings that arose?”

Step 4: arriving at a more balanced thought
Now that you have found evidence for and against your unhelpful core belief,

you will use the evidence to arrive at a more balanced thought. Balanced

thoughts are often confused with positive statements, but the critical differ-

ence is that balanced thoughts are realistic and take into account evidence for

and against the unhelpful core belief, rather than only focusing on what is

positive. The reason for this is that the alternative thought needs to be

believable otherwise it will not be effective, and only being positive is not

likely to be believable when you are feeling negative about yourself, or have

doubts about your resolve to become smoke free. An example of arriving at a

balanced thought, after examining the evidence for and against the unhelpful

core belief, is shown in Worksheet 5 at the end of this handout.

In the example, the balanced statement acknowledges that there has

been a moment of vulnerability, but it also acknowledges that the vulnerabil-

ity will pass and that a concrete plan can be implemented to prevent vulner-

ability in the future. Importantly, the balanced thought decreases the intensity

of anger and hopelessness relative to the initial automatic thought and core

belief. Use the blank Worksheet 4, photocopying as many as you need to, to

help you to identify and challenge unhelpful thoughts, and then to arrive at a

more balanced thought.
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Putting it all together: challenging unhelpful core beliefs
related to smoking

You now know the steps to challenging unhelpful beliefs. While these steps

can be used for any situation where unhelpful beliefs can get the better of you,

let’s see how they can be put to use with smoking behaviors.

Cravings
Experiencing cravings can often lead us to think that we are not committed to

being smoke free or that we are weak. This is a sign that there are shoulds and

musts working against us. Perhaps you feel that you should not be experi-

encing cravings at all given that you have vowed to become smoke free.

Perhaps you may also engage in overgeneralization and predictive thinking

and believe that a lapse is inevitable. You may also have a tendency to shine

the negative spotlight on cravings and to ignore all those times when you have

not experienced cravings, or have successfully resisted cravings.

A balanced thought in response to cravings would be to remind ourselves

that cravings are normal and related to the effects of nicotine withdrawal

rather than to our commitment to be smoke free. Experiencing a craving does

not mean that we will automatically revert to smoking; we are not at the

mercy of cravings and have the choice and power whether to act on it or not

(see the separate handout How do I prevent a lapse? on making helpful choices

in the management of craving).

I shouldn’t be having cravings. It
means that I’m weak and not
committed to being smoke free. 

If I’m not committed, I’ll have a lapse.   

Balanced thought 

Cravings are part of the process of
becoming smoke free. It is my body’s
reaction and does not reflect my
commitment to becoming smoke free.      

Lapses are not an inevitable outcome
of cravings – I can choose whether or
not to smoke.   

Unhelpful thought 
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Justifying smoking behaviors
Challenging thoughts that justify smoking behaviors are a bit different to the

other types of thoughts that we have examined, simply because justifying

thoughts are typically positive ones such as “I deserve it” and “There’s nothing

else in my life that I enjoy.” Thoughts that justify smoking behaviors often

reflect shoulds, “I should be entitled to have this cigarette because I’ve had

such a terrible time.”

Quite often, smokers use smoking to cope with negative emotions such as

stress, low mood, or boredom, and it becomes their justification for why they

deserve a cigarette. To challenge these thoughts, reflect on the real reason why

you want to smoke, “If I didn’t feel this way, how much would I want to

smoke?” Re-evaluate the situation: “What is really going on here? Is the

problem or my craving really that bad?” and “What will a cigarette do to

change the situation that I am facing?” Redefine what you want to achieve

from the situation (e.g., “I don’t want to smoke, I want to relax”) and take

active steps to achieve relaxation without smoking.

I really deserve this cigarette. I’ve had
such a bad day, there’s nothing good
to go home to, and I really need this
cigarette to unwind. I just need some
time out.       

Balanced thought 

After the bad day that I’ve had I really
do feel that I deserve a treat, but
smoking isn’t the best option and I’ll
feel worse if I do light up.      

What I really want is to relax, and I can
do other things than smoking to help
me to relax. I don’t have to smoke.   

Unhelpful thought 

Lapses
When lapses occur, they often prompt unhelpful thinking styles. For example,

predictive thinking may be present as you think that a lapse means that you

are doomed to remain smoking forever. The negative spotlight may also come
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into play if you think that a lapse is a sign that you have failed in your

endeavor to be smoke free, while discounting all the times that you have not

given in to cravings. Catastrophizing may exacerbate this belief, in that you

may think that you will never become smoke free and will die of smoking-

related diseases for sure.

The reality is that a lapse is a single event and it does not mean that it is

inevitable that you will automatically smoke again (see also the separate

handout The change cycle: steps to becoming smoke free). You can take active

steps to change what made you more vulnerable.

It may be difficult to see this, but a lapse actually also has a positive

function in that you learn about situations that make you more vulnerable

to smoke. Treat a lapse as a learning experience where you learn to identify

why you smoked in the first place and develop a plan to manage this high-risk

situation in the future.

I can’t believe I just had a cigarette. 
   

I’ll never be able to resist smoking
again. I’m such a failure. I’ll never
become smoke free. 

Balanced thought 

I’ve had a lapse. It feels like I’ll never
change and I’ll always give in to my
cravings, but this is just a bump along
the journey – I have been able to resist
cravings in the past.      

I now know that right now I’m more
vulnerable to smoking if I go to the pub
to watch the football with my friends.   

For now, I need to use this slip-up to
put a plan into place for the next time I
have such strong cravings again.  

Unhelpful thought 
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Lifestyle change: on being a non-smoker

THERAPIST GUIDELINES

Aims

1 Review the rationale for focusing on lifestyle change

2 Highlight the elements in the manual that specifically contribute to the

promotion of lifestyle change

3 Review the role of imagery exercises in enhancing the cognitive accessibility

of a self-concept as a non-smoker

4 Review the role of motivational strategies in helping clients to shift toward

a self-concept as a non-smoker

5 Use examples of imagery exercises to help clients to practice goal-directed

imagery of being a non-smoker.

The rationale of lifestyle change

Becoming smoke free is not just about quitting cigarettes; it is about gaining

a better life. It transforms a person from someone beholden to a debilitating

addiction to someone who enjoys a healthier, cleaner, and smarter lifestyle.

For many “hard-core” smokers, becoming smoke free involves taking steps

into the unknown, into a world of day-to-day experiences radically different

from those they had taken for granted and accepted as a part of their life as

a smoker. Clients often report with amazement in their first week or two of

being smoke free, how everyday experiences as a non-smoker create newfound

ways of doing, sensing, or feeling. For example, one client working in an

artistic profession discovered how not having one of his hands constantly

preoccupied with handling a cigarette made him work more efficiently

and with greater purpose; indeed, he experienced this freer way of working

with his hands as if he had recovered from a physical disability that previously
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had restricted him to make do with only one hand. Often clients report that

it feels like a mental strain has been lifted from their daily routines by not

having to think every time they leave the house whether or not they have

enough cigarettes with them to last them through the day, whether they

have the opportunity to buy more if they run out, where they will be, and if

there are places where smoking is permitted. Others plan activities that they

had not even considered while still smoking. For example, a young

man involved in competitive sports realized his fitness level was improving

markedly and he started training for higher-level competitive events that

previously would have been out of his league to even attempt. In short,

becoming smoke free is not simply the absence of smoking, it transforms

the ex-smoker’s life in a way that changes his or her self-concept and creates

new lifestyle opportunities.

Promotion of lifestyle change

Promoting lifestyle change is, therefore, an important core element of the

program, as outlined in Chapter 1 of this manual. It must be remembered that

being a smoker is all that most group members have known for a long time,

and that many aspects of who they are as a person are associated with a

smoking lifestyle. The notion of “quitting” smoking is, therefore, inevitably

linked with giving up some aspects of the smokers’ selves. The uncertainty of

what life will be like as a non-smoker can create anxiety, which, in turn,

can threaten the resolve to carry through with making the change in lifestyle.

The uncertainties of these profound changes are not simply transient nuis-

ances but are potential barriers to change to which smokers must effortfully

adapt (Piasecki, 2006). Simply put, because most smokers have been habitual

smokers since adolescence, they have little practical experience living as adults

without smoking. Several strategies throughout the different modules in this

program are designed to help clients to gain practice in shedding the routines

of a smoker and replacing them with the ways a non-smoker would think,

feel, and act.

Beginning with the assessment interview (Chapter 2), there is a section that

elicits smoking-related background information. Specifically, two questions

pertain to interests and hobbies and how these are associated with smoking.

This information in useful for initiating thought processes in the smoker

about how these regular activities may become altered or may be pursued in a

different way once they become uncoupled from smoking. That is, the

smokers are encouraged to begin imagining what their leisure activities would

be like once they have commenced a smoke-free lifestyle. Similarly, the next

two questions in this section of the assessment interview pertain to health and

medical issues relevant to smoking. Clients can be encouraged from the start

187Therapist guidelines



to imagine how the quality of their life would be enhanced if their health

status improves as a function of becoming smoke free. For example, a client

who suffered from regular sleep apnea reported after the first phase of the

program a marked improvement in sleep quality after he had achieved a 50%

reduction in daily cigarette intake. He reported a decrease in night-time

wakening, which led to him feeling more rested in the morning; this, in turn,

gave him greater energy during the day and enabled him to achieve more. This

tangible change in lifestyle quality served as a strong motivator for him to take

the next step of becoming smoke free and entering the maintenance phase of

the program. In sum, the process of promoting lifestyle change is already

initiated during the assessment phase, by identifying – and then monitoring –

personal, medical, and social aspects of the client’s lifestyle, which are likely to

be profoundly altered by the adoption of a non-smoking lifestyle.

The use of imagery to support self-concept as non-smoker

Chapter 3 describes the first session of the program. You will recall that, in

addition to initiating behavioral change strategies, one of the explicit aims of

this module on starting the change process is actively to promote a shift away

from a self-image as a smoker toward a self-image as a non-smoker. It

was suggested that the first session should end with an imagery exercise

(i.e., From Smoke City to Fresh Hills). The rationale for this is that through

the use of imagining techniques smokers can learn to envisage life without

smoking. That is, they can develop a stronger conception of themselves as a

non-smoker. This new, emerging self-concept as a non-smoker can then be

activated and strengthened with practice to counter and eventually replace

the well-established self-concept as a smoker (Shadel & Mermelstein, 1996).

In this way, the imagery exercises serve a priming function through which the,

as yet novel, non-smoker self-concept is made cognitively more accessible

(Shadel et al., 2004). Evidence suggests that cognitively priming the abstainer

self-concept increases self-efficacy and decreases craving in response to pro-

vocative smoking cues (Shadel & Cervone, 2006), and a stronger self-image

as a non-smoker prospectively predicts desire to quit (Lipkus et al., 2005). It

is for that reason that the first imagery exercise (From Smoke City to Fresh

Hills) is introduced right at the beginning of the program, so that clients

can be encouraged to start coming up with their own personalized images

between sessions. Because of the strength of the existing smoker self-image,

many clients initially find it difficult to imagine what a smoke-free lifestyle

would be like for them. Reassure clients that this is normal, and that they will

find it easier to do as they practice within and between sessions over the

course of the program. An advantage of the group format is that listening to

and participating in the imagery exercises of other group members often helps
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clients to relate the merits of this exercise to their own circumstances, and

thereby create their own personalized imagery.

As mentioned in Chapter 2, the initial assessment interview included a

quantitative measure of the relative strength of each client’s self-concept as a

smoker and a non-smoker. This provides a baseline against which the targeted

shift away from a self-image as a smoker toward a self-image as a non-smoker

can be monitored and evaluated at the end of the program. Ideally, at the

completion of the program, the balance in the strength of the two self-concept

scores will have shifted in favor of the non-smoker image. To the extent that

this has not yet occurred, even if clients have remained smoke free for a period

of time, those clients should be encouraged to be especially vigilant for any

signs that their “old smoker selves” try to undermine the gains they have made

before their new non-smoking lifestyle has become more firmly established.

Use of motivational strategies to support self-concept
as non-smoker

Chapters 6 and 7 describe the motivational strategies for becoming and

staying smoke free. The notion of ambivalence and the aim of developing a

discrepancy between current behavior as a smoker and the desired lifestyle of

a non-smoker was first introduced in Chapter 2 and then elaborated in

Chapter 6 in the module on enhancing the motivation for change. The

process of moving from a state of ambivalence about quitting to a state of

avoidance of smoking-related behaviors can be greatly facilitated if clients

simultaneously and increasingly shift their attention to what it means for

them personally to be smoke free. That is, in addition to getting better at

executing coping strategies that allow them to avoid smoking, they also

enhance their approach coping skills, which allow them to recruit cognitive

schema and behavioral routines that are congruent with the person they want

to be (i.e., a non-smoker). As discussed in Chapters 6 and 7, experiencing and

expressing satisfaction with progress toward the goal of being a non-smoker

helps to build and maintain momentum toward achieving that goal.

Finally, it is good practice to reward clients who achieve smoke-free status

at the end of the program with a certificate that highlights their achievement

and marks the transition into a smoke-free lifestyle.

Tips for working with individuals

When working with an individual client, there are no opportunities to

use the experiences of other group members to generate examples of

anticipated lifestyle changes associated with being a non-smoker. This

diminished range in diverse examples can be a disadvantage, especially
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THERAPIST MATERIALS

Six examples are given of imagery exercises to promote a self-concept as a

non-smoker:

1 Going out to eat and catch a movie

2 Catching up with friends at the café

3 Enjoying a better professional image at work

4 Enjoying smoke-free family fun

5 Feeling fitter and healthier

6 Drinking in the sea breeze.

Example 1: going out to eat and catch a movie

Imagine you are smoke free now and getting ready to go out – you smell

how fresh your clothes smell now – no sign of that dirty, smoky stink. The

clothes feel so good on you and you’re feeling excited about going out.

Imagine going to a restaurant and knowing you can enjoy yourself without

planning which part of the meal to interrupt to go out for a smoke or having

to take a jacket because it will be cold when you go outside to smoke. You

enjoy being able to stay for the whole meal and the entire conversation. You

notice how much less stressful it is when you are not getting those anxious

or angry looks from your friends and family that used to happen when

you went out for that cigarette. After the restaurant, you look forward

to going to a movie and being able to sit there and concentrate for the entire

movie without continually craving a cigarette and without thinking when you

can get out of there to feed that old addiction. You feel so relaxed and calm

and you notice how much you are really enjoying yourself. You feel so proud

Tips (cont.)

for those individuals who have great difficulty with using their own imagin-

ation (as opposed to just doing something as part of the behavioral change

strategies). However, the advantage of working with only one client is

that one can tailor the imagery exercises very closely to the personal circum-

stances of this client. The sample imagery exercises provided in the Therapist

materials of this chapter represent a range of different lifestyle changes that

may occur as a function of smoking cessation. These can be used as a menu

of imagery options, from which clients can select what suits them best for

their personal circumstances, or from which they can derive ideas for

coming up with their own personal imagery exercises.
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of how you have been able to gain this greater enjoyment and sense of

freedom by becoming smoke free.

Example 2: catching up with friends at the café

You stride across the café to meet your friends. You feel casual and relaxed,

there is a spring in your step. It is a sunny day but the air is cold. As a non-

smoker, you look forward to being able to remain indoors with your friends

where it is warm and pleasant, rather than having to leave the conversation

continually to go out for a cigarette. You feel confident that you will be able

to refrain from smoking even though some of your friends are still smokers.

Sitting at your table, you notice the smell of pastries wafting from the

kitchen. You delight in being able to capture the fresh aroma now that your

sense of smell is not so filled with smoke. You enjoying spending time at the

café with your friends and you become engrossed in the conversations.

Suddenly, one of your friends noticed in surprise that you are still in the

café while other friends have retreated outside for a cigarette. You are also

surprised that you didn’t even notice your friends had stepped outside. You

glance outside to see where your friends are, and you see them huddled

together against the cold, drawing on their cigarettes. You find it striking to

notice that you feel so comfortable, warm, and relaxed in the café – you notice

the contrast between your relaxed, non-smoking self and the awkward com-

posure of your smoking friends, and you reflect on how you previously

thought that you needed to smoke to achieve this feeling of stress relief. But

now you bask in the glow of the light streaming through the window and

draw in the wonderful aromas within the café. You feel so proud of your

achievement in reaching a stage where you can more fully enjoy going out

with friends.

Example 3: enjoying a better professional image at work

You are getting dressed for work in the morning and feeling surprisingly more

energetic and strong than usual – ready to face the working day. You notice

you can concentrate better and that you’re feeling less anxious than usual.

It’s a good feeling to start each day with now. You get to work and feel relieved

that you don’t have to find a way to duck out for a cigarette or receive that

disapproving look from your boss and colleagues. You feel proud that they

notice you have improved your professional image as you smell better, seem

more on top of things, concentrate better, and use your time more wisely now.

You feel relief that you no longer have to spend your breaks awkwardly

lingering outside the building to feed your smoking habit. Instead, you enjoy

chatting in the staff room and find it a good place to unwind. You find that

you are missing out on less at work now – you know more about what is going
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on with your work and with your work colleagues. You generally feel more on

top of things, more relaxed.

Example 4: enjoying smoke free family fun

You are having a barbeque with your family and notice that you are enjoying

it more than ever – the air smells fresher and you don’t have to worry about

what people will think or say when you have a cigarette. Your loved ones seem

less on edge – more reassured that you are looking after yourself better now

and that you can enjoy a longer, happier, and fuller life with them. The family

plays a game of cricket after eating and you notice that you now have enough

energy, not only to join in, but to chase the ball and the kids around and

enthusiastically enjoy the game. Everyone is having a great time, everyone

seems so relaxed and happy.

Example 5: feeling fitter and healthier

Now that you are a non-smoker, you are able to do a range of physical

activities that were not that easy before. You decide to go jogging in a

succulent forest after a fresh rain. As you are jogging along, you feel the soft

ground cushioning your feet. You find that you can move and breathe so

easily you feel like you are walking on air. While you jog, you look around at

the trees passing you by. They are so vividly green, and their color is accentu-

ated by the soft light filtering through the canopy. You drink in the warmth of

the sun as it streams through the branches and gleams on your glistening

body. You feel a cool breeze around you and the leaves rustling rhythmically

with each swell of the breeze. You feel your lungs fill with the cool, fresh air;

you smell the freshness of the forest air. Your lungs feel open and free to drink

in the fresh air. You have never felt so fit and healthy.

You decide to stop and take in your scenic surroundings. You rest on a

moss-covered stone bench encircled by leafy green trees. The atmosphere feels

deep, still, and serene. You bathe in the warmth of the sun. You feel the breeze

swell and sweep over your body from head to toe; you draw air deeply into

your fresh lungs, breathing in with ease, sweeping away your tension as the

wind gently moves. You feel more and more relaxed, more and more calm;

you are free.

Example 6: drinking in the sea breeze

Let’s imagine you are a non-smoker and have gone to a beach. You have just

descended down a long flight of wooden stairs and now you find yourself

standing on a stretch of the most pristine beach you have ever seen. It is wide

and stretches as far as you can see in both directions. You sit down on the sand

and find that it’s white and smooth, warm and heavy.
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You let the sand sift through your fingers and it seems almost like liquid.

You lie on your stomach, finding that the warm sand instantly conforms to

the shape of your body. A soft breeze touches your face. The soft sand holds

you. The surf rumbles as it rises into long white crests that break towards you,

then dissolve on the sand’s edge. The air smells of salt and sea life, and you

breathe it in deeply. There is so much air in your lungs now, they are no longer

full of gunk, it’s an amazing and unfamiliar feeling to feel so much fresh air in

your lungs. You can feel the breeze moving over your body and moving your

hair gently. You feel so happy and relaxed.

So calm and healthy and free.
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