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GUIDELINES FOR USING THE TREATMENT MANUAL

Session Plan fdntegrated CarelQ Behavioral Counseling

The behavioral counseling component of IC consists of three phases:

1. Five weekly core treatment sessions (weeks 15), emphasizing acquisition of skills for
stopping smoking.

2. Three weekly follow-up sessions (weeks 68), emphasizing relapse preventiondarelapse
YEYEF3ISYSyld 6aNBOeOf Ay3Ieéuvd

3. Monthly follow-dzLJ 6 & 6 2 2 & (i @nbidths 312), Ldphasiiygdelapse prevention
FYR NBfIFLAS YIYylFI3aISYSyld 6aNBOeOftAy3I£0d

Note: This session plan presents the ideal scenario for scheduling treatment contacts.
Providers should do their best to time sessions according to the plan, while being flexible to
FOO2YY2RIGS G2 aNBFf ¢g2NIRE tAYALULGA2ya o0& |If

Plan for Delivering IC Behavioral Counseling Sessions

1. Who should deliver IC counseling interventions? Behavioral counseling sessions should
be delivered by & TS[providerwho has an ongoing, continuous relationship with the
LI GASY G Fa KAAKKSNI LINAYFNE aLRAYyOG 2F O2y
providerrespo/y AA 0t S F2NJ 0KS LI dASydQa OF NBO ® ¢
discipline, provided that he/she has undergone initial training and supervision in IC.
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2. What modality should be used for delivering IC sessions? IC treatment sessions are teb
delivered on an individual (not group) basis. Possible strategies for administering IC
sessions include:

A Incorporate IC sessions into regularly scheduled individual visits for PTSD

A Arrange IC visits as treatment contacts separate from regularly saw@mSD
sessions

3. Can IC sessions be delivered by telephone? Thetreatment manual assumesat the five
initial core treatment sessiongill be delivered during face-face PTSD clinic visits.
Ideally, all followup sessions should also be delivedicectlyin the PTSD clinic. However,
circumstances may occur that make faoeface visits difficult, if not impossible (e.g.,
illness or barriers to traveling to the PTSD clinic). In such circumstances, it is acceptable to
deliver followup sessions .@., after session 5) by telephone. Try to avoid this practice as
much as possible, particularly for patients who have relapsed to smoking.

The initial IC prescriber visit for starting smoking cessation medications should be
delivered during a facto-face visit. Followp medication management sessions may be
delivered by telephone.



Structure and Organization of the IC Behavioral Counseling Treatment Manual

The IC Treatment Manual for behavioral counseling consists of 3 components:

1. Asession-by-2 S&a A2y aoNRBihing:Y I LI

A

> > >

>\

specific treatmenbbjectives to be accomplished
recommended strategiefor executing these objectives
examplesllustrating recommended strategies

text boxesthat contain informational notes and suggestions for handling comm
clinical problems

supplemental interventionghighlighted inyellow) for discretionary use, depending on
your judgment of their potential usefulness for patients who require extra attention
owing to cognitive or other impairments.

2. Supplements coveing intervention strategies that counselors should be familiar with as
informed tobacco cessation interventionists, including:

A

Supplement 1Promoting Motivation to Quit Smoking

Therapists should be prepared to administer motivational interventionsabemts
who become ambivalent about quitting aftstarting the treatment particularlyto
those who relapse and become discouraged after their initial quit date.

Supplement 2 Pharmacotherapy for Tobacco Cessation

The prescriber is primarily responkldor educating patients about smoking cessation
medications and authorizing their use. Howe\ather providersneed to be informed
about these medications so that they can confidently recommend their use (under
direction from the prescriber) and fiecbmmon questions about these medications
during the course of treatment (e.g., side effects and how to properly use the
products). Your credibility aspaoviderwill be enhanced by conveying a working
knowledge of tobacco cessation medications. Alstiepgs with memory and
comprehension problems often need to hear instructions for using medications several
times, in order to enhance compliance.

3. Reference materials, including:

A

Appendix 1 Clinical Strategies Addressing the Dynamic RelationshigeBetPTSD
and Tobacco Use

Patientswith PTSBmoke, in part, to regulate moods, reduce stress, and help focus
thinking and concentration. Exacerbation of PTSD and comorbid disorders (particularly
depression and alcohol use) greatly increase relapse tiksrg. Appendix 1

summarizes interventions thadroviders should consider using to manage PTSD
aeyvyLiizya Ay (G(KS O2yGSEG 2F GKS L} GASyiQa
treatment program.
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A Appendix 2 Managing Clinical Challenges.
Appendix 2 list commorclinical challenge® anticipate as well as guidelines for
responding.

A Appendix3: AParticipant Workbook that is provided to patients. This workbook
provides informatiog about tobacco use and tobacco cessation strategies and contains
GK2YQ&#2NESNOAASE +ta |y FaairaySR LI NI 2F &

Clinical Strateqy for Using the Manual

1. Before each session, read the objectives for the session and acquaint yourself with
supplemental information that may be needed for the session. Also, familiarizerourself
with the corresponding assignments that you will ask patients to complete in the
Gt FNGAOALI yi 22N)] 06221 ¢

2. During the session, refer to the treatment manual throughout the session. (Do not
attempt to memorize session objectives.) With the peoprientation, patients become
accustomed to their therapist referring to the manual during sessions. They often regard
the procedure as an effort by therovideri 2 6S G K2 NRdzZaK Ay RSt AJSNR
ofthet NI ¢ GNBFGYSydo

3. Focus on accomplishing the specific treatment objectives for each session. Use your
discretion in following theecommended strategiefor executing these objectives,
depending on your background and experience in tobacco cessation counseling. Consider
the recommended s@tegiesas just that recommendations, not a rigid set of rules to be
T2 20SBUBYECTFR2AKAZY D

IC Assumes that Patients are Receiving Clinically Indicated Mental Health Care
for PTSD and Comorbid Disorders

IC is designed for patients enrolled irespalized treatment for PTSD. These patients are
presumed to be receiving:

A state-of-the art pharmacological and/or psychosocial treatment(s) for optimal
stabilization and management of symptoms of PTSD and comorbid mental disorders.
These treatments ar® be consistent with evideneeand consensubased
interventions described in the VA/DoD clinical practice guideline for PTSD located at:
http://www.healthquality.va.gov/

A clinically indicated treatment for active substance use disorders (including referra
AA or an addictions treatment program)

A psychosocial interventions aimed at acquisition of skillsriond and stress
management (Patients may be learning these skills during a current episode of
treatment or may have already acquired them througlsipsychosocial treatment.)
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and negative moods. IC presumes tphatviders will:



a. use their full range of psychosocial skills to assist patients in managess stind
negative moods, during the course of IC (delivered concurrently with routine PTSD
treatment)

b. repeatedly encourage patients to use acquired stress and mood management skills as
an alternative to tobacco use.

Stress and mood management intervenmts (pharmacological and psychosocial) are integral
components of specialized PTSD Clinic care, delivered by experienced staff trained in these
methods. Hence, this manual does not provide instructions for teaching patients stress and
mood management metbds, as it is implied that these methods are already woven into the
LI GASYGQa NRdAziAyS t¢{5 /ftAYAO O NBo

Other Procedural Notes

The treatment manual instructs therapists to assign readings and exercises to patients from
the Participant Workbookwhich isto be brought to each treatment session. Most patients
comply with bringing theiParticipant Workbooko sessions. However, some patients will
forget to bring their workbook to sessions or will lose the workbook altogether. Keep several
extra copies othe Participant Workbookn your office and supply them to patients who lost
their original copy or failed to bring it to session.

al EAYAT S GKS 4! OGA@BS LYaNBRASyGas¢

The ultimate objective of PTSD Clinic primary mental tiealare providers is to maximize
the active ingredients of IC for smoking cessation:

1. The frequent, continuous nature of mental health care for chronic PTSD promotes lor
GSNY Y2yAG2NAYy3 2F avYz2{lAy3a adal ddza OtyARy N
providers should use the leverage of their enduring therapeutic alliance to encourage pa
G2 aySOSNI IAGBS dzL¥ |yR (SSLI GNBAY3 G2 |

2. Mental health professionals have advanced trainingexpkrience in treating behavioral
and substance use disorders, enabling them to tailor smoking cessation treatment to fit {
dynamic interaction of tobacco use with PTSD symptoms.




INTEGRATED CARE FOR SMOKING CESSATION: OVERVIEW OF SESSION OBJECTIVES

Session 1

Session 2

Session 3

Session 4

Session 5

Follow-Up Contacts

Assess Nicotine
Dependence,
Abstinence Attempts
and Reasons for
Quitting Smoking

Advise Patient to Qui
Smoking

Identify Quit Date

Identify Smoking
Triggers

Implement Strategies
for Reduced Smoking

Rudimentay Skills for
Coping with Smoking

Review Assignment t
Practice Coping with
Smoking Triggers

Review Status of
Reduced Smoking

Teach Principles of
Coping with Smoking

Review Assignment {
Practice Coping with
Smoking Triggers

Review Status of
Reduced Smoking

Implement Behavior
Changes to Prepare

Review Assignment to
Practice Coping with
Smoking Triggers

Review Status of
Reduced Smokn

Review Preparation for
Quit Date Assignment

Assess Smoking Status &
Quit Date Expeences

PROCEDURES FOR
ABSTINENT PATIENTS

ACongratulate Patient/
Support Continued
Abstinence

v | Motivational . Triggers for Quit Dae . . _ .

z ; Triggers Review Assignment to | ADiscuss Positive

O |Interventions &s _ _ i . .

E A Controlled Develop an Action |Review Use of Use Social Supports Experiences Associated

> |needed ontrolie - . : ith Quitti

m breathing Plan for Coping with | Controlled Breathing Educate Patient with Quitting

@ | Empathic Support ah| ; : - Smoking triggers _ . : A

= Enc% PPOr” & Aldentify Existing g1rag Identify Sources of |Regarding Actions to |AAssess & Resolve

= uragement in . : _ bl E di

= | Quitting Smoking PatientGenerated | Assess Follow Social Support to Hel Take on Quit Date Prq lems Encountered |

Coping Skills Through With the Patient Stop Introduce Relapse Quitting
Assess Availability ar Review Plan f PATIENTS WHO CONTIN

Recommend Smokin Use of Smoking Se"'ﬁ” gn or TO SMOKE
Cessation Cessation Mmg. Ing Cessation ARenew Commitmet to
Medications Medications edications Abstinence & Reinstate
Provide Guidelines fq Appropriate Treatment
Setting a Quit Date

=

u Goal Assignments fol Goal Assignments fol Goal Assignments fo| Goal Assignments fo| Goal Assignments for | Goal Assignments for

= Session 2 Session 3 Session 4 Session 5 Followup Session Followirg Session

N

<

% Schedule Session 2 | Schedule Session 3 | Schedule Session 4 | Schedule Session 5 | Schedule Followp Schedule Next Followp

0 _ _ Appointment Appointment

= |Coordinate Care with

2 |Prescriber
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OVERVIEW

Assess Tobacco Use, Abstinence iatits, and Reasons for Quitting Smoking
Advise Quitting

Motivational Interventions (Only for Patients Unwilling to Quit)

Empathic Support and Encouragement in Quitting Smoking

Orient to Plan for Behavioral Counseling

Recommend Smoking Cessation Medications

Guidelines for Setting a Quit Date

Goal Assignments for Session 2

Schedule Session 2

O 0 00000000

Coordinate Care with Prescriber

Objective 1

Assess Nicotine Dependence, Abstinence Attempts, and Reasons for Quitting

BRIEFLY ASSESS SMOKING HISTORY AND CURREIRTIOGINSUM

1.CFYAEALFNART S @82dzNBRSEF gAGK GKS LI GASY(dQa
the following questions:

I ® GC2NJ K2¢g Ylye &SIFNR KIFI@S @e2dz avy21SR
0 d Gl 2¢ Ylye OAIIRPBILYE LISHERAOFI R2RE 2 Hz
O Gl 2¢ az22y FFGSN) @2dz ¢ 1S dzLJ R2 @&2dz &

2. Explain that this information will be useful in planning medication and counseling treatmen
will be explained shortly.

ASSESS PREVIOUS ABSTINENCE ATTEMPTS

1. Ask about experiences and outcomes of previous smoking quit attempts.
I @ Gl @S @2dz SOSNJ GNASR G2 ad2L) avyz21Ay?3
0 d G2 KFEG glra GKS f2y3Said LISNA2R 2F (A YS
If the patient had ever stopped smoking for at least 24 I®as a result of a deliberate quit

attempt, askthe following questions in reference to their single most successful (longest) quit
attempt:

I @ G2 KIFG o1 a&a AG €A1S F2NJ e2dz (2 KI @S |




0D G45AR &2dz Ayzlij)\(“)é Fye 'o,SAyégr(a.gi,morA&edmgy,ya

AYLINEOSR ONBIGKAY3ITZ o0SGGSNI & as 2F ay
oo G2 KIFId RAR @2dz R2 GKIO KStLISR &2dz a3z
R® G2 KFG GNRIISNBR @2dz G2 NBflFLBAS G2 avy
. Encouragepatients with a positive quit history

Examples: mentionthatpr i or abstinence demonstrates the
smoking; summarize benefits experienced by patient during the period of not smoking.

. Reframepast quit attemptsas learning opportunities rather than failures.

Examples:iWhat diad nyduw olme your past quit attempt
il tdéds nor mal -Bnwkers o make segemlfquitiattempts before stopping for good,
as they | earn valuable | essons each time. O

. Summarize methods that the patient found helgfin past quit attempts and suggest using
these methods during the current quit attempt.

. Summarizefactors contributing to past relapsesExplain that treatment will help the patient
anticipate and prepare for relapse triggers that previously leth&r return to smoking.

ASSESS REASONS FOR QUITTING SMOKING

. Askthe patient to state his/her personal reasons for wanting to quit smoking

If the patient obviously neglected to hame personally relevant benefits of qujtinggest
additional reasos for quitting smoking (se@éa I { Ay 3 GKS 5S0AaAz2y i
Health and Well S A iyi BhéParticipant Workbookpages 68]). (Example: stopping smoking
lowers risk of serious medical complications for patients with diabetes.)

. Askthe patient to record these reasonenthed a @ wSlF az2ya G2 {G2L) {
located on page 9 of thBarticipant Workbook Assist the patient in completing this task by
paraphrasing reasons for quitting as necessary, in order to ensure that they arky @ed
concisely stated

. Askthe patient to recordup to three of his/her most personally important reasons for quitting
smokingon a 3 X 5 index card, at home after the session (supply an index éahd3e the
patient to carry this card with hinfler and read it on at leashree separate occasions each da
right before lighting up a cigaretteSuggest carrying the card in a conspicuous place, such as
inserting into the pack of cigarettes or wallet.




Objective 2

Advise Patient to Quit Smoking

1. Providenon-judgmental advice to quit smoking that is clear, strong, and personalized:

a. ClearY GL GKAY]1l AG Aa OSNE AYLERNIFYy(Od PPESH
TSIY YR L O2Yy&aARSNIAG | LINA2NRGe (G2 KS

b. Strong: ¢! & &2dzNJ LINPPGARSNE L ySSR &2dz 2 1Y
GKAYy3 @e2dz Oy R2 (2 LINRGISOO @2dzNJ OdzNNB
important ways for you to feel better emotionally and improve the quality of yauF IS

c. Personalized: [ Ay 1 @2dzNJ I ROAOS (2 ljdzZA G avz2{Ay3
G2 ljdzZAGX NBO2NRSR 2y G(G(KS daé wSlazya i
risks of smoking and health benefits of quitting, for patients wittmokingrelated disease
(e.g., diabetes, heart disease, lung disease, etc.).

Objective 3

Use Motivational Interventions
(For Patients Who Do Not Want to Quit Smoking or are Highly Ambivalent About Quitting]

Note: Responding to Smokers who Resist Quitting Smoking

Most patients beginning smoking cessation treatment will be ready to quit smoking and will not
require this motivational intervention during session 1. However, it is possible that a patient
may become highly ambivalent about his/her intent to quit smoking and/or may no longer
agree to set a smoking Quit Date. If this occurs, implement the motivational interventions as
directed in Objective 3 until: (1) the patient agrees to accept IC treatments aimed at smoking
abstinence, or (2) you make a clinical judgment to implement interventions that the patient
agrees to accept (see session 2, objective 1, Note: Responding to Patients Who are Unwilling
to Set a Quit Date).

Use motivational interventions only as necessary for patients who: (a) state that they do
not want to stop smoking completely, (b) are problematically ambivalent or hesitant
about quitting (e.g., non-compliant with treatment), and/or (c) who require

encouragement to Arecycled upon relapse aff

1. Implementmotivational interventions(seeSupplement 1, Strategy #¢ KS an  wa é
t NP Y 2)fok payests who (a) state that they do not want to stop smoking and refuse to §
Quit Date, or (b) who have marked ambivalence about quitting

Supplemental Strategy: Use motivational interviewing interventions (s€epplement 1,
Strateqy 2

2. Continue administering smoking cessation treatment procedu(@bjectives 410), for patients
who resolve their ambivalence and want to pursue the gdajuitting smoking.

3. Administer additional motivational interventiongor patients who remain highly ambivalent
and donot want to proceed with a quit attempt:

10



a. State or paraphrase: ¢ ¢ KS LJdzN1J2aS 2 F 2 dzNJ ¥ dzi dzNXe tha @és
FYyR O2ya 2F GNRAy3 G2 aidz2L) avy21Ay3a a4 0
YFE1S I RSOAaAzy GKIFIGQa NRIKG F2NI e2dzx |
continue with interventions aimed at stopping smokumgfil you have decided whether or ng
you want to stop smoking. If you eventually decide that you want to set a Quit Date and
ayY21Ay3as LQtt o6S F@FLAtlroftS G lye LRAYD
82dz ¢A0K GKAE 3F2Ff 0¢

b. Skip Objectives 410 below.

c. Schedule follow-up visit in one week.

Objective 4

Provide Empathic Support and Encourage the Patient in Quitting Smoking

-0 @2 dz pdint staled

1. Ask:al 26 O2y FAR
a YTFARSY(GIQ | yR

yi FNB @2dz
wherS n  Slj dzl € LGkt

S
Wy 2 0

c:
N R

O
If a score of 7 or lower is obtained:
a. Ask: a2 KFG (SLWG &2dz FNRY 3IAQGAYy3I &2dz2NASEF |
b.Ask: a2 K4 ¢g2dzf R YySSR (2 OKI y@Sy BNR $SO R AIFA
c. Provide education and supportive interventions aimed at increasing confidence in quittin
smoking.

If a score greater than 7 is obtaineddvise the patient that his/her confidence and determinati
to quit smoking greatlyncreases the chances of success in becoming a permanergmoker.

2. State that effective new treatments (to be described shortly) now exist to help people stop
smoking.

3. Instill optimism and positive expectations that the patient will be succes$sfuquitting
smoking. Inform the patient that:

a. Onehalf of all people who have ever smoked have now quit. Several million smokers
each year.

b. . 2dz K ¢8 + 3INBIG RSt 2F O2yFARSYOS Ay
of state-of-the art treatments provided by the PTSD Team.

4. For patients with a history of unsuccessful quit attemp®ounter discouragement about past
GFFAEfSRE jdzZA G FOGGSYLIWia o0& NBFNIYAYy3I GKSaA

a. Successful eemokers gually made several quit attempts before stopping smoking for go

b. Lessons learned from past quit attempts will be useful in identifying (1) stop smoking
methods to try again now and (2) relapse situations to better anticipate and plan for.

11
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c. Yoo YR GKS t¢{5
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more than one try is needed to quit permanently.

Note: Encouragement and empathic support should be consistently interwoven throughout

the entire course of treatment, particularly for patients with low confidence in quitting.

Objective 5

Provide Orientation to the Behavioral Counseling Treatment Plan

1. Explainthat people smoke cigarettes for three reasonand thatall three reasons will be

addressed during treatment:

a. Smoking is laabit resulting from years of repetition and association with many activities
daily living, like watching TV or talking on the phone.

b. Smoking is a@motional addictiona way people have learned to cope with PTSD sympt
(such as painful trauma memories), negative moods (like depression, anger, and anxie

and general stress of daily living.
c. Smoking is physical addictionsince it delivers the drug nicotine that causes cravings to

smoke and withdrawal symptoms.

2. Explain the purpose of counseling sessio@@unseling sessions will be provided because
stopping smoking requirdgearningnew behaviors and ways of thinkingpeocess that takes
work over many weeksEmphasize that counseling greatly increases success in stopping

smoking by teaching skills for:
a. reducing and managing smoking urges and withdrawal symptoms until they go away €

0D G dzy f S I Ndfsimgkihg by pr&cteind<altednatire behaviors in situations that

usually trigger smoking
c. coping with PTSD symptoms, negative moods, and stress without using tobacco to co

emotions

3. Explain the schedule for counseling sessions:

a. 5 weekly idividual sessions which teach skills for quitting smoking.

b. 3 weekly followup contacts aimed at remaining smoke free, by teaching skills for preven
relapse and recovering quickly from any lapses, should they occur.

c. aminimumof once monthly fdbw-up contacts will then be provided in order to monitor
smoking status, support continued success, and reinstate treatment to encourage renev,

quit attempts, if necessary.

4. Emphasizehat the patient should initiateadditional smoking cessation cont@sif he/she
returns toanysmoking or has difficulty coping with smoking urges or withdrawal symptoms

12



Note: Flexibility in Scheduling Sessions

Emphasize the importance of meeting on a face-to-face basis for the first five consecutive
weekly sessions. If weekly sessions are not possible, be flexible in arranging the timing of
sessions around the patientds | i mi-upaessionsmare
ideally administered in person, but it is acceptable to administer up to 50% of these sessions
by telephone.

Objective 6

Strongly Recommend Use of Smoking Cessation Medications

Note: Guideline for Delivery of this Intervention

A brief rationale for the pharmacotherapy plan is important, even if this is redundant with that
provided by the PTSD Clinic prescriber. Reiterating the pharmacotherapy plan is essential
because (a) it is known that smokers often do not comply with tobacco cessation medications
and (b) mental health patients often do not comprehend how to properly use these
medications after a single discussion.

Use your discretion to abbreviate or elaborate this intervention, depending on your judgment
of the extent to which the patient comprehends the importance of smoking cessation
medications and their proper use.

Note: Information About Smoking Cessation Medications for Non-Medical Providers

Supplements 2b T 2h provide information about the clinical use of bupropion, transdermal
nicotine, nicotine gum, nicotine spray, nicotine inhaler, nicotine lozenge and varenicline,
respectively. This information includes:

the rationale for using the medication

instructions in proper use of the medication (dose, course of treatment)
potential side effects

contraindications

Qo op

The decision about prescribing these medications and recommendations regarding their use
is ultimately the responsibility of the PTSD Clinic prescribers. However, it is imperative for
non-prescribing providers delivering behavioral counseling to understand how these
medications are to be used so that they can advise patientsand @At r oubl eshodg
while deferring complicated decisions to the prescribers, as appropriate (e.g., whether or not
to prescribe bupropion or adjust the dose in response to side effects).

1. Explainthat the physical addiction part of smoking can be successfully treaisthg
medications that reducwithdrawal symptomsandurges to smoke Explairthat these
medications include:

a. Bupropion(or Zyban), an antidepressant medication that reduces urges to sran#l can
make cigarette smoke less tasteful. Buproprion is a pill that is taken twice daily and mus
started 12 weeksbeforethe Quit Date.

13



b. Nicotine replacement therapywhich reduces nicotine withdrawal symptoms by safely
delivering nicotinewithout the harmful effects of cigarette smoke. Nicotine replacement
therapies include nicotine patch, gum, lozenge, inhaler and spray and are started on the
patients stop smoking.

c. Vareniclinglor Chantix), a new medication that reduces urgesrwke and can make
cigarette smoking less rewarding. Varenicline is a pill that is taken twice daily and must
started 1 weekbeforethe Quit Date.

2. Ask patient if he/she has used any of these smoking cessation medications in the ffasd,
identiF @ YSRAOFGA2ya GKIFIG 6SNB oO0lFlyR 6SNB y2{
smoking cessation medications.

3. Explainthe plan for receiving smoking cessation medications and learning their proper use

a. The PTSD Clinic prescriber will tweiéh the patient to (1) mutually decide about which
smoking cessation medications to use, and (2) provide detailed education about the pr¢
dose of these medications and how to use them.

b. Written instructions about how to use smoking cessation netttins are provided in the
Participant Workbookpages 43, 61).

4. Invite and answeiguestionsabout the purpose and proper use of smoking cessation
medications (or arrange for these questions to be answered by the prescriber).

5. Invite the patient to express reservationsr resistance to using medications and address the
or any misconceptions by providing information and/or reassurance.

6. Obtaina commitment from the patiento meet with the PTSD Clinic prescriber to discuss
smoking cessation meditions options.

Note: Responding to Patients who Refuse Medications

It is acceptable for patients who refuse smoking cessation medications to only receive
behavioral counseling as the cessation treatment. However, if the patient relapses or has
difficulty quitting, persist in attempting to persuade the patient to accept smoking cessation
medications to assist in making another quit attempt.

Objective 7

Provide Guidelines for Deciding on a Quit Date

1. Askthe patient to decide on the calendadate of his/her Quit Date over thenextweek
F2ft29gAy3 (2RI &8Qa aSaarzyo ¢CKS vdzA 0 510
following session 5 (approximately 4 weeks from today).

2.{dzZ33Sad GKIFG GKS LI A Syl Qavedingdardiagihe HNIDatA 3
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3. Advisethe patient that the Quit Date should occur on a day when he/she:
a. anticipates minimal stress and can devote time to focusing on quitting

b. can celebrate the event by engaging in a special pleasurablgyauatith a supportive
significant other

c. can arrange to be in a n@moking environment and engage in activities that are not
associated with smoking

Note: Responding To Patients Who Attempt To Quit Smoking Before Session 5

Itisnotuncommonforpati ents become i mpatient with @
Quit Date after session 5. For such patients, try the following tactics:

1. Di scourage the perspective that quittd.i
Emphasize that quitting smoking is a process that requires the learning of skills for
breaking the habit of smoking. The role
motivation for the disciplined learning of skills to quit successfully.

2. Strongly recommend adhering to the 5-session plan for developing coping skills before
attempting to quit, as the chances of success will be increased. Explain that stopping
prematurely, without first developing necessary skills, may result in early relapse and
discouragement, which may undermine long-term success.

3. Provide the patient with an active means of making progress by implementing
interventions for reduced smoking.

4. If the patient insists on quitting before session 5, explain that you do not agree with the
decision but will support his/her efforts by continuing to provide appropriate treatment.
Pursue one of the two following options:

o If patient attempts to quit and relapses, deliver treatment session content that was
previously aborted owing to his/her premature quit attempt.

e |f patient successfully quits, skip to the relapse prevention and life-style modification
interventions described in follow-up sessions 1-3.

Objective 8

Assign Goals to Accomplish at Home Before Session 2

1. Explainthat success in gtting smoking requires working on Goal Assignmernitsbetween
regularly scheduled treatment sessions.

2. Provide a rationale for using the Participant Workbook

a. Explain that the Participant WorkboolO 2 y G Aya GKS AGaNBI R YI LJ
procedues that will greatly help the patient permanently stop smoking. It should be refe
to repeatedly during théengthyand sometimedglifficult process of recovery from tobacco
dependence.
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b. Explain that you will assign brief exercises and readingh@Participant Workbookto be
completed at home in between treatment sessions.

c. Advise the patient to bring theParticipant Workbooko all smoking cessation treatment
sessions.

3. Orientthe patient to Goal Assignmentt be completed before sessid®?, as listed on page 5 ¢
the Participant Workbook:
areadaal TAy3a (KS 5S0AaAz2y (2 { (-2 B ¢papesie)iy 3
the Participant Workbook:This handout provides information about:
1. the negative physical and psychotag health consequences of smoking
2. how quitting smoking benefits your physical health and psychological well being

3. the addicting and habit forming properties of nicotine and how treatment helps
overcome them

b. record at leastthree reasons foiquitting smoking on a 3 X 5 card. Read this card right be
lighting up a cigarette on at leafiree separate occasions each day.

c. decide on a Quit Date to be discussed during session 2.

Objective 9

Schedule Session 2

Schedulébehavioral coundeng session 2 within one week.

Objective 10
Coordinate Care with Prescriber

1. Arrangea treatment contact between the patient and his/her PTSD Clinic prescriber {face
face or phone contact).This contact should occur prior to session 3.

2. Inform the PTSD Clinic prescriber of the results of your tobacco use assesg@geaterage
cigarettes smoked per day, (b) history of favorable vs. unfavorable responses to tobacco
cessation medications, (c) patient preferences for tobacco cessation mextisdif expressed).

3. Identify medications approved by the prescribafter the patient meets with him/her. Inform
yourself of the medication plan in advance of session 3, so that you are prepared to briefly
review this plan during session.
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FESSIOR

OVERVIEW

Identify Quit Date

Identify Smoking Triggers

Strategies for Reduced Smoking

Rudimentary Skills for Coping with Smoking Triggers
C Controlled breathing

C Identify Existing PatierGenerated Coping Skills
Goal Assignments for Session 3

Schedule Sessid3

O O O O

0

)

Objective 1

Identify a Smoking Quit Date to Occur During the Week Following Session 5

1. Askpatient to identify his/her Quit Date

2. Revisdl KS LJ- ( A Sy ii #@3sistancedia abvidhidlyinéeded in identifying an optimal da
(e.g., a datenarked by relatively low stress, presence of social or other support, and minim
exposure to smoking triggers by planning to engage insmoking activities).

3. Ensurethat the Quit Date falls within a oneveek interval following the scheduled datef
session 5 Assist in identifying the Quit Date, using a calendar if necessary.

4. Askthe patient to record his/her Quit Date on the back of the 3 X 5 index c@hdtributed in
session 1), on which he/she recorded three reasons for quitting smokihgatient did not fill
out or bring in a carassist him/her in doing so now.)

5. Advisethe patient to announce his/her Quit Dat¢o family, friends, and cavorkers and to
request their support in helping him/her stop.

Supplemental Strategy: Explainthat it is not uncommon for patients who successfully quit

smoking to waver in their commitment to the Quit Date as it approactgxouragehe patient to
freely express any apprehension as the Quit Date approaches, while emphasizing the import
of maintaining a commitment to quitting smoking on the designated Quit Date.
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Note: Procedure for Responding to Patients Who are Unwilling to Set a Quit Date

1. Repeat motivational interventions described in Session 1, under Objective 2 at every visit
until he/she is willing to set a Quit Date.

2. Use your clinical judgment to proceed with delivering interventions that the patient will
accept, including:
e appropriate pharmacological intervention (i.e., bupropion) (session 1, objective 6)
e identifying smoking triggers (session 2, objective 2)
¢ reduced smoking (session 2, objective 3)
¢ skills for coping with smoking triggers (session 2, objective 4; session 3, objectives 3 and

4)

3. Provide the patient with the Participant Workbook if you elect to implement interventions in

#2 above.

Objective 2

Identify Smoking Triggers

1. Explainthe conceptai & Y2 1 Ay 3 GNRIISNEE o] A AdyAd/ 30 N
high risk situations or cues that bring on the urge to smoke. This happens because thes
situations and cues have been associated with smoking hundreds or thousands of times, ¢
YIye &SI NROD {Y21Ay3 A& I O2yRAUAZ2YSR N
a. external situation triggerdike being around others who smoke, waiteg TV, or drinking

alcohol or coffee

b. internal emotional triggerslike feeling depressed, stressed out, angry, or happy.

c. internal nicotine craving triggerdéike craving the taste of a cigarette or having withdrawal
symptoms after not having smeH in a while

2. Explain that breaking the learned habit of smoking involviegir steps:
a. identifying smoking triggers that prompt or cue smoking
b. learning and practicing coping skills for not smoking when encountering smoking trigg
C. discoyerirlg :[hat yrgs,toAsrvnoke are temporary fand passAifvresisted (they persist only if
AONBI OUAGlI USRE 0eé& O2YyUAYydzZSR ayvYz2ilAy3o
d. forming a newidentity andlife-styleas a norsmoker, starting aboud monthsafter you

quit. It then becomes easier taintainyour tobacco free sttus as urges to smoke fade
away and the benefits of not smoking out weigh reasons for continued nicotine addicti

3. Assess atleaghree2 ¥ G KS LI GASy(iQa Yz2ad LINRBoOf SYI
Fd a2KFEG INB GKS KARKENWXISyaRiedz kX 22a& (R d
0D G2 KAOK OA3IFNBGOGSE RdAdzZNAYy3I GKS RIF@ g2¢
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Supplemental Strategy: Patients with low confidence in quitting smoking should be asked
identify smoking triggers that least tempirivher to smoke. These are cigarettes during the
daythat would be easiest to give up. Under objective 4 below, where patients are instructe
practice coping skills to resist smoking urges, they can chose to resist difficult or easiest tr
situations, depending on setfonfidence.

4. Instruct the patient to recorcat leastthree smoking triggersontheda é { Y21 Ay 3
2 2 NJ & Kéhited én page 11 of thearticipant Workbookat homeafterii 2 Rl @ Q &

Supplemental Strategy: Assistthe patient in completingtheéta & { Y21 Ay 3 ¢ NRA
assignmenduringsession 2, if he/she has difficulty understanding the concept of smoking
triggers or cannot clearly verbalize smoking triggers.

5. Askthe patienttoGi dzN} (2 UGKS RANREYT €A J¥23 R yIIRos pdded
12-13 of theParticipant Workbook Explain that this checklist contains triggers commonly
identified by smokers.

a. Askthe patient to read this checklist at homduring the next week, in order to increase
awareness oédditionalsmoking triggers that may tempt him/her to smoke.

b. Explain that this checklist may be us¢ad generate ideas for helping him complete thea €
{ Y21 Ay 3 ¢ N 3I2Siydnem & et KS S ¢

Objective 3

Implement Strategies for Reduced Smoking
(For Patients Who Smoke 15 Or More Cigarettes Per Day)

1. Explainthat reducing smoking before Quit Date makes it easier for many people to stop
smoking on their QuitDate! O1y 26t SRASY K2gSOSNE (KIG &
tdzZNJ] Seé¢ 2y GKSANI vdzA G 51 0SS gAGK2dzi FANRIG

2. Explain the advantages of the reducing smoking prior to Quit Date:

a. it lowers the level of nicotine addiction and withdrawal symptoms that need to be mana
after Quit Date

b. it helps biud confidence in the ability to quit by practicing coping skills for resisting urges
smoke prior to Quit Date

c. it provides a way of actively progressing toward the goal of quitting, without having to w,
F2NJ GKS vdzAd 51 0S (2 aR2 &a2YSGKAy3Iodé

3. Recommendthe strategy of reduced smoking prior to Quit Datéor patients who smoke 15 of

more cigarettes per dayDetermineif the patient is willing to try this strategy.

a. For patients who agre® use reduced smoking, implement reduced smoking procesl
under this objective and in subsequent sessions, as instructed.

b. For patients who refusfl 8 RdzOSR aY2{1Ay3 FyR LINBFTFSNI (2
to objective 4 below and omit interventions pertaining to reduced smoking in future sess
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4. Explainthat abstinence, not reduced smoking, is the ultimate treatment goal:
a. only total abstinence, not reduced smoking, leads to known health benefits.

b. reducing smoking is only useful as a temporary strategy in preparation for trgnetesd
Quit Date and is not the final goal.

555380NAO0S GKS aidN)yiS3e 2F ayAO2iGdAyS GF LISN
Quit Date:
a. reduce the number of cigarettes smoked by *0%% each week, from the baseline rate o

consumpton (Note: negotiate a 15% rate reduction for heavy smokers [> 25 cpd] who ar
motivated and have coping abilities to realistically achieve this goal).

Example using a 15% reducti@an20 cigarette per day smoker reduces to 17 cigarettes
between weeks and 3, then reduces to 14 cigarettes between weeks 3 and 4, and finally
reduces to 11 cigarettes between week 4 and his/her Quit Date.

b. countoutandcarrgnlyi KS RIAf& Fft2GYSyd 2NJ aR2aS§
Cigarettes to be smokeshch day should be kept in a single place; discourage possessio
storage of multiple caches of cigarettes.

c. avoid reducing smoking below 10 cigarettes per day, as this may enhance the reward Vv
these cigarettes and impede eventual quitting.

6. Askthe patient to read and follow instructions for recording his/her weekly plan for reduceq
cigarette consumptiondza Ay 3 G KS daé tfly T2 Npagé RizOikthg
Participant Workbook

Supplemental Strategy 1: Reviewthed a & T2 Ny wSRdzOA y 3 { )6idtly witfi 3
patients during the sessioif,they require coaching in how to record their planned wdskweek
rate of reduced cigarette consumption.

Supplemental Strategy 2: Askpatient to identify the cigarettes smokedidng the day that would
be theeasiestto give up. Suggesthat he/she target these cigarettes as the ones to eliminate
during the next week.

Note: Setting Realistic And Attainable Smoking Reduction Goals

1. Setting smoking reduction goals that are realistic and attainable is imperative for smokers
with low self-confidence in their ability to quit. Adjust the recommended 10% - 15%
smoking reduction objective downward to a point where the patient expresses at least a
moderate level of confidence that he/she can achieve the goal.

2. The strategy of identifying and coping with smoking triggers should be linked with the
intervention of reduced smoking. That is, identifying smoking trigger situations where the
patient agrees to resist smoking is the route to reducing daily consumption of cigarettes by
the agreed upon target goal.
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Objective 4

Teach and Identify Rudimentary Skills for Coping with Smoking Triggers

TEACHOONTROLLHBREATHINGOPINGXKILL

1. Explain that quitting smoking reques learning alternative methods for managing stress.
Explain thatearningand practicingcontrolled breathing is an excellent stress management
method for patients who are quitting smoking because:

a. it reduces overall life stress
b. itis easy to use almost all smoking trigger situations (i.e., it is portable)

oo Al gAff AYyONBlFIasSa 2ySQa | LLiNdarelylad A 2y
improved ability to breathe.

2 WSPASYE SAGK LI GASYG GKS G/ 2y GyN2 £ o NGART 3 SINEHR:
page 16 of the Participant Workbook
a. Explain the steps involved in using controlled breathing, as stated in the handout.

b. Ask the patient to delay smoking for at leagitree minutes by using controlled breathing
when the urgeio smoke occurs. Practice using controlled breathing to delay smoking on
leastthree separate occasions each day.

c. Explain that the urge to smoke generally fades afteb3ninutes. Advisthe patient that
practicing controlled breathing to delayn®king provides experience in allowing the smoki
urge to pass before making a conscious choice to smoke or not.

d. For patients planning to reduce smokingdvise the patient to substitute controlled
breathing for smoking when they execute their plan feducing smoking in the trigger
situations identified under objective 2.

Supplemental Strategy: Demonstrate the controlled breathing procedure during the session fo
3 minutes by participating with the patient in the exercise.

IDENTIFEXISTINGCPATENFGENERATEGOPINGXKILLS

1. Querythe patient to identify self-generated strategies for coping with smoking urgésnd
withdrawal symptoms that may result from reducing smoking during the next week).

Example queries:
Aiwhat do you doftdrloemepgmpkimge when youbre i
permitted, like a being at theater or in a church?

iCan you identify one or t vearnes in PSP seatmenhttatgyeum
have found helpful in dealing with your PTSD symptoms?

AWhich of these strategies can you use to c
you practice reduced smoking?bo
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2. Encourage patients to use these same strategies to cope with smoking urges or withdraw
symptoms that may result fromeduced smoking.

Note: Procedure For Patients Who Elect To Q
Smoking

Encourage the patient to practice resisting smoking in response to nicotine cravings and
trigger situations, even if he/she does not intend to reduce smoking before the Quit Date.
Recommend that he/she restrict smoking to fewer situations or settings than what is presently
the case. Negotiate with the patient to limit smoking to as few situations/setting as he/she is
willing to agree to. These situations should ideally NOT be associated with routine daily
activities (e.g., driving), particularly those that are highly rewarding (e.g., taking a coffee break
from work).

Objective 5

Orient Patient to Goal Assignments to be Completed at Home

Briefly orientthe patient to Goal Assignmentto be completed at home before session 3. Goal
Assignments are listed on page 10 of articipant Workbook
a. New Goals to Accomplish
1. Completethéra & { Y21 Ay 3 ¢ NAREISHE R KEONDEIKSE (O ¢ ¢
{ Y21 Ay 3 ¢ NR 3 3IS NEfor Riedp Micompletinglirds workshestA R S NE

2. Practice resisting smoking in 3 trigger situations each day by using controlled breath
and other coping skills learned during PTSD treatment.

3. For patents planning to reduce smoking prior to Quit Dateomplete the&t a € t f |
wSRdzOAy 3 { Y2 {dnygbegirctte Nfjudel SrOKing plan, starting tomorrow.
Use controlled breathing and other coping skills learned during PTSD treatment to re
smoking urges and help achieve reduced smoking goals.

For patients who are NOT reducing smoking prior to Quit D&m@mphasize the importanc
of practicingto resistsmoking in trigger situations, as described in #2 above. These
patients can maintain their crent level of cigarette consumption, but should try to
restrict smoking tdewer places and situations. The places and situations where smok
occurs ideally should not be paired with activities, events, and pleasures of daily livin

b. Continue Prewius Goal Assignments

1. Carrythe3XBwSI a2y a T2 NJ v dzandfeadyft BefofeYighting ypa /
cigarette on at leasthree separate occasions each day.
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Note: Goal Assighments For Patients Who Are Unwilling to Set a Smoking Quit Date

Patients who refuse to set a smoking quit date may be amenable to accepting some
interventions, as stated in session 2, objective 1, Note: Procedure for Responding to
Patients Who are Unwilling to Set a Quit Date. These patients should complete Goal
Assignments from the Participant Workbook that correspond to interventions that you elected

to implement.

Objective 6

Schedule Session 3

1. Schedulesession 3 in about one week.

2. Advisethe patient that session 3 will focus on:

a. reviewing successes apibblems in identifying smoking trigger situations and practicing
coping skills to resist smoking in these situations

b. teaching additional skills for coping with smoking triggers
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Session 3

OVERVIEW

Review Assignment to Practice Coping with Smokiiggdrs
Review Status of Reduced Smoking

Teach Principles of Coping with Smoking Triggers

Develop an Action Plan for Coping with Smoking triggers
Assess Followwhrough With Smoking Cessation Medications
Goal Assignments for Session 4

Schedule Session 4

O 0 O 00 00

Objective 1

Review Assignment to Completetheda & { Y21 Ay 3 ¢ NAIISNE

1. Reviewil KS daé {Y21Ay3d adsnmhentAskihe pafienNtitodufnSoSpége 11
of the Participant Workbooland respond to the following questions:

I @ & hkihagi adadud yduKsknoking triggers last week, do you still believe that the trigge
we talked about and which you wrote down on your worksheet are the omest likely to
GSYLIi e2dz 2 avyz2]SKée

0D G5AR @2dz ARSY(GATE | ye 8essiorsNbased ddzebding ty
G/ KSO1tAad 2F ' RRAGAZ2YLIE {Y21Ay3 ¢NA3I3

2. Askthe patient to name the specific coping strategies that he/she used during the wiek
resist smoking in response to any of his/her identified smolkiiggers.

Examples:

a. breathing exercises

b. PTSD symptom management skills taught in the PTSD Program

C. self-generated strategies where he/she was successful in refraining from smoking in
circumstances of daily life where smoking is prohibited.

If no attempt were made to resist smoking in response to identified triggers
a. empathically reassureti KS LI GASYy G GKIFG €SENYyAy3a G2
SNNRBNE LINRPOS&aa GKIFG dGFr1Sa GAYS yR YLy
b. explorei KS LJ- 0 A S §6rin@ esisMdg) kndoRing #n identified trigger situations by u
of coping strategies discussed during session 2.

c. briefly discuss possible solutions for resolving barriers to using previously discussed copi
strategies in smoking trigger situations.

d. Advise the patient that new skills for improving his/her success in coping with smoking
triggers will be taught in this and subsequent sessions.
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Objective 2

Review Status of Reduced Smoking Assignment
(For patients who elected to use this strategy)

1. Assessvhether or not reduced smoking goals for the past week were achiewasidiscussed ir
session 2 and asrecordedonthea @ t £ 'y F2NJ wSRdzOAy3a { Y21/

If the patient achieved the reduced smoking goal

a. congratulate him/her for successfully reducing smoking, noting that this experience
demonstrates his/her ability to control smoking by managing trigger situations.

b. ask him/her to briefly describe strategies used to reduce smoking and encourage continu
use of these successful nietds.

c. ask how he/she felt about reducing smoking.

Examples:iWas this difficult or easy to do?0 i

d. encourage him/her to reduce cigarettes smoked per day by another 10% between session
3 and session 4s recordedonthéa & t f 1y F2NJ wS R dzO Alfyaabthér Y]
10% reduction igot realistic, negotiate an appropriate reduction goal and ask patient to
accordingly revise hisshera @ t £ 'y F2NJ wSRdzOAy 3 {Y21AY

If the patient did NOTachieve the reduced smoking goal

a. reassure him/her by explaining that reducing smoking and quitting is a trial and error
process that takes time and repeated practice.

b. reframe the unsuccessful reduction attempt as a learning experience by:

1. identifyingreasons whyhe patient did not reduce smoking, asking specifically about
withdrawal symptoms.

Note: Responding to Complaints of Withdrawal Symptoms

If withdrawal symptoms were a barrier to reduced smoking, provide information that these
symptoms show that the level of nicotine addiction is being successfully reduced. Encourage
tolerance of withdrawal symptoms and reassure patient that these symptoms will diminish
shortly (a few days to two weeks). Remind the patient that smoking cessation medications
will help reduce withdrawal symptoms at the time of quitting.

2. askingthe patient what he/she should do differently to achieve reduced smoking goa
during the next week.

3. dialoguing with the patient about potential solutions to barriers to i@eing reduced
smoking goals for next week.

Example: target for reduction 3 cigarettes

4. negotiating a realistic target number of cigarettes per day to be smoked during the n
week and encourage patient to attemitK S ySg NI RdIzOSR avYz21 A
tfly FT2NJ wSRdzOSR {Y21Ay3d 22N] aKkSSaé¢ |
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Objective 3

Teach Principles for Coping with Smoking Triggers

1.LOELX FAY GKFEG GNBIFGYSy(d aSaaiazya oAt fmokdé L
triggers discussed last weekEmphasize that these skills should be practioetbre the Quit
Date and usedafter quitting smoking for many months, until the risk of relapse has passed.

2. Explain and illustrate, with examples, 4 principles fooping with smoking triggerghat have

worked well for successful esmokergNote: these principles are easily recalled as the acron
AARM.)

a. Avoid external trigger situations

Examples: staying away from alcohol and places where other people smoke (such as

nightclubs, billiard halls, and areas wher
b. Alter or change trigger situations> (2 06S dzZASR ¢KSy &2dz Ol y
altogether.

Example: many smokers are triggered to smoke when they drink coffee while reading the
morning paper at home. This trigger situation could be altered by walking to a nearby
restaurant in the morning to read the paper and drink coffee in a non-smoking section.

c. Replace smoking with substitute behaviors.

Examples:

1. oral substitutes, like chewing gum, eating sugarless candy, or sucking on a cinnamon
stick

2. activities that keep your hands busy, like squeezing a handball, doing bead work or
needl e work, or handling a s ikeepieayourgarketl ar

3. going for a walk, to distract you from smoking and engage in a healthy alternative
d. Mentally Cope with internal emotional triggers.

Examples:

1. using the breathing relaxation exercise taught in session 2

2. listening to calming music

3. Focusing on thoughts that are incompatible with smoking, like thinking of your reasons
for not smoking, imaging yourself as a non-smoker one year from now, and telling
yourself Athis urge to smoke wil. pass i

Note: Importance of Stress Management Skills

Emoti onal i st r es sudringismokiag triggemion patiehty witle RTED, one that
places them at high risk for relapse. This manual assumes that patients have or will soon
acquire stress management skills during the course of routine PTSD treatment (e.g.,
relaxation methods, cognitive restructuring and self-statement modification, and counseling in
life-style alterations aimed at lowering stress). Patients should be repeatedly encouraged to
use these specific stress management skills, when they are asked to complete assignments
to identify strategies for coping with smoking triggers.
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Objective 4

Develop an Action Plan for Coping with Smoking Triggers

. State the importance ofnticipating smoking triggers before they are encountered and
planning a strategy irmdvancefor how to manage these triggers without smoking.

. Askthe patienttoturntotheda@ ! QA 2y tfly F2NJ/ 2LAy3I ¢
on pages 1&0 of theParticipant Workbook.

. Askthe patient to record at leasthree of his/her most challenging smoking triggers.e.,
GKAIK NR&1E aA0dzr GA2ya RdzNRAyYy 3 (K Not&on pages K
28.) These smoking triggers should be mutually setkdased on information gathered from:

I @ 0KS LI GA SyaieQ & YRY|UANAIS 5¢ Ny3 FHSKNS 2 2 NJ a K
b. items checked by the patientontihe/ KSO1f A&l 2F ! RRAGAZ2Y |
c. your discussion with the patient while completifgextive 1 of this session

. Engagethe patient in a problemsolving discussioabout planning strategies for coping with
the smoking triggers selected in #3 above:

a. Ask the patient to generate ideas about how to successfully cope with his/her smoking
triggers, using the concepts and strategiedARM, taught under objective 3.

b. Assist the patient, as needed, by offering suggestions for coping with smoking triggers ths
are feasible to implement (using t#ARM model).

c. Ask the patient to record the agreel upon planned strategies for coping with smoking
triggers in the Coping Strategy column next to each smoking trigger, an¢hé ! O
F2N) / 2LIAY3 gAGK {Y21Ay3a ¢NAIISNAR 22N a

. Advisethe patient to practice these coping strategids resistsmoking irthree smoking trigger
situations during the next week, on a daily bastscommend this strategy as a means for
helpingpatients achieve reduced smoking goals for the weg@late: Patients who elected to
not reduce smoking should also practice the identified coping strategies in trigger situations.)

Note: Customize The Action Plan for Patients With Low Confidence Or Limited Coping
Ability
Some patients with low confidence in quitting may find it too challenging to attempt to cope
with three of their most difficult smoking triggers. For these patients:

e reduce the number of smoking triggers attempted, OR

 identify less difficult or challenging smoking triggers to practice coping with (e.g.,
cigarettes smoked during the day that would be easiest to give up)

. RecommendothelLJr G A Sy G GKIFI{G KSkakKS O2YLX SGS GKS
2 A 0K { Y21 A yiagatet dipatyes22RImIXheParticipant Workbook Explain that this
checklist provides coping strategies usedebysmokers.Suggest dzLJR | (i A MyFActionkPfn
For Coping With Smoking Trigger@ WJ| & Kka8&livreideas gleaned from this checklist.
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Objective 5

Assess Follow-Through With Smoking Cessation Medications

Determine ifthe patient has seen a presitrer to obtain smoking cessation medications.

If the patient has obtained medications

a. remind him/her that bupropioandvareniclineadministration should start-14 days prior to
Quit Date

b. remind him/her that nicotine replacement medications ar to be started until Quit Date

If the patient has NOT obtained desired smoking cessation medications

a. arrange prompt access to a prescriber to obtain these medications in time for Quit Date

Objective 6

Orient Patient to Goal Assignments to be Completed at Home

1. Briefly Orientthe patient to Goal Assignments to be completed at home before session 4.
Assignments are listed on page 17 of Berticipant Workbook

a. New Goals to Accomplish

1. Reviewthéra & ! OGA2y tf Iyl X¥FR ¢ RRAIN A S NjisateitdsNg
action plan with new skills learned from readingthed KSO1f Aaid 2F ! R
[ 2LIAY3 2AGK {Y21AYy3 ¢NAIISNAEDE

2. Practice resisting smokingthree trigger situations each day by using controlled
breathingand other coping skills listed ontliea @ ! O A2y tfly F2N
¢ NAIISNHE DE

b. Continue Previous Goal Assignments

1. Carrythe3X&wS I a2y a T2 NJ v dzand tieadyit BefofeYighfinguypa / |
cigarette on at leasthree separateoccasions each day.

2. For patients reducing smoking prior to Quit Dat€ontinue to follow the plan for reducin
cigarette consumption for the week, as statedonth@a & t f Iy F2NJ wSR
Worksheett Use controlled breathing and coping skibsorded onthaxa & ! O A
F2N) / 2LIAY 3 4 A G 0 adhiverddacgdBmakiNgigaa.S NA& €

For patients who are NOT reducing smoking prior to Quit D&mphasize the importanc
of practicing resisting smoking in trigger situations, using cokillg earned in
treatment. These patients can maintain their current level of cigarette consumption,
should try to restrict smoking tfewer places and situations. The places and situations
where smoking occurs ideally should not be paired withvéteds, events, and pleasures ¢
daily living.
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Note: Goal Assighments For Patients Who Are Unwilling To Set A Smoking Quit Date

Patients who refuse to set a smoking quit date may be amenable to accepting some
interventions, as stated in session 2, objective 1, Note: Procedure for Responding to
Patients Who are Unwilling to Set a Quit Date. These patients should complete Goal
Assignments from the Participant Workbook that correspond to interventions that you elected

to implement.

Objective 7

Schedule Session 4

1. Schedulesession 4 in about one week.
2. Advisethe patient that session 4 will focus on:

a. reviewing successes and problems in coping with smoking in trigger situations and red
smoking in preparation for Quit Date

b. makingadditional plans to prepare for Quit Date
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Session 4

OVERVIEW

Review Assignment to Practice Coping with Smoking Triggers

Review Status of Reduced Smoking

Behavior Changes to Prepare for Quit Date

Review Use of Controlled Breathing

Identify Sources odbocial Support and How Others Will Help The Patient Stop Smoking
Assess Availability and Use of Smoking Cessation Medications

Goal Assignments for Session 5

O 0 000000

Schedule Session 5

Objective 1

Review Assignment to Practice Coping Skills in Smoking Trigger Situations

1. Engagethe patient in a problemsolving discussion about his/her experiences in using copir
strategies to deal with smoking triggereecorded onthaxa & ! QG A2y t |y
{Y21Ay3 ¢NARIIASNAE 22N] aKSSio¢
a. Askthe patient to turn to pages 1820 of the Participant Workbooki a @ | QU A 2 Y

[/ 2LIAY3 6AGK {Y21Ay3 ¢NRAIISNE 22N] aKSSic

b. Askthe patient to name the specific coping strategies that he/she used during the wiek

resist smoking in response to any of his/her identified kmg triggers.

c. ldentify successful coping attempts and enthusiastically congratulate the patient
Encourage continued practice of successful coping methods.

d. Identify attempts to cope with smoking triggers that were unsuccessful or difficult.

Examples: the patient did not try coping methods; the patient smoked in specific trigger
situations despite coping efforts; smoking was avoided in specific trigger situations but with
great difficulty or discomfort

e. Assistthe patient in solving problemsn copingwith smoking triggers by:
1. empathically reassuring i KS LI ASy d GKI G fSFENyYyAy3 i
YR SNNRNE LINROSaa GKFG Gl 1Sa G4AYS Ly
2. identifying the barriers to successful coping with targeted smoking triggers (or the

LJ- { A Basangiér noattempting toresist smoking in identified trigger situations by
use of coping strategies discussed during previous sessions).

3. briefly discussing possible solutions for resolving barriers to use of prmusly discussed
coping strategies in smoking trigger situations, using the AARM strategies.

4. asking the patient to update hislhera a @ ! O A2y tfFy F2NJ / 2
2 2 NJ a KyS&edrding additional smoking triggers and strategies hefsiil use next
week for coping with them.
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Objective 2

Review Status of Reduced Smoking Assignment
(For patients who elected to use this strategy)

1. Assessvhether or not reduced smoking goals for the past week were achiewasidiscussed ir
seson 3and asrecordedontiiea & t fFy F2NJ wSRdzOAy3a { Y21/

If the patient achieved the reduced smoking goal

a. congratulate him/her for successfully reducing smoking, noting that this experience
demonstrates his/her ability to control smokiay managing trigger situations.

b. ask him/her to briefly describe strategies used to reduce smoking and encourage continu
use of these successful methods.

c. ask how he/she felt about reducing smoking
Examples:iWas this difficudtyou ratsiyceé oamy ?e i

d. encourage him/her to reduce cigarettes smoked per day by another 10% between session
4 and session 5, asrecordedonth@ & t f Iy T2 NJ wS R dzO Alfyadbthér Y]
10% reduction igot realistic negotiate an appropriate reduction goal and #is& patient to
accordingly revise hisshera @ t £ Iy F2NJ wSRdzOAy 3 {Y21AY

If the patient did NOT achieve the reduced smoking goal

a. reassure him/her by explaining that reducing smoking andttng is a trial and error
process that takes time and repeated practice.

b. reframe the unsuccessful reduction attempt as a learning experience by:

1. identifyingreasons whyhe patient did not reduce smoking, asking specifically about
withdrawal sympbms.

Note: Responding To Complaints Of Withdrawal Symptoms

If withdrawal symptoms are a barrier to reduced smoking, say that these symptoms show that
the level of nicotine addiction is being successfully reduced. Encourage tolerance of
withdrawal symptoms and reassure the patient that these symptoms will diminish shortly (a
few days to two weeks). Remind the patient that pharmacological aids will help reduce
withdrawal symptoms at the time of quitting.

2. askingthe patient what he/she is willig to do differently to achieve reduced smoking
goals during the next week.

3. dialoguingwith the patient about potential solutions to barriers to achieving reduced
smoking goals for next week.

Example: target for reduction 3 cigarettes of the daythatar e fieasi est 0 t

4. negotiatinga realistic targehumber of cigarettes per day to be smoked during the ne
week and encourage patient to attempt the new reduced smoking goal. Revisedheé
tfly FT2N wSRdzOS RacoMidglyA y 3 2 2NJ] aKSS{é
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Objective 3

Implement Additional Behavior Changes in Preparation for Quit Date

1. Provide a rationale for using additional strategies to prepare for Quit Datexplain that
successfuled Y21 SNBE dz&S | ydzYoSNI 2F YSOKi@nglm T2
advance of their Quit Date, in order to:

I @ YIFE1S avy21{Ay3a tSaa aldzi2YFGAOé Ay (NK
smoking until the urge passes

0D 0dzAft R O2YyFTARSYOS (2 ljdaAald ayz] Aiedand &
situations of daily life

2. Askthe patienttoturntothed t NS LI NA Y 3 F2 NJ a & onvpdgesi2®5 df iheS
Participant Workbook.

3. Engage in a dialogue with the patienih order to assist him/her in recording specific actions
(during the session) that respond to questions onthé NE LI NAYy 3 F2NJ a @

a. How can you begin to spend more time in nonsmoking places or doing nhonsmoking
activities?
b. What situations are you willing to limit your smoking to, betweew amd your Quit Date?

c. What actions are you willing to take to make smoking inconvenient or unpleasant, betv
now and Quit Date?

d. What will you start doing more of to reward yourself and make yourself feel good, in plé
smoking?

4. Ask the patenttoreadthed / KSO1t A&l 2F ! RRAGAZ2Y I O LX-BI5E
within the nextday or twa Advise him/her that he/she should revise thie t NB LJ- NR& y 3
vdzA G 51 (S basaduh suggEssoinsSoffered in the checklist that he/sheilling to try.

Supplemental Strategy: Reviewthet / KSO1 f A&ddG 2F | RRA G A 2 yiththe t
patient during Session 4, negotiating specific strategies that he/she is willing to try.

Note: Session Preparation

You shouldreadthei Checkl i st of Addi t i on aihadRmnceq sessart
4. Your familiarity with the strategies contained in the checklist will facilitate your ability to
assist the patient in completingthei Pr epar i ng for Your Quit Da
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Objective 4

Inquire About Use of Controlled Breathing (or other stress reduction strategy)

1. Askthe patient if he/she has been practicing the controlled breathing coping skill (or other
relaxation method) at leaghree times daily in response tareoking urges.

2. Inquire as to whether or not using this strategy resulted in the passing of the urge to smok

a. If the patient successfully practiced the breathing exeraseecommended in session 2,
acknowledge its helpfulness and encourage continugel of the procedure to resist
smoking urges.

b. If the patient did not practice (or successfully use) controlled breathingn encourage use
of alternate relaxation/calming techniques (sBete below) and methods of coping
identifiedonthed a @ ! tOfiIAR YyC2NJ / 2LIAY 3 2A0GK {Y21AYy

Note: Discretion to Use Stress Reducing Strategies Other Than Controlled Breathing

Controlled breathing is emphasized as a coping strategy because it is (1) portable, (2) known
to reduce stress and anxiety, and (3) provides experience in appreciating a benefit of quitting
smoking. If a patient does not find controlled breathing to be useful, encourage use of an
alternate coping strategy that meets these criteria (e.g., mindfulness meditation or imagery-
based self-calming and coping methods).

Objective 5

Identify Sources of Social Support and How Others Will Help The Patient Stop Smoking

1. Briefly educate the patient abouthe importance of involving support from others in stopping
smoking. Ercouragethe patient to elicit support from others using the following steps:

a. identify people who are available and interested in encouraging and supporting his/hel
smoking effort.

b. tell these supportive people that he/she will stop smokingtbe Ruit Date].
c. be assertive in asking others to stop actions that interfere with efforts to quit smoking.
d. ask others to start (or increase ) specific actions that will help him/her remain smoke fr

2. Advisethe patient to complete and implemet strategieson thed { dzLJLJ2 NI A @St
| St LI aS {G2L) { Y@dua 38 aParticphidt \&dkkBoBKI £

Supplemental Strategy: Dialogue with the patient in order to asstsm/her in completing the
G{ dzLILI2 NI A DS t S2LX S oKP 252ANJddrirgSSsich 51 Shat{is{lidehtify
people who can potentially support the patient and specific actions the patient will take to sol

their support.
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Note: | nvol ving Significant Others in the Pat.i

Il nvite the sparsigniicant diher togomsmoking cessation counseling sessions, if
clinically indicated and desired by the patient. If this significant other is a smoker who wants to
qui t, provide counseling to them bopdnitneiwith a
the Participant Workbook and suggest that he/she purchase nicotine replacement therapy
and/or contact their medical provider for bupropion or varenicline.

Objective 6

Assess Availability and Use of Smoking Cessation Medications

If the patient has seen a prescriber for smoking cessation medications

1. determine whether or not he/she has started buprop@mrvareniclineg(if bupropionand
vareniclinewere not refused omwere not judged to be clinically contraindicated by the
prescriber) Inquire about sideffects or other problems and arrange consultation with the
prescriber for adjustments, if necessary.

2. ifthe patient has not started prescribed bupropionvarenicling address barriers to using the
medication and encouragie patient to start taking bupropiomr varenicline7-14 days before
the Quit Date.

3. remindthe patient that prescribed nicotine replacement therapies are to be started on Quit
Date, after smoking has ceased.

If the patient has NOT seen a prescriber for &ing cessation medicationarrange for him/her to
meet with a prescriber and obtain medicatioasleastone week before Quit Date.

Objective 7

Orient Patient to Goal Assignments to be Completed at Home

1. Briefly Orientthe patient to Goal Assignmésmto be completed at home before session 5. G¢
Assignments are listed on page 23 of farticipant Workbook

a. New Goals to Accomplish

z

1. Begin taking actions recorded onydut NS LI NAy 3 F2NJ vaa@g 51
Update this worksheet withew strategies that appeal to you, as suggested in the
G/ KSO1tAad 2F ' RRAGAZ2YIE EGNIGS3IASA T2

2. Complete thé { dzLILI2 NI A @S t S2LX S 2 K2 2 Af ftoddy,Sftet
session 4. Begin asking others to supportry&tforts to stop smoking in ways described
on the worksheet.

b. Continue Previous Goal Assignments

1. Carrythe3X&wS I a2y a T2 NJ v dzanddeadyit BefofeYighfingupa / |
cigarette on at leasthree occasions each day.
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2. Practiceesisting smoking iat least threetrigger situations each day by using controlleg
breathing (or alternate relaxation method) and other coping skills listed oriithee ! (
tfrFy F2NJ/2LAY3I 6A0GK {Y21Ay3 ¢NAIISNE

3. For patients reducing snking prior to Quit Date Continue to follow the plan for reducin
cigarette consumption for the week, as statedonth@ @ t f Iy F2NJ wSR
Worksheett Use controlled breathing and coping skills recorded ondtHe O (i A 2 v
Coping with Smoi 3 ¢ NRXoZéhiswdddéiced smoking goals.

For patients who are NOT reducing smoking prior to Quit D&mphasize the importanc
of practicing resisting smoking in trigger situations, using coping skills learned in
treatment. These patients can maan their current level of cigarette consumption, but
should try to restrict smoking tfewer places and situations. The places and situations
where smoking occurs ideally should not be paired with activities, events, and pleasu
daily living.

Note: Goal Assighments For Patients Who Are Unwilling To Set A Smoking Quit Date

Patients who refuse to set a smoking quit date may be amenable to accepting some
interventions, as stated in session 2, objective 1, Note: Procedure for Responding to
Patients Who are Unwilling to Set a Quit Date. These patients should complete Goal
Assignments from the Participant Workbook that correspond to interventions that you elected
to implement.

Objective 8

Schedule Session 5

1. Schedulesession 5 in about ongeek.

2. Advisethe patient that session 5 will focus on:

a. reviewing successes and problems in using coping skills to resist smoking in trigger sitt
and to reduce smoking before Quit Date

b. following up on lifestyle changes recorded on tlieNJS LJF NAy 3 F2NJ a& v

c. teaching new skills for successfully stopping smoking on Quit Date

35



Session 5

OVERVIEW

Review Assignment to Practice Coping with Smoking Triggers
Review Status of Reduced Smoking

Review Preparation for Quit Dafessignment

Review Assignment to Use Social Supports

Actions to Take on Quit Date

Introduction to Relapse Prevention

Review Plan for Smoking Cessation Medications

Goal Assignments for Follewp Session

O 0 O 000000

Schedule Followp Appointment

Objective 1

Review Assignment to Practice Coping Skills in Smoking Trigger Situations

1. Engagethe patient in a problemsolving discussiombout his/her experiences using coping
strategies to deal with smoking triggers recorded ondha & ! OG A2y tfLy ¥
Smokingt NA 33SNE 2 2NJ] AaKSSG d¢

a. Ask the patient to name the specific coping strategies that he/she used during the week
resist smoking in response to any of his/her identified smoking triggers.

b. Identify successful coping attempts and enthusiasticallygratulate the patient.
c. ldentify attempts to cope with smoking triggers that were unsuccessful or difficult.

d. Assist the patient in solving problems in coping with smoking triggers by:
1. empathically reassurinthe patient that learningto copedvii K aY2 {1 Ay 3
YR SNNRNE LINROSaa GKFG Gl 1Sa G4AYS Ly
2. identifying barriers to successful copinigh targeted smoking trigger®r theLJF G A S

reasons for noattempting toresist smoking in identified triggeitsations by use of
coping strategies discussed during previous sessions).

3. briefly discussing possible solutidasresolving barriers to use of previously discusseq
coping strategies in smoking trigger situations, using the AARM strategies.

4. askim the patient to updatehis/hera a e ! OG A2y tfFy F2NJ / 2
2 2 NJ a KySesdrding specific coping strategies he/she will try next week in target
smoking trigger situations.
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Objective 2

Review Status of Reduced Smoking Assignment
(For patients who elected to reduce smoking before Quit Date)

1. Assessvhether or not reduced smoking goals for the past week were achiewasidiscussed ir
session 2 and asrecordedonthea @ t £ 'y F2NJ wSRdzOAy3a { Y21/

If the patient achieved the reduced smoking goal

a. congratulate him/her for successfully reducing smoking, noting that this experience
demonstrates his/her ability to control smoking by managing trigger situations.

b. negotiate whether or not further reduction in smoking advisable between session 5 and
Quit Date.

LT GKS LI GA Sy Qa7 daydrafdessioh nSourdge hirb/Eer taradick A
cigarettes smoked per day by another 10% between session 5 and Quit Date, as recor
theda& t &y F22NJAwSR ZRANAT KSYS G ¢

LT GKS LJ GA Sy i Q54 daydrafSession Be§otiatela retiutionsoh 036K |
ME:S FOO2NRAY 3 (2 K Sedallent to Scgaididgly revadeRhis/ SN
Gae tfly F2NJ wSRdzOAy3 {Y21Ay3d 22N] aKSS|

If the patient did NOT achieve the reduced smoking goal

a. reassure him/her by explaining that quitting is a trial and error process that takes time a
repeated practice.

b. identify reasons why the patient did not reduce smoking, asking specifically about
withdrawal symptoms and other barriers to achieving the reduced smoking goal.

c. dialogue with him/her to determine whether to reduce in cigarette consumption betweer
session 5 and Quit Datersusholding current consumption stable until stopping entyrein
Quit Date.

If the patient elects to attempt to reduce smoking before Quit Date

a. negotiatean achievable goal (cigarettes per day) within the limits of his/her confidence
coping abilities.

b. askthe patient to use strategielsted on thedMy Action Plan for Coping with Smoking
¢ NA 33 SNRE id ddediozaéhieve teduced smoking goals.
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Objective 3

Review Preparation for Quit Date Goal Assignment

1. Askthe patientto turntothead t NS LI NAy 3 F2 NJ | 2 daMIpageR4H5 obthe |
Participant Workbook.

2.LYljdzZANB | 62dzi GKS LI GASY(dQa SELIS N GistBdin
session 4 and as recorded onthe NBLJ NAy 3 F2NJ , 2dzNJ vdzA 4 5|

Example questions:
a . How did you begin to spend more time in nonsmoking places or doing nonsmoking

activities?
b. AwWhat situations did you Ilimit your smo
c. iwhat actions did you take to make smok
week?0

d. What new actions did you start doing more of to reward yourself and feel positive emotions?

3. Engage in a problensolving discussiothat assists patient in resolving barriers to
implementing behavior change strategies recorded ondhe NS LJ- NA y 3 T2 NJ

Workk S S o ¢

4. Obtain a commitment from the patient to continue using strategiescorded on the
Gt NBLI NAYy 3 F2NJ , 2daNI Fv daAKiS 5vIidaASi 252 Ni| Sa KASAS (s

5

are relevant.)

Objective 4

Review Goal Assignment to Use Social Supports

1. Askhe patient to identify the followingif necessaryrefer to theéSupportive People who will
| St L) aS {02L) {Y21Ay3 22N]akKSSi¢
a. the person(s) he/she has actively sought support from to assist in his/her stop smoking
efforts
b. the specific supportive actions requested of this person(s)

c. the outcome of this request (i.e., supportive actions others agreed to)
2. If the patient was unsuccessful in soliciting an agreement for stop smoking supportive Acti
provide assistance inelping him/her complete this assignment.

Example: identify alternative supportive others and/or appropriate stop smoking supportive
actions for the patient to request.
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Objective 5

Educate Patient About Specific Actions to Take on Quit Date

Reaffirm Quit Date

1. ConfirmtheLJr G A Sy Qa AyiaSyuaAazy (2 adz2L) ayz21Ay3
Date.

2.LYljdZANBE Ayid2 GKS LI GASYydQa LXIFya F2N OSft
the following guidelines:
a. a day ominimal stresgexample, on a weekend or day off work)
b. a day spent engaging in a special pleasurable activity, preferably with a supportive pers

c. aday spent in a nesmoking environment and activities that are not associated with smo

Provide Education About Plan for Managing Nicotine Withdrawal Symptoms

1. Educatethe patient about the possibility that nicotine withdrawal symptomeould occur after
stopping smoking.

a. Withdrawal symptoms are usually at their worst fe8 days and the diminish over the
next 1-3 weeks.

b. Examples of typical withdrawal symptoms include: craving, irritability, feeling jittery or
restless, difficulty concentrating, mild headache, upset stomach, and fatigue. Sinus drg
and more mucous when coughiage also common signs of recovery after stopping
smoking.

2. Convey the expectation that withdrawal symptoms are likely to be minirbaicause

a. using nicotine replacement therapy as prescribed will prevent most withdrawal sympto

b. For patients whauccessfully reduced smokinguccess in reducing smoking over the pas
weeks has lowered blood nicotine levels and likelihood of withdrawal symptoms.

3. Explain that the PTSD Clinic doctor or nurse will prescribe or adjust the dose of nicotine
replacenent therapy(patch, gumJozengespray, or inhaler) if nicotine withdrawal symptoms
cause discomfort.

Discuss Specific Actions to Take on Quit Date and During the Following Week

1. Advisethe patient that making cigarettes unavailable to him/her is agy to success in quitting
smoking.

a. Ask the patient what his/her plan is to make cigarettes unavailable on Quit Date and du
the following week. Offer suggestions, as needed, to help shape a feasible and effecti
plan.
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2. Askthe patient to look atthed / KSO1t Aad 2F 9a&aaSydAalEhandod i A
located on page 30 of thearticipant Workbook.

a. review, discuss, and strongly recommend using the strategies listed on/th€ S O f A

9aaSyidAlt ! OGA 2y anddufing the 1dllGving weekv dzZA G 51 (0 S 4

~

3. Ask the patient to look at the handoutd { dzZ33S&aGA2ya F2NJ ! RRAUGA 3
Date> ¢ f 2 Ol U S B2 & tieParicifaitaVorkbraok

a. requesthat the patientread this handout at home and useai$ a resource for additional
actions to take after Quit Date.

Objective 6

Introduce Principles of Relapse Prevention

1. Emphasize the importance of not smokieyen a single puféfter Quit Date, as not smoking
at all will greatly increase the chanced permanent smoking abstinence.

a. CautiorthelLJr G ASy G F3FAyad GKAY1AYy3d GKIFG KSki
prolongs withdrawal symptomand leads to aeturn to reqular smoking
2.9ELINB&a O2y FTARSYyOS stoysmakikgcorhpletily véhife dattf@lly staiirg t
GKFG AG Aa LINJWzZRSY G G2 LINB LI NGESlapseidtn isckated LJ2
instance or a few instances of smoking; a relapse is a return to regular, daily smoking.)

3. ExplainthestraB3& F2NJ aoNBI {Ay3d GKS 0eoOf S¢ G2 LI

a. view a lapse asmistakethat can be recovered from, rather than as a personal failing.

b. regard a lapse adearning experience analyze what the trigger was and how to better
anticipate it and cope with it next time.

c. tellyourselfthatd I LJAS R2Say Qi (i dzNJ agaid,dmlessfdullol it td

d. immediatelystop smoking after a lapd®y using coping strategies in tigarticipant
Workbook negative feelgs about your lapse will soon pass as time not smoking increz

4. Provide information about the most common higtisk situations for relapse:
a. negative moodslike stress, depression, and anger
b. feeling positive and upbeaespecially in situains where others are drinking and/or
smoking

c. misquided rationalizationsnissing cigarettes like a lodtT NI cBrwiRckhg yourself that
youd Yy S & §tnoke in a crisis, and testing yourself to see if yowcany 2 { S 2 dza
2y 0S AY | GKAf S¢

5. Query the patient about his/her highest risk smoking trigger that could lead to resumption
smoking after Quit Date:

Example:Al f you were to slip and smoke a cigar €
that be?0
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6. AdvisethepatienttK F G aY21 Ay 3 GNAIISNE ARSYIGATFTASR
risk situations for relapseas recordedonthd a & ! OGA2y tfly F2NJ/
2 2 NJ a Kp&yBsiilé0 of Participant Workbook

7. Recommend tdhe patient that he/she anticipate and prepare for encountering smoking
trigger situations following Quit Dateby regularly referring to and updating tiea & ! O
tfry F2NJ/2LAY3A 6A0K andthgal KB O NMBTS MBF 292
Take on Quit Date €

Objective 7

Review and Solidify the Plan for Using Smoking Cessation Medications

1. Ensurethat the patient has obtained a prescription for smoking cessation medicatiafter
meeting with his/her prescriber.

2. Querythe patient about his/her uncrstanding of:(a) medications that he/she plans to use &
(b) the method for using them (i.e., dose, course of therapy, and procedRre)idecorrective
information and answer questions, as necessary.

3. Consultwith the prescriber to address problesif there are barriers to accessing cessation
medications, concerns about siddfects, or questions about the use of medications that you
cannot answer.

Objective 8

Orient Patient to Goal Assignments to be Completed at Home

Briefly Orientthe patientto Goal Assignments to be completed at home before session 6. Go
Assignments are listed on page 29 of Participant Workbook

a. New Goals to Accomplish
1. Carefully followthé / KSO1t Aad 2F 9aaSyidAlf ! OtAazy

2. Readthe hadouta { dzZ33SadA2ya F2NJ ! RRAGA 2 yandusel O
strategies that think will help you remain tobacco free.

3. Regularlyrefertothéa& ! OGA2y tflFy FT2NJ/ 2LIAY 3o gA
anticipateand planfor dealing wih high risk relapse triggers that will come your way.
Update this worksheet with strategies for coping witbw smoking trigger situations that
you discover along your journey to stay tobacco free.

b. Continue Previous Goal Assignments

1. Continue to dsimportant people in your life to support your efforts to quit smoking, usir]
yourd{ dzLJLI2 NI A @S t S2LX S 6K2 gAf fasadghileddd aS {

2. Continue to frequently use controlled breathingandyduv S a2y a F2 NJ v d
card forcoping with smoking triggers and urges.
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Note: Goal Assignments For Patients Who Are Unwilling to Set a Smoking Quit Date

Patients who refuse to set a smoking quit date may be amenable to accepting some
interventions, as stated in session 2, objective 1, Note: Procedure for Responding to
Patients Who are Unwilling to Set a Quit Date. These patients should complete Goal
Assignments from the Participant Workbook that correspond to interventions that you elected

to implement.

Objective 9

Schedule Follow-Up Session

1. Scheduldollow-up session 1 in about one week.

2. Advisethe patient that the followup session will focus on:
a. solving problems with quitting smoking since Quit Date
b. discussing methods temainsmoke free after havinguit

c. discussing lifstyle changes that will support loigrm smoking abstinence
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Follow-Up Visits
(Sessions 6-8)

OVERVIEW

C Assess Smoking Status & Quit Date Experiences
PROCEDURES FOR ABSTINENT PATIENTS
C Congratulate Patient/Support Continued Alpgince
C Discuss Positive Experiences Associated with Quitting
C Assess & Resolve Problems Encountered in Quitting
PROCEDURES FOR PATIENTS WHO CONTINUE TO SMOKE
C Renew Commitment to Abstinence & Reinstate Appropriate Treatment
C Goal Assignments for Following Sess
G Schedule Next Followp Visit

Objective 1

Assess Smoking Status and Post Quit Date Cessation Experiences

1. Askthe patient to describe his/her smoking cessation experiences on Quit Date and
subsequent days.

2. Askthe patient if he/she has leen totally abstinent from smoking since Quit Day (not even ¢
single puff).

3. Follow procedures for patients who have been totally abstinent OR procedures for patient
who have smoked (below).

Objective 2
PROCEDURES FOR ABSTINENT PATIENTS

1. Congatulate the patient on his/her success and encourage continued abstinence

a. ExpressSY 0 KdzaAl ayY YR &dzZLJLI2 NI F2NJ GKS LI GA
LJd?

b. Emphasize the importance ofcontinued total abstinencé a y 2 & S @Sy |
increase chances of lorigrm success in stopping smoking permanently.

c. AdviseF 2 0dzA Ay 3 GKAYT1AYy3d 2y NBYIFAYAyYy3 |jdzA
I GAYSoDE
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Supplemental Strategy: Patients who stopped smoking find it rewarding toveefsedback
about favorable reductions in their exhaled carbon monoxide (CO) level. If a CO monitor
conveniently available, consider measuring exhaled CO levels atHfgliaisits and advise
patients of results.

2. Initiate a brief discussion of pgitive experiences associated with quitting smoking and
successful methods used to quit

a. Ask open-ended questions to elicit discussion in the following areas:

I. were any shorterm benefits of stopping smoking notice@Suggest possibilities if
nee@ssary cost savings, satisfaction of family members, pride, improved taste or sme
etc.)

ii. which behavioral coping strategies were helpful in quitting (ff@anticipant Workboo}?

iii. were smoking cessation medications used as prescribed andadichtip reduce smoking
urges and withdrawal symptoms?

b. Encourage the patient to vigorously continue using coping strategies and medications that
worked since Quit Date and guard against (a) becoming surprised by unanticipated smo
relapse triggers,piR 000 2@3SND2YFARSYOS 2NI NI GA2YLI
OAII NBGGSPe

3. Assess and resolve problems encountered in quitting smoking and/or anticipated threats t
abstinence.

a. Ask the patient about any problems he/she encounteredrohg quitting or expects to
encounter that may threaten continued abstinence.

b. Summarize additional problems that emerged from the brief discussion of g@sit Date
experiences (procedure 2 above).

c. Conduct an inquiry into the identified problem agas anddialoguewith the patient about
suggested solutions to these problems. Use Table 1 as a guide for identifying and reso
problems (select interventions that you judge to be clinically indicated).

Table 1. Common Problems Encountered in Quitting Smoking and Suggested Responses

Problem Responses

e Schedule additional followp visits or phone calls witthe patient.

e Helpthe patient identify sources of support within his/her

Lack of support for environment, using thé { dzLJLJ2 NI WigbWill tHERMaStBp

cessation {Y21AYy3d 22N] AaKSSG ¢

e Suggest using free interndtased stop smoking services
(www.Quitnet.com www.smokefree.comwww.ashline.org.
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http://www.quitnet.com/
http://www.smokefree.com/

Negative mood or
worsening symptoms
of PTSD or depressiol

Arrange appropriate cognitiveehavioral interventions within the PTS
Clinic or elsewhere.
Referthe patientfor psychotropic medications or adjustment of thesg
medications.

Implement interventions contained in Appédix 1 that address PTSD
symptom relapse triggers.

Strong or prolonged
tobacco cravings or
withdrawal symptoms

If the patient reports prolonged craving or other withdrawal sympton
determine if he/she is using nicotine replacement thergamypropion
andvareniclinemedications appropriately.

If the patient initially refused smoking cessation medications,
encourage starting these medications now.

Consult withil K S LJIpiederdbgt @rd donsider increasing dose of
nicotine replacement therapy within estashed dosage limits (see
Supplements 2b - 2h).

Emphasize that beginning to smoke (even a puff) will increase urge
and make quitting more difficult.

Weight gain

Recommend starting or increasing physical activity (advise against
dieting).

Reassureghe patient that some weight gain after quitting (average-=
10 Ibs) is common and will not usually extend beyond that level.
State that some weight gain may be caused by an unhealthy diet a
that a high fiber, low fat, heart healthy diet may be useful.
Consider maintaininthe patient on bupropion, Nicorette, or Nicoderr
medications in order to delay weight gain. (Consult \tfith prescriber.)
Consider referringhe patient for a dietary or nutrition consultation.
Advisethe patientto read thed 2 SA 2 ili NBf ! T34 SNJ
(pages 3B8)andat Ke aA Ol f 9ESNDAAS /Iy
C NJpS&ges 4012) handouts of theParticipant Workbook

Flagging motivation of
feelings of deprivation

Apply motivational interventions (sesupplement 1).

Reasurethe patient that feelings of ambivalence about giving up
cigarettes are common and will pass as other sources of reward an
pleasure are developed in life. (Asdis patient in identifying rewards
and sources of pleasure to replace smoking.)

Insamnia

If the patient is taking bupropion, consider having him/her take the F
dose earlier in the evening (so long as it occurs 8 hours after the
morning dose).

Considehavingthe patientremove thetransdermal nicotine patch
while sleeping.

Consider addig appropriate psychopharamacological agents or usir|
behavioral sleep hygiene interventions.

Difficulty resisting
smoking in trigger

situations

Directthe patient to use coping strategies in tiRarticipant Workbook
(seedae ! QUA2Yy tf I y2{TAND /C2NBATyTBNE
thead/ KSO1fA&G 2F 9aaSyidAalrt 1| OGA
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Objective 2

PROCEDURES FOR PATIENTS WWHO CONTINUED TO SMOKE AFTER QUIT DATE

Renew a commitment to abstinence and reinstate treatments aimed at resolving specifigdra
to stopping smoking

1. Determine whether thecontinued smoking after Quit Date is characterized by:
a. maintenance of the pr@uit Date level of smoking with no success at quitting > 24 hrs.
b. an attempt at quitting (> 24 hrs), followed by retuto regular or intermittent smoking.

c. an isolated puff or consumption of a few cigarettes, followed by coping and recovery-tc
smoking.
2. Reassure and encourage the patient6 NETFSNE Fa ySOSaalNR:zZ (2
Empathic Suppdr ' YR 9y O2dzN} 3S tFGASYG Ay vdzAa GaA
a. remindthe patient that most successful esmokers require multiple attempts at quitting.

b. emphasize the importance of trying to quit as many times as it takes to achieve succes
with enduring supporfrom the PTSD Clinic staff. (The road to certain defeat is to stop

trying.)

3. Provide a constructive view of the episode of continued smoking and guidance for actions tq
take now, by paraphrasing the following concepts:

I ® GASE 02y i AWAaSIR 1aSYe2 {UAKFAT |Gt W @kt NIBIO 2 BN
ratherthanafulo t 2 6y GNBf | LJASE G2 | tAFSGAYS 27

0D R2 y20 aoStHG @2dz2NBRStF dzL) 20SNI I | L
These negative feelingsonlyniak A G Y2 NB f A1 Steé& @2dzxQf f &)

c. analyze what can be learned from the lapsaentify the trigger that tempted you to smoke
and ways you could have anticipated and coped with it better.

d. renew your commitment to stop smoking and use copingsdkdirned during treatment to
better plan to deal with smoking triggers in advance.

4. Renew the decision to quit smoking and reinstate appropriate treatments.
a. provide clear, strong, and personalized advice to quit smoksag session 1, objectivg 2

b. renew a commitment to stop smoking:

1. for patients who already stopped smokingptain a commitment to remain smoke free
and dispose of all cigarettes.

2. for patients who are currently still smokingegotiate a new Quit Date, preferably today
unless lifeOA NOdzyadl yOS AaadzSa 2N 0KS LI GASyYy
another failed quit attemp{see session 1, objective 7)
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c.provideY2UA QDI GA2y It AYyUGSNBSylGAz2ya F2NI ol 0 |
ambivalen about committing to remaining smoke free (2.a. above) and (b) continued
smokers who resist establishing a new Quit Détdlow procedures for session 1, objective
also see Supplement 1).

d. dialogue with the patient about the problems contributing continued smoking and
solutions to these problems, using Table 1 of this manual (pagd$yds a guide.

e. reinstate appropriate interventions described in session objectives of this maagabrding
to your discretiorabout which (if any) are clically indicated and feasible to administer.

Objective 3

Orient All Patients to Goal Assignments to be Completed at Home

Goal Assignments for All Folldyp Sessions

1. Recommend readinthed a@ ! QliA2y tflFy C2NJ / 2LAYyIéat A
least once weekly and practice of recorded coping strategi@sdyvise patients to update this
worksheet by listing:

I ® ySs GaKAIK NAAlE GNARIASNAR OGKFG GKSe |
b. specific behavioral plans for coping with thesggers.

2. Encourage regular reference to other worksheets and checklists irPdréicipant Workbook,
which the patient has found to be personally helpfuAdvise continual preparation for higisk
smoking triggers by regular practice of coping slkallgyht in theParticipant Workbook

Additional Sessio®pecific Goal Assignments

Follow-up session 1 (pages 33-35 of Participant Workbook

ReadParticipant Workbookandout,d 2 K 4§ LF¥ L {ftALI YR | I @S |
Follow-up session 2 (pages 36-38 of Participant WorkbooK
ReadParticipant Workbookandout,d 2 SA I KG / 2y GNRE ! FGSNI {G2L

Follow-up session 3 (pages 39-42 of Participant Workbook

N A

ReadParticipant Workbookandout,dt K& aA OFf 9ESNOAAaAS /+y | S¢
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Objective 4

Schedule Follow-Up Sessions and Inform Patient of the Agenda for these Sessions

1. Inform the patient of the plan for followup visits:
a. schedule followup sessions 2 and 3 approximately one week apatrt.

b. schedule oncenonthly followup visits thereafer, until 1 year has elapsed from the date (
session 1. (Approximately 10 monthly visits.)

c. encouragéehe patient-initiated contacts with you in between scheduled sessions, if
additional assistance is needed.

2. Inform the patient of the agenda forfollow-up visits:
a. to maintain a permanent smokéree life-style by discussing and solving problems that
threaten this goal
b. to assist in recovering rapidly from a smoking lapse (should that occur) and prevent rett
to regular smoking
c. to assist in making lifestyle changes (weight control and physical exerdisepatients
interested in pursuing these goals
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SUPPLEMENTS

Supplement 1: Promoting Motivation to Quit Smoking

Supplement 2:
Supplement 2a0verview of Pharmacotherapy for Integeat Care

Supplemengb: Clinical Use of Bupropion

Supplemengc: Clinical Use of Nicotine Patch Therapy
Supplemengd: Clinical Use of Nicotine Gum
Supplemenge: Clinical Use of Nicotine Nasal Spray
Supplemengf: Clinical Use of Nicotine Inhaler
Supplemat 2g: Clinical Use of Nicotine Lozenge

Supplement 2hClinical Use of Varenicline
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SUPPLEMENT 1
Promoting Motivation to Quit Smoking

fGNJF GS3& mY 'aS8 G4KS dan waé 2F I SIFfOGK t NRY2(GAzZ

Discuss th@®elevanc®@ ¥ vdzA GG Ay 3 { Y21 Ay3

Motivational information given to a patient has the greatest impact if it is relevant to a patient’
disease status, family or social situation (e.g., having children in the home), emotional and pH
health concerns, and quality of life goals (e.g., to haeee stamina to participate in recreational
activities).

1. Encourage the patient to state specific, personally relevant reasons why quitting smoking
be of benefit(i.e., improve the quality of his/her life and help him/her accomplish personally
meaningful life goals).

2. Suggest and highlight benefits that seem most relevant to the pati@&xtaamples of benefits:

Improved health and reduced risk of disease and early death

Feel better physically, and improved wb#ing

Others you live with wilbe healthier by not being exposed to smoke

Food will taste better

Improved sense of smell

91 AASNJONBIFIGIKAY3I YR fSaa aayYz2{1SNRa 02
Save money to purchase things and vacations you really want

Home, car, breath will smell better

Can stop worrying abouwuitting

Set a good example for kids

Freedom from being controlled by addiction

More energy and stamina to participate in recreational activities and daily work

v v > > DD D Dy D D D

Discuss th&iskof Continued Smoking

Askthe patient to identify the potential negative esequences of smokingSuggest and highlight
those risks that seem most relevant to the patient. (Emphasize that smokintdow-nicotine
cigarettes or use of other forms of tobacco (e.g., smokeless tobacco, cigars, pipes) will not
eliminate these 8ks.) Examples of risks to emphasize:

A Acute risks Shortness of breath, exacerbation of asthma, impotence, infertility, cough or
bronchitis, loss of smell and taste.

A Longterm risks Heart attacks and strokes, cancer of the lung, larynx, oral caviphagus,
pancreas, bladder, emphysema.

A Environmental riskdncreased risk of lung cancer in spouse and children; higher rates of
smoking by children of smokers; increased risk of SIDS, asthma, middle ear disease, resj
infections in children of smeers, and fires.
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Discuss th&oadblock$o Quitting Smoking

1. Askthe patient to identify barriers or impediments to quitting smoking@ypical barriers might

include:

A Withdrawal symptoms

Fear of failure

Weight gain

Lack of support from others

Use ofalcohol

Depression, stress, or other negative emotions
Enjoyment of tobacco as a source of reward or pleasure
Social pressures to smoke (smoking is integral to socializing with friends and acquaint
A Smoking is part of and integral to activities oflgéiving (e.g., coffee breaks, after meals)

LD D D DD D D

2. Educatethe patient about treatments that will alleviate identified barriers to quitting smoking
(pharmacological and behavioral counseling approaches).

RepeatMotivational Interventions at Every Clinis¥i

1. Repeat motivational interventions at everynid visit until:

a. the patient agrees to set a Quit Date and pursue treatments aimed at stopping smo

b. the patient refuses stop smoking treatment and declines futGngsits aimed at
delivering motivational interventions. Under these circumstances:

1. acknowledge that the patient may not be ready to stop smoking at this time,

2. attempt to identify a point in the future when he/she anticipates being ready to
participate in stop smokingéatment (e.g., after resolution of a life crisis)

3. ask permission from the patient to inquire again about readiness to stop smoki
during the course of future routine PTSD clinic contacts.

2. Patients with a prior quit attempt history should be tdltht repeated efforts at stopping are
required by most successful-smokersp 9y O02dzN} 3S YdzZf GALX S |jd
new approaches and lessons learned from past attempts.

SOURCE: Adapted frafiore, M.C., Bailey, W.C., Cohen, S.J. €2AD0) Treating Tobacco Use and
Dependence. Clinical Practice Guideline
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Strategy 2 (OptionallJse Motivational Interviewing Technigues

General Therapeutic Principles for Delivering Motivational Interventions

1.9ELINB&a SYLI (Keé udge NyuittiidSsmakingiahdcyhiie® gespéctiinisther
choice to either continue smoking or attempt to quit.

2.1 §2AR I NBdzYSyildlriGAz2ys O2yFTNRY(GlFGA2Y I WUs¢R
matter-of-fact tone to objectively present informaticsbout the risks of smoking, the benefits
2F ljdAGdOAY3IE YR GKS GNBFraGayYSyda | @ Aflof

3. Emphasize personal responsibility for the decision to quit smoking or continue to smoke.
Stress the importance of an intrinsic locos the decision rather than extrinsic motivations
OGLINBaA&adzNBE (G2 ljdzAd FNRBY | &LJ32dzaS 2NJ KSI

4. aw2fté GgAGK NBarAall POSRID2HmyZASHRAY T K38 K
by uncovering the emotional state behind thesistance (e.g., fear of again failing at quitting,
concerns about having no other means to manage stress and anxiety without smoking).

Specific Motivational Interventions

Assess Importance Of Quitting Smoking

1. Ask a series of questions aimed la¢lping the patient to see quitting as important:
I @ GhF AV ImMAOIE ST K2g AYLRNIFYyOG Aa Ad T2

0 G2 KIFIaG g2dd R KI@S G2 KFLIWISYy F2NI AG G2
o) 2 K& &adzOK MWhykhava you givereydliB#f a schrevdt (name score given)
NIF §KSNJ GKFYy | £26SN) a02N8x tA1S I m 2NJ
R® 2 KFEG ad2Lla €2dz FNRBY Y20Ay3 dzLl FNBY |

Assess and Improve Confidence in Stopping smoking

1. Ask a seriesfoquestions aimed at identifying and enhancing confidence in quitting smoking
I @ GhF AV ImMAOIf ST K2g O2yFARSY(lH IINB &2dz

0P G2 KIFIG g2dAd R YI 1S @2dz Y2NB O2yFTARSYy
o) G2 Ké RABNBRRIF NI & SKAIK a4 &2dz RARI Ay
R® LA GKSNB |yedKAy3a &2dz F2dzy R KSft LIF d«
So G2 KIFGdG RAR @2dz £t SFNYy FNRY GKS gl & GKA
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2. Provide interventions aimed at imeasing confidence in quitting smoking.

I @ G. NF AYAG2NXYE | YSydz 2F 2LJiA2ya GKIG
confidence.

0D 5Aa0dzaa UGUNBFGYSyd 2LIA2ya GKIFG | NB

o) ' &1 F o 2dzi {ésSul dult altemBtyoid@eiandvivhat made iodifiedent

from less successful attempts. Ghkeé patient to review his/her strengths and victories, in
past quit attempts or other behavior changes.

d. Summarize evidence that change is possible.

Examine Pros and Cons of Smoking

1. Ask questions aimed at developing a discrepancy between the consequences of continue
aY21Ay3 OSNBRSaA (KS LI GASYGQa LISNaR2Yf @

I @ G2 KFEG FNB a2YS 27 (KS fIS%AEI IRRR| AKRK
G2 KFEd ¢2dd R 6S a2YS 2F (GKS 3I22R G(GKAYy
GLT @2dz AYIFIAYSR F2NJ I Y2YSyd GKIG 8
82dz FSSt K¢
2. Provide feedback by summarizing information elicited from the gatt that points to a
discrepancy between continued smoking and personally relevantdifge goals.
a. Summarizethesheit SNY¥a o6SySF¥AGA YR NBSINRa 27
perspective.

b. SummarizéheLJr G A Sy G Qa O2 y @8 ddpking. | Piodidizieedta2kyabiokt yhe
health risks of continued smoking and associated quality of life impairments.

c. Askhepatient: 62 KSNBE R2Sa (KA&a fSIF@S @2dz y26K

SOURCE: Adapted from Rollnick, S., Mason, P., & Butler, C. {1888#. behaior change: a guide for
practitioners New York: Churchill Livingstone.
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SUPPLEMENT 2A

Overview of Smoking Cessation Pharmacotherapy for Integrated Care

Who should receive
pharmacotherapy for
smoking cessation?

e Every smoker, except possibly pregnant serskand adolescents
should be encouraged to use pharmacotherapies

What are the firstine
pharmacotherapies?

The FDAapproved pharmacotherapies for smoking cessatfonr(of
which are VA formulary medications) are recommended, includin

e bupropion SR @@an) (bupropion IR can be used if SR-non
formulary)

e transdermal nicotingpatch)

e nicotine polacrilex (guiozengein patients who cannot tolerate
gum)

e nicotine nasal spray (only in patients who cannot tolerate
transdermal nicotine or nicotine polacrilex

¢ nicotine inhaler (only in patients who cannot tolerate transdern
nicotine or nicotine polacrilex)

e varenicline (only ipatients who cannot tolerate other smoking
cessation medications or who have failed adequate trials of ot
smoking cessation medittans)

What factors should a
providerconsider when
choosing among the five
first-line
pharmacotherapies?

Choice of a specific fiihe pharmacotherapy must be guided by
factors such as:

e providerfamiliarity with the medications

e contraindications for dected patients

e patient preference

e previous positive and/or negative experiences with a specific
pharmacotherapy

e patient characteristics (e.g., history of depression, concerns a
weight gain)

Are pharmacotherapeutic
treatments appropriate for
lightersmokers (e.g., 2@5
cigarettes/day)?

Yes.Provides should consider individualizing treatment based on
specific patient characteristics such as previous experience with {
patch, amount smoked, degree of addictiveness, &to adjustments
are necessarwhen using buproprion SR.

Which pharmacotherapies
should be considered with
patients particularly
concerned about weight
gain?

Buproprion SR (or IR) and NRT (in particular gum) have been shc
to delay, but not prevent, weight gain.
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What pharmacotherpies
should be especially
considered in patients with
a history of depression?

Buproprion SR (or IR) appears to be effective with this population

Should NRT be avoided in
patients with a history of
cardiovascular disease?

It should be avoided in patientgho have had a myocardial infarctig
(heart attack) within the past 2 weeks or patients who have a sev
cardiacarrhythmia Otherwise, the nicotine patch, in particular, is

safe and has been shown not to cause adverse cardiovascular ef

May tobaco dependence
pharmacotherapies be
used longterm (6 months
or more)?

Yes. This approach may be helpful with smokers who report
persistent withdrawal symptoms during the course of
pharmacotherapy or who desire logrm therapy. A minority of
individualswho successfully quit smoking use ad libitum NRT
medications (gumlpozengejnhaler) long term. The use of these
medications long term does not present a known health risk.
Additionally, the FDA has approved use of buproprion SR for a lo
term maintenance indication.

May pharmacotherapies
ever be combined?

Yes. There is evidence that combining the nicotine patch with eit
nicotine gum or nicotine nasal spray increases &g abstinence
rates over those produced by a single form of NRT. hssiple,
particularly in psychiatric populations, that combining bupropion §
(or IR) with nicotine replacement is beneficial, but no firm data
support this approach. There is no evidence that it is harmful or
dangerous.

Varenicline should NOT be combiheith other smoking cessation
pharmacotherapies. Varenicline occupies one subtype of nicotini
receptor and will block some effects of nicotine and/or increase si
effects of nicotine. There are no known interactions between
bupropion and vareniclindgut the safety and efficacy of the
combination have not been established.

SOURCE: Adapted frafiore, M.C., Bailey, W.C., Cohen, S.J. et al. (Z0@@}ing Tobacco Use and Dependence.

Clinical Practice Guideline

55



SUPPLEMENT 2B
Clinical Use of Bupropion

(See medicationlabelfor detailed information
http://lwww.accessdata.fda.gov/scripts/cder/drugsatfda/index.cfm

Patient
Selection

Appropriate as a firsine pharmacotherapy for smoking cessation.

Precautions

ContraindicationsBupropion SR (oR) is contraindicated in individuals with the
following characteristics (consult with a medical provider if present):

1. a history of seizure disorder
2. a history of an eating disorder (bulimia, anorexia)

3. current use of another form of buproprion @lbutrin, Wellbutrin SR, or
Wellbutrin XL)

4. use of an MAOI in the past 14 days

PregnancyPregnant smokers should be encouraged to quit first without

pharmacologic treatment. Buproprion SR (or IR) should be used during preg
only if the increasedikelihood of smoking abstinence, with its potential benefits
outweighs the risk of buproprion SR (or IR) treatment and potential concomita
smoking. Similar factors should be considered in lactating women.

Cardiovascular diseasé3enerally well toleated; infrequent reports of
hypertension.

Side effectsThe most common side effects are insomnia (33%90) and dry
mouth (10%). If insomnia occurs, tell patients to not take it at night.

Changes in behavioBome patienthave had changes in behavibgstility,
agitation, depression, suicidal thoughts or actions while takingropion These
symptoms can develop during treatment witlupropionor after stopping
treatment with bupropion

Dosage and
Course of
Treatment

1. Begin bupropion SR (or IRQatmentat least7-14 dayseforeQuit Date. (For
patientswith PTSDit is optimal to start bupropion two weeks before Quit
Date.)

2. Begin with a dose of 150 meAM for 3 days minimum(For IR 100 mg bid

3. Increase to 150 mg b.i.d. and stay ors tthdose for 12 weeks following Quit
Date. (For IR to 100 mg t.))d

4. For maintenance therapy, consider buproprion SR 150 mg b.i.d. (or IR 10(
t.i.d.) for up to 18 mortts.
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Prescribing
Instructions

Cessation prior to quit daté&kecognize that somefpents will lose their desire to
smoke prior to their quit date, or will spontaneously reduce the amount they
smoke.

Scheduling of doself insomnia is marked, taking the PM dose earlier (in the
afternoon, at least 8 hours after the first dose) mayyde some relief.

Patient education Tell patient to read about . dzLINR LJA 2y T 2 NJ {
in the Participant Workbookpp. 44¢ 46).

SOURCE: Adapted frdfiore, M.C., Bailey, W.C., Cohen, S.J. et al. (Z0@@Ying Tobacco Use and Dependence
Clinical Practice Guideline
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SUPPLEMENT 2C
Clinical Use of Transdermal Nicotine (Patch) Therapy

(See medication label for detailed information:
http://lwww.accessdata.fda.gov/scripts/cder/drugsatfda/index.cfm)

Patient

Sl T Appropriate as a firsline pharmacotherapy for smoking cessation.

Contraindications The absolute contraindications are:

1. hypersensitivity to nicotine patch

2. recent (within 2 weeks) myocardial infarction (Ml, heart attack) or sever
arrhythmia

3. unstable agina

4. pregnancy

Precautions . . . . L .
Skin reactionsUp to 50% of patients using the nicotine patch will have a log

skin reaction. Skin reactions are usually mild andlseifing, but may worsen
over the course of therapy. Local treatment with hydrocortisone crek¥) (or
triamcinolone cream (0.5%) and rotating patch sites may ameliorate such |
reactions. In less than 5% of patients do such reactions require the
discontinuation of nicotine patch treatment.

Other side effectsinsomnia, vivid dreams, nausea

1. Explain that patch therapy reduces withdrawal symptoms and cravings
Provide replacing nicotine otherwise ingested from cigarettes.

Rationale HO 9ELX FAY GKIG LI GOKSa NBLX FOS
steady state of nicotine, whichilivbe tapered over time.

1. Treatment of 8 weeks or less has been shown to be as efficaaflonger
treatment periodsalthough optimum treatment period must be
individualized.

2. Standard dosing recommendations kicoderm CQ are:

Duration Dosage (24 hrs)
Dosage and 4 weeks 21 mg
Course of then 2 weeks 14 mg
Treatment then 2 weeks 7 mg

3. Consider inglidualizing treatment based on specific patient characteristiq
suchas

e Previous experience with the patch
e Amount smoked
e Degree of addiction
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Prescribing
Instructions

1. Location At the start of each day, the patient should place a new patch ¢
2.Time ¢ N} YARSNXYIf yAO2GAyS gAff oS

3. Activities No restrictions while using the patch.

4. Advise Advise patient:

relatively hairless location, typically between the neck and waist.

date.

e Do NOT smoke wihilusing the patch.

e Symptoms of nicotine overdose are-flke symptoms (diarrhea,
headache, vomiting) that will resolve by reducing or discontinuing pé
therapy (or discontinuing smokingtife patientsmoked while on
patch).

5. Patient education Advise patient to read about thé ¢ NI y & RS NJY |

t I G§OK F2NJ { Y ihaRadicipanS\&aikbobp® 47¢ 48).

SOURCE: Adapted frdfiore, M.C., Bailey, W.C., Cohen, S.J. et al. (Z0@Q@}ing Tobacco Use and Dependence.
Clinical Practie Guideline
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SUPPLEMENT 2D
Clinical Use of Nicotine Polacrilex (Gum)

(See medication label for detailed information:
http://lwww.accessdata.fda.gov/scripts/cder/drugsatfda/index.cfm)

Patient : - : .
Selection Appropriate as a firsine pharmacotherapy for smokgncessation.
Contraindications The absolute contraindications are:
1. Recent (within 2 weeks) MI or severe arrhythmia
2. Unstable angina
Precautions 3. Pregnancy
Side effectsCommon side effects of nicotine chewing gum include mouth
soreness, hicqus, dyspepsia, and jaw ache. These effects are generally mi
YR GNI'yaasSyd FyR Oy 2F0Sy 0S5 I f
technique (seerescribing instructions
1. Explain that nicotine gum reduces withdrawal syomps and break through
Provide cravings that may not be covered by patch therapy.
Rationale 2. Explain that the combination of patch and gum forms of NRT may be m
effective than either method alone.
DOSAGE PLAN FOR PATIENTS USINIG GRINTION TO THE PATCH FOR
TREATMENT OF BREAKTHROUGH CRAVINGS:
1. Use 1 piece of 2 mg. gum evefg hours. The maximum number is 12
pieces per day.
DOSAGE PLAN FOR PATIENTS USING GISMMKIS A ONE FIRST LINE
TREATMENT (i.e., who elechtut use the path). Dosage should be
individualized according to number of cigarettes smoked per day, using the
Dosage and following guideline:
Course Of Cigarettes/day Dosage
Treatment <5 2 mg gum
>25 4 mg gum
Scheduling of dose
1. Patients should begin by using 1 piece every 2 hours while awake.
Patients may use additional pieces as needed for breakthrough cravings
to a maximum of 24 pieces per day.
2. Tailor dosagand duration of therapy to fit needs of patient.
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Prescribing
Instructions

1. Chewing Technigu&um should be chewed slowly until a "peppery" or
GYAyGeé GFradsS SYSNHSa:X (GKSyYy bLJ N
nicotine absorption through theral mucosa. Gum should be slowly and
intermittently "chewed and parked" for about 30 minutes or until the tast
dissipates.

2. Absorption Acidic beverages (e.g., coffee, juices, soft drinks) interfere w
the buccal absorption of nicotine, so eatiagd drinking anything except
water should be avoided for 15 minutes before and during chewing.

3. Patient EducationAdvise patient to read abot b A O2 G Ay S Ddz
/ S a a linithePafticipant Workbookpp. 49¢ 50).

SOURCE: Adapted frdfiore M.C., Bailey, W.C., Cohen, S.J. et al. (200€8ting Tobacco Use and Dependence.
Clinical Practice Guideline
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SUPPLEMENT 2E
Clinical Use of Nicotine Nasal Spray

(See medication label for detailed information:
http://lwww.accessdata.fda.gov/scriptstter/drugsatfda/index.cfm)

Patients who cannot tolerate the use of nicotine polacrilex may receive nicotine
Patient nasal spray for prn use. Only patients who cannot tolerate the use of nicotine
Selection polacrilex and transdermal nicotine may receive nicotine nasal spray as the sole
nicotine replacement therapy.

Contraindications The absolute contraindications for nicotine nasal spray are

1. Recent (within 2 weeks) Ml or severe arrhythmia
2. Unstable angina

3. Severe reactive airways disease
Precautions 4. Pregrancy

Side effectsCommon side effects of nicotine nasal spray include nasal
congestion, sinus irritation, transient nose bleed, eye irritation, transient char
in sense of smell, pharyngitis, numbness of the nose, or mouth, burning of th
nose or eyesgarache, facial flushing, transient changes in sense of taste,
hoarseness, nasal ulcer or blister.

1. Explain that nicotine nasal spray reduces withdrawal symptoms and brea
Provide through cravings that may not be covered by patch therapy.

Rationale 2. Explain that the combination of patch and spray forms of NRT may be mo
effective than either method alone.

DOSAGE PLAN FOR PATIENTS USINGNSMFAMON TO THE PATCH FOR
TREATMENT OF BREAKTHROUGH CRAVINGS.

1. Nicotire nasal spray will be initiated on tipatientQa LJ | yYY SR |
2. Nicotine nasal spray will initially be prescribed as 1 spray (0.5 mg) in eacl

Dosage and nostril g 22 h prn nicotine craving. Since mesttients will also be receiving
Course Of transdermal nicotine, ta maximum dose of nicotine nasal spray will be 24
Treatment sprays in each nostril (24 mg)/24 hours.

DOSAGE PLAN FOR PATIENTS USING SPEAXB3BLONE FIRST LINE
TREATMENT (i.e., who cannot tolerate transdermal nicotine or nicotine
polacrilex).

1. Nicotine nadaspray will be initiated on thpatientQd RS &aA 3yl G S
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2. Nicotine nasal spray will initially be prescribed as 1 spray (0.5 mg) in eacl

Dosage and nostril 1-2 times per hour, increasing as needed for symptom relief. Mimm
Course Of recommended treatment is 8 doses/day, with a maximum limit of 40
Treatment doses/day (5 doses/hr).
3. Tailor dosage and duration of therapy to fit needs of patient.
1. Dose delivery Patients should not sniff, swallow, or inhale thgbuthe nose
o while administering doses as this increases irritating effects. The spray is
Prescribing delivered with the head tilted slightly back.

Instructions

2. Patient education Advise patient to read abolt b A O2 G AY S bl a
{ Y21 Ay 3 [inhe RatticipareWoékbook(pp. 51¢ 53).

SOURCE: Adapted frdfiore, M.C., Bailey, W.C., Cohen, S.J. et al. (Z0@@}ing Tobacco Use and Dependence.
Clinical Practice Guideline
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SUPPLEMENT 2F
Clinical Use of Nicotine Inhaler

(S=2e medication label for detailed fiormation:
http://www.accessdata.fda.gov/scripts/cder/drugsatfda/index.cfm)

Patients who cannot tolerate the use of nicotine polacrilex may receive
Patient nicotine inhaler for prn use. Only patients who cannot tolerate the use of
Selection nicotine polacrilex and transdermal nicotine may receive nicotine inhaler as
the sole nicotine replacement therapy.

Contraindications The absolute contraindications for nicotine nasal inhaler a

1. Recent (within 2 weeks) Acute MI or severe arrhythmia

Precautions 2. Unstable angina

3. Pregnancy

Side effectsCommon side effects of nicotine inhaler include nasal and throa
irritation and cough.

1. Explain that nicotine nasal inhaler reduces withdrawal symptoms and brg¢
Provide through cravings thatay not be covered by patch therapy.

Rationale 2. Explain that the combination of patch and inhaler forms of NRT may be 1
effective than either method alone.

DOSAGE PLAN FOR PATIENTS USING INEFMUERON TO THE PATCH FO¥
TREAMENT OF BREAKTHROUGH QRAVI

1. Nicotine inhaler will be initiated on thmatientQa LJ | Yy SR |j dz

2. Nicotine inhaler will initially be prescribed as 1 inhalation prn nicotine
craving. Since mogfatients will also be receiving transdermal rioe, the
maximum dose of nicotine inhaler will be 6 cartridges (24 mg)/24 hours.
(Each cartridge contains a total of 4 mg nicotine delivered over 80

Dosage and inhalations).

Course Of

Treatment DOSAGE PLAN FOR PATIENTS USING INHASERIB3IONE FIRST LINE
TREATMENT (i.e., who cahtolerate transdermal nicabhe or nicotine

polacrilex ).

1. Nicotine inhaler will be initiated on thmatientQad RSaA 3yl 4GSR

2. Ncotine inhaler will initially be prescribed as 1 puff prn, increasing as neg
for symptom relief. Minimum reaomended treatment is 6 cartridges (480
inhalations)/day, with a maximum limit of 16 cartridges (1280
inhalations)/day.
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Dosage and

3. In general nicotine inhaler should be prescribed for up to 6 months with

Course Of tapering during the finaB months. Tailor dosage and duration of therapy tc
Treatment fit needs ofthe patient.
1. Absorption Acidic beverages (e.g., coffee, juices, soft drinks) interfere wi
the buccal absorption of nicotine. Eating and drinking anythirgeixwater
Prescribing should be avoided for 15 minutes before and during inhalation.

Instructions

2. Best effects Best effects are achieved by frequent puffing.

3. Patient education Advisethe patient to read aboutt b A O2 G Ay S L
{ Y21 Ay 3 [in§heRarticiparaWoekbook(pp. 54¢ 56).

SOURCE: Adapted frdfiore, M.C., Bailey, W.C., Cohen, S.J. et al. (Z0@Q}ing Tobacco Use and
Dependence. Clinical Practice Guideline
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SUPPLEMENT 2G
Clinical Use of Nicotine Polacrilex (Lozenge)

(S=2e medication labeldr detailed information:
http://lwww.accessdata.fda.gov/scripts/cder/drugsatfda/index.cfm)

Patients who cannot tolerate the use of nicotine gum may receive the
Patient nicotine lozenge for prn use. Only patients who cannot tolerate the use of
Selection nicotine gum and transdermal nicotine may receive the nicotine lozenge as
the sole nicotine replacement therapy.

Contraindications The absolute contraindications are:

1. Recent (within 2 weeks) MI or severe arrhythmia

2. Unstable angina

Precautions 3. Pregnancy

Side effectsCommon side effects of the nicotine lozenge include mouth
soreness, hiccupanddyspepsia These effects are generally mild and
transient and can often be alleviated by correctthg way in which the
lozenge is dissolve@eeprescribing instructions

1. Explain that the nicotine lozenge reduces withdrawal symptoms and bre
Provide through cravings that may not be covered by patch therapy.

Rationale 2. Explain that the combination of patch and lozenge forms of NRT may be
more effective than either method alone.

DOSAGE PLAN FOR PATIENTS USING LIDNZENGHEON TO THE PATCH FC
TREATMENJF BREAKTHROUGH CRAVINGS

1. Use 1 anglozenge every-R hours. The maximum number is 12 lozenge
per day.

DOSAGE PLAN FOR PATIENTS USING LOZESIBRASLANE FIRST LINE
TREATMENT (i.e., who elechtt use the patch).Dosage should be
individualized according to number of cigarettes smoked per day, using the

Dosage and following guideline:

Course Of .

Treatment Cigarettes/day Dosage
<25 2 mg lozenge
>25 4 mg lozenge

Scheduling of dose

1. Patients should begin by using 1 lozenge every 2 hours while awake.

Patients may use additional lozenges as needed for breakthrough cravir
up to a maximum of 24 lozenges per day.
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Dosage and 2. Tailor dosage and duration of therapy to fit needthefpatient.
Course Of
Treatment

1. Dissaving TechniquePlace the lozenge in your mouth and allow the lozel
to slowly dissolve (about 280 minutes), occasionally moving the lozenge
from one side of your mouth to the other. Minimize swallowing and do n
chew or swallow lozenge.

Prescribing 2. Absorptia: Acidic beverages (e.g., coffee, juices, soft drinks) interfere w
Instructions the buccal absorption of nicotine, so eating and drinking anything excep
water should be avoided for 15 minutes before using and while the lozef
is in your mouth.

3. Patient Educabn: Advisethe patient to read aboutt b A O2 G A Y S |
{ Y21 Ay 3 /in$he Ratticipar? Wdrkbookpp.57 ¢ 58).

SOURCE: Adapted frdtfiore, M.C., Bailey, W.C., Cohen, S.J. et al. (Z0@Q@}ing Tobacco Use and Dependence.
Clinical Practic&uideline
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SUPPLEMENT 2H
Clinical Use of Varenicline

(Seenttp://www.pbm.va.gov/CriteriaForUse.asgar detailed prescribing information)

Patient
Selection

Patients who cannot tolerate other smoking cessation medications or who have
failed adequate trials of other smoking cessation medications may receive
varenicline.

Precautions

Contraindications:

PregnancyPregnant smokers should be encouraged to quit first without
pharmacologic treatmentVareniclineshould be used during pregnancy only i
the increased likelihood of smoking abstinence, with its potential benefits,
outweighs the risk ofareniclinetreatment and potential concomitant smoking
Varenicline is not recommended ftactating women.

RenaldiseasesGenerally well toleratedh patients wih mild to moderate renal
impairment. A lower dose is recommended in patients with severe impairme

Side effects:

Changes in behavioBome patienthiave had changes in behavior, hostility,
agitation, depression, suicidal thoughts or actions while tgkiarenicline. Thes
symptoms can develop during treatment with varenicline or after stopping
treatment with varenicline.

Allergic reactionsPotentially lifethreatening allergic reactions, including
swelling of the face, mouth, and throat that can catreeible breathing have
occurred in patients receiving varenicline

Skin reactionsSkin reactions includingsh, swelling, redness, and peeling of t
skinhave occurred in patients receiving varenicliS®me of these reactions ca
become lifethreatening.

Sleepiness, dizziness, or trouble concentrathalyise patients to avoid drivingy
operating machineryntil they know howvareniclinemay affectthem.

Common &le effects The most common side effeatscludenausea (30%),
insomnia (18%), changesdreaming (13%), headache (15%#)d constipation
(8%)

Varenicline should not be usethile using other medicines to quit smoking.

Dosage and
Course of
Treatment

1. Beginvareniclinetreatment 7daysbeforeQuit Date.
2. Begin with a dose 6(5mg gdfor 3 days minimum

3. After 3 days increase to 0.5 mg bid4afays.On the quit date (7 days after
initiating varenicline treatment) increase to 1 mg laidd stay on this dose for
12 weeks following Quit Date.
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Dosage and 4. Doses may be lowered temporarily or permanently in patients who cannot

Course of tolerate adverse effects of varenicline therapy.

Treatment 5. For maintenance therapy, consider vaatine 1 mg bidor up to 24months.
Cessation prior to quit dat Recognize that some patients will lose their desire
smoke prior to their quit date, or will spontaneously reduce the amount they
smoke.

Prescribing

Instructions

Scheduling of doself insomnia is marked, taking the PM dose earlier (in the
afternoon, at least 8 hours aftehe first dose) may provide some relief.

Patient education Tell patient to readinstructions For Using Varenicline
(Chantix§ in the Participant Workbookpp. 59¢ 61).
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APPENDIX 1
Clinical Strategies Addressing the Dynamic Relationship
Between PTSD Symptoms and Tobacco Use

PTSD and associateghgptoms may increase risk of relapse to smokiligs assumedhat
simultaneous with the delivery of integrated care for smoking cessaidemts will receive
clinically indicated, comprehensive care for their mental disorders through enrollment in the
specialized PTSDir@c andthat this care will conform to evideneand and/or consensus

based standards of treatment as described in the VA/DoD clinical practice guideline for PTSD
(http://www.healthquality.va.qov/).

Our clinical experience suggeststlthe specific symptoms listed in Appendix 1 may be
dynamically related to smoking relapse. Suggested interventions for each symptom are
described below. These supplemental interventions may be useful for decreasing the adverse
impact of psychologicalistress on tobacco cessation.

PHARMACOLOGICAL INTERVENTIONS

General Strategy

1. Patients with PTSD are highly susceptible to relapse to smoking after intensification ef str
related symptoms. Symptoms observed to be prominently linked to relapsedmttauma re
experiencing symptoms, anxiety, irritability/anger, sleep disturbance, concentration difficul
and generalized distress in response to frustrations of daily living.

2. Patients with a history of major depressive disorder may also benaldle to exacerbation of
depression following smoking, which often occasions relapse to smoking.

3. Patients should be liberally referred to the PTSD Clinic prescriber for evaluation of approp
pharmacological interventions for PTSD (and/or comorgyptoms that may rapidly emerge
during the course of tobacco cessation treatment.

4. The VA/DoD Clinical Practice Guideline for PTSD provides detailed prescribing informatig
specific symptoms of PTSD and comorbid disor(ets://www.healthquality.va.gov/).
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PSYCHOTHERAPEUTIC INTERVENTIONS

Specific Strategies

ANGER
Domain Recommendation Notes
Educate patients on the | Explain that mood typically develops as a function of thoughtg
Cognitive link between thoughts, | (e.g., ourinterpretation of an event), and that behaviors are
behaviors, and mood determined by the interplay between our mood and thoughts.
Educate patients on When discussing the process of changing thoughts, be sure t
how anger may be note that the mood might not drastically change, but the
linked to smoking, and | behavioral response to the mood might be less damaging.
Cognitive how c_h?nc?mgt:]houghts For instance, a patient may still be angry, but insteathmking,
i‘s.soc'ae W ";‘t”.ger @2 K2 OFNBaK 2KIFdQa (KS dzask
”ggersclf.”resu.'” GKAY1E G2KAES LQY FyaNE y2é
noN-SmoKINgcopiNg | g | 5§ | 5v21 S dé
behaviors
CKAd Aada a2YSGAYSa NBFTFSNNBRy
thought records are designed to teach patients how to identify
thoughts/interpretations that lead to smoking and teach the
patient how to generate alternative thoughts/interpretations
GKIFGd R2yQl tSIFIR G2 avyz2iAy3do
The expanded thought record may haseven columns, each
describing,
Coaniti Use a Daily Thought (1) the activating event/ anger trigger;
ognitive Record (2) subsequent anger intensity on a 0 to 100 scale;
(3) automatic thoughts associated with the angry mood;
(4) evidence that supports these automatic thoughts that le
to the mostdistress;
(5) evidence that refutes these angsupporting thoughts;
6co EOGSNYIFIGAQ®S GK2dAKGaA
and
(7) the new mood associated with these alternative thought
Note that passivity and aggression are more likely to lead to
Educate patients on unhealthy behaviors like smoking (passive release of frustrati
three types of anger through smoking and/or aggressive act against self and other
Cognitive expression: passive, through smoking).

aggressive, and
assertive

Note that assertiveness allows patients to express anger with
hurting themselves or others and is therefore key to successf
tobacco cessation.
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Cognitive

Provide assertiveness
training

' 3aSNIAGSYSaa NI AYyAy3d &Kz d
FTSSté¢ YR Gaeé&2dz YF1S YS FSSt
sense of personal control and responsibility and the latter
implying a sense of helplessness and passivity.

Furthermore, teach patients skills in making assertive request
(e.g., describinghte problematic behavior without attacking the
LIS NE& 2 yvarth, statld y®ur feelings, and clearly making a
request).

Teach patients how to assertively refuse requests through the
GONRP]1SY NBO2NRé GSOKYyAIldzS 6

orthed &4l YR AOKE GSOKYAIldzS 0SS o3
positive statement, making a refusal, and ending with a positi
statement).

Behavioral

Review simple
relaxation skills:
Progressive Muscle
Relaxation

Review simple relaxation skills that canused as an alternative
G2 avY2{1Ay3 RdAdzNAyYy3I LISNER2YI f
Progressive muscle relaxation is designed to build awareness
how stress is carried in the body and how conscious manipulg
of the body can result in a reduction ingnitively/affectively
perceived stress.

An easy script for progressive muscle relaxation is as follows:
¢ Assume a comfortable position.

e Begin to relax as you take a few deep, slow breaths. Nog
your body tension slightly lessening with each exhale.

¢ Draw your attention to your forehead and face. Raise ya
brow as high as possible (as if you were making a surpri
facial expression) and release. Do this a few more times
until your forehead settles in a flat and relaxed position.
Clench your teth and squint your eyes as tightly as
comfortable and release. When you release, feel free to
wiggle your jaw left and right and open your eyes. Do th
few more times until your eyes and jaw settle into a relax
(unclenched) position.

¢ Now draw youmttention to your neck. Notice any tensior
in the back of your neck and head. Roll your head arour
on your neck clockwise in a complete circle, then reversg
Do this a few more times until your neck is comfortably
loose and upright.

¢ Now notice youshoulders. Lift your shoulders up to your
ears then pull them forward in a hunching position.
Reverse this until your shoulder muscles are relaxed ang
broad. Repeat this until your shoulders are in a comfortg
relaxed position.

73



Behavioral

Review simple
relaxation skills:
Progressive Muscle
Relaxation cont.

¢ Now notice your arms and hands. Clench your fists and
tighten your arm muscles as much as possible, as if you
were about to lift an extremely heavy box. Notice the
tension, then release yodists and arm muscles. Notice
the difference and repeat this until your arms and fists
assume an open and relaxed position.

¢ Draw your attention to your legs. Tighten your buttocks
and thighs as much as is comfortable and hold the positi
for a few seonds. Relax and feel the difference, then ten
your legs and curl your toes downward. Notice the tensi
in your legs and toes. Now straighten your legs and wig
your toes. Notice the comfortable stretching sensation.
Then allow your legs and fett relax.

Behavioral

Review simple
relaxation skills:
Autogenic Training

Autogenic training involves imagery of orgsppecific changes.
The goal is to focus on the autonomic nervous systdmreathing
and the like all the while decreasing the focus on ipiail or
stressful input from the central nervous system. The differenc
between autogenic training and other forms of relaxation is th
attention to bodyspecific functions.

An easy script for autogenic training is as follows:

e LOR f A1 S TFauNdyas andind & corafdrtabie S
position.

¢ Allow yourself to concentrate on what is going on inside
you. Nobody will disturb you. Just relax for a while and
notice what is going on inside of you (2 min).

¢ Nowconcentrate on your hands and arms. Imagihat
your hands and arms are very heavy andiwalRepeat
silently to yourselfd Y& KIF yYR& | YR I NXY

g1 N D€ 'aS |y AYF3IS 2F K
aSyasS G2 @&2dzo daé& KIYRA
min).

¢ Now draw attention avay from your hands and arms and
are 02 é2dzNﬁ§f¥Z 2dzaid 2yO0O
FSStAy3a NBftIFESR F2NJ I &K2

¢ Providemote: repeat steps with feet and legs, then with
abdomen.

¢ | will soon ask you to come back, counting down from fo
to one: Four, make a couple of fists in rapid succession
get the blood pumping again. Three, bend your arms a
couple of times and wiggle your feet. Two, take a few de
breaths and fill your lungs with air. And one, open your
eyes and sit up.

74



Review simple

Like other forms of relaxation, visualization involves directed
focus away from unpleasant thoughts and sensations to inspi
relaxing, or pleasant images.

Instrl{ctiorjs fo[ smokéreeﬁvi§u§1lizapn will ideally be: o
AYRAGARdzZEE Al SR 02 | LI UGASYIl
instructions may involve the following components:

e assume a comfortable position;

¢ think of a safe and comfortable place, either real or

Behavioral relaxation skills: imagined:
Visualization ! _ agined, o
e picture yourself irthis place;
¢ notice that this is an entirely smoKece place and that you
are a norsmoker;
¢ notice everything that you can about this place: the view
sounds, smells, sensations;
¢ and notice how the sounds, smells, and sensations are g
much more vibranbecause you are a nesmoker.
Increased daily pleasure will decrease the impact of anger
triggers on patient mood and subsequent behaviors (i.e., will
increase patientesiliency to stress).
Help patients increase The first step may involve identifying simple and inexpensive
. the number of pleasant o . . .
Behavioral . L pleasant activities in which the patient can easily partake (e.g
events in their daily . . ) : :
lives taking a 10 minute walking break while at work, watching a
favorite television program, etc.).
The gcond step typically involves helping the patient actively
schedule these pleasant events throughout the day.
Using a daily thought | Some safely avoided activities might include going grocery
record (described shopping during the busiest store hours, hosting friends or
above), help patients | relatives, and watching the &pnews.
identify common . L L - :
situatif())/nal triggers to Some harder to avoid activities might include driving during ry
Environ- anger. Identify which K 2kdzNJZ_ NBEalLRZ2yRAYy3I 02 OKAf RNEB
mental triggers they can safely work meetings.
avoid during the first For the unavoidable triggers, reinforce the importance of
few months of identifying alternative interpretationsfahe triggers and
abstinence and which alternative behavioral responses to these triggers (e.g., relaxa
they cannot safely vs. smoking).
avoid.
Help patients identify | Supportive people can include friends, family-veorkers, and
at least one supportive | fellow patients.
Environ- person or social Supportive networks can include church groups, AA/NA, and
network to whom they | . .
mental line support groups like quintet.org.

can turn to when they
feel overwhelmed by
anger triggers.

Assist each patient in setting up regular contacts with this
person,group, or network.
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SYMPTOMS OF HYPERAROUSAL AND STRESS-RELATED ANXIETY

Domain

Recommendation

Notes

Cognitive

Provide education on
the process and
function of autonomic
arousal

Autonomic arousal is the flight or fight response, or the proces
by whichthe body prepares itself for a life or death situation
following exposure to a cognitivelgentified danger.

2 KAfTS GKSNB FNB a2YS dzy A @SNJ
combat or brightly colored snakes, most dangers are subjecti
identified. Folinstance, one person may identify dogs as
dangerous, whereas another person may identify dogs as lov
pets.

Regardless of the objective or subjective nature of the
interpretation, the body will respond with increased blood
pressure and heart rate, incased breathing rate, increased
blood flow to the muscles, and quickened metabolism.

Physical deescalationonly occurs after the mind has told the
body that danger is passed or the body exhausts itself.

Cognitive

Provide cognitive
restructuring training

Many patients find it helpful to rdearn how to identify and
respond to perceived threat when their old response was to
smoke.

Explain to patients that brief periods of hyperarousal can be
functional because they truly do protect people in imminent
danger (e.g., making them able to jump out of the way of a
speeding car). However, prolonged hyperaousal can be
damaging to the body and the brain.

For this reason, it is important to be able to cognitively replacg
incorrect interpretations of ambiguowsvents, especially when
these interpretations result in unnecessary anxiety or panic, a
subsequent smoking.

Coach patients on ways to test their interpretations:

e LA UKSNB Fye LINR2F GKFG @
true all of the time for alituations?

¢ |s this assumption also true for people they care about, &
would these people agree with their views?

e LT (GUKS FaadzyYLJiA2y A& I 02dz
thoughts, have they openly asked the other person to sh
their thoughts?

e What is the worst that could happen, and what could they
do to handle the worst?
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Behavioral

Teach deep breathing

Just as patients can learn to manage anxiety and smoking urg
through cognitive restructuring, they can also learn to stop the
physiological processf hyperarousal through breathing
retraining.

Breathing changes drastically when patients are hyperarouse
panicked: it tends to become increasingly rapid and shallow.
Conversely deep/long and slow breathing is the key to relaxat
and overcoming yperarousal.

Deep breathing can simply involve:
e assuming a comfortable position;
e quietly observing your natural breathing for 1 minute;
¢ inhaling deeply through your nose for a count of 3;
¢ exhaling slowly through your mouth for a count of 3;
¢ repeating the breathing exercise for 10 times;

¢ finishing with a 1 minute observation of how your natural
breathing has changed.

Behavioral

Review simple
relaxation skills:
Progressive Muscle
Relaxation

Review simple relaxation skills that can be used astamative
to smoking when patient experiences increased anxiety and/o
physiological arousal. Progressive muscle relaxation is desig
to build awareness of how stress is carried in the body, and h
conscious manipulation of the body can result in auctn in
cognitively/affectively perceived stress.

An easy script for progressive muscle relaxation is as follows:

e Assume a comfortable position.

e Begin to relax as you take a few deep, slow breaths. No
your body tension slightly lessening wiach exhale.

e Draw your attention to your forehead and face. Raise ya
brow as high as possible (as if you were making a surpri
facial expression) and release. Do this a few more times
until your forehead settles in a flat and relaxed position.
Clench your teeth and squint your eyes as tightly as
comfortable and release. When you release, feel free to
wiggle your jaw left and right and open your eyes. Do th
few more times until your eyes and jaw settle into a relax
(unclenched) position.

¢ Now draw your attention to your neck. Notice any tensio
in the back of your neck and head. Roll your head arour]
on your neck clockwise in a complete circle, then reverse
Do this a few more times until your neck is comfortably
loose and upright.

e Nownotice your shoulders. Lift your shoulders up to you
ears then pull them forward in a hunching position.
Reverse this until your shoulder muscles are relaxed ang
broad. Repeat this until your shoulders are in a comfortg
relaxed position.

77



Behavioral

Review simple
relaxation skills:
Progressive Muscle
Relaxation cont.

¢ Now notice your arms and hands. Clench your fists and
tighten your arm muscles as much as possible, as if you
were about to lift an extremely heavy box. Notice the
tension, then elease your fists and arm muscles. Notice
the difference and repeat this until your arms and fists
assume an open and relaxed position.

o Draw your attention to your legs. Tighten your buttocks
and thighs as much as is comfortable and hold the positi
for a few seconds. Relax and feel the difference, then te
your legs and curl your toes downward. Notice the tensi
in your legs and toes. Now straighten your legs and wig
your toes. Notice the comfortable stretching sensation.
Then allow your lgs and feet to relax.

Behavioral

Review simple
relaxation skills:
Autogenic Training

Autogenic training involves imagery of orggmecific changes.
The goal is to focus on the autonomic nervous systémreathing
and the like all the while decreasinthe focus on painful or
stressful input from the central nervous system. The differend
between autogenic training and other forms of relaxation is th
attention to bodyspecific functions.

An easy script for autogenic training is as follows:

e L QR orfyduttoRlosE your eyes and find a comfortable
position.

¢ Allow yourself to concentrate on what is going on inside
you. Nobody will disturb you. Just relax for a while and
notice what is going on inside of you (2 min).

e Now concentrate on your handsid arms. Imagine that
your hands and arms are very heavy and warm. Repeat
artSydate G2 e2dNBAStETY ave

g1 N dE 'aS |y AYF3IS 2F K
aSyasS G2 @&2dzo daé& KIYRA
min).

¢ Now daw attention away from your hands and arms and
alre G2 @e2dz2NBStFx 2dzaid 2yO0

FSStAy3d NBEFIESR FT2NJ I aKz
¢ Providemote: repeat steps with feet and legs, then with
abdomen.

¢ | will soon ask you to come back, cougtitiown from four
to one: Four, make a couple of fists in rapid succession
get the blood pumping again. Three, bend your arms a
couple of times and wiggle your feet. Two, take a few de¢
breaths and fill your lungs with air. And one, open your
eyes ad sit up.
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Behavioral

Review simple
relaxation skills:
Visualization

Like other forms of relaxation, visualization involves directed
focus away from unpleasant thoughts and sensations (and
smoking urges) to inspiring, relaxing, or pleasant images.
Instructions for smokeree visualization will ideally be
AYRAGARIzZ £t ATSR G2 | LI GASY
instructions may involve the following components:
e assume a comfortable position;
¢ think of a safe and comfortable place, eitheat or
imagined;
e picture yourself in this place;
¢ notice that this is an entirely smoKece place and that you
are a norsmoker;
¢ notice everything that you can about this place: the view
sounds, smells, sensations;
A notice how the sounds, smells, anchsations are so much
more vibrant because you are a nemoker.

Behavioral

Help patients set up an
exercise schedule

Exercise not only increases the likelihood of successful smok
cessation, but is also known to improve mood and has been
recommendedtd.J} G A Syda ¢K2 NIBI dzi NB
excessive anxiety.
Note that there are two types of exerciséerobic(long
RAzNF GA2Yy X Y2RSNIGS AyidSyaad
andanaerobic(short duration, high intensity, burns sugar store
inYdza Of Sa I yR t A@SNXtA1S 6SA
Quick rules of thumb for exercise schedules can be remembe
dzaAy3d GKS | ONRye&yY aGCL¢CEY

o F(frequency) = dx/week of aerobic, 2x/week of anaerobi

¢ | (intensity) = moderate

e T (time) = 2060minutes

o T (type) = aeroli and anaerobic

Behavioral/
Cognitive

Help patients schedule
Go2NNE UGAYS

Scheduled worry time gives patients permission to dismiss
periods of undue anxiety when that anxiety interferes with oth
events and activities.

Patients may find it helpful techedule their worrying during a
time of day when they areost resiliento smoking urges. If
scheduled during a highsk period (e.g., during a time of day o
activity that is highly associated with smoking), patients may K
at increased risk of managj their anxiety by returning to their
old addiction.
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Behavioral/
Cognitive

Provide basic
assertiveness training

Passivity and interpersonal ineffectiveness can serve to incre
I L dASyidiQa FyEASGE yR 62N
express his/her minimum needs and/or feels as though other
people are abusing his/her personal rights is often more likely|
ruminate about past interpersonal interactions and worry aboy
future interpersonal interactions.

Basic assertiveness training shoindlude differentiating
0SG6SSy 4L FSSté¢ |yR aéz2dz Y
implying a sense of personal control and responsibility and th
latter implying a sense of helplessness and passivity.

Furthermore, teach patients skills in makingadive requests
(e.g., describing the problematic behavior without attacking th
LJS N& 2 ywnarth, statd y®ur feelings, and clearly making a
request).

Teach patients how to assertively refuse requests through the
GoNB 1Sy NBO2NR¢ atedy Statifighytjudz&usal)
2N) 6KS dalyRgAOKE GSOKYAI dzS
positive statement, making a refusal, and ending with a positi
statement).

Environ-
mental

Help patients identify
at least one supportive
person or social
network to whom they
can turn when they feel
overwhelmed by anger
triggers.

Supportive people can include friends, familysveorkers, and
fellow patients.

Supportive networks can include church groups, AA/NA, and
line support groups like quintet.org.

Asgst each patient in setting up regular contacts with this pers
or group.

SYMPTOMS OF DEPRESSED MOOD

Provides are often apprehensive about encouraging depressed patients to quit smoking out
fear that abstinence will incite psychological decompersat Although, research does show thg
aminority of patients with a history of major depression might experienteaasientincrease in
depressive symptoms during the initial stages of abstinence, research also indicates that the
proactive inclusion ofognitive behavioral skills training in tobacco cessation treatment results
significantly better treatment outcomes.

Domain Recommendation Notes
Discuss how smoking is
made up of three
components: learned People smoke when they are angry, sad, bored, or otherwise
Cognitive habit, physical upset. It is therefore important to learn how to manage mood

addiction, and means
of managing negative
mood

without smoking.
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Cognitive

Educate patients on the
difference between
thoughts, feelings, and
behaviors

Explain how we can directly alter thoughts and behaviors, but
cannot directly alter our moods. Have patients give examples
depressive vs. nedepressive behaviors and thoughts. Note th
depressed mood typically develops as a function of hopeleds
helpless thoughts, and that unhealthy behaviors (e.g., smokin
are determined by the interplay between our mood and
thoughts.

Cognitive

Assign a daily thought
record

Daily thought records (sometimes referred to as an expanded
aG! ./ OKI NdDlishtan a@dciafiorSofihow depressed
thoughts and unhealthy behaviors, including smoking, influen
mood (and vice versa).

The thought record may haweven columns, each describing:
(1) the activating event/depression trigger;
(2) subsequent depregs intensity on a 0 to 100 scale;
(3) automatic thoughts associated with the depressed moo(

(4) evidence that supports these automatic thoughts that le
to the most distress;

(5) evidence that refutes these depressismpporting
thoughts;

(6) alterdt G A @S
and

(7) the new mood associated with these alternative thought

iK2dAKGa GKIFG R2y

Cognitive

Teach patients how to
challenge and replace
unnecessarily negative
thoughts and
interpretations of
unpleasant events

Usingthe daily thought record as a guide, coach patients on w
to test their assumptions:
e LA UKSNB Fye LINR2TF
true all of the time for all situations?
¢ |s this assumption also true for people they care about, &
would these people agree with their salefacing views?
e LT GUKS FaadzyLJiAz2y A& | 02dz
thoughts, have they openly asked the other person to sh
their thoughts?
¢ What is the worst that could happen, and what could the
do to handle the wost?

GKE GG

Cognitive

Review common
cognitive distortions
with the patient

Common cognitive distortions include:

¢ All-or-nothing thinking: anything short of perfect is a tota
failure

e Overgeneralization: a single negative event is viewed as
neverending patten

¢ Mental filter: selectively attending to negative details

e Discounting the positive: rejecting positives as unimport
or inconsequential

¢ Mind-reading: assuming that other people have negative
thoughts about you
¢ Fortunetelling: predicting things witurn out badly
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Review common

e Magnification: exaggerating the importance of probler
and shortcomings, while minimizing the importance of
positives

e Emotional reasoning: assuming that a negateading
reflects reality (e.g., | feel bad, therefore | must be bad

e {K2dzZ RQAY3I 9 YdzaldQAy3aY
be or must be a certain way

e Labeling: attaching a negative label to yourself

Cognitive co_gmtwe dls_tortlons e Blaming: blaming other people and circumstanfer all
with the patient cont. ;
of your problems, at the cost of taking charge of your
own life
e Personalization: assuming responsibility for all negati
events, even when these events were completely out
your control
Refer patients to:Burns, D. B. (1989)he feeling god
handbook New York: Plume.
Educate patientsonthe | preLJt | yY SRS O21 OKSRX 2NJ & ¥F2 NJ
importance of and pleasant activities will by no means make stressful activiti
balancing positive and associated thoughts disappear.
. thoughts and pleasant , " -
Cognitive activities with Howgver, a ba}lancAe begween negative and positive will increa
inevitable negative UKS LI 0ASyuQa NBaAftASyOe 0?2
thoughts and stressful decrease his/her \A_uerability ?o un_necessar'ily negative though
activities and unhealthy coping behaviors like smoking.
DAGS GKS LI GASYyd | oEp OFNR
aARS £yRYyIl (&S Each e N/shehas & degatiy
or positive thought during the day, he/she should write it dowr
Consider assigning a on corresponding side of the card. At the end of the day, he/s
Cognitive thought balancing should notice which side has more thoughts.
assignment If there are more negative thoughts, the patteshould generate
additional positive thoughts until they achieve a 50/50 ratio.
Patients can eventually make a master list of positive thought
that they will review on a regular basis.
This is especially beneficial for patients who have difficulty
remembering to actively counteract unnecessarily negative
Help patients identify thoughts.
Cognitive S|tu§1t|onal cues and Situational cues might include eating breakfast or driving in th
environmertal cues for
o car.
positive thoughts
Environmental cues miig include a conspicuously placed photg
of a favorite vacation spot or an inspirational saying.
Assist patients in In addition to providing general resiliency to stress, explain th
Behavioral scheduling pleasant people often feel a sense aids when they quit smoking and th

activities

scheduled pleasant events can counteract this sense of loss.
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Behavioral

Remind patient that we
have to create our own
pleasant events

Note that peoplewvho aredepressednay believe that the fact

0 KIF G {KS 8chedlfelpi@eSantieeats (vs. having pleas
SPgSyita KIFLIWSYy aid2 GKSYé 2NJ
helpless, hopeless, unlovable, alone, etc.

Address these cognitive distortions accordingly (see above
suggestion on challenging and replacing ecessarily negative
thoughts).

Behavioral

Help patients set up an
exercise schedule

Exercise not only increases the likelihood of successful smok
cessation, but is also known to improve mood, and has been
recommended to patients who require healthy&va (2 &
excessive anxiety.

Note that there are two types of exerciséerobic(long
RdzNF GA2yX Y2RSNIGS AyidSyaad
andanaerobic(short duration, high intensity, burns sugar store
AY Ydza Of Sa I y Rfting)A OSNXE A 1S &
Quick rules of thumb for exercise schedules can be remembe
dziAy3a GKS I ONRYye@Y acCL¢cCeY

¢ F(frequency) = dx/week of aerobic, 2x/week of anaerobi

¢ | (intensity) = moderate
e T (time) = 2660minutes
e T (type) = aerobic and anaerobic

Pharma-
cological

Consider prescribing
adjunctive
pharmacotherapies

Bupropion SR or IR (Zyban, Wellbutrin, or Wellbutrin SR) is a
FDA approved firdine treatment for both smoking cessation
and depression.

Nortriptyline is also an FDA approved filisie treatmentfor
depression and can be used as a seeclimg treatment for
smoking cessation.

Environ-
mental

Help patients identify
at least one supportive
person or social
network to whom they
can turn when they feel
overwhelmed by anger
triggers.

Supportive peofe can include friends, family, eworkers, and
fellow patients.

Supportive networks can include church groups, AA/NA, ard
line support groups like quintet.org.

Assist each patient in setting up regular contacts with this per
or group.
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FORESHORTENED FUTURE, PASSIVE SUICIDALITY, & GUILT

St ASOAy3
ISYSNIf |
traumatized and degessive populations. These symptoms inhibit motivation to make healthy
changes, and must therefore be carefully attended to in the course of tobacco cessation trea

dKI @
LI G Ke

2y SQa
I 6 2 dzi

02 o§
YR SE

fATS Aa
2y SQa

fA1St e
F dzii dzNB =

Domain Recommendation Notes
For instance, many traumatized or depressive populations wil
remain unmoved by mortality and morbidity statistics.
Appeal to aW'.d e However, they may be motivated to quit because they want tq
variety of motivations " .
: set a wsitive example for younger generations, because they
. for patients who are
Cognitive need to save money, or because they want to appease some
uncomfortable . :
o who is concerned about their health.
engaging in self-care
activities. No matter the motivation, the psychological, physical, and fisq
benefits of tobacco cessation alwaystweigh the benefits of
continued tobacco use.
Educate patlents_on the Note that mood typically develops as a function of thoughts (g
link between their : . . . .
Coanitive behaviors. mood. and our interpretaton of an event), and that behaviors, including
g ; smoking, are determined by the interplay between our mood @
self-defacing, suicidal, thoughts
and/or guilty thoughts '
Daily thought records, sometimes referred to as an expanded
a! ./ OKIFNIés (cSdediy LI GASYda
thoughts/interpretations that lead to smoking, and teach the
patient how to generate alternative thoughts/interpretations
GKIFGO R2y QO fSFR G2 avyz2iAiAy3ao
The expanded thought record may has&ven columns, each
describing,
(1) the activating evenhguilty trigger;
. . (2) subsequent guilt intensity on a 0 to 100 scale (0=no guil
Cognitive | A\Ssign a daily thought 100=high guilt):

record

(3) automatic thoughts associated with the guilty or depress
mood,;

(4) evidence that supports these automatic thoughts that le
to the most distress;

(5) evidence that refutes these depresssgpporting
thoughts;
It GSNY I GA@S

6co GK2dAKGa

and
(7) the new mood associated with these alternative thought

84



Cognitive

Teach patients how to
challenge and replace
unnecessarily negative
thoughts and
interpretations of
unpleasant events

Using the daily thought record as a guide, coach patients on y
to test his/her assumptions:
e Lda GKSNB lye LINR2F
true all of the time for alituations?
¢ |s this assumption also true for people they care about, &
would these people agree with their seléfacing views?
e LT (GKS | dadzyYLXiAz2y A& | 02dz
thoughts, have they openly asked the other person to sh
their thoughs?
¢ What is the worst that could happen, and what could the
do to handle the worst?

GKFG @

SOCIAL ISOLATION

While social support has clearly been shown to increase the success of smoking cessation
interventions, many patients with PTSD are extremely sodslgted. These patients especially
benefit from cliniesanctioned groups and additional nafinic support.

Domain Recommendation Notes
Include patients in
Environ- group therapies that
mental address tobacco use or
other health behaviors
Replace sanctioned
Environ- aa Y2 1 Ay 3 R Smokefree clin.ics capitalize on patient comradeship without
al yoOuA 2 ya8 R | promoting the idea that substance abuse is a good way to
mental A < 2 o ) . :
ONXBIF 1 a¢ 2 NJ| maintain social relationships.
ONBI 1a¢
Help patients identify
one family member,
friend, fellow patient, For instance, encourage patients to go to lunch with a-non
Environ- and/or coworker who | smoking ceworker, scledule walks each afternoon with a non
mental does not use tobacco, smoking family member, have coffee with another patient wha
and encourage patients |[R2 Say Qi avy21Sz SioOo
to spend time with that
person each day
. Refer patients to a . . . . .
Environ- S This referral is especially important to patients who are unable
Nicotine Anonymous . . .
mental identify supportive norsmokers or former smokers.

support group
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Consider referring all
patients anonymous to

Such referrals are especially relevant to patients witbial

Environ- on-line support phobia or extreme social disabilities that may interfere with th
mental : :
networks like tobacco cessation efforts.
www.quitnet.org
Smokefree establishments can include restaurants, shopping
Encourage patientsto | certers, and cafeterias.
Environ- spend time in one non- | |nstruct patients that they do not need to interact with people
mental smoking establishment | \yhile in these establishments, but that they should recognize
every day that these establishments will allow them to practice their non
smoking identities.
Because the creation of a smoekee environment requires
significant behavior changes for everyone involved, including
people who may not be ready to quit smoking, successful
negotiatons will often involve compromise.
More specifically, the person making the request must be willi
to concede on a few preferences if s/he is not able to inspire
total change on the merit of his/her argument alone.
With this in mind, the patient will pradibly start out by simply
stating his/her preference for a smofeee environment and
Coach patients on how | then asking if the other person/s are willing to abide by this
Environ- to negotiate for smoke- NBljdzsad oSe3exr aL y2 f2y3SN]
mental free indoors or smoke- | in @ smokefree environment. Are you Ming to only smoke

free rooms

2dzi AARS FNRBY y2¢ 2yKEOLOD

If the other person/s refuse, then the patient may want to use
variant of the sandwich technique, which involves making any,
empathic statement, restating his/her request, and following
with a concession (e.g, L. NBI f AT S GKIF G L
But it is very important for me to live in a smoekee
environment. | want us to both be happy, so how about we
compromise? We can only make the shared living spaces, lik
the family room and kitchen, smoKece. That way, you can
continue to smoke in your bedroom and neither of us will have
worry about cleaning up the smokeY St f ®¢ 0 @
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APPENDIX 2
Managing Clinical Challenges

A number of complex events may occur in the course of delivéntegrated Cae (IC) We
anticipate that many of these events will be minimized by carefully reviewingy¢éagment
with patients so that they fully understanthe interventions However, despite these efforts,
a number of challenges will inevitably occur for a nnityoof patientsthat will require special
attention. The guidelines beloware designed to assist with these challenges

1. Patientsrefuse smoking cessation medications but agree to behavioral counséliisg
acceptable tdreat patientswho refuse b accept one or more of the recommended smoking
cessation medications. Howevdris advisable to ask that these patierstgree to accept the
full course of behavioral counseling interventions (core IC sessions plus relapse
prevention/management sessiopsEvidence that supports this procedure is provided by a
recent study showing equivalent efficacy of counseling and pharmacological management for
smoking cessation on rates of continuous abstinencepra@ders shouldepeatedly
recommend the completpharmacological regimen (bupropion, transdermal nicotine,
nicotine polacrilex, varenicling; if refused, they will attempt to negotiate use of one or two of
these medications, depending on preferences of plagient. Providerswill yield in the event

a patient steadfastly refuses all medications.pétientswho refuse medications relapse to
smoking over time, I@roviderswill determine their receptivity to accept some or all of the
smoking cessation medications and will recommend their use.

2. Patientsdeclare interest in receiving only smoking cessation medication without behavioral
counseling Research consistently shows that behavioral counseling is an important ingredient
of smoking cessation treatment, which boosts odds of quitting over phastogical

treatment alcme. A premise of IC is that teeduring therapeutic relationshim which IC
treatment is delivereds an important ingredient of success. For these reasons it is
undesirable tadeliver IC to patientsvho refuse behavioral counseti. Someatientsmay

agreeto receive behavioral counseling but then change their mind later and drop out of
counseling after the pharmacological regimen has been prescribfeatie(ts shouldper the
treatment manuaj receive at least one counselingsseon before medications are prescribed.)
The mental healthprescriber may continue to provide smoking cessation medicatiotisese
patients while continuing to recommend reinstatement of the behavioral counseling
component.

3. Patientsdeviate fromthe treatmentby insisting on making a premature quit attempt

Smoking cessation treatment guidelines (incorporated into IC) recommend that patients
receive some counseling and pharmacological interventions before actually attempting to

quit. Somepatients may express eagerness to quit smoking immediately or before receiving
the recommended preparatory interventions. péviderswill respond to suclpatientshby (a)
praising them for their enthusiasm to quit; (b) empathically acknowledging their frusirai
delaying a quit attempt; (c) providing a rationale for adhering to the recommetrédedment

to set a quit date that occurs after receiving basic interventions (e.g., evidence supports better
outcomes; learning preparatory skills will make quittmgre comfortable and successful);

and (d) suggesting that cutting down on cigarettes/day before the quit date is a preferred way
F2NJ YF{AYy3 LINPINB&aa yR aR2Ay3 a2YSOUKAy3Ie (2¢
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Patientswho insist on quitting beforelte recommended quit date will be told that decision
will be respected. ThEC providerawill still meet withthese patientsut they will apply
interventions that are appropriate to whengatientsare in the quit cycle (i.e., sessions that
pertain to patientswho have quit [e.g., relapse prevention] will be substituted for sessions
that focus on preparing to quit). If sugatientsrelapse, the I@roviderwill respond by
recommending and delivering interventions as originally conceived i tbatment Manual

4. Patientswho state that their goal is reduced smoking, not abstinené€gproviderswill
respond topatients who desire to reduce but not abstain from smokiyga) advising pursuit
of complete abstinence; (b) warning of the dangers of redusmoking (e.g., likely return to
regular smoking; presence of continued health risks associated with reduced smoking); (c)
implementing motivational interventions for abstinence, as specified on pagé: 49 the
Treatment Manual

5. Patientswho request additional episodes of smoking cessation treatment after failing to
stop smoking Somepatientswill request multiple episodes of IC treatment because they (a)
continue to smoke and still want to quit, (b) did not complete the IC treatment sessions but
remained enrolled irspecialized outpatientare for PTSD, or (c) dropped out of smoking
cessation treatment and PTSD treatmellYhenever possible, we recommend permitting
patientstore-Sy 31 3S 06 dINRAABeOHatSdy poink Igeally, these péents will be
reinstated on smoking cessation medications and will receive behavioral counseling
components that thdC provideideems relevant.

6. Patientsdrop out of IC before receiving all the core treatment intervention (5 behavioral
counseling sessons plus medications) and then return later, requesting resumption of
treatment. We recommend thatC be resumed fgpatientswho drop out and then return
requesting reinstatement smoking cessation treatmel@. providersvould re-administer
interventions as appropriate ICprovidershave the flexibility to use clinical judgment in
providing cursory review of interventions thpatientshave previously received and appear to
grasp well and focus more intensively on interventions that appear mostalli@tevant.

7. Patiensare unable to attend scheduled fatreface IC treatment sessian$C behavioral
counseling sessiongere designedo be delivered on an individual basis during facdace
visits. The core IC counseling sessions are to beedeti on a oncaveekly basis, and relapse
prevention/management sessions are to be delivered monthly thereafter. For a variety of
reasons, someatientswill be unable to physically attend these scheduled sessions. IC
providers shouldttempt to reschedile missed sessions within two weeks of the original
appointment time. However, if fae®-face visits cannot be rescheduled, the content of the
missed appointmenimaybe delivered tgpatientsusing telephone communication.

8. Patientsrequest or requi longterm nicotine replacement thergpbupropionor

varenicline Accruing evidence supports the notion that longer term treatment with
pharmacotherapies for smoking cessation engenders improved outcomes without an increase
in adverse events.
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APPENDIX 3
Participant Workbook

See separate document to be givenpatients, entitledParticipant Workbook.
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