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ABSTRACT

The relative efficacy of rapid smoking and self-
management procedures employed alone and in combination
were compared with an attention-control condition in a
program to reduce cigarette smoking. Thirty-three smokers
were randomly assigned to one of the four treatment groups
and attended eight treatment sessions over a 5-week period.
There were no differences between treatments in the propor-
tion who stopped smoking or the mean reduction in smoking
at the end of treatment and at l-year follow-up. The
overall proportion who stopped smoking was 44% at the end
of treatment and 26% at l-year follow-up. These results,
contrary to prediction, fail to support the superiority of
the behavioral techniques over simple support. It is
suggested that greater attention be paid to the potential
efficacy of social support in future research on the

modification of smoking behavior.
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INTRODUCTION

Recent surveys of the smoking behavior of North
Americans have provided an abundance of data from which a
number of interesting trends have emerged (Health & Welfare
Canada, 1981; U.S. Public Health Service, 1977, 1979, 1981).
Unfortunately, while there is some basis for optimism, the
news 1is still not good. Public awareness of the health
risks associated with smoking has increased considerably
and has led to changes in attitudes and smoking practices.
Increased risk awareness does not seem to be sufficient,
however, to produce widespread smoking cessation.

Over the past 15 years, the vast public health
education campaign against cigarettes has altered the
sociological or cultural view of smoking (Leventhal &
Cleary, 1980). There has been a noticeable increase in
activism among nonsmokers which has helped foster increased
pressure on smokers to guit, as well as a new focus on
nonsmokers' rights. Within this social context, a pattern
of steady decline in the proportion of smokers at almost
all age levels has been noted (Health & Welfare Canada,
1981; U.S. Public Health Service, 1979). Moreover, Warner
(1977) has estimated that the antismoking campaign has con-
tributed to a leveling off of the escalating smoking con-
sumption pattern, and seems to have prompted many smokers

to switch to cigarettes with low tar-nicotine content (Gori,
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1976; U.S. Public Health Service, 1979; Russell, 1974).
Also, business and industry are showing increased interest
in workplace antismoking programs for primarily economic
rcasons (Orleans & Shipley, 1982).

Given the cumulative effects of the varied public
health education initiatives it is not surprising that a
U.S. Public Health Service (1977) Survey found that 90% of
respondents had tried or wanted to give up smoking com-
pletely. What is disappointing is that among those who
tried to guit less than 10% were abstinent for a minimum
of 3 months. Although, as has been suggested, "controlled
smoking" may be a more realistic goal for some than total
abstinence (Best & Bloch, 1979; Frederiksen & Peterson,
1976; Frederikson & Simon, 1979), the fact remains that the
majority of smokers are unable to guit despite repeated
efforts. Further, anyone concerned with the development of
technigues to aid in smoking cessation is struck by the
instability of treatment outcomes. Major reviews of the
literature on the modification of smoking behavior have
somberly noted the tendency of impressive short-term success
rates to dissolve into long-term relapses (Bernstein, 1969;
Bernstein & Glasgow, 1979; Bernstein & McAlister, 1976; Hunt
& Bespalec, 1974; Hunt & Matarazzo, 1973; Leventhal & Cleary,
1980; Lichtenstein & Danaher, 1976; Pechacek & Danaher,
1979; Raw, 1978). Hunt, Barnett and Branch (1971), 1in a
classic study comparing treated heroin addicts, alcoholics

and smokers, found relapse curves to be very similar across



addictions. In all three conditions, roughly 65% of
successfully treated subjects relapse within 3 months of

the end of treatment, and within 1 year 80% of all subjects
are recidivists. Obviously, in the treatment of addictions,
the prevention of relapse is as important as the initial
success of therapy.

When comparing and contrasting methods of smoking
modification, one is faced with an almost endless series of
techniques and procedural variations. The methods cur-
rently available range widely from gimmicks and pharmaco-
logical cessation aids to hypnosis and behavior modifica-
tion programs. Despite isolated successes, most of these
techniques have not resulted in high rates of behavior
change. Nevertheless, the demand for effective, low cost
treatment programs 1s increasing along with changes in
social norms regarding smoking. Although most smokers who
are motivated to gquit report being interested in do-it-
yvourself procedures, an estimated 20 to 30% would consider
a formalized treatment program (Best & Bloch, 1979; Kanzler,
Zeidenberg, & Jaffe, 1976; McAlister, 1975; U.S. Public
Health Service, 1977). As the credibility and perceived
efficacy of diverse treatment strategies is known to affect
smokers' treatment choice (Hynd, Stratton, & Severson,
1978), the utilization of formal programs would probably
increase as treatment techniques become more effective.

Thus, in an attempt to meet this need, clinicians

and investigators must sort through smoking control



literature which is, as Frederiksen and Simon (1979) so
aptly put it, a mile wide but only an inch deep. From the
plethora of smoking control studies carried out over the
past 15 years, very little useful data has emerged
(Berglund, Bernstein, Eisinger, Hochbaum, Lichtenstein,
Schwartz, & Straits, 1974; Bernstein & McAlister, 1976;
LLichtenstein & Danaher, 1976). However, the increased
rigor of some of the more recent research, especially in
the behavioral area, has begun to produce some tentative
suggestions regarding effective treatment strategies. The
most effective approaches tend to be multidimensional,
individualized and based on a sound rationale (Pechacek &
Danaher, 1979). Also, it is abundantly clear that smoking
modification programs must include procedures for both the
initiation and maintenance of change. It seems likely that
these two processes are relatively independent (Bandura,
1977; Best & Bloch, 1979; DiClemente, 1981; Marlatt &
Gordon, 1980).

The focus in this section will be an appraisal of
the major trends in smoking modification technology, with
particular attention to behavioral research. The basic
approaches to intervention will be described and, where
possible, these will be related to theories of addictive
behavior. Emphasis will be on the process of smoking ces-
sation within formal programs. The phenomenon of unaided

cessation is largely unexplored and much of the available



data are retrospective and subjective (Baer, Foreyt, &
wright, 1977; DiClemente & Prochaska, 1982; Jones, 1977;
Newman, 1977; Pechacek & Danaher, 1979; Pederson & Lefcoe,
1976; Perri, Richards, & Schultheis, 1977). Moreover,
cessation rates for unaided smokers are particu arly low,
falling in the 5-10% range (Bernstein & Glasgow, 1979;
Health & Welfare Canada, 1981; U.S. Public Heal h Service,
1979), with similar figures reported for subjec s in no
treatment control conditions (Flaxman, 1978; Glasgow, 1978;
McFall, 1978; Raw, 1978). Finally, the methodc ogical and
design problems that commonly limit the usefulr ss of
existing data will be summarized. The section 1ill close

with the rationale and overview of the present tudy.

Mass Persuasion, Education and Prohibitions

These strategies are the major features of the
public health approach to the smoking problem, hich empha-
sizes community-wide health education and broad-scale
policy changes. The basic assumption seems to e that the
dissemination of information about the risks of smoking and
the benefits of guitting, accompanied by public support for
nonsmoking and public-area smoking restrictions will lead to
changes in attitudes and behavior. Unfortunate y, community
studies have generally failed to support the ve idity of this
assumption.

Health risk education, which uses techr gJues ranging

from educational communications to outri 1t sce: e tactics,



typically improves knowledge and motivation to change with-
out producing actual or lasting behavior change (Flaxman,
1976; Hochbaum, 1975; Houpt, Orleans, George, & Brodie,
1979; Roberts, 1975; Thompson, 1978). Moreover, health
risk education may not always be appropriate or even help-
ful. Smokers who have already heard multiple warnings
about smoking and are already highly motivated to guit may
be immune to further communications. Or worse, they may be
defiant or reactive in the face of repeated warnings caus-
ing a boomerang or "communication innoculation effect"
(Green & Green, 1977). This tendency was confirmed in a
study by St. Pierre (1974) which found that a "positive"
treatment (e.g., reinforcement) resulted in decreased
smoking whereas an "aversive" treatment (e.g., fear arousal)
was associated ith increased smoking among some subjects.
A number of informational procedures have been
investigated whose ) rimary objective is the arousal of
intense fear in the smoker. Such scare tactics have taken
the form of either role-playing a smoking victim (Lichten-
stein, Keutzer, & Himes, 1969; Mann & Janis, 1968; Platt,
Krassen, & Maus 2r, 1969; Streltzer & Koch, 1968) or vivid
demonstrations =egarding smoking-related disease (Levanthal,
1968; Levar hal atts, & Pagano, 1967). The 5-Day Plan of
the Church of the ¢ wenth Day Adventists, which has remained
very active in providing treatment for smokers, has made

extensive use ¢ threatening antismoking material in its



group programs. This procedure, which has become standard-
ized, involves five consecutive 2-hour sessions focussing
on immediate cessation, and dietary, physical and attitudi-
nal changes to reduce withdrawal effects (McFarland, 1977;
McFarland, Gimbel, Donald, & Folkenberg, 1964). In general,
where assessments have been done, smoking reduction tends
to be temporary and/or not clearly different from that
accomplished through subjects' unaided efforts (Bernstein &
Glasgow, 1979; Guildford, 1972).

Strictly rational educational effects or persuasive
messages not aimed at arousing fear would seem to warrant
a place in a comprehensive treatment program. A promising
approach, for example, involves giving smokers feedback of
the immediate, re =2rsible effects of smoking. This may have
acted as a deterrent in an intervention designed to help
adolescents avoid becoming regular smokers (Evans, Rozelle,
Mittelmark, Han :in, Bane, & Havis, 1978). Other research
suggests that e 1cational campaigns could benefit from a
focus on the benefits of cessation, downplaying the harmful
effects of contin ing to smoke. An expectation of quitting
benefits, and a motivation to improve one's health, rather
than a fear of sm <ing risks, seem to predict success 1in
guitting (Eiser & Sutton, 1977; Eisinger, 1971, 1972;
Mausner, 1973).

Recent ¢« | cational campaigns have focussed on the

effects of passive smoking and have addressed issues of



nonsmokers' rights and their enforcement. Shor and
williams (1978, 1979) documented that nonsmokers frequently
experienced adverse physiological and psychological reac-
tions to second-hand smoke, but often hid their true feel-
ings and failed to request changes in smokers' behavior.
Assertiveness training for reticent nonsmokers could assist
them in standing up for their rights (Pachman & Frederiksen,
1979). Smoking restrictions or absolute bans in public
areas will further intensify the pressures on smokers to
quit and possibly strengthen their motivation to do so
(Leventhal & Cleary, 1980).

To date, evaluations of smoking prohibitions have
been limited to opinion surveys. Preliminary results have
been somewhat surprising: smokers generally ignore non-
smoking signs, responding more favorably to polite requests
to refrain from smoking. Unfortunately, nonsmokers are
frequently inhibited from making such requests because they
fear being seen as "oddballs, spoil sports, or trouble-
makers" (Shor & illiams, 1978). A goal of the Generation
campaign, launched recently by Health and Welfare Canada
(1982), is obvic sly appropriate--to encourage a comfortable
social milieu fc nonsmokers. Its success will be deter-
mined in the con ng years.

Despite he facilitating effects of persuasive com-
munications, the ma »>r limitation of health risk education

Programs 1is thei 1 -k of meaningfu action plans (Leventhal



s Cleary, 1980) or specific skills training in behavior
change (Best & Bloch, 1979). Hence, the initial motivation
enhancing messages need to be followed by specific proce-
dures to execute the behavioral intentions. This latter
step should positively alter the strength of the smoker's
self-efficacy expectation (Bandura, 1977), or perceived
personal ability to reach a goal or outcome. These expecta-
tions could have considerable influence both on the degree
of persistence in efforts to guit and on the long-term
success of the effort (Pechacek & Danaher, 1979). Leventhal
(1973, 1974) fc¢ nd that specific instructions on how to con-
trol smoking s: nificantly improved the effectiveness of
fear messages i reducing smoking at 3-month follow-up.
However, specific action plans had no effects on attitudes
or behavior whe presented without a persuasive message.

It appears that both motivation and action plans are neces-
sary for behavi r change. The integration of attitude and
behavior change procedures certainly seems worthy of further

investigation.

Medical Counsel ing and Pharmacological Treatment

Smoking cessation counselling by physicians repre-
sents a potentially powerful intervention tactic that has
received only 1 mited research attention. While a majority
of physicians ¢ em convinced of the health consequences of
smoking and the number of regular smokers among them has

declined (Healt & Welfare Canada, 1981; U.S. Public Health
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5. What 1s the longest period of time you quit smok:
completely?

( ) Less than 24 hours

() One to six days

( ) One week or more, but less than one month
() One to three months

() Three to six months

() Six to twelve months

( ) Over one year

6. What was/were the main reason(s) you tried to st
smoking the last time? (CHECK AS MANY AS APPLY)

() I noticed certain symptoms in my health

( ) Suggested or ordered by my physician

() Protect my future health

() Scientific reports convinced me

( ) Save my money

() self-discipline

( ) Pressure from friends to do so

() Pressure from family to do so

() Set a good example for children and teenagers

() Set a good example for others (please speci

() Religious reasons
() Just stopped - no particular reason

() Other reasons (please specify)







17.

18.

19.

20.

21.
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At the specific location where you work (i.e.: in the
work area or place where you spend most of your working
day), at the present time is smoking prohibited
entirely, restricted to certain times or places, or

are there no rules at all about smoking?

( ) Prohibited entirely () No rules

() Restricted () Not applicable

Recently, there has been some concern expressed about
the rights of the individual to breathe air unpolluted
by cigarette, pipe, and cigar smoke. Would you recom-
mend that public health organizations take an active
role in protecting these rights?

() Yes, I would definitely recommend it

() I would be inclined to recommend it

() I would be inclined not to recommend it
() No, I would definitely not recommend it.

How strong is your motivation to guit smoking? (Indi-
cate with an "X" anywhere on the line).

L | | | |
weak ' modeérate ! strong

How strong is your desire to continue smoking?

. | |
weak ! moderate

|
! stroné
How probable do you think it is that you will succeed

in giving up smoking by the end of this smoking con-
trol project?

() 95% (high probability)

() 75%
() 50%
() 252

() 5% (low probability)

What is your present weight?
1" " n " height?




ITIT.

Directions:

10.

11.

12.

13.

14.
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SMOKING RATIONALIZATIONS

Below are some statements which are frequently
given as reasons why a person continues to
smoke. Please check the ones (X) that you
could endorse or go along with:

The relationship between smoking and cancer
has not really been proven.

Smoking probably won't shorten my life by more
than five years, and it's better to enjoy life
than to live five years longer and be unhappy.

I've been smoking so long that the damage, if
any, has already been done.

I'm truly addicted and therefore unable to stop.

We don't stop the use of alcohol or automobiles,
yet they are more dangerous than cigarettes.

I have to smoke to relieve my nerves.

I smoke filter tips; the harmful material has
been largely removed.

When I stop smoking I gain weight and that's
just as bad.

Anything (including cigarettes) is good in
moderation and bad in excess.

I personally know of at least one very old
person who has smoked most of his life yet who
continues to be in fine health.

Cancer comes with age and heredity. There is
no cancer in my family so therefore I need not
worry much about it.

Hydrogen bombs, highway accidents, murders,
alcoholism, suicide - there is no safety any-
where so why worry?

The pleasure I get, which is certain, outweighs
the health hazard, which is uncertain.

The emotional effects of my going without
cigarettes are more hazardous to me than is
smoking.
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ITIT. (cont'd)

15. Scientific research will develop a "safe"
cigarette before too long, and the effects
of my smoking between now and then are
probably insignificant.

16. So smoking proves I'm weak-willed. Everybody's
entitled to one weakness.

If you guit smoking right away, at what age (barring unfore-
seen accidents) might you honestly predict you would die?

If you continued to smoke (and barring unforeseen accidents),
at what age might you honestly predict you would die?




IV.

Are you currently under the

Yes

If

MEDICAL SCREENING

No

ves, for what condition?

Have you ever had

a)
b)

c)

ad)

e)

£)
g)
h)

i)

3)
k)
1)

To

For any

a heart attack
a stroke

any indication of
heart trouble

high blood pressure

shortness of breath
when climbing stairs

emphysema
tuberculosis
bronchitis

decreased blood flow
to your limbs

diabetes
asthma

chest pains

your knowledge is your health impaired

regular care of a physician?

items you answered vyes,

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

description and the approximate date.

No

No

No

No

No

No

No

No

No

No

No

No

in

No

any way?

please give a brief
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SMOKING RECORD

NAME :

DATE :

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42

43

44

45

46

47

48

49

50

DAY'S TOTAL:

97
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GENERAL HOSPITAL SMOKING CONTROL PROJECT

INFORMED CONSENT STATEMENT FOR SMOKERS

Please read the following material carefully. They
contain a general description of the project that you have
volunteered for and a description of the discomforts, risks
and benefits that might be involved. Feel free to ask any
guestions about any of the material contained here. When
you feel you understand the program and if you are willing
to participate, please sign in the space indicated.

GENERAL OUTLINE OF THE PROJECT

This is a research project which aims to help you in
controlling your smoking. Because of the research nature of
the project, it is important that you be careful and honest
in responding to all project guestionnaires. Your obliga-
tion is to faithfully provide us with the various kinds of
information we request, and to follow treatment procedures
to the best of your ability. All information you provide
us with will be held confidential and will be accessible
only to authorized project personnel. Our obligation is to
try to help you control your smoking to the best of our
ability within the limits of the project.

You have been asked to put down a monetary deposit
of $40 to help insure that you will follow through with the
program. Half of the deposit will be returned to you at the
end of the treatment program, and the remainder at he 6-
month follow-up session. Reimbursement will be dependent
upon your full participation in the program, including
regular meeting attendance and self-monitoring of cigar :te
consumption.

The purpose of the project is to compare the ef _.c-
tiveness of several different methods for producing end ing
cessation of smoking. All participants will receive a re
treatment program which has been found to be guite effective
relative to other known methods. We are interested in com-
paring different ways of further improving the effectiv aess
of this core program. Thus, in addition to this core t :at-
ment, you will receive at least one other treatment com
ponent, and it will be a matter of chance as to which o_

the additional components you receive. At this time, w have
no knowledge of which ones are more or less valuab. . How-
ever, we think that all can be of benefit. There will 3
certain assignments or procedures for you to carry out 1
your home. After your treatment is over, we will ¢ nti ;e

to stay in contact with you to find out how you are doing.
Follow—-up meetings are planned for 1-, 3-, 6-, and 12-m 1ths
after the end of the treatment program. All procedures will

be fully explained to you as we go along.



100

RAPID SMOKING

This component will involve having you smoke
rapidly and continually until the act of smoking becomes
very unpleasant. This procedure is aimed at helping you to
control your smoking by making the act of smoking and
associated cues aversive. Rapid smoking will lead to
discomfort and it also involves a small degree of risk.

Discomfort: The procedure will cause you consider-
able discomfort - in fact it has to be unpleasant to work.
Different people react in different ways. Some get dizzy;
some get nauseous. A few may vomit, though we want you to
stop short of this. Irritation of the throat, chest, tongue,
and eyes may occur. Your clothes and hair will smell.

Risk: Rapid smoking - taking a drag every six
seconds - will considerably increase your intake of nicotine.
The effect of this increased nicotine intake will be that
heart rate will increase considerably, thus presenting an
immediate strain on your cardiovascular system. This
cardiovascular strain can be dangerous for persons with heart
disease. That is why we asked you a number of guestions
about your medical condition. If you do have known heart
or vascular disease, then the rapid smoking procedure is not
appropriate for you.

While there is much less risk involved for persons
with no known history of heart or vascular disease, it must
be emphasized that some degree of risk does remain. You
should also be aware that the risk of a cardiovascular
accident increases with age, particularly for men over 40
and women over 50 (or post-menopause). That is why we want
you to consider this issue, and to give you more information
about the potential risk involved we have attached a copy of
an article by a physician and a comment on that article.
This material is short and you should read it before agreeing
to participate.

We believe that the degree of risk is guite small
and i1s outweighed by the possible advantages of your getting
help in controlling your smoking. If you do not want to
undergo rapid smoking, however, we will assist you with your
smoking in some other way. If you wish to participate you
should sign the attached consent form.
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RAPID SMOKING AS A TECHNIQUE OF BEHAVIOR MODIFICATION:

CAUTION IN SELECTION OF SUBJECTS

I have recently become involved in the modification
of smoking behavior, and the article by Lichtenstein,
Harris, Wahl, and Schmahl (1973) in the February issue of
the Journal of Consulting and Clinical Psychology came to
my attention. The authors recommend the study and use of
a technique which in fact can have fatal consequences for
some people, and great caution is necessary 1in applying it.

Specifically, rapid smoking as a method of aversion
therapy must be seriously guestioned because of the poten-
tially harmful effects it can have on certain people with
advanced coronary artery disease. The authors suggest that
the technique may become valuable in the clinical setting.
However, unless extensive screening technigues are used to
evaluate each participant in advance of aversive therapy,
the procedure could possibly precipitate a fatal heart
attack.

The young age of many subjects used in current
experiments with this method is not a guarantee of freedom
from possible complications. Several articles (Enos,
Holmes, & Beyer, 1953; McNamara et al., 1971) in the medical
literature in the United States show that as many as 75%
of men in their 20's have already developed detectable
coronary artery lesions, some of them of serious proportions
even in subjects who are asymptomatic. Furthermore, the
mean age reported in Lichtenstein et al.'s study was 32.2,
so that most of the subjects were well within the age range
of possible advanced coronary disease.

While the method probably would not seriously affect
people without coronary disease, it should be noted that
rapid smoking can lead to absorption of increased amounts
of nicotine into the system. This in turn could induce,
even in a fully healthy subject, cardiac arrythmias that
under certain conditions could lead to death. On the basis
of ethics, therefore, I must condemn the further use of the
technique in studies on the modification of smoking behavior
unless subjects are first given adeqguate medical evaluation
and clearance.

Robert Hauser. Journal of Consulting and Clinical
Psychology, 1974, 42, 625.




102

COMMENT : LICHTENSTEIN REPLIES

Hauser (1974) has rightly pointed out the need for
screening before using rapid smoking or the closely related
satiation and blown, smoky air procedures.

In our recent work with rapid smoking, all subjects
fill out a guestionnaire which includes items pertaining

to respiratory and cardiac symptoms. Anyone reporting such
symptoms is required to obtain his doctor's permission
before participating in our program. I cannot recall any

physician recommending against participation.

We have not described or recommended screening
procedures in our published work, although I have done so
in oral presentations and informal correspondence.
Researchers and clinicicns who use physical aversion are
expected to take necessary precautions as a matter of
course. The use of electric shock also regquires screening
for cardiac symptoms, but this is rarely mentioned in
published work. Hauser's comment serves as a useful cor-
rection to our omission of the need for a screening
procedure.

I suggest, however, that Hauser has overstated the
degree of risk involved and am concerned that the tone of
his comment (e.g.: "extensive screening technigues") may
scare investigators away from a method that has shown
promise (in several studies besides our own work) and that
can be applied safely. The research and service projects
I have been associated with have treated approximately 270
smokers with the rapid smoking procedure. In addition,
numerous other investigators have used rapid smoking
(Best, 1973; Lando, 1972; Keutzer, 1968; Marrone, Merskamer,
& Salzberg, 1970; Marston & McFall, 1971; McCallum, 1971;
Resnick, 1968a, 1968b; Sushinsky, 1972) with many hundreds
of smokers of various ages. I am not aware of any serious
side effects resulting from this work.

There appears to be considerable diversity of
opinion concerning the riskiness of rapid smoking and degree
of screening required. I suggest that potential users of
the method consult their own medical advisors—--—-and protection
of human subjects review committees where appropriate--in
order to select an appropriate course of action.

Edward Lichtenstein. Journal of Consulting and
Clinical Psychology, 1974, 42, 626.
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Informed Consent Agreement

I have read the description of the smoking program,
and understand the monetary deposit involved. I agree to

participate and cooperate to the best of my ability.

Date Signature

———— - ———— — —————— ————————— ———— —— ————— —— —— ————————— i ——— —— — — —— ——

Received from , the sum of

forty dollars (40) in « ast! cheque, in full payment of the

"commitment fee" for t 2> £ oking Cessation Program.

Date Signature
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THE TREATMENT SCHEDULE

RAPID SMOKING

Week 1 2 3 4 5
Treatment Session 1 2 3 4 5 6 7 8
Day W W TH F M F W W

SELF-MANAGEMENT

Week 1 2 3 4 5
Treatment Session 1 2 3 4 5 6 7 8
Day T T TH T TH | T TH TH
COMBINED

Week 1 2 3 4 5
Treatment Session 1 2 3 4 5 € 7 8
Day W W TH F M F W W

ATTENTION CONTROL

Week 1 2 3 4 5

Treatment Session 1 2 3 4 5 6 7 8

Day T T TH T TH | T TH TH
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SMOKING CESSATION PROGRAM EVALUATION

NAME:

1. What aspect(s) of the program did you find particularly
helpful?

2. Was there anything that you did not like, or t .t you
think could be improved upon?

3. Would you recommend the program to a friend?
YES NO

4. Do you think that * u have succeeded in quiting
smoking?
YES NO

NOT SURE (please e. borate)
















