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GUIDELINES FOR USING THE TREATMENT MANUAL 
 

Session Plan for Integrated Care (IC) Behavioral Counseling  
 
The behavioral counseling component of IC consists of three phases: 

1. Five weekly core treatment sessions (weeks 1-5), emphasizing acquisition of skills for 
stopping smoking. 

2. Three weekly follow-up sessions (weeks 6-8), emphasizing relapse prevention and relapse 
ƳŀƴŀƎŜƳŜƴǘ όάǊŜŎȅŎƭƛƴƎέύΦ 

3. Monthly follow-ǳǇ όάōƻƻǎǘŜǊέύ ǎŜǎǎƛƻƴǎ (months 3-12), emphasizing relapse prevention 
ŀƴŘ ǊŜƭŀǇǎŜ ƳŀƴŀƎŜƳŜƴǘ όάǊŜŎȅŎƭƛƴƎέύΦ 

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 
ŀŎŎƻƳƳƻŘŀǘŜ ǘƻ άǊŜŀƭ ǿƻǊƭŘέ ƭƛƳƛǘŀǘƛƻƴǎ ōȅ ŀƭǘŜǊƛƴƎ ǘƘŜ ǎŎƘŜŘǳƭƛƴƎ ƻŦ ǎŜǎǎƛƻƴǎ ŀǎ ƴŜŎŜǎǎŀǊȅΦ 
 

Plan for Delivering IC Behavioral Counseling Sessions 

1. Who should deliver IC counseling interventions?  Behavioral counseling sessions should 
be delivered by a PTSD provider who has an ongoing, continuous relationship with the 
ǇŀǘƛŜƴǘ ŀǎ ƘƛǎκƘŜǊ ǇǊƛƳŀǊȅ άǇƻƛƴǘ ƻŦ ŎƻƴǘŀŎǘέ όŎŀǎŜ ƳŀƴŀƎŜǊΣ ŎƻƻǊŘƛƴŀǘƻǊΣ ƻǊ ǇǊƛƳŀǊȅ 
provider respoƴǎƛōƭŜ ŦƻǊ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎŀǊŜύΦ  ¢Ƙƛǎ ǎǘŀŦŦ ƳŜƳōŜǊ Ŏŀƴ ōŜ ƻŦ ŀƴȅ ǇǊƻŦŜǎǎƛƻƴŀƭ 
discipline, provided that he/she has undergone initial training and supervision in IC. 

2. What modality should be used for delivering IC sessions?  IC treatment sessions are to be 
delivered on an individual (not group) basis.  Possible strategies for administering IC 
sessions include: 

Á Incorporate IC sessions into regularly scheduled individual visits for PTSD  

Á Arrange IC visits as treatment contacts separate from regularly scheduled PTSD 
sessions 

 
3. Can IC sessions be delivered by telephone?  The treatment manual assumes that the five 

initial core treatment sessions will be delivered during face-to-face PTSD clinic visits.  
Ideally, all follow-up sessions should also be delivered directly in the PTSD clinic.  However, 
circumstances may occur that make face-to-face visits difficult, if not impossible (e.g., 
illness or barriers to traveling to the PTSD clinic).  In such circumstances, it is acceptable to 
deliver follow-up sessions (i.e., 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 face-to-face visit.  Follow-up medication management sessions may be 
delivered by telephone. 
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Structure and Organization of the IC Behavioral Counseling Treatment Manual 
 
The IC Treatment Manual for behavioral counseling consists of 3 components: 
 
1. A session-by-ǎŜǎǎƛƻƴ άǊƻŀŘƳŀǇέ containing: 

Á specific treatment objectives to be accomplished 

Á recommended strategies for executing these objectives 

Á examples illustrating recommended strategies 

Á text boxes that contain informational notes and  suggestions for handling common 
clinical problems   

Á supplemental interventions (highlighted in yellow) 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 covering intervention strategies that counselors should be familiar with as 

informed tobacco cessation interventionists, including:   

Á Supplement 1: Promoting Motivation to Quit Smoking 

Therapists should be prepared to administer motivational interventions to patients 
who become ambivalent about quitting after starting the treatment, particularly to 
those who relapse and become discouraged after their initial quit date.    

Á Supplement 2:  Pharmacotherapy for Tobacco Cessation 

The prescriber is primarily responsible for educating patients about smoking cessation 
medications and authorizing their use.  However, other providers need to be informed 
about these medications so that they can confidently recommend their use (under 
direction from the prescriber) and field common questions about these medications 
during the course of treatment (e.g., side effects and how to properly use the 
products).  Your credibility as a provider will be enhanced by conveying a working 
knowledge of tobacco cessation medications.  Also, patients with memory and 
comprehension problems often need to hear instructions for using medications several 
times, in order to enhance compliance.  

 
3. Reference materials, including: 

Á Appendix 1:  Clinical Strategies Addressing the Dynamic Relationship Between PTSD 
and Tobacco Use 

 Patients with PTSD smoke, 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 to smoking.  Appendix 1 
summarizes interventions that providers should consider using to manage PTSD 
ǎȅƳǇǘƻƳǎ ƛƴ ǘƘŜ ŎƻƴǘŜȄǘ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƻƴƎƻƛƴƎ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ǘƘŜ t¢{5 /ƭƛƴƛŎ 
treatment program. 
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Á Appendix 2: Managing Clinical Challenges. 

 Appendix 2 lists common clinical challenges to anticipate as well as guidelines for 
responding.   

Á Appendix 3: A Participant Workbook that is provided to patients.  This workbook 
provides information about tobacco use and tobacco cessation strategies and contains 
άƘƻƳŜǿƻǊƪέ ŜȄŜǊŎƛǎŜǎ ŀǎ ŀƴ ŀǎǎƛƎƴŜŘ ǇŀǊǘ ƻŦ ǘǊŜŀǘƳŜƴǘΦ   

 

Clinical Strategy 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, familiarize yourself 
with the corresponding assignments that you will ask patients to complete in the 
άtŀǊǘƛŎƛǇŀƴǘ ²ƻǊƪōƻƻƪΦέ  

2. During the session, refer to the treatment manual throughout the session.  (Do not 
attempt to memorize session objectives.)  With the proper orientation, patients become 
accustomed to their therapist referring to the manual during sessions.  They often regard 
the procedure as an effort by the provider ǘƻ ōŜ ǘƘƻǊƻǳƎƘ ƛƴ ŘŜƭƛǾŜǊƛƴƎ ǘƘŜ ƭŀǘŜǎǘ άǎǘŀǘŜ-
of-the-ŀǊǘέ ǘǊŜŀǘƳŜƴǘΦ 

3. Focus on accomplishing the specific treatment objectives for each session.  Use your 
discretion in following the recommended strategies for executing these objectives, 
depending on your background and experience in tobacco cessation counseling.  Consider 
the recommended strategies as just thatτrecommendations, not a rigid set of rules to be 
ŦƻƭƭƻǿŜŘ ƛƴ άƭƻŎƪ-ǎǘŜǇέ ŦŀǎƘƛƻƴΦ 

 

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

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

Á 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 are to be consistent with evidence- and consensus-based 
interventions described in the VA/DoD clinical practice guideline for PTSD located at: 
http://www.healthquality.va.gov/ 

Á clinically indicated treatment for active substance use disorders (including referral to 
AA or an addictions treatment program) 

Á psychosocial interventions aimed at acquisition of skills for mood and stress 
management.  (Patients may be learning these skills during a current episode of 
treatment or may have already acquired them through past psychosocial treatment.) 

¢ƘŜǊŜ ŜȄƛǎǘǎ ŀ ǾŜǊȅ ǎǘǊƻƴƎ ǊŜƭŀǘƛƻƴǎƘƛǇ ōŜǘǿŜŜƴ ǊŜƭŀǇǎŜ ǘƻ ǎƳƻƪƛƴƎ ŀƴŘ ǎȅƳǇǘƻƳǎ ƻŦ άǎǘǊŜǎǎέ 
and negative moods.  IC presumes that providers will:  
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a. use their full range of psychosocial skills to assist patients in managing stress and 
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 interventions (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 methods, as it is implied that these methods are already woven into the 
ǇŀǘƛŜƴǘΩǎ ǊƻǳǘƛƴŜ t¢{5 /ƭƛƴƛŎ ŎŀǊŜΦ 
 
Other Procedural Notes 
 
The treatment manual instructs therapists to assign readings and exercises to patients from 
the Participant Workbook, which is to be brought to each treatment session.  Most patients 
comply with bringing their Participant Workbook to sessions.  However, some patients will 
forget to bring their workbook to sessions or will lose the workbook altogether.  Keep several 
extra copies of the Participant Workbook in your office and supply them to patients who lost 
their original copy or failed to bring it to session.   
 

 
aŀȄƛƳƛȊŜ ǘƘŜ ά!ŎǘƛǾŜ LƴƎǊŜŘƛŜƴǘǎέ ƻŦ L/ ŦƻǊ {ƳƻƪƛƴƎ /Ŝǎǎŀǘƛƻƴ 

 
The ultimate objective of PTSD Clinic primary mental health care 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 long-
ǘŜǊƳ ƳƻƴƛǘƻǊƛƴƎ ƻŦ ǎƳƻƪƛƴƎ ǎǘŀǘǳǎ ŀƴŘ ǊŜŀǇǇƭƛŎŀǘƛƻƴ ƻŦ ŎŜǎǎŀǘƛƻƴ ǘǊŜŀǘƳŜƴǘ όάǊŜŎȅŎƭƛƴƎέύΦ  L/ 
providers should use the leverage of their enduring therapeutic alliance to encourage patients 
ǘƻ άƴŜǾŜǊ ƎƛǾŜ ǳǇέ ŀƴŘ ƪŜŜǇ ǘǊȅƛƴƎ ǘƻ ǉǳƛǘ ǎƳƻƪƛƴƎΣ ǿƛǘƘ ǘƘŜ ǎǳǇǇƻǊǘ ƻŦ ǘƘŜ t¢{5 /ƭƛƴƛŎΦ 
 
2.  Mental health professionals have advanced training and experience in treating behavioral 
and substance use disorders, enabling them to tailor smoking cessation treatment to fit the 
dynamic interaction of tobacco use with PTSD symptoms. 
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INTEGRATED CARE FOR SMOKING CESSATION: OVERVIEW OF SESSION OBJECTIVES 

 Session 1 Session 2 Session 3 Session 4 Session 5 Follow-Up Contacts 

IN
T

E
R

V
E

N
T

IO
N

S
 

Assess Nicotine 
Dependence, 
Abstinence Attempts, 
and Reasons for 
Quitting Smoking 

Advise Patient to Quit 
Smoking 

Motivational 
Interventions (as 
needed) 

Empathic Support and 
Encouragement in 
Quitting Smoking 

Orient to Plan for 
Behavioral Counseling 

Recommend Smoking 
Cessation 
Medications 

Provide Guidelines for 
Setting a Quit Date 

Identify Quit Date  

Identify Smoking 
Triggers 

Implement Strategies 
for Reduced Smoking 

Rudimentary Skills for 
Coping with Smoking 
Triggers  

Á Controlled 
breathing  

Á Identify Existing 
Patient-Generated 
Coping Skills 

Review Assignment to 
Practice Coping with 
Smoking Triggers 

Review Status of 
Reduced Smoking 

Teach Principles of 
Coping with Smoking 
Triggers 

Develop an Action 
Plan for Coping with 
Smoking triggers 

Assess Follow-
Through With 
Smoking Cessation 
Medications 

Review Assignment to 
Practice Coping with 
Smoking Triggers 

Review Status of 
Reduced Smoking 

Implement Behavior 
Changes to Prepare 
for Quit Date 

Review Use of 
Controlled Breathing 

Identify Sources of 
Social Support to Help 
the Patient Stop 
Smoking 

Assess Availability and 
Use of Smoking 
Cessation 
Medications 

Review Assignment to 
Practice Coping with 
Smoking Triggers 

Review Status of 
Reduced Smoking 

Review Preparation for 
Quit Date Assignment 

Review Assignment to 
Use Social Supports 

Educate Patient 
Regarding Actions to 
Take on Quit Date 

Introduce Relapse 
Prevention 

Review Plan for 
Smoking Cessation 
Medications 

Assess Smoking Status & 
Quit Date Experiences 

PROCEDURES FOR 
ABSTINENT PATIENTS 

Á Congratulate Patient/ 
Support Continued 
Abstinence 

Á Discuss Positive 
Experiences Associated 
with Quitting 

Á Assess & Resolve 
Problems Encountered in 
Quitting 

PROCEDURES FOR 
PATIENTS WHO CONTINUE 
TO SMOKE 

Á Renew Commitment to 
Abstinence & Reinstate 
Appropriate Treatment 

A
S

S
IG

N
M

E
N

T  

Goal Assignments for 
Session 2 

Goal Assignments for 
Session 3 

Goal Assignments for 
Session 4 

Goal Assignments for 
Session 5 

Goal Assignments for 
Follow-up Session 

Goal Assignments for 
Following Session 

FO
L

L
O

W-
U

P 
 

Schedule Session 2 

Coordinate Care with 
Prescriber 

Schedule Session 3 Schedule Session 4 Schedule Session 5 Schedule Follow-up 
Appointment 

Schedule Next Follow-up 
Appointment 
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SESSION 1 

OVERVIEW 

Ç Assess Tobacco Use, Abstinence Attempts, and Reasons for Quitting Smoking 

Ç Advise Quitting 

Ç Motivational Interventions (Only for Patients Unwilling to Quit) 

Ç Empathic Support and Encouragement in Quitting Smoking 

Ç Orient to Plan for Behavioral Counseling 

Ç Recommend Smoking Cessation Medications 

Ç Guidelines for Setting a Quit Date 

Ç Goal Assignments for Session 2 

Ç Schedule Session 2 

Ç Coordinate Care with Prescriber 

 
Objective 1 

Assess Nicotine Dependence, Abstinence Attempts, and Reasons for Quitting 

BRIEFLY ASSESS SMOKING HISTORY AND CURRENT CONSUMPTION 

1.  CŀƳƛƭƛŀǊƛȊŜ ȅƻǳǊǎŜƭŦ ǿƛǘƘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǎƳƻƪƛƴƎ ƘƛǎǘƻǊȅ ŀƴŘ ŎƛƎŀǊŜǘǘŜ ŎƻƴǎǳƳǇǘƛƻƴ ōȅ ŀǎƪƛƴƎ 
the following questions:   

ŀΦ  άCƻǊ Ƙƻǿ Ƴŀƴȅ ȅŜŀǊǎ ƘŀǾŜ ȅƻǳ ǎƳƻƪŜŘ ŎƛƎŀǊŜǘǘŜǎ ƻƴ ŀ Řŀƛƭȅ ƻǊ ƴŜŀǊ Řŀƛƭȅ ōŀǎƛǎΚέ 

ōΦ  άIƻǿ Ƴŀƴȅ ŎƛƎŀǊŜǘǘŜǎ ǇŜǊ Řŀȅ Řƻ ȅƻǳ ǎƳƻƪŜ ƛƴ ŀ ǘȅǇƛŎŀƭ ŘŀȅΚέ 

ŎΦ  άIƻǿ ǎƻƻƴ ŀŦǘŜǊ ȅƻǳ ǿŀƪŜ ǳǇ Řƻ ȅƻǳ ǎƳƻƪŜ ȅƻǳǊ ŦƛǊǎǘ ŎƛƎŀǊŜǘǘŜΚέ 

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

ASSESS PREVIOUS ABSTINENCE ATTEMPTS 

1.  Ask about experiences and outcomes of previous smoking quit attempts. 

ŀΦ  άIŀǾŜ ȅƻǳ ŜǾŜǊ ǘǊƛŜŘ ǘƻ ǎǘƻǇ ǎƳƻƪƛƴƎ ōŜŦƻǊŜΚέ 

ōΦ  ά²Ƙŀǘ ǿŀǎ ǘƘŜ ƭƻƴƎŜǎǘ ǇŜǊƛƻŘ ƻŦ ǘƛƳŜ ǘƘŀǘ ȅƻǳ ŜǾŜǊ ǉǳƛǘ ǎƳƻƪƛƴƎΚέ 

If the patient had ever stopped smoking for at least 24 hours, as a result of a deliberate quit 
attempt, ask the following questions in reference to their single most successful (longest) quit 
attempt: 

ŀΦ  ά²Ƙŀǘ ǿŀǎ ƛǘ ƭƛƪŜ ŦƻǊ ȅƻǳ ǘƻ ƘŀǾŜ ǉǳƛǘΚέ 
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ōΦ  ά5ƛŘ ȅƻǳ ƴƻǘƛŎŜ ŀƴȅ ōŜƴŜŦƛǘǎ ŘǳǊƛƴƎ ǘƘŜ ǘƛƳŜ ȅƻǳ ǎǘƻǇǇŜŘ ǎƳƻƪƛng (e.g., more energy, 
ƛƳǇǊƻǾŜŘ ōǊŜŀǘƘƛƴƎΣ ōŜǘǘŜǊ ǎŜƴǎŜ ƻŦ ǎƳŜƭƭ ƻǊ ǘŀǎǘŜύΚέ 

ŎΦ  ά²Ƙŀǘ ŘƛŘ ȅƻǳ Řƻ ǘƘŀǘ ƘŜƭǇŜŘ ȅƻǳ ǎǘƻǇ ǎƳƻƪƛƴƎΚέ  

ŘΦ  ά²Ƙŀǘ ǘǊƛƎƎŜǊŜŘ ȅƻǳ ǘƻ ǊŜƭŀǇǎŜ ǘƻ ǎƳƻƪƛƴƎΚέ 

2.  Encourage patients with a positive quit history.  

Examples: mention that prior abstinence demonstrates the patientôs ability to do without 
smoking; summarize benefits experienced by patient during the period of not smoking. 

3.  Reframe past quit attempts as learning opportunities rather than failures.  

Examples: ñWhat did you learn from your past quit attempt(s) that will help you succeed now?ò 
ñItôs normal for successful ex-smokers to make several quit attempts before stopping for good, 
as they learn valuable lessons each time.ò 

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

5.  Summarize factors contributing to past relapses.  Explain that treatment will help the patient 
anticipate and prepare for relapse triggers that previously led to their return to smoking. 

ASSESS REASONS FOR QUITTING SMOKING 

1.  Ask the patient to state his/her personal reasons for wanting to quit smoking. 

If the patient obviously neglected to name personally relevant benefits of quitting, suggest 
additional reasons for quitting smoking (see άaŀƪƛƴƎ ǘƘŜ 5ŜŎƛǎƛƻƴ ǘƻ {ǘƻǇ {ƳƻƪƛƴƎ ŦƻǊ ¸ƻǳǊ 
Health and Well-.ŜƛƴƎέ in the Participant Workbook [pages 6-8]).  (Example:  stopping smoking 

lowers risk of serious medical complications for patients with diabetes.)  

2.  Ask the patient to record these reasons on the άaȅ wŜŀǎƻƴǎ ǘƻ {ǘƻǇ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘΣέ 
located on page 9 of the Participant Workbook.  Assist the patient in completing this task by 
paraphrasing reasons for quitting as necessary, in order to ensure that they are clearly and 
concisely stated. 

3.  Ask the patient to record up to three of his/her most personally important reasons for quitting 
smoking on a 3 X 5 index card, at home after the session (supply an index card).  Advise the 
patient to carry this card with him/her and read it on at least three separate occasions each day, 
right before lighting up a cigarette.  Suggest carrying the card in a conspicuous place, such as 
inserting into the pack of cigarettes or wallet. 
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Objective 2 
Advise Patient to Quit Smoking 

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

a. ClearΥ  άL ǘƘƛƴƪ ƛǘ ƛǎ ǾŜǊȅ ƛƳǇƻǊǘŀƴǘ ŦƻǊ ȅƻǳ ǘƻ ǉǳƛǘ ǎƳƻƪƛƴƎ ŀǘ ǘƘƛǎ ǘƛƳŜ ƛƴ ȅƻǳǊ ƭƛŦŜΦ  ¢ƘŜ PTSD 
TŜŀƳ ŀƴŘ L ŎƻƴǎƛŘŜǊ ƛǘ ŀ ǇǊƛƻǊƛǘȅ ǘƻ ƘŜƭǇ ȅƻǳ ǎǘƻǇ ǎƳƻƪƛƴƎΦέ 

b. Strong:  ά!ǎ ȅƻǳǊ ǇǊƻǾƛŘŜǊΣ L ƴŜŜŘ ȅƻǳ ǘƻ ƪƴƻǿ ǘƘŀǘ ǉǳƛǘǘƛƴƎ ǎƳƻƪƛƴƎ ƛǎ ǘƘŜ Ƴƻǎǘ ƛƳǇƻǊǘŀƴǘ 
ǘƘƛƴƎ ȅƻǳ Ŏŀƴ Řƻ ǘƻ ǇǊƻǘŜŎǘ ȅƻǳǊ ŎǳǊǊŜƴǘ ŀƴŘ ŦǳǘǳǊŜ ƘŜŀƭǘƘΦ  LǘΩǎ ŀƭǎƻ ƻƴŜ ƻŦ ǘƘŜ Ƴƻǎǘ 
important ways for you to feel better emotionally and improve the quality of your lƛŦŜ ƴƻǿΦέ 

c. Personalized:  [ƛƴƪ ȅƻǳǊ ŀŘǾƛŎŜ ǘƻ ǉǳƛǘ ǎƳƻƪƛƴƎ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǎǘŀǘŜŘ ǊŜŀǎƻƴǎ ŦƻǊ ǿŀƴǘƛƴƎ 
ǘƻ ǉǳƛǘΣ ǊŜŎƻǊŘŜŘ ƻƴ ǘƘŜ άaȅ wŜŀǎƻƴǎ ǘƻ {ǘƻǇ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘΦέ 9ƳǇƘŀǎƛȊŜ ǘƘŜ ƘŜŀƭǘƘ 
risks of smoking and health benefits of quitting, for patients with a smoking-related 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 ñrecycleò upon relapse after the initial course of treatment. 

 

 

   

1.  Implement motivational interventions (see Supplement 1, Strategy 1: ά¢ƘŜ άп wǎέ ƻŦ IŜŀƭǘƘ 
tǊƻƳƻǘƛƻƴέ) for patients who (a) state that they do not want to stop smoking and refuse to set a 
Quit Date, or (b) who have marked ambivalence about quitting. 

Supplemental Strategy: Use motivational interviewing interventions (see Supplement 1, 
Strategy 2) 

2.  Continue administering smoking cessation treatment procedures (Objectives 4-10), for patients 
who resolve their ambivalence and want to pursue the goal of quitting smoking. 

3.  Administer additional motivational interventions for patients who remain highly ambivalent 
and do not want to proceed with a quit attempt:  
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a.  State or paraphrase:  ά¢ƘŜ ǇǳǊǇƻǎŜ ƻŦ ƻǳǊ ŦǳǘǳǊŜ ǎŜǎǎƛƻƴǎ ǿƛƭƭ ōŜ ǘƻ ƘŜƭǇ ȅƻǳ ŜǾŀƭǳŀte the pros 
ŀƴŘ Ŏƻƴǎ ƻŦ ǘǊȅƛƴƎ ǘƻ ǎǘƻǇ ǎƳƻƪƛƴƎ ŀǘ ǘƘƛǎ ǘƛƳŜΦ  LŦ ȅƻǳΩǊŜ ƛƴǘŜǊŜǎǘŜŘΣ L ǿƻǳƭŘ ƭƛƪŜ ǘƻ ƘŜƭǇ ȅƻǳ 
ƳŀƪŜ ŀ ŘŜŎƛǎƛƻƴ ǘƘŀǘΩǎ ǊƛƎƘǘ ŦƻǊ ȅƻǳΣ ŀƴŘ L ǿƛƭƭ ǊŜǎǇŜŎǘ ŀƴȅ ŘŜŎƛǎƛƻƴ ȅƻǳ ƳŀƪŜΦ  ²Ŝ ǿƛƭƭ ƴƻǘ 
continue with interventions aimed at stopping smoking until you have decided whether or not 
you want to stop smoking.  If you eventually decide that you want to set a Quit Date and stop 

ǎƳƻƪƛƴƎΣ LΩƭƭ ōŜ ŀǾŀƛƭŀōƭŜ ŀǘ ŀƴȅ Ǉƻƛƴǘ ŀƭƻƴƎ ǘƘŜ ǿŀȅ ǘƻ ǇǊƻǾƛŘŜ ǘƘŜ ǘǊŜŀǘƳŜƴǘ ǘƘŀǘ ǿƛƭƭ ƘŜƭǇ 
ȅƻǳ ǿƛǘƘ ǘƘƛǎ ƎƻŀƭΦέ  

b.  Skip Objectives 4-10 below. 

c.  Schedule follow-up visit in one week. 

 

Objective 4 
Provide Empathic Support and Encourage the Patient in Quitting Smoking 

1.  Ask: άIƻǿ ŎƻƴŦƛŘŜƴǘ ŀǊŜ ȅƻǳ ǘƘŀǘ ȅƻǳ ǿƛƭƭ ǎǘƻǇ ǎƳƻƪƛƴƎ ŀƴŘ ǊŜƳŀƛƴ ǉǳƛǘΣ ǳǎƛƴƎ ŀ мл-point scale 
wherŜ л Ŝǉǳŀƭǎ Ψƴƻǘ ŀǘ ŀƭƭ ŎƻƴŦƛŘŜƴǘΩ ŀƴŘ мл Ŝǉǳŀƭǎ ΨŜȄǘǊŜƳŜƭȅ ŎƻƴŦƛŘŜƴǘΩΚέ 

If a score of 7 or lower is obtained: 

a.  Ask:  ά²Ƙŀǘ ƪŜǇǘ ȅƻǳ ŦǊƻƳ ƎƛǾƛƴƎ ȅƻǳǊǎŜƭŦ ŀ ƘƛƎƘŜǊ ǊŀǘƛƴƎΣ ƭƛƪŜ ŀƴ у ƻǊ фΚέ 

b.  Ask:  ά²Ƙŀǘ ǿƻǳƭŘ ƴŜŜŘ ǘƻ ŎƘŀƴƎŜ ƻǊ ōŜ ŘƛŦŦŜǊŜƴǘ ǘƻ ǊŀƛǎŜ ȅƻǳǊ ŎƻƴŦƛŘŜƴŎŜ ŀōƻǳǘ ǉǳƛǘǘƛƴƎΚέ 

c.  Provide education and supportive interventions aimed at increasing confidence in quitting 
smoking. 

If a score greater than 7 is obtained:  Advise the patient that his/her confidence and determination 
to quit smoking greatly increases the chances of success in becoming a permanent non-smoker. 

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 successful in quitting 
smoking.  Inform the patient that: 

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

b. ¸ƻǳ ƘŀǾŜ ŀ ƎǊŜŀǘ ŘŜŀƭ ƻŦ ŎƻƴŦƛŘŜƴŎŜ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŀōƛƭƛǘȅ ǘƻ ǉǳƛǘ ǎƳƻƪƛƴƎΣ ǿƛǘƘ ŀǎǎƛǎǘŀƴŎŜ 
of state-of-the art treatments provided by the PTSD Team. 

4.  For patients with a history of unsuccessful quit attempts:  Counter discouragement about past 
άŦŀƛƭŜŘέ ǉǳƛǘ ŀǘǘŜƳǇǘǎ ōȅ ǊŜŦǊŀƳƛƴƎ ǘƘŜǎŜ ŀǘǘŜƳǇǘǎ ŀǎ ǾŀƭǳŀōƭŜ ƭŜŀǊƴƛƴƎ ŜȄǇŜǊƛŜƴŎŜǎΥ  

a.  Successful ex-smokers usually made several quit attempts before stopping smoking for good. 

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. 
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c.  You ŀƴŘ ǘƘŜ t¢{5 /ƭƛƴƛŎ ǎǘŀŦŦ ǿƛƭƭ ǿƻǊƪ ǘƻƎŜǘƘŜǊ ŀǎ ŀ ǘŜŀƳ ǘƻ άŘƻ ǿƘŀǘ ŜǾŜǊ ƛǘ ǘŀƪŜǎέ ǘƻ ƘŜƭǇ 
ǘƘŜ ǇŀǘƛŜƴǘ ǎǘƻǇ ǎƳƻƪƛƴƎΣ ƛƴŎƭǳŘƛƴƎ ǇǊƻǾƛŘƛƴƎ ǊŜǇŜŀǘŜŘ ǘǊŜŀǘƳŜƴǘ ƻǾŜǊ ǘƘŜ άƭƻƴƎ Ƙŀǳƭέ ƛŦ 
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.  Explain that people smoke cigarettes for three reasons, and that all three reasons will be 
addressed during treatment: 

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

b.  Smoking is an emotional addiction, a way people have learned to cope with PTSD symptoms 
(such as painful trauma memories), negative moods (like depression, anger, and anxiety), 
and general stress of daily living. 

c.  Smoking is a physical addiction, since it delivers the drug nicotine that causes cravings to 
smoke and withdrawal symptoms. 

2.  Explain the purpose of counseling sessions:  Counseling sessions will be provided because 
stopping smoking requires learning new behaviors and ways of thinking, a process that takes 
work over many weeks.  Emphasize 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 entirely 

ōΦ  άǳƴƭŜŀǊƴƛƴƎέ ǘƘŜ Ƙŀōƛǘ of smoking by practicing alternative behaviors in situations that 
usually trigger smoking 

c.  coping with PTSD symptoms, negative moods, and stress without using tobacco to control 
emotions 

3.  Explain the schedule for counseling sessions: 

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

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

c.  a minimum of once monthly follow-up contacts will then be provided in order to monitor 
smoking status, support continued success, and reinstate treatment to encourage renewed 
quit attempts, if necessary. 

4.  Emphasize that the patient should initiate additional smoking cessation contacts if he/she 
returns to any smoking or has difficulty coping with smoking urges or withdrawal symptoms. 
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 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 patientôs limitations as his/her schedule allows.  Follow-up sessions are 
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 ï 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: 

a.  the rationale for using the medication 

b.  instructions in proper use of the medication (dose, course of treatment) 

c.  potential side effects 

d.  contraindications 

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 patients and ñtroubleshootò problems 
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.  Explain that the physical addiction part of smoking can be successfully treated using 
medications that reduce withdrawal symptoms and urges to smoke.  Explain that these 
medications include: 

a.  Bupropion (or Zyban), an antidepressant medication that reduces urges to smoke and can 
make cigarette smoke less tasteful.  Buproprion is a pill that is taken twice daily and must be 
started 1-2 weeks before the Quit Date. 
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b.  Nicotine replacement therapy, which reduces nicotine withdrawal symptoms by safely 
delivering nicotine without the harmful effects of cigarette smoke.  Nicotine replacement 
therapies include nicotine patch, gum, lozenge, inhaler and spray and are started on the day 
patients stop smoking.  

c.  Varenicline (or Chantix), a new medication that reduces urges to smoke and can make 
cigarette smoking less rewarding.  Varenicline is a pill that is taken twice daily and must be 
started 1 week before the Quit Date. 

2.  Ask patient if he/she has used any of these smoking cessation medications in the past.  If so, 
identiŦȅ ƳŜŘƛŎŀǘƛƻƴǎ ǘƘŀǘ ǿŜǊŜ όŀƴŘ ǿŜǊŜ ƴƻǘύ ƘŜƭǇŦǳƭ ŀƴŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎǳǊǊŜƴǘ ǇǊŜŦŜǊŜƴŎŜǎ ŦƻǊ 
smoking cessation medications. 

3.  Explain the plan for receiving smoking cessation medications and learning their proper use: 

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

b.  Written instructions about how to use smoking cessation medications are provided in the 
Participant Workbook (pages 43 ς 61). 

4.  Invite and answer questions about 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 reservations or resistance to using medications and address these 
or any misconceptions by providing information and/or reassurance. 

6.  Obtain a commitment from the patient to meet with the PTSD Clinic prescriber to discuss 
smoking cessation medications 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.  Ask the patient to decide on the calendar date of his/her Quit Date, over the next week 
ŦƻƭƭƻǿƛƴƎ ǘƻŘŀȅΩǎ ǎŜǎǎƛƻƴΦ  ¢ƘŜ vǳƛǘ 5ŀǘŜ ǎƘƻǳƭŘ ōŜ ǎŎƘŜŘǳƭŜŘ ǘƻ ƻŎŎǳǊ ŘǳǊƛƴƎ ǘƘŜ ǿŜŜƪ 
following session 5 (approximately 4 weeks from today).  

2.  {ǳƎƎŜǎǘ ǘƘŀǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǎǇƻǳǎŜ ƻǊ ǎƛƎƴƛŦƛŎŀƴǘ ƻǘƘŜǊ ōŜ ƛƴǾƻlved in planning the Quit Date. 
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3.  Advise the 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 pleasurable activity with a supportive 
significant other  

c.  can arrange to be in a non-smoking environment and engage in activities that are not 
associated with smoking 

 

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

It is not uncommon for patients become impatient with ñhaving to waitò to stop smoking until a 
Quit Date after session 5.  For such patients, try the following tactics: 

1.  Discourage the perspective that quitting smoking is simply a matter of ñwillpower.ò  
Emphasize that quitting smoking is a process that requires the learning of skills for 
breaking the habit of smoking.  The role of ñwillpowerò in this process is to provide the 
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: 

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

 If 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.  Explain that success in quitting smoking requires working on Goal Assignments in between 
regularly scheduled treatment sessions. 

2.  Provide a rationale for using the Participant Workbook. 

a.  Explain that the Participant Workbook Ŏƻƴǘŀƛƴǎ ǘƘŜ άǊƻŀŘ ƳŀǇέ ƻŦ ƛƴŦƻǊƳŀǘƛƻƴ ŀƴŘ 
procedures that will greatly help the patient permanently stop smoking.  It should be referred 
to repeatedly during the lengthy and sometimes difficult process of recovery from tobacco 
dependence. 



16 

 

b.  Explain that you will assign brief exercises and readings in the Participant Workbook, to be 
completed at home in between treatment sessions. 

c.  Advise the patient to bring the Participant Workbook to all smoking cessation treatment 
sessions. 

3.  Orient the patient to Goal Assignments to be completed before session 2, as listed on page 5 of 
the Participant Workbook:  

a.  read άaŀƪƛƴƎ ǘƘŜ 5ŜŎƛǎƛƻƴ ǘƻ {ǘƻǇ {ƳƻƪƛƴƎ ŦƻǊ ¸ƻǳǊ IŜŀƭǘƘ ŀƴŘ ²Ŝƭƭ-.ŜƛƴƎέ (pages 6-8) in 
the Participant Workbook.  This handout provides information about: 

1.  the negative physical and psychological 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 least three reasons for quitting smoking on a 3 X 5 card.  Read this card right before 
lighting up a cigarette on at least three separate occasions each day. 

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

 

Objective 9 
Schedule Session 2 

Schedule behavioral counseling session 2 within one week. 

 

Objective 10 
Coordinate Care with Prescriber 

1.  Arrange a treatment contact between the patient and his/her PTSD Clinic prescriber (face-to-
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 assessment: (a) average 
cigarettes smoked per day, (b) history of favorable vs. unfavorable responses to tobacco 
cessation medications, (c) patient preferences for tobacco cessation medications (if expressed). 

3.  Identify medications approved by the prescriber after 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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SESSION 2 

OVERVIEW 

Ç Identify Quit Date 

Ç Identify Smoking Triggers 

Ç Strategies for Reduced Smoking 

Ç Rudimentary Skills for Coping with Smoking Triggers 

Ç Controlled breathing  

Ç Identify Existing Patient-Generated Coping Skills 

Ç Goal Assignments for Session 3 

Ç Schedule Session 3 

 

Objective 1 
Identify a Smoking Quit Date to Occur During the Week Following Session 5 

1.  Ask patient to identify his/her Quit Date. 

2.  Revise ǘƘŜ ǇŀǘƛŜƴǘΩǎ vǳƛǘ 5ŀǘŜΣ if assistance is obviously needed in identifying an optimal date 
(e.g., a date marked by relatively low stress, presence of social or other support, and minimum 
exposure to smoking triggers by planning to engage in non-smoking activities).   

3.  Ensure that the Quit Date falls within a one-week interval following the scheduled date for 
session 5.  Assist in identifying the Quit Date, using a calendar if necessary.  

4.  Ask the patient to record his/her Quit Date on the back of the 3 X 5 index card (distributed in 
session 1), on which he/she recorded three reasons for quitting smoking.  (If patient did not fill 
out or bring in a card assist him/her in doing so now.) 

5.  Advise the patient to announce his/her Quit Date to family, friends, and co-workers and to 
request their support in helping him/her stop. 

Supplemental Strategy:  Explain that it is not uncommon for patients who successfully quit 
smoking to waver in their commitment to the Quit Date as it approaches.  Encourage the patient to 
freely express any apprehension as the Quit Date approaches, while emphasizing the importance 
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: 

 appropriate pharmacological intervention (i.e., bupropion) (session 1, objective 6) 

 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.  Explain the concept of άǎƳƻƪƛƴƎ ǘǊƛƎƎŜǊǎέ ōȅ ǎǘŀǘƛƴƎ ƻǊ ǇŀǊŀǇƘǊŀǎƛƴƎΥ ά{ƳƻƪƛƴƎ ǘǊƛƎƎŜǊǎ ŀǊŜ 
high risk situations or cues that bring on the urge to smoke.  This happens because these 
situations and cues have been associated with smoking hundreds or thousands of times, over 
Ƴŀƴȅ ȅŜŀǊǎΦ   {ƳƻƪƛƴƎ ƛǎ ŀ ŎƻƴŘƛǘƛƻƴŜŘ ǊŜǎǇƻƴǎŜ ǘƻ ǘƘŜ ǇǊŜǎŜƴŎŜ ƻŦ о ƪƛƴŘǎ ƻŦ ǘǊƛƎƎŜǊǎΥέ  

a.  external situation triggers, like being around others who smoke, watching TV, or drinking 
alcohol or coffee 

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

c.  internal nicotine craving triggers, like craving the taste of a cigarette or having withdrawal 
symptoms after not having smoked in a while  

2.  Explain that breaking the learned habit of smoking involves four steps: 

a. identifying smoking triggers that prompt or cue smoking 

b. learning and practicing coping skills for not smoking when encountering smoking triggers 

c. discovering that urges to smoke are temporary and pass if resisted (they persist only if 
άǊŜŀŎǘƛǾŀǘŜŘέ ōȅ ŎƻƴǘƛƴǳŜŘ ǎƳƻƪƛƴƎύ 

d. forming a new identity and life-style as a non-smoker, starting about 6 months after you 
quit.  It then becomes easier to maintain your tobacco free status as urges to smoke fade 
away and the benefits of not smoking out weigh reasons for continued nicotine addiction. 

3.  Assess at least three ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ Ƴƻǎǘ ǇǊƻōƭŜƳŀǘƛŎ ǎƳƻƪƛƴƎ ǘǊƛƎƎŜǊǎ ōȅ ŀǎƪƛƴƎΥ   

ŀΦ ά²Ƙŀǘ ŀǊŜ ǘƘŜ ƘƛƎƘ Ǌƛǎƪ ǎƛǘǳŀǘƛƻƴǎ ŘǳǊƛƴƎ ǘƘŜ Řŀȅ ǿƘŜƴ ȅƻǳ ŀƭƳƻǎǘ ŀƭǿŀȅǎ ǎƳƻƪŜΚέ 

ōΦ  ά²ƘƛŎƘ ŎƛƎŀǊŜǘǘŜǎ ŘǳǊƛƴƎ ǘƘŜ Řŀȅ ǿƻǳƭŘ ōŜ Ƴƻǎǘ ŘƛŦŦƛŎǳƭǘ ŦƻǊ ȅƻǳ ǘƻ ƎƛǾŜ ǳǇΚέ 
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Supplemental Strategy:  Patients with low confidence in quitting smoking should be asked to 
identify smoking triggers that least tempt him/her to smoke.  These are cigarettes during the 
day that would be easiest to give up.  Under objective 4 below, where patients are instructed to 
practice coping skills to resist smoking urges, they can chose to resist difficult or easiest trigger 
situations, depending on self-confidence. 

4.  Instruct the patient to record at least three smoking triggers on the άaȅ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ 
²ƻǊƪǎƘŜŜǘΣέ contained on page 11 of the Participant Workbook, at home after ǘƻŘŀȅΩǎ ǎŜǎǎƛƻƴΦ 

Supplemental Strategy:  Assist the patient in completing the άaȅ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘ 
assignment during session 2, if he/she has difficulty understanding the concept of smoking 
triggers or cannot clearly verbalize smoking triggers. 

5.  Ask the patient to ǘǳǊƴ ǘƻ ǘƘŜ ά/ƘŜŎƪƭƛǎǘ ƻŦ !ŘŘƛǘƛƻƴŀƭ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ¢ƻ /ƻƴǎƛŘŜǊέ on pages 
12-13 of the Participant Workbook.  Explain that this checklist contains triggers commonly 
identified by smokers. 

a.  Ask the patient to read this checklist at home during the next week, in order to increase 
awareness of additional smoking triggers that may tempt him/her to smoke. 

b.  Explain that this checklist may be used to generate ideas for helping him complete the άaȅ 
{ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘέ assignment at home. 

 

Objective 3 
Implement Strategies for Reduced Smoking  

(For Patients Who Smoke 15 Or More Cigarettes Per Day) 

1. Explain that reducing smoking before Quit Date makes it easier for many people to stop 
smoking on their Quit Date.  !ŎƪƴƻǿƭŜŘƎŜΣ ƘƻǿŜǾŜǊΣ ǘƘŀǘ ǎƻƳŜ ǎƳƻƪŜǊǎ ǇǊŜŦŜǊ ǘƻ ǉǳƛǘ άŎƻƭŘ 
tǳǊƪŜȅέ ƻƴ ǘƘŜƛǊ vǳƛǘ 5ŀǘŜ ǿƛǘƘƻǳǘ ŦƛǊǎǘ ǊŜŘǳŎƛƴƎ ǎƳƻƪƛƴƎΦ  

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 managed 
after Quit Date 

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

c.  it provides a way of actively progressing toward the goal of quitting, without having to wait 
ŦƻǊ ǘƘŜ vǳƛǘ 5ŀǘŜ ǘƻ άŘƻ ǎƻƳŜǘƘƛƴƎΦέ 

3.  Recommend the strategy of reduced smoking prior to Quit Date, for patients who smoke 15 or 
more cigarettes per day.  Determine if the patient is willing to try this strategy. 

a.  For patients who agree to use reduced smoking, implement reduced smoking procedures 
under this objective and in subsequent sessions, as instructed. 

b.  For patients who refuse ǊŜŘǳŎŜŘ ǎƳƻƪƛƴƎ ŀƴŘ ǇǊŜŦŜǊ ǘƻ ǉǳƛǘ άŎƻƭŘ ǘǳǊƪŜȅέ ƻƴ vǳƛǘ 5ŀǘŜΣ ǎƪƛǇ 
to objective 4 below and omit interventions pertaining to reduced smoking in future sessions. 
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4.  Explain that 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 the designated 
Quit Date and is not the final goal. 

5.  5ŜǎŎǊƛōŜ ǘƘŜ ǎǘǊŀǘŜƎȅ ƻŦ άƴƛŎƻǘƛƴŜ ǘŀǇŜǊƛƴƎέ ƻǊ ǊŜŘǳŎƛƴƎ Řŀƛƭȅ ŎƛƎŀǊŜǘǘŜ ŎƻƴǎǳƳǇǘƛƻƴ ǇǊƛƻǊ ǘƻ 
Quit Date:   

a.  reduce the number of cigarettes smoked by 10% - 15% each week, from the baseline rate of 
consumption (Note: negotiate a 15% rate reduction for heavy smokers [> 25 cpd] who are 
motivated and have coping abilities to realistically achieve this goal).   

Example using a 15% reduction: a 20 cigarette per day smoker reduces to 17 cigarettes 
between weeks 2 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.  count out and carry only ǘƘŜ Řŀƛƭȅ ŀƭƭƻǘƳŜƴǘ ƻǊ άŘƻǎŜέ ƻŦ ŎƛƎŀǊŜǘǘŜǎ ǘƻ ōŜ ǎƳƻƪŜŘ ŜŀŎƘ ŘŀȅΦ  
Cigarettes to be smoked each day should be kept in a single place; discourage possession or 
storage of multiple caches of cigarettes. 

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

6.  Ask the patient to read and follow instructions for recording his/her weekly plan for reduced 
cigarette consumption, ǳǎƛƴƎ ǘƘŜ άaȅ tƭŀƴ ŦƻǊ wŜŘǳŎƛƴƎ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘέ (page 14-15 of the 
Participant Workbook). 

Supplemental Strategy 1:  Review the άaȅ tƭŀƴ ŦƻǊ wŜŘǳŎƛƴƎ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘέ jointly with 
patients during the session, if they require coaching in how to record their planned week-by-week 
rate of reduced cigarette consumption. 

Supplemental Strategy 2:  Ask patient to identify the cigarettes smoked during the day that would 
be the easiest to give up.  Suggest that 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  

TEACH CONTROLLED BREATHING COPING SKILL 

1.  Explain that quitting smoking requires learning alternative methods for managing stress.  
Explain that learning and practicing controlled breathing is an excellent stress management 
method for patients who are quitting smoking because: 

a.  it reduces overall life stress 

b.  it is easy to use in almost all smoking trigger situations (i.e., it is portable) 

ŎΦ  ƛǘ ǿƛƭƭ ƛƴŎǊŜŀǎŜǎ ƻƴŜΩǎ ŀǇǇǊŜŎƛŀǘƛƻƴ ƻŦ ŀ ƳŀƧƻǊ ōŜƴŜŦƛǘ ƻŦ ǉǳƛǘǘƛƴƎ ǎƳƻƪƛƴƎτnamely, an 
improved ability to breathe. 

2.  wŜǾƛŜǿ ǿƛǘƘ ǇŀǘƛŜƴǘ ǘƘŜ ά/ƻƴǘǊƻƭƭŜŘ .ǊŜŀǘƘƛƴƎ ŦƻǊ /ƻǇƛƴƎ ǿƛǘƘ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎέ ƘŀƴŘƻǳǘ ƻƴ 
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 least three minutes by using controlled breathing 
when the urge to smoke occurs.  Practice using controlled breathing to delay smoking on at 
least three separate occasions each day. 

c.  Explain that the urge to smoke generally fades after 3-5 minutes.  Advise the patient that 
practicing controlled breathing to delay smoking provides experience in allowing the smoking 
urge to pass before making a conscious choice to smoke or not. 

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

Supplemental Strategy: Demonstrate the controlled breathing procedure during the session for 2-
3 minutes by participating with the patient in the exercise. 
 

IDENTIFY EXISTING PATIENT-GENERATED COPING SKILLS 

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

Example queries:  

ñWhat do you do to keep yourself from smoking when youôre in a situation where smoking is not 
permitted, like a being at theater or in a church? 

ñCan you identify one or two stress management strategies learned in PTSD treatment that you 
have found helpful in dealing with your PTSD symptoms? 

ñWhich of these strategies can you use to cope with smoking urges or withdrawal symptoms, as 
you practice reduced smoking?ò 
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2.  Encourage patients to use these same strategies to cope with smoking urges or withdrawal 
symptoms that may result from reduced smoking. 

 

 Note:  Procedure For Patients Who Elect To Quit ñCold Turkeyò without First Reducing 
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 orient the patient to Goal Assignments to be completed at home before session 3.  Goal 
Assignments are listed on page 10 of the Participant Workbook: 

a.  New Goals to Accomplish: 

1.  Complete the άaȅ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘΦέ  Read the ά/ƘŜŎƪƭist of Additional 
{ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ŦƻǊ ¸ƻǳ ǘƻ /ƻƴǎƛŘŜǊέ for help in completing this worksheet. 

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

3.  For patients planning to reduce smoking prior to Quit Date:  Complete the άaȅ tƭŀƴ ŦƻǊ 
wŜŘǳŎƛƴƎ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘέ and begin the reduced smoking plan, starting tomorrow.  
Use controlled breathing and other coping skills learned during PTSD treatment to resist 
smoking urges and help achieve reduced smoking goals. 

For patients who are NOT reducing smoking prior to Quit Date:  Emphasize the importance 
of practicing to resist smoking in trigger situations, as described in #2 above.  These 
patients can maintain their current level of cigarette consumption, but should try to 
restrict smoking to fewer places and situations.  The places and situations where smoking 
occurs ideally should not be paired with activities, events, and pleasures of daily living. 

b.  Continue Previous Goal Assignments: 

1. Carry the 3 X 5 άwŜŀǎƻƴǎ ŦƻǊ vǳƛǘǘƛƴƎ {ƳƻƪƛƴƎ /ŀǊŘέ and read it before lighting up a 
cigarette on at least three separate occasions each day. 
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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 6 
Schedule Session 3 

1.  Schedule session 3 in about one week. 

2.  Advise the patient that session 3 will focus on: 

a.  reviewing successes and problems 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 

Ç Review Assignment to Practice Coping with Smoking Triggers 

Ç Review Status of Reduced Smoking 

Ç Teach Principles of Coping with Smoking Triggers 

Ç Develop an Action Plan for Coping with Smoking triggers 

Ç Assess Follow-Through With Smoking Cessation Medications 

Ç Goal Assignments for Session 4 

Ç Schedule Session 4 
 

Objective 1 
Review Assignment to Complete the άaȅ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘέ 

1.  Review ǘƘŜ άaȅ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘέ assignment.  Ask the patient to turn to page 11 
of the Participant Workbook and respond to the following questions: 

ŀΦ  ά!ŦǘŜǊ ǘƘƛnking about your smoking triggers last week, do you still believe that the triggers 
we talked about and which you wrote down on your worksheet are the ones most likely to 
ǘŜƳǇǘ ȅƻǳ ǘƻ ǎƳƻƪŜΚέ 

ōΦ  ά5ƛŘ ȅƻǳ ƛŘŜƴǘƛŦȅ ŀƴȅ ƻǘƘŜǊ ƛƳǇƻǊǘŀƴǘ ǎƳƻƪƛƴƎ ǘǊƛƎƎŜǊǎ ǎƛƴŎŜ session 1, based on reading the 
ά/ƘŜŎƪƭƛǎǘ ƻŦ !ŘŘƛǘƛƻƴŀƭ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ŦƻǊ ¸ƻǳ ǘƻ /ƻƴǎƛŘŜǊΚέ 

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

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 attempts were made to resist smoking in response to identified triggers: 

a.  empathically reassure ǘƘŜ ǇŀǘƛŜƴǘ ǘƘŀǘ ƭŜŀǊƴƛƴƎ ǘƻ ŎƻǇŜ ǿƛǘƘ ǎƳƻƪƛƴƎ ǘǊƛƎƎŜǊǎ ƛǎ ŀ άǘǊƛŀƭ ŀƴŘ 
ŜǊǊƻǊέ ǇǊƻŎŜǎǎ ǘƘŀǘ ǘŀƪŜǎ ǘƛƳŜ ŀƴŘ Ƴŀƴȅ ǊŜǇŜŀǘ ŜŦŦƻǊǘǎΦ 

b.  explore ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǊŜŀǎƻƴǎ for not resisting smoking in identified trigger situations by use 
of coping strategies discussed during session 2. 

c.  briefly discuss possible solutions for resolving barriers to using previously discussed coping 
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.  Assess whether or not reduced smoking goals for the past week were achieved, as discussed in 
session 2 and as recorded on the άaȅ tƭŀƴ ŦƻǊ wŜŘǳŎƛƴƎ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘΦέ 

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 continued 
use of these successful methods. 

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

Examples: ñWas this difficult or easy to do?ò ñDid you notice any benefits from cutting back?ò 

d.  encourage him/her to reduce cigarettes smoked per day by another 10% between session 
3 and session 4, as recorded on the άaȅ tƭŀƴ ŦƻǊ wŜŘǳŎƛƴƎ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘΦέ  If another 
10% reduction is not realistic, negotiate an appropriate reduction goal and ask patient to 
accordingly revise his/her άaȅ tƭŀƴ ŦƻǊ wŜŘǳŎƛƴƎ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘΦέ  

If the patient did NOT achieve 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.  identifying reasons why the 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. asking the patient what he/she should do differently to achieve reduced smoking goals 
during the next week. 

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

Example:  target for reduction 3 cigarettes of the day that are ñeasiestò to give up. 

4. negotiating a realistic target number of cigarettes per day to be smoked during the next 
week and encourage patient to attempt ǘƘŜ ƴŜǿ ǊŜŘǳŎŜŘ ǎƳƻƪƛƴƎ ƎƻŀƭΦ  wŜǾƛǎŜ ǘƘŜ άaȅ 
tƭŀƴ ŦƻǊ wŜŘǳŎŜŘ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘέ ŀŎŎƻǊŘƛƴƎƭȅΦ 
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Objective 3 
Teach Principles for Coping with Smoking Triggers 

1.  9ȄǇƭŀƛƴ ǘƘŀǘ ǘǊŜŀǘƳŜƴǘ ǎŜǎǎƛƻƴǎ ǿƛƭƭ ŜȄǇŀƴŘ ǘƘŜ άǘƻƻƭ ŎƘŜǎǘέ ƻŦ ǎƪƛƭƭǎ ŦƻǊ ŎƻǇƛƴƎ ǿƛǘƘ ǎmoking 
triggers discussed last week.  Emphasize that these skills should be practiced before the Quit 
Date and used after quitting smoking for many months, until the risk of relapse has passed.   

2.  Explain and illustrate, with examples, 4 principles for coping with smoking triggers that have 
worked well for successful ex-smokers (Note: these principles are easily recalled as the acronym 
AARM.) 

a.  Avoid external trigger situations  

Examples:  staying away from alcohol and places where other people smoke (such as 
nightclubs, billiard halls, and areas where other smokers gather for a ñsmoke break.ò) 

b.  Alter or change trigger situationsΣ ǘƻ ōŜ ǳǎŜŘ ǿƘŜƴ ȅƻǳ ŎŀƴΩǘ ŀǾƻƛŘ ǘƘŜ ǘǊƛƎƎŜǊ ǎƛǘǳŀǘƛƻƴ 
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 
needle work, or handling a silver dollar or ñworry stoneò that you keep in your pocket 

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 ñthis urge to smoke will pass in a few minuteséI can beat it!ò  

 

 
Note:  Importance of Stress Management Skills 

Emotional ñstressò is a commonly occurring smoking trigger for patients with PTSD, 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 

1.  State the importance of anticipating smoking triggers before they are encountered and 
planning a strategy in advance for how to manage these triggers without smoking. 

2.  Ask the patient to turn to the άaȅ !Ŏǘƛƻƴ tƭŀƴ ŦƻǊ /ƻǇƛƴƎ ǿƛǘƘ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘέ 
on pages 18-20 of the Participant Workbook. 

3.  Ask the patient to record at least three of his/her most challenging smoking triggers (i.e., 
άƘƛƎƘ Ǌƛǎƪέ ǎƛǘǳŀǘƛƻƴǎ ŘǳǊƛƴƎ ǘƘŜ Řŀȅ ǿƘŜƴ ƘŜκǎƘŜ ŀƭƳƻǎǘ ŀƭǿŀȅǎ ǎƳƻƪŜǎύΦ  ό{ŜŜ Note on page 
28.)  These smoking triggers should be mutually selected, based on information gathered from: 

ŀΦ  ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŜƴǘǊƛŜǎ ƻƴ ǘƘŜ άaȅ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘέ 

b.  items checked by the patient on the ά/ƘŜŎƪƭƛǎǘ ƻŦ !ŘŘƛǘƛƻƴŀƭ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ¢ƻ /ƻƴǎƛŘŜǊέ 

c.  your discussion with the patient while completing objective 1 of this session 

4.  Engage the patient in a problem-solving discussion about 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 strategies of AARM, taught under objective 3. 

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

c. Ask the patient to record the agreed upon planned strategies for coping with smoking 
triggers in the Coping Strategy column next to each smoking trigger, on the άaȅ !Ŏǘƛƻƴ tƭŀƴ 
ŦƻǊ /ƻǇƛƴƎ ǿƛǘƘ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘΦέ  

5.  Advise the patient to practice these coping strategies to resist smoking in three smoking trigger 
situations during the next week, on a daily basis.  Recommend this strategy as a means for 
helping patients achieve reduced smoking goals for the week.  (Note:  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: 

 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) 

 

6.  Recommend to the ǇŀǘƛŜƴǘ ǘƘŀǘ ƘŜκǎƘŜ ŎƻƳǇƭŜǘŜ ǘƘŜ ά/ƘŜŎƪƭƛǎǘ ƻŦ !ŘŘƛǘƛƻƴŀƭ {ƪƛƭƭǎ ŦƻǊ /ƻǇƛƴƎ 
²ƛǘƘ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎΣέ located on pages 21-22 of the Participant Workbook.  Explain that this 
checklist provides coping strategies used by ex-smokers.  Suggest ǳǇŘŀǘƛƴƎ ǘƘŜ άMy Action Plan 
For Coping With Smoking Triggers WƻǊƪǎƘŜŜǘέ based on ideas gleaned from this checklist. 
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Objective 5 
Assess Follow-Through With Smoking Cessation Medications 

Determine if the patient has seen a prescriber to obtain smoking cessation medications. 

If the patient has obtained medications: 

a.  remind him/her that bupropion and varenicline administration should start 7-14 days prior to 
Quit Date 

b.  remind him/her that nicotine replacement medications are not 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 Orient the patient to Goal Assignments to be completed at home before session 4.  Goal 
Assignments are listed on page 17 of the Participant Workbook: 

a.  New Goals to Accomplish: 

1.  Review the άaȅ !Ŏǘƛƻƴ tƭŀƴ ŦƻǊ /ƻǇƛƴƎ ǿƛǘƘ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘΦέ  Update this 
action plan with new skills learned from reading the ά/ƘŜŎƪƭƛǎǘ ƻŦ !ŘŘƛǘƛƻƴŀƭ {ƪƛƭƭǎ ŦƻǊ 
/ƻǇƛƴƎ ²ƛǘƘ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎΦέ 

2.  Practice resisting smoking in three trigger situations each day by using controlled 
breathing and other coping skills listed on the άaȅ !Ŏǘƛƻƴ tƭŀƴ ŦƻǊ /ƻǇƛƴƎ ǿƛǘƘ {ƳƻƪƛƴƎ 
¢ǊƛƎƎŜǊǎΦέ 

b.  Continue Previous Goal Assignments: 

1.  Carry the 3 X 5 άwŜŀǎƻƴǎ ŦƻǊ vǳƛǘǘƛƴƎ {ƳƻƪƛƴƎ /ŀǊŘέ and read it before lighting up a 
cigarette on at least three separate occasions each day. 

2.  For patients reducing smoking prior to Quit Date:  Continue to follow the plan for reducing 
cigarette consumption for the week, as stated on the άaȅ tƭŀƴ ŦƻǊ wŜŘǳŎƛƴƎ {ƳƻƪƛƴƎ 
Worksheet.έ  Use controlled breathing and coping skills recorded on the άaȅ !Ŏǘƛƻƴ tƭŀƴ 
ŦƻǊ /ƻǇƛƴƎ ǿƛǘƘ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎέ to achieve reduced smoking goals. 

For patients who are NOT reducing smoking prior to Quit Date:  Emphasize the importance 
of practicing resisting smoking in trigger situations, using coping skills learned in 
treatment.  These patients can maintain their current level of cigarette consumption, but 
should try to restrict smoking to fewer places and situations.  The places and situations 
where smoking occurs ideally should not be paired with activities, events, and pleasures of 
daily living. 
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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 7 
Schedule Session 4 

1.  Schedule session 4 in about one week. 

2.  Advise the patient that session 4 will focus on: 

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

b.  making additional plans to prepare for Quit Date 
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Session 4 
 

OVERVIEW 

Ç Review Assignment to Practice Coping with Smoking Triggers 

Ç Review Status of Reduced Smoking 

Ç Behavior Changes to Prepare for Quit Date 

Ç Review Use of  Controlled Breathing 

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

Ç Assess Availability and Use of Smoking Cessation Medications 

Ç Goal Assignments for Session 5 

Ç Schedule Session 5 
 

Objective 1 
Review Assignment to Practice Coping Skills in Smoking Trigger Situations 

1.  Engage the patient in a problem-solving discussion about his/her experiences in using coping 
strategies to deal with smoking triggers recorded on the άaȅ !Ŏǘƛƻƴ tƭŀƴ ŦƻǊ /ƻǇƛƴƎ ǿƛǘƘ 
{ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘΦέ 

a.  Ask the patient to turn to pages 18-20 of the Participant Workbook, άaȅ !Ŏǘƛƻƴ tƭŀƴ ŦƻǊ 
/ƻǇƛƴƎ ǿƛǘƘ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘΦέ 

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

c.  Identify 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.  Assist the patient in solving problems in coping with smoking triggers by: 

1.  empathically reassuring ǘƘŜ ǇŀǘƛŜƴǘ ǘƘŀǘ ƭŜŀǊƴƛƴƎ ǘƻ ŎƻǇŜ ǿƛǘƘ ǎƳƻƪƛƴƎ ǘǊƛƎƎŜǊǎ ƛǎ ŀ άǘǊƛŀƭ 
ŀƴŘ ŜǊǊƻǊέ ǇǊƻŎŜǎǎ ǘƘŀǘ ǘŀƪŜǎ ǘƛƳŜ ŀƴŘ Ƴŀƴȅ ǊŜǇŜŀǘ ŜŦŦƻǊǘǎΦ 

2.  identifying the barriers to successful coping with targeted smoking triggers (or the 
ǇŀǘƛŜƴǘΩǎ reasons for not attempting to resist 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 previously discussed 
coping strategies in smoking trigger situations, using the AARM strategies. 

4.  asking the patient to update his/her άaȅ !Ŏǘƛƻƴ tƭŀƴ ŦƻǊ /ƻǇƛƴƎ ²ƛǘƘ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ 
²ƻǊƪǎƘŜŜǘέ by recording additional smoking triggers and strategies he/she will 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.  Assess whether or not reduced smoking goals for the past week were achieved, as discussed in 
session 3 and as recorded on the άaȅ tƭŀƴ ŦƻǊ wŜŘǳŎƛƴƎ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘΦέ 

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 continued 
use of these successful methods. 

c.  ask how he/she felt about reducing smoking  

Examples: ñWas this difficult or easy to do?ò ñDid you notice any benefits from cutting back?ò 

d.  encourage him/her to reduce cigarettes smoked per day by another 10% between session 
4 and session 5, as recorded on the άaȅ tƭŀƴ ŦƻǊ wŜŘǳŎƛƴƎ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘΦέ  If another 
10% reduction is not realistic, negotiate an appropriate reduction goal and ask the patient to 
accordingly revise his/her άaȅ tƭŀƴ ŦƻǊ wŜŘǳŎƛƴƎ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘΦέ  

If the patient did NOT achieve 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.  identifying reasons why the patient did not reduce smoking, asking specifically about 
withdrawal symptoms. 

 

 
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.  asking the patient what he/she is willing to do differently to achieve reduced smoking 
goals during the next week. 

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

Example: target for reduction 3 cigarettes of the day that are ñeasiestò to give up. 

4.  negotiating a realistic target number of cigarettes per day to be smoked during the next 
week and encourage patient to attempt the new reduced smoking goal.  Revise the άaȅ 
tƭŀƴ ŦƻǊ wŜŘǳŎŜŘ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘέ accordingly. 
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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 Date.  Explain that 
successful ex-ǎƳƻƪŜǊǎ ǳǎŜ ŀ ƴǳƳōŜǊ ƻŦ ƳŜǘƘƻŘǎ ŦƻǊ άǳƴƭŜŀǊƴƛƴƎέ ǘƘŜ Ƙŀōƛǘ ƻŦ ǎƳƻking in 
advance of their Quit Date, in order to: 

ŀΦ  ƳŀƪŜ ǎƳƻƪƛƴƎ ƭŜǎǎ άŀǳǘƻƳŀǘƛŎέ ƛƴ ǘǊƛƎƎŜǊ ǎƛǘǳŀǘƛƻƴǎ ōȅ ǳǎƛƴƎ ǎǳōǎǘƛǘǳǘŜ ōŜƘŀǾƛƻǊǎ ǘƻ ŘŜƭŀȅ 
smoking until the urge passes 

ōΦ  ōǳƛƭŘ ŎƻƴŦƛŘŜƴŎŜ ǘƻ ǉǳƛǘ ǎƳƻƪƛƴƎ ōȅ άŘƛǎŎƻƴƴŜŎǘƛƴƎέ ǎƳƻƪƛƴƎ ŦǊƻƳ ǊƻǳǘƛƴŜ ŀŎǘƛǾities and 
situations of daily life 

2.  Ask the patient to turn to the άtǊŜǇŀǊƛƴƎ ŦƻǊ aȅ vǳƛǘ 5ŀǘŜ ²ƻǊƪǎƘŜŜǘέ on pages 24-25 of the 
Participant Workbook. 

3.  Engage in a dialogue with the patient in order to assist him/her in recording specific actions 
(during the session) that respond to questions on the άtǊŜǇŀǊƛƴƎ ŦƻǊ aȅ vǳƛǘ 5ŀǘŜ ²ƻǊƪǎƘŜŜǘΥέ 

a.  How can you begin to spend more time in nonsmoking places or doing nonsmoking 
activities? 

b.  What situations are you willing to limit your smoking to, between now and your Quit Date? 

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

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

4.  Ask the patient to read the ά/ƘŜŎƪƭƛǎǘ ƻŦ !ŘŘƛǘƛƻƴŀƭ tǊŜǇŀǊŀǘƛƻƴǎ ŦƻǊ vǳƛǘ 5ŀǘŜέ όǇŀƎŜǎ нс-27) 
within the next day or two.  Advise him/her that he/she should revise the άtǊŜǇŀǊƛƴƎ ŦƻǊ aȅ 
vǳƛǘ 5ŀǘŜ ²ƻǊƪǎƘŜŜǘΣέ based on suggestions offered in the checklist that he/she is willing to try. 

 
Supplemental Strategy:  Review the ά/ƘŜŎƪƭƛǎǘ ƻŦ !ŘŘƛǘƛƻƴŀƭ tǊŜǇŀǊŀǘƛƻƴǎ ŦƻǊ vǳƛǘ 5ŀǘŜέ with the 
patient during Session 4, negotiating specific strategies that he/she is willing to try. 

 

 
Note:  Session Preparation 
 
You should read the ñChecklist of Additional Preparations for Quit Dateò in advance of session 
4.  Your familiarity with the strategies contained in the checklist will facilitate your ability to 
assist the patient in completing the ñPreparing for Your Quit Date Worksheet.ò 
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Objective 4 
Inquire About Use of Controlled Breathing (or other stress reduction strategy) 

1. Ask the patient if he/she has been practicing the controlled breathing coping skill (or other 
relaxation method) at least three times daily in response to smoking urges. 

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

a.  If the patient successfully practiced the breathing exercise as recommended in session 2, 
acknowledge its helpfulness and encourage continued use of the procedure to resist 
smoking urges. 

b.  If the patient did not practice (or successfully use) controlled breathing, then encourage use 
of alternate relaxation/calming techniques (see Note below) and methods of coping 
identified on the άaȅ !Ŏǘƛƻƴ tƭŀƴ CƻǊ /ƻǇƛƴƎ ²ƛǘƘ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘΦέ 

 

 
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 about the importance of involving support from others in stopping 
smoking.  Encourage the patient to elicit support from others using the following steps: 

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

b.  tell these supportive people that he/she will stop smoking on [the Quit 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 free.  

2.  Advise the patient to complete and implement strategies on the ά{ǳǇǇƻǊǘƛǾŜ tŜƻǇƭŜ ²Ƙƻ ²ƛƭƭ 
IŜƭǇ aŜ {ǘƻǇ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘέ (page 28 of Participant Workbook). 

Supplemental Strategy: Dialogue with the patient in order to assist him/her in completing the 
ά{ǳǇǇƻǊǘƛǾŜ tŜƻǇƭŜ ǿƘƻ ǿƛƭƭ IŜƭǇ ƳŜ {ǘƻǇ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘέ during session 5.  That is, identify 
people who can potentially support the patient and specific actions the patient will take to solicit 
their support. 
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Note:  Involving Significant Others in the Patientôs Care 

Invite the patientôs spouse or significant other to join smoking cessation counseling sessions, if 
clinically indicated and desired by the patient.  If this significant other is a smoker who wants to 
quit, provide counseling to them both in a couplesô session format.  Provide the partner with 
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 bupropion or varenicline (if bupropion and 
varenicline were not refused or were not judged to be clinically contraindicated by the 
prescriber).  Inquire about side-effects or other problems and arrange consultation with the 
prescriber for adjustments, if necessary. 

2.  if the patient has not started prescribed bupropion or varenicline, address barriers to using the 
medication and encourage the patient to start taking bupropion or varenicline 7-14 days before 
the Quit Date. 

3.  remind the 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 smoking cessation medications, arrange for him/her to 
meet with a prescriber and obtain medications at least one week before Quit Date. 

 

Objective 7 
Orient Patient to Goal Assignments to be Completed at Home 

1.  Briefly Orient the patient to Goal Assignments to be completed at home before session 5.  Goal 
Assignments are listed on page 23 of the Participant Workbook: 

a.  New Goals to Accomplish: 

1.  Begin taking actions recorded on your άtǊŜǇŀǊƛƴƎ ŦƻǊ vǳƛǘ 5ŀǘŜ ²ƻǊƪǎƘŜŜǘέτtoday!  
Update this worksheet with new strategies that appeal to you, as suggested in the 
ά/ƘŜŎƪƭƛǎǘ ƻŦ !ŘŘƛǘƛƻƴŀƭ {ǘǊŀǘŜƎƛŜǎ ŦƻǊ tǊŜǇŀǊƛƴƎ ŦƻǊ vǳƛǘ 5ŀǘŜΦέ 

2.  Complete the ά{ǳǇǇƻǊǘƛǾŜ tŜƻǇƭŜ ²Ƙƻ ²ƛƭƭ IŜƭǇ aŜ {ǘƻǇ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘέ today, after 
session 4.  Begin asking others to support your efforts to stop smoking in ways described 
on the worksheet. 

b.  Continue Previous Goal Assignments: 

1.  Carry the 3 X 5 άwŜŀǎƻƴǎ ŦƻǊ vǳƛǘǘƛƴƎ {ƳƻƪƛƴƎ /ŀǊŘέ and read it before lighting up a 

cigarette on at least three occasions each day. 
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2.  Practice resisting smoking in at least three trigger situations each day by using controlled 
breathing (or alternate relaxation method) and other coping skills listed on the άaȅ !Ŏǘƛƻƴ 
tƭŀƴ ŦƻǊ /ƻǇƛƴƎ ǿƛǘƘ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘΦέ. 

3.  For patients reducing smoking prior to Quit Date:  Continue to follow the plan for reducing 
cigarette consumption for the week, as stated on the άaȅ tƭŀƴ ŦƻǊ wŜŘǳŎƛƴƎ {ƳƻƪƛƴƎ 
Worksheet.έ  Use controlled breathing and coping skills recorded on the ά!Ŏǘƛƻƴ tƭŀƴ ŦƻǊ 
Coping with SmokiƴƎ ¢ǊƛƎƎŜǊǎέ to achieve reduced smoking goals. 

For patients who are NOT reducing smoking prior to Quit Date:  Emphasize the importance 
of practicing resisting smoking in trigger situations, using coping skills learned in 
treatment.  These patients can maintain their current level of cigarette consumption, but 
should try to restrict smoking to fewer places and situations.  The places and situations 
where smoking occurs ideally should not be paired with activities, events, and pleasures of 
daily living. 

 

 
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 8 
Schedule Session 5 

1.  Schedule session 5 in about one week. 

2.  Advise the patient that session 5 will focus on: 

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

b.  following up on life-style changes recorded on the άtǊŜǇŀǊƛƴƎ ŦƻǊ aȅ vǳƛǘ 5ŀǘŜ ²ƻǊƪǎƘŜŜǘέ 

c.  teaching new skills for successfully stopping smoking on Quit Date 
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Session 5 

OVERVIEW 

Ç Review Assignment to Practice Coping with Smoking Triggers 

Ç Review Status of Reduced Smoking 

Ç Review Preparation for Quit Date Assignment 

Ç Review Assignment to Use Social Supports 

Ç Actions to Take on Quit Date 

Ç Introduction to Relapse Prevention 

Ç Review Plan for Smoking Cessation Medications 

Ç Goal Assignments for Follow-up Session 

Ç Schedule Follow-up Appointment 
 

Objective 1 
Review Assignment to Practice Coping Skills in Smoking Trigger Situations 

1.  Engage the patient in a problem-solving discussion about his/her experiences using coping 
strategies to deal with smoking triggers recorded on the άaȅ !Ŏǘƛƻƴ tƭŀƴ ŦƻǊ /ƻǇƛƴƎ ǿƛǘƘ 
Smoking ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘΦέ 

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

b.  Identify successful coping attempts and enthusiastically congratulate the patient.  

c.  Identify 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 reassuring the patient that learning to cope wƛǘƘ ǎƳƻƪƛƴƎ ǘǊƛƎƎŜǊǎ ƛǎ ŀ άǘǊƛŀƭ 
ŀƴŘ ŜǊǊƻǊέ ǇǊƻŎŜǎǎ ǘƘŀǘ ǘŀƪŜǎ ǘƛƳŜ ŀƴŘ Ƴŀƴȅ ǊŜǇŜŀǘ ŜŦŦƻǊǘǎΦ 

2.  identifying barriers to successful coping with targeted smoking triggers (or the ǇŀǘƛŜƴǘΩǎ 
reasons for not attempting to resist 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 previously discussed 
coping strategies in smoking trigger situations, using the AARM strategies. 

4.  asking the patient to update his/her άaȅ !Ŏǘƛƻƴ tƭŀƴ ŦƻǊ /ƻǇƛƴƎ ²ƛǘƘ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ 
²ƻǊƪǎƘŜŜǘέ by recording specific coping strategies he/she will try next week in targeted 
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.  Assess whether or not reduced smoking goals for the past week were achieved, as discussed in 
session 2 and as recorded on the άaȅ tƭŀƴ ŦƻǊ wŜŘǳŎƛƴƎ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘΦέ 

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 is advisable between session 5 and 
Quit Date.   

LŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ vǳƛǘ 5ŀǘŜ Ŧŀƭƭǎ ǿƛǘƘƛƴ р-7 days of session 5, encourage him/her to reduce 
cigarettes smoked per day by another 10% between session 5 and Quit Date, as recorded on 
the άaȅ tƭŀƴ ŦƻǊ wŜŘǳŎƛƴƎ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘΦέ   

LŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ vǳƛǘ 5ŀǘŜ Ŧŀƭƭǎ ǿƛǘƘƛƴ л-4 days of session 5, negotiate a reduction of 0% to 
мл҈Σ ŀŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǇǊŜŦŜǊŜƴŎŜǎΦ  !ǎƪ the patient to accordingly revise his/her 
άaȅ tƭŀƴ ŦƻǊ wŜŘǳŎƛƴƎ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘΦέ  

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 and 
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 between 
session 5 and Quit Date versus holding current consumption stable until stopping entirely on 
Quit Date.   

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

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

b.  ask the patient to use strategies listed on the άMy Action Plan for Coping with Smoking 
¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘέ in order to achieve reduced smoking goals. 
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Objective 3 
Review Preparation for Quit Date Goal Assignment 

1.  Ask the patient to turn to the άtǊŜǇŀǊƛƴƎ ŦƻǊ ¸ƻǳǊ vǳƛǘ 5ŀǘŜ ²ƻǊƪǎƘŜŜǘέ on pages 24-25 of the 
Participant Workbook. 

2.  LƴǉǳƛǊŜ ŀōƻǳǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŜȄǇŜǊƛŜƴŎŜǎ ƛƴ ƳŀƪƛƴƎ ǎǇŜŎƛŦƛŎ ōŜƘŀǾƛƻǊŀƭ ŎƘŀƴƎŜǎΣ as discussed in 
session 4 and as recorded on the άtǊŜǇŀǊƛƴƎ ŦƻǊ ¸ƻǳǊ vǳƛǘ 5ŀǘŜ ²ƻǊƪǎƘŜŜǘΥέ   

Example questions: 

a.  ñHow did you begin to spend more time in nonsmoking places or doing nonsmoking 
activities? 

b.  ñWhat situations did you limit your smoking to during the past week?ò 

c.  ñWhat actions did you take to make smoking inconvenient or unpleasant during the past 
week?ò 

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

3.  Engage in a problem-solving discussion that assists patient in resolving barriers to 
implementing behavior change strategies recorded on the άtǊŜǇŀǊƛƴƎ ŦƻǊ ¸ƻǳǊ vǳƛǘ 5ŀǘŜ 
WorksƘŜŜǘΦέ   

4.  Obtain a commitment from the patient to continue using strategies recorded on the 
άtǊŜǇŀǊƛƴƎ ŦƻǊ ¸ƻǳǊ vǳƛǘ 5ŀǘŜ ²ƻǊƪǎƘŜŜǘέ  όLŦ ǘƘŜ vǳƛǘ 5ŀǘŜ ƛǎ ǘƻŘŀȅΣ ƻƴƭȅ ǎǘǊŀǘŜƎƛŜǎ άŀέ ŀƴŘ άŘέ 
are relevant.) 

 

Objective 4 
Review Goal Assignment to Use Social Supports 

1.  Ask the patient to identify the following (if necessary, refer to the άSupportive People who will 
IŜƭǇ aŜ {ǘƻǇ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘέ): 

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 actions, 
provide assistance in helping 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.  Confirm the ǇŀǘƛŜƴǘΩǎ ƛƴǘŜƴǘƛƻƴ ǘƻ ǎǘƻǇ ǎƳƻƪƛƴƎ ŀǎ ƻŦ мнΥлл ƳƛŘƴƛƎƘǘ ƻƴ ǘƘŜ ŘŜǎƛƎƴŀǘŜŘ vǳƛǘ 
Date. 

2.  LƴǉǳƛǊŜ ƛƴǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ Ǉƭŀƴǎ ŦƻǊ ŎŜƭŜōǊŀǘƛƴƎ vǳƛǘ 5ŀȅ ŀǎ ŀ ǎǇŜŎƛŀƭ ƻŎŎŀǎƛƻƴ ǘƘŀǘ ŀŘƘŜǊŜǎ ǘƻ 
the following guidelines: 

a.  a day of minimal stress (example, on a weekend or day off work) 

b.  a day spent engaging in a special pleasurable activity, preferably with a supportive person 

c.  a day spent in a non-smoking environment and activities that are not associated with smoking 

 

Provide Education About Plan for Managing Nicotine Withdrawal Symptoms 

1.  Educate the patient about the possibility that nicotine withdrawal symptoms could occur after 
stopping smoking.   

a.  Withdrawal symptoms are usually at their worst for 2-3 days and then 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 drainage 
and more mucous when coughing are also common signs of recovery after stopping 
smoking. 

2.  Convey the expectation that withdrawal symptoms are likely to be minimal because: 

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

b.  For patients who successfully reduced smoking:  success in reducing smoking over the past 
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 
replacement therapy (patch, gum, lozenge, spray, or inhaler) if nicotine withdrawal symptoms 
cause discomfort. 

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

1.  Advise the patient that making cigarettes unavailable to him/her is a key to success in quitting 
smoking.   

a.  Ask the patient what his/her plan is to make cigarettes unavailable on Quit Date and during 
the following week.  Offer suggestions, as needed, to help shape a feasible and effective 
plan. 
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2.  Ask the patient to look at the ά/ƘŜŎƪƭƛǎǘ ƻŦ 9ǎǎŜƴǘƛŀƭ !Ŏǘƛƻƴǎ ǘƻ ¢ŀƪŜ ƻƴ vǳƛǘ 5ŀǘŜέ handout, 
located on page 30 of the Participant Workbook. 

a.  review, discuss, and strongly recommend using the strategies listed on the ά/ƘŜŎƪƭƛǎǘ ƻŦ 
9ǎǎŜƴǘƛŀƭ !Ŏǘƛƻƴǎ ǘƻ ¢ŀƪŜ ƻƴ vǳƛǘ 5ŀǘŜέ and during the following week.   

3.  Ask the patient to look at the handout, ά{ǳƎƎŜǎǘƛƻƴǎ ŦƻǊ !ŘŘƛǘƛƻƴŀƭ !Ŏǘƛƻƴǎ ǘƻ ¢ŀƪŜ !ŦǘŜǊ vǳƛǘ 
DateΣέ ƭƻŎŀǘŜŘ ƻƴ ǇŀƎŜǎ ом-32 of the Participant Workbook. 

a.  request that the patient read this handout at home and use it as a resource for additional 
actions to take after Quit Date. 

 

Objective 6 
Introduce Principles of Relapse Prevention 

1.  Emphasize the importance of not smoking even a single puff after Quit Date, as not smoking 
at all will greatly increase the chances of permanent smoking abstinence.   

a.  Caution the ǇŀǘƛŜƴǘ ŀƎŀƛƴǎǘ ǘƘƛƴƪƛƴƎ ǘƘŀǘ ƘŜκǎƘŜ Ŏŀƴ άƧǳǎǘ ƘŀǾŜ ƻƴŜ ŎƛƎŀǊŜǘǘŜΣέ ŀǎ ǘƘƛǎ ƻŦǘŜƴ 
prolongs withdrawal symptoms and leads to a return to regular smoking. 

2.  9ȄǇǊŜǎǎ ŎƻƴŦƛŘŜƴŎŜ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŀōƛƭƛǘȅ ǘƻ stop smoking completely while tactfully stating 
ǘƘŀǘ ƛǘ ƛǎ ǇǊǳŘŜƴǘ ǘƻ ǇǊŜǇŀǊŜ ŦƻǊ ǘƘŜ Ǉƻǎǎƛōƛƭƛǘȅ ƻŦ ŀ άǎƭƛǇέ ƻǊ ƭŀǇǎŜΦ  (A lapse is an isolated 
instance or a few instances of smoking; a relapse is a return to regular, daily smoking.) 

3.  Explain the stratŜƎȅ ŦƻǊ άōǊŜŀƪƛƴƎ ǘƘŜ ŎȅŎƭŜέ ǘƻ ǇǊŜǾŜƴǘ ŀ ƭŀǇǎŜ ŦǊƻƳ ōŜŎƻƳƛƴƎ ŀ ǊŜƭŀǇǎŜΥ 

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

b.  regard a lapse as a learning experienceτanalyze what the trigger was and how to better 
anticipate it and cope with it next time. 

c.  tell yourself that a ƭŀǇǎŜ ŘƻŜǎƴΩǘ ǘǳǊƴ ȅƻǳ ƛƴǘƻ ŀ ǊŜƎǳƭŀǊ ǎƳƻƪŜǊ again, unless you allow it to. 

d.  immediately stop smoking after a lapse by using coping strategies in the Participant 
Workbookτnegative feelings about your lapse will soon pass as time not smoking increases. 

4.  Provide information about the most common high-risk situations for relapse:  

a.  negative moods, like stress, depression, and anger 

b.  feeling positive and upbeat, especially in situations where others are drinking and/or 
smoking 

c.  misguided rationalizations: missing cigarettes like a lost άŦǊƛŜƴŘΣέ convincing yourself that 
you άƴŜŜŘέ a smoke in a crisis, and testing yourself to see if you can άǎƳƻƪŜ Ƨǳǎǘ ƻƴŜ ŜǾŜǊȅ 
ƻƴŎŜ ƛƴ ŀ ǿƘƛƭŜέ 

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

Example: ñIf you were to slip and smoke a cigarette after your Quit Date, in what situation would 
that be?ò 
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6.  Advise the patient tƘŀǘ ǎƳƻƪƛƴƎ ǘǊƛƎƎŜǊǎ ƛŘŜƴǘƛŦƛŜŘ ƛƴ ǇǊŜǾƛƻǳǎ ǎŜǎǎƛƻƴǎ ŀǊŜ ǘƻƳƻǊǊƻǿΩǎ ƘƛƎƘ-
risk situations for relapse, as recorded on the άaȅ !Ŏǘƛƻƴ tƭŀƴ ŦƻǊ /ƻǇƛƴƎ ǿƛǘƘ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ 
²ƻǊƪǎƘŜŜǘέ (pages 18-20 of Participant Workbook). 

7.  Recommend to the patient that he/she anticipate and prepare for encountering smoking 
trigger situations following Quit Date by regularly referring to and updating the άaȅ !Ŏǘƛƻƴ 
tƭŀƴ ŦƻǊ /ƻǇƛƴƎ ǿƛǘƘ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘΣέ and the ά/ƘŜŎƪƭƛǎǘ ƻŦ 9ǎǎŜƴǘƛŀƭ !Ŏǘƛƻƴǎ ǘƻ 
Take on Quit DateΦέ 

 

Objective 7 
Review and Solidify the Plan for Using Smoking Cessation Medications 

1.  Ensure that the patient has obtained a prescription for smoking cessation medications after 
meeting with his/her prescriber. 

2.  Query the patient about his/her understanding of: (a) medications that he/she plans to use and 
(b) the method for using them (i.e., dose, course of therapy, and procedure).  Provide corrective 
information and answer questions, as necessary. 

3.  Consult with the prescriber to address problems if there are barriers to accessing cessation 
medications, concerns about side-effects, or questions about the use of medications that you 
cannot answer. 

 

Objective 8 
Orient Patient to Goal Assignments to be Completed at Home 

Briefly Orient the patient to Goal Assignments to be completed at home before session 6.  Goal 
Assignments are listed on page 29 of the Participant Workbook: 

a.  New Goals to Accomplish 

1.  Carefully follow the ά/ƘŜŎƪƭƛǎǘ ƻŦ 9ǎǎŜƴǘƛŀƭ !Ŏǘƛƻƴǎ ǘƻ ¢ŀƪŜ ƻƴ vǳƛǘ 5ŀǘŜΦέ 

2.  Read the handout ά{ǳƎƎŜǎǘƛƻƴǎ ŦƻǊ !ŘŘƛǘƛƻƴŀƭ !Ŏǘƛƻƴǎ ǘƻ ¢ŀƪŜ !ŦǘŜǊ vǳƛǘ 5ŀǘŜέ and use 
strategies that think will help you remain tobacco free. 

3.  Regularly refer to the άaȅ !Ŏǘƛƻƴ tƭŀƴ ŦƻǊ /ƻǇƛƴƎ ǿƛǘƘ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘέ to 
anticipate and plan for dealing with high risk relapse triggers that will come your way.  
Update this worksheet with strategies for coping with new smoking trigger situations that 
you discover along your journey to stay tobacco free. 

b.  Continue Previous Goal Assignments 

1.  Continue to ask important people in your life to support your efforts to quit smoking, using 
your ά{ǳǇǇƻǊǘƛǾŜ tŜƻǇƭŜ ǿƘƻ ǿƛƭƭ IŜƭǇ aŜ {ǘƻǇ {ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘέ as a guide. 

2.  Continue to frequently use controlled breathing and your άwŜŀǎƻƴǎ ŦƻǊ vǳƛǘǘƛƴƎ {ƳƻƪƛƴƎέ 
card for coping 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.  Schedule follow-up session 1 in about one week. 

2.  Advise the patient that the follow-up session will focus on: 

a.  solving problems with quitting smoking since Quit Date 

b.  discussing methods to remain smoke free after having quit 

c.  discussing life-style changes that will support long-term smoking abstinence 
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Follow-Up Visits 
(Sessions 6-8)  

OVERVIEW 

Ç Assess Smoking Status & Quit Date Experiences 

PROCEDURES FOR ABSTINENT PATIENTS   

Ç Congratulate Patient/Support Continued Abstinence 

Ç Discuss Positive Experiences Associated with Quitting 

Ç Assess & Resolve Problems Encountered in Quitting 

PROCEDURES FOR PATIENTS WHO CONTINUE TO SMOKE 

Ç Renew Commitment to Abstinence & Reinstate Appropriate Treatment 

Ç Goal Assignments for Following Session 

Ç Schedule Next Follow-Up Visit 

 

Objective  1 
Assess Smoking Status and Post Quit Date Cessation Experiences  

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

2.  Ask the patient if he/she has been totally abstinent from smoking since Quit Day (not even a 
single puff). 

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

 

Objective 2 
PROCEDURES FOR ABSTINENT PATIENTS  

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

a.  Express ŜƴǘƘǳǎƛŀǎƳ ŀƴŘ ǎǳǇǇƻǊǘ ŦƻǊ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǊŜŎŜƴǘ ǎǳŎŎŜǎǎ ƛƴ ǎǘƻǇǇƛƴƎ ǎƳƻƪƛƴƎΦ 

b.  Emphasize the importance of continued total abstinence όάƴƻǘ ŜǾŜƴ ŀ ǇǳŦŦέύ ǘƻ ƎǊŜŀǘƭȅ 
increase chances of long-term success in stopping smoking permanently. 

c.  Advise ŦƻŎǳǎƛƴƎ ǘƘƛƴƪƛƴƎ ƻƴ ǊŜƳŀƛƴƛƴƎ ǉǳƛǘ ŦǊƻƳ ǎƳƻƪƛƴƎ άƻƴŜ Řŀȅ ŀǘ ŀ ǘƛƳŜέ ƻǊ άƻƴŜ ǳǊƎŜ ŀǘ 
ŀ ǘƛƳŜΦέ 
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Supplemental Strategy:  Patients who stopped smoking find it rewarding to receive feedback 
about favorable reductions in their exhaled carbon monoxide (CO) level.  If a CO monitor is 
conveniently available, consider measuring exhaled CO levels at follow-up visits and advise 
patients of results. 

2.  Initiate a brief discussion of positive 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 short-term benefits of stopping smoking noticed? (Suggest possibilities if 
necessaryτcost savings, satisfaction of family members, pride, improved taste or smell, 
etc.) 

ii.   which behavioral coping strategies were helpful in quitting (from Participant Workbook)? 

iii.  were smoking cessation medications used as prescribed and did they help 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 smoking 
relapse triggers, aƴŘ όōύ ƻǾŜǊŎƻƴŦƛŘŜƴŎŜ ƻǊ ǊŀǘƛƻƴŀƭƛȊŀǘƛƻƴǎ ƭƛƪŜ ǘƘƛƴƪƛƴƎ άL Ŏŀƴ ƘŀǾŜ Ƨǳǎǘ ƻƴŜ 
ŎƛƎŀǊŜǘǘŜΦέ 

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

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

b.  Summarize additional problems that emerged from the brief discussion of post-Quit Date 
experiences (procedure 2 above). 

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

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

Problem Responses 

Lack of support for 
cessation 

 Schedule additional follow-up visits or phone calls with the patient. 

 Help the patient identify sources of support within his/her 
environment, using the ά{ǳǇǇƻǊǘƛǾŜ tŜƻǇƭŜ Who Will Help Me Stop 
{ƳƻƪƛƴƎ ²ƻǊƪǎƘŜŜǘΦέ 

 Suggest using free internet-based stop smoking services 
(www.Quitnet.com; www.smokefree.com; www.ashline.org). 

http://www.quitnet.com/
http://www.smokefree.com/
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Negative mood or 
worsening symptoms 
of PTSD or depression 

 Arrange appropriate cognitive-behavioral interventions within the PTSD 
Clinic or elsewhere. 

 Refer the patient for psychotropic medications or adjustment of these 
medications. 

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

Strong or prolonged 
tobacco cravings or 
withdrawal symptoms 

 If the patient reports prolonged craving or other withdrawal symptoms, 
determine if he/she is using nicotine replacement therapy, bupropion 
and varenicline medications appropriately. 

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

 Consult with ǘƘŜ ǇŀǘƛŜƴǘΩǎ prescriber and consider increasing dose of 
nicotine replacement therapy within established dosage limits (see 
Supplements 2b - 2h). 

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

Weight gain 

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

 Reassure the patient that some weight gain after quitting (average = 6-
10 lbs) is common and will not usually extend beyond that level. 

 State that some weight gain may be caused by an unhealthy diet and 
that a high fiber, low fat, heart healthy diet may be useful. 

 Consider maintaining the patient on bupropion, Nicorette, or Nicoderm 
medications in order to delay weight gain. (Consult with the prescriber.) 

 Consider referring the patient for a dietary or nutrition consultation. 

 Advise the patient to read the ά²ŜƛƎƘǘ /ƻƴǘǊƻƭ !ŦǘŜǊ {ǘƻǇǇƛƴƎ {ƳƻƪƛƴƎέ 
(pages 37-38) and άtƘȅǎƛŎŀƭ 9ȄŜǊŎƛǎŜ /ŀƴ IŜƭǇ ¸ƻǳ wŜƳŀƛƴ {ƳƻƪŜ 
CǊŜŜέ(pages 40-42) handouts of the Participant Workbook. 

Flagging motivation or 
feelings of deprivation 

 Apply motivational interventions (see Supplement 1). 

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

Insomnia 

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

 Consider having the patient remove the transdermal nicotine patch 
while sleeping. 

 Consider adding appropriate psychopharamacological agents or using 
behavioral sleep hygiene interventions. 

Difficulty resisting 
smoking in trigger 
situations 

 Direct the patient to use coping strategies in the Participant Workbook 
(see άaȅ !Ŏǘƛƻƴ tƭŀƴ ŦƻǊ /ƻǇƛƴƎ ǿƛǘƘ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘέ and 
the ά/ƘŜŎƪƭƛǎǘ ƻŦ 9ǎǎŜƴǘƛŀƭ !Ŏǘƛƻƴǎ ǘƻ ¢ŀƪŜ ƻƴ vǳƛǘ 5ŀǘŜΦέ 
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Objective 2 
PROCEDURES FOR PATIENTS WHO CONTINUED TO SMOKE AFTER QUIT DATE 

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

1.  Determine whether the continued smoking after Quit Date is characterized by: 

a.  maintenance of the pre-Quit Date level of smoking with no success at quitting > 24 hrs. 

b.  an attempt at quitting (> 24 hrs), followed by return to regular or intermittent smoking. 

c.  an isolated puff or consumption of a few cigarettes, followed by coping and recovery to non-
smoking. 

2.  Reassure and encourage the patient όǊŜŦŜǊΣ ŀǎ ƴŜŎŜǎǎŀǊȅΣ ǘƻ ǎŜǎǎƛƻƴ мΣ ƻōƧŜŎǘƛǾŜ п ώάtǊƻǾƛŘŜ 
Empathic Supporǘ ŀƴŘ 9ƴŎƻǳǊŀƎŜ tŀǘƛŜƴǘ ƛƴ vǳƛǘǘƛƴƎ {ƳƻƪƛƴƎέϐύ 

a.  remind the patient that most successful ex-smokers require multiple attempts at quitting. 

b.  emphasize the importance of trying to quit as many times as it takes to achieve success, 
with enduring support from 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 to 
take now, by paraphrasing the following concepts: 

ŀΦ  ǾƛŜǿ ŎƻƴǘƛƴǳŜŘ ǎƳƻƪƛƴƎ ŀǎ ŀ άƳƛǎǘŀƪŜέ ǘƘŀǘ Ŏŀƴ ōŜ ǊŜŎƻǾŜǊŜŘ ŦǊƻƳτŀ άǎƭƛǇέ ƻǊ άƭŀǇǎŜέ 
rather than a full-ōƭƻǿƴ άǊŜƭŀǇǎŜέ ǘƻ ŀ ƭƛŦŜǘƛƳŜ ƻŦ ǘƻōŀŎŎƻ ǳǎŜΦ    

ōΦ  Řƻ ƴƻǘ άōŜŀǘ ȅƻǳǊǎŜƭŦ ǳǇέ ƻǾŜǊ ŀ ƭŀǇǎŜ ƻǊ ǎŜŜ ƛǘ ŀǎ ŀ ǇŜǊǎƻƴŀƭ ŦŀƛƭǳǊŜ ǘƻ ōŜŎƻƳŜ Ǝǳƛƭǘȅ ŀōƻǳǘΦ  
These negative feelings only makŜ ƛǘ ƳƻǊŜ ƭƛƪŜƭȅ ȅƻǳΩƭƭ ǎƳƻƪŜ ƳƻǊŜΦ   

c.  analyze what can be learned from the lapseτidentify 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 coping skills learned 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 smoking (see session 1, objective 2).  

b.  renew a commitment to stop smoking: 

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

2.  for patients who are currently still smoking, negotiate a new Quit Date, preferably today 
unless life-ŎƛǊŎǳƳǎǘŀƴŎŜ ƛǎǎǳŜǎ ƻǊ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŀƳōƛǾŀƭŜƴŎŜ ƳŀƪŜǎ ǘƘƛǎ ŀ άǎŜǘ ǳǇέ ŦƻǊ 
another failed quit attempt (see session 1, objective 7) 
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c.  provide ƳƻǘƛǾŀǘƛƻƴŀƭ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ŦƻǊ όŀύ ŀōǎǘƛƴŜƴǘ ǇŀǘƛŜƴǘǎ ǿƘƻ άƭŀǇǎŜŘέ ōǳǘ ǿƘƻ ŀǊŜ ƘƛƎƘƭȅ 
ambivalent about committing to remaining smoke free (2.a. above) and (b) continued 
smokers who resist establishing a new Quit Date  (follow procedures for session 1, objective 3; 
also see Supplement 1). 

d.  dialogue with the patient about the problems contributing to continued smoking and 
solutions to these problems, using Table 1 of this manual (pages 44-45) as a guide. 

e.  reinstate appropriate interventions described in session objectives of this manual, according 
to your discretion about which (if any) are clinically indicated and feasible to administer. 

 

Objective 3 
Orient All Patients to Goal Assignments to be Completed at Home 

Goal Assignments for All Follow-Up Sessions: 

1.  Recommend reading the άaȅ !Ŏǘƛƻƴ tƭŀƴ CƻǊ /ƻǇƛƴƎ ²ƛǘƘ {ƳƻƪƛƴƎ ¢ǊƛƎƎŜǊǎ ²ƻǊƪǎƘŜŜǘέ at 
least once weekly and practice of recorded coping strategies.  Advise patients to update this 
worksheet by listing: 

ŀΦ  ƴŜǿ άƘƛƎƘ Ǌƛǎƪέ ǘǊƛƎƎŜǊǎ ǘƘŀǘ ǘƘŜȅ ŀƴǘƛŎƛǇŀǘŜ ŎƻǳƭŘ ǘƘǊŜŀǘŜƴ ǊŜǘǳǊƴ ǘƻ ǎƳƻƪƛƴƎ 

b.  specific behavioral plans for coping with these triggers. 

2.  Encourage regular reference to other worksheets and checklists in the Participant Workbook, 
which the patient has found to be personally helpful.  Advise continual preparation for high-risk 
smoking triggers by regular practice of coping skills taught in the Participant Workbook. 

Additional Session-Specific Goal Assignments 

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

Read Participant Workbook handout, ά²Ƙŀǘ LŦ L {ƭƛǇ ŀƴŘ IŀǾŜ ŀ [ŀǇǎŜ ǘƻ {ƳƻƪƛƴƎΚέ 

Follow-up session 2 (pages 36-38 of Participant Workbook) 

Read Participant Workbook handout, ά²ŜƛƎƘǘ /ƻƴǘǊƻƭ !ŦǘŜǊ {ǘƻǇǇƛƴƎ {ƳƻƪƛƴƎέ 

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

Read Participant Workbook handout, άtƘȅǎƛŎŀƭ 9ȄŜǊŎƛǎŜ /ŀƴ IŜƭǇ ¸ƻǳ {ǘŀȅ {ƳƻƪŜ CǊŜŜέ 
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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 follow-up visits: 

a.  schedule follow-up sessions 2 and 3 approximately one week apart. 

b.  schedule once-monthly follow-up visits thereafter, until 1 year has elapsed from the date of 
session 1.  (Approximately 10 monthly visits.) 

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

2.  Inform the patient of the agenda for follow-up visits: 

a.  to maintain a permanent smoke-free 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 return 
to regular smoking 

c.  to assist in making life-style changes (weight control and physical exercise) for patients 
interested in pursuing these goals 
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SUPPLEMENT 1 
Promoting Motivation to Quit Smoking 

 
{ǘǊŀǘŜƎȅ мΥ ¦ǎŜ ǘƘŜ άп wǎέ ƻŦ IŜŀƭǘƘ tǊƻƳƻǘƛƻƴ 
 

Discuss the Relevance ƻŦ vǳƛǘǘƛƴƎ {ƳƻƪƛƴƎ ǘƻ ǘƘŜ tŀǘƛŜƴǘΩǎ [ƛŦŜ 

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

1.  Encourage the patient to state specific, personally relevant reasons why quitting smoking would 
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 patient.  Examples of benefits:  

Á Improved health and reduced risk of disease and early death 

Á Feel better physically, and improved well-being  

Á Others you live with will be healthier by not being exposed to smoke 

Á Food will taste better 

Á Improved sense of smell 

Á 9ŀǎƛŜǊ ōǊŜŀǘƘƛƴƎ ŀƴŘ ƭŜǎǎ άǎƳƻƪŜǊΩǎ ŎƻǳƎƘƛƴƎέ 

Á Save money to purchase things and vacations you really want 

Á Home, car, breath will smell better 

Á Can stop worrying about quitting 

Á Set a good example for kids 

Á Freedom from being controlled by addiction  

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

Discuss the Risks of Continued Smoking 

Ask the patient to identify the potential negative consequences of smoking.  Suggest and highlight 
those risks that seem most relevant to the patient.  (Emphasize that smoking low-tar/low-nicotine 
cigarettes or use of other forms of tobacco (e.g., smokeless tobacco, cigars, pipes) will not 
eliminate these risks.)  Examples of risks to emphasize: 

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

Á Long-term risks: Heart attacks and strokes, cancer of the lung, larynx, oral cavity, esophagus, 
pancreas, bladder, emphysema.  

Á Environmental risks: Increased risk of lung cancer in spouse and children; higher rates of 
smoking by children of smokers; increased risk of SIDS, asthma, middle ear disease, respiratory 
infections in children of smokers, and fires. 
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Discuss the Roadblocks to Quitting Smoking 

1.  Ask the patient to identify barriers or impediments to quitting smoking.  Typical barriers might 
include: 

Á Withdrawal symptoms 

Á Fear of failure 

Á Weight gain 

Á Lack of support from others 

Á Use of alcohol 

Á Depression, stress, or other negative emotions 

Á Enjoyment of tobacco as a source of reward or pleasure 

Á Social pressures to smoke (smoking is integral to socializing with friends and acquaintances) 

Á Smoking is part of and integral to activities of daily living (e.g., coffee breaks, after meals) 

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

Repeat Motivational Interventions at Every Clinic Visit 

1.  Repeat motivational interventions at every clinic visit until: 

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

b.  the patient refuses stop smoking treatment and declines future IC visits 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 smoking treatment (e.g., after resolution of a life crisis) 

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

2.  Patients with a prior quit attempt history should be told that repeated efforts at stopping are 
required by most successful ex-smokersΦ  9ƴŎƻǳǊŀƎŜ ƳǳƭǘƛǇƭŜ ǉǳƛǘ ŀǘǘŜƳǇǘǎ όάǊŜŎȅŎƭƛƴƎέύ ǳǎƛƴƎ 
new approaches and lessons learned from past attempts. 

SOURCE:  Adapted from Fiore, M.C., Bailey, W.C., Cohen, S.J. et al.  (2000)  Treating Tobacco Use and 
Dependence.  Clinical Practice Guideline. 
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Strategy 2 (Optional): Use Motivational Interviewing Techniques 

General Therapeutic Principles for Delivering Motivational Interventions 

1.  9ȄǇǊŜǎǎ ŜƳǇŀǘƘȅ ŦƻǊ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǎǘǊuggle in quitting smoking and convey respect his/her 
choice to either continue smoking or attempt to quit. 

2.  !ǾƻƛŘ ŀǊƎǳƳŜƴǘŀǘƛƻƴΣ ŎƻƴŦǊƻƴǘŀǘƛƻƴΣ ŀƴŘ ŀ άƘŀǊŘ ǎŜƭƭέ ŀǇǇǊƻŀŎƘ ǘƻ ǉǳƛǘǘƛƴƎ ǎƳƻƪƛƴƎΦ  Use a 
matter-of-fact tone to objectively present information about the risks of smoking, the benefits 
ƻŦ ǉǳƛǘǘƛƴƎΣ ŀƴŘ ǘƘŜ ǘǊŜŀǘƳŜƴǘǎ ŀǾŀƛƭŀōƭŜ ŦƻǊ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƻƴǎƛŘŜǊŀǘƛƻƴΦ 

3.  Emphasize personal responsibility for the decision to quit smoking or continue to smoke.  
Stress the importance of an intrinsic locus for the decision rather than extrinsic motivations 
όάǇǊŜǎǎǳǊŜέ ǘƻ ǉǳƛǘ ŦǊƻƳ ŀ ǎǇƻǳǎŜ ƻǊ ƘŜŀƭǘƘ ŎŀǊŜ ǇǊƻǾƛŘŜǊύΦ    

4.  άwƻƭƭέ ǿƛǘƘ ǊŜǎƛǎǘŀƴŎŜ ǘƻ ǉǳƛǘǘƛƴƎ ǎƳƻƪƛƴƎΦ  !ǾƻƛŘ ŎƻǳƴǘŜǊƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ Ǉƻǎƛǘƛƻƴ άƘŜŀŘ ƻƴέ 
by uncovering the emotional state behind the resistance (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 at helping the patient to see quitting as important: 

ŀΦ  άhƴ ŀ мл-Ǉƻƛƴǘ ǎŎŀƭŜΣ Ƙƻǿ ƛƳǇƻǊǘŀƴǘ ƛǎ ƛǘ ŦƻǊ ȅƻǳ ǘƻ ǎǘƻǇ ǎƳƻƪƛƴƎ ŀǘ ǘƘƛǎ ǘƛƳŜΚέ 

ōΦ  ά²Ƙŀǘ ǿƻǳƭŘ ƘŀǾŜ ǘƻ ƘŀǇǇŜƴ ŦƻǊ ƛǘ ǘƻ ōŜŎƻƳŜ ƳǳŎƘ ƳƻǊŜ ƛƳǇƻǊǘŀƴǘ ŦƻǊ ȅƻǳ ǘƻ ŎƘŀƴƎŜΚέ 

ŎΦ  ²Ƙȅ ǎǳŎƘ ŀ ƘƛƎƘ ǎŎƻǊŜΚ  hwΣ άWhy have you given yourself a score of (name score given) 
ǊŀǘƘŜǊ ǘƘŀƴ ŀ ƭƻǿŜǊ ǎŎƻǊŜΣ ƭƛƪŜ ŀ м ƻǊ нΚέ 

ŘΦ  ²Ƙŀǘ ǎǘƻǇǎ ȅƻǳ ŦǊƻƳ ƳƻǾƛƴƎ ǳǇ ŦǊƻƳ ŀ ǎŎƻǊŜ ƻŦ όƴŀƳŜ ǎŎƻǊŜ ƎƛǾŜƴύ ǘƻ ŀ ф ƻǊ млΚέ 
 

Assess and Improve Confidence in Stopping smoking 

1.  Ask a series of questions aimed at identifying and enhancing confidence in quitting smoking. 

ŀΦ  άhƴ ŀ мл-Ǉƻƛƴǘ ǎŎŀƭŜΣ Ƙƻǿ ŎƻƴŦƛŘŜƴǘ ŀǊŜ ȅƻǳ ƛƴ ȅƻǳǊ ŀōƛƭƛǘȅ ǘƻ ǎǘƻǇ ǎƳƻƪƛƴƎ ŦƻǊ ƎƻƻŘΚέ 

ōΦ  ά²Ƙŀǘ ǿƻǳƭŘ ƳŀƪŜ ȅƻǳ ƳƻǊŜ ŎƻƴŦƛŘŜƴǘ ŀōƻǳǘ ǎǘƻǇǇƛƴƎ ǎƳƻƪƛƴƎΚέ 

ŎΦ  ά²Ƙȅ ŘƛŘ ȅƻǳ ǊŀǘŜ ȅƻǳǊǎŜƭŦ ŀǎ ƘƛƎƘ ŀǎ ȅƻǳ ŘƛŘΣ ƛƴǎǘŜŀŘ ƻŦΣ ǎŀȅΣ ŀ м ƻǊ нΚέ 

ŘΦ  άLǎ ǘƘŜǊŜ ŀƴȅǘƘƛƴƎ ȅƻǳ ŦƻǳƴŘ ƘŜƭǇŦǳƭ ƛƴ ǇǊŜǾƛƻǳǎ ŀǘǘŜƳǇǘǎ ǘƻ ǎǘƻǇ ǎƳƻƪƛƴƎΚέ 

ŜΦ  ά²Ƙŀǘ ŘƛŘ ȅƻǳ ƭŜŀǊƴ ŦǊƻƳ ǘƘŜ ǿŀȅ ǘƘƛƴƎǎ ǿŜƴǘ ǿǊƻƴƎ ƭŀǎǘ ǘƛƳŜ ȅƻǳ ǘǊƛŜŘΚέ 
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2.  Provide interventions aimed at increasing confidence in quitting smoking. 

ŀΦ  ά.ǊŀƛƴǎǘƻǊƳέ ŀ ƳŜƴǳ ƻŦ ƻǇǘƛƻƴǎ ǘƘŀǘ Ƴŀȅ ŀŘŘǊŜǎǎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŘƛŦŦƛŎǳƭǘƛŜǎ ǘƘŀǘ ǳƴŘŜǊƳƛƴŜ 
confidence. 

ōΦ  5ƛǎŎǳǎǎ ǘǊŜŀǘƳŜƴǘ ƻǇǘƛƻƴǎ ǘƘŀǘ ŀǊŜ ƪƴƻǿƴ ǘƻ άǿƻǊƪ ŦƻǊ ƻǘƘŜǊ ǇŜƻǇƭŜΦέ 

ŎΦ  !ǎƪ ŀōƻǳǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ Ƴƻǎǘ ǎǳŎŎessful quit attempt to date and what made it different 
from less successful attempts.  Get the 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 continued 
ǎƳƻƪƛƴƎ ǾŜǊǎŜǎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǇŜǊǎƻƴŀƭƭȅ ǊŜƭŜǾŀƴǘ ǊŜŀǎƻƴǎ ŦƻǊ ŎƻƴǎƛŘŜǊƛƴƎ ǉǳƛǘǘƛƴƎΦ 

ŀΦ  ά²Ƙŀǘ ŀǊŜ ǎƻƳŜ ƻŦ ǘƘŜ ƭŜǎǎ ƎƻƻŘ ǘƘƛƴƎǎ ŀōƻǳǘ ŎƘŀƴƎƛƴƎΧǎǘƻǇǇƛƴƎ ǎƳƻƪƛƴƎΚέ 

ōΦ  ά²Ƙŀǘ ǿƻǳƭŘ ōŜ ǎƻƳŜ ƻŦ ǘƘŜ ƎƻƻŘ ǘƘƛƴƎǎ ŀōƻǳǘ ǎǘƻǇǇƛƴƎ ǎƳƻƪƛƴƎΚέ 

ŎΦ  άLŦ ȅƻǳ ƛƳŀƎƛƴŜŘ ŦƻǊ ŀ ƳƻƳŜƴǘ ǘƘŀǘ ȅƻǳ ǎǳŎŎŜǎǎŦǳƭƭȅ ǎǘƻǇǇŜŘ ǎƳƻƪƛƴƎ ŦƻǊ ƎƻƻŘΧƘƻǿ ǿƻǳƭŘ 
ȅƻǳ ŦŜŜƭΚέ 

 
2.  Provide feedback by summarizing information elicited from the patient that points to a 

discrepancy between continued smoking and personally relevant life-style goals. 

a.  Summarize the short-ǘŜǊƳǎ ōŜƴŜŦƛǘǎ ŀƴŘ ǊŜǿŀǊŘǎ ƻŦ ŎƻƴǘƛƴǳŜŘ ǎƳƻƪƛƴƎΣ ŦǊƻƳ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 
perspective. 

b.  Summarize the ǇŀǘƛŜƴǘΩǎ ŎƻƴŎŜǊƴǎ ŀōƻǳǘ Ŏƻƴǘƛƴued smoking.  Provide feedback about the 
health risks of continued smoking and associated quality of life impairments. 

c.  Ask the patient:  ά²ƘŜǊŜ ŘƻŜǎ ǘƘƛǎ ƭŜŀǾŜ ȅƻǳ ƴƻǿΚ 
 

SOURCE:  Adapted from Rollnick, S., Mason, P., & Butler, C. (1999).  Health behavior 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? 

 Every smoker, except possibly pregnant smokers and adolescents, 
should be encouraged to use pharmacotherapies 

What are the first-line 
pharmacotherapies? 

The FDA-approved pharmacotherapies for smoking cessation (four of 
which are VA formulary medications) are recommended, including: 

 bupropion SR (Zyban) (bupropion IR can be used if SR non-
formulary) 

 transdermal nicotine (patch) 

 nicotine polacrilex (gum, lozenge in patients who cannot tolerate 
gum)  

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

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

 varenicline (only in patients who cannot tolerate other smoking 
cessation medications or who have failed adequate trials of other 
smoking cessation medications) 

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

Choice of a specific first-line pharmacotherapy must be guided by 
factors such as: 

 provider familiarity with the medications 

 contraindications for selected patients 

 patient preference 

 previous positive and/or negative experiences with a specific 
pharmacotherapy  

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

Are pharmacotherapeutic 
treatments appropriate for 
lighter smokers (e.g., 10-15 
cigarettes/day)? 

Yes.  Providers should consider individualizing treatment based on 
specific patient characteristics such as previous experience with the 
patch, amount smoked, degree of addictiveness, etc.  No adjustments 
are necessary when 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 shown 
to delay, but not prevent, weight gain. 
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What pharmacotherapies 
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 patients who have had a myocardial infarction 
(heart attack) within the past 2 weeks or patients who have a severe 
cardiac arrhythmia.  Otherwise, the nicotine patch, in particular, is 
safe and has been shown not to cause adverse cardiovascular effects. 

May tobacco dependence 
pharmacotherapies be 
used long-term (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 long-term therapy.  A minority of 
individuals who successfully quit smoking use ad libitum NRT 
medications (gum, lozenge, inhaler) 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 long-
term maintenance indication.   

May pharmacotherapies 
ever be combined? 

Yes.  There is evidence that combining the nicotine patch with either 
nicotine gum or nicotine nasal spray increases long-term abstinence 
rates over those produced by a single form of NRT.  It is possible, 
particularly in psychiatric populations, that combining bupropion SR 
(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 combined with other smoking cessation 
pharmacotherapies.  Varenicline occupies one subtype of nicotinic 
receptor and will block some effects of nicotine and/or increase side 
effects of nicotine.  There are no known interactions between 
bupropion and varenicline, but the safety and efficacy of the 
combination have not been established.  

SOURCE:  Adapted from Fiore, M.C., Bailey, W.C., Cohen, S.J. et al.  (2000)  Treating Tobacco Use and Dependence.  
Clinical Practice Guideline. 
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SUPPLEMENT 2B 
Clinical Use of Bupropion  

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

Patient 
Selection 

Appropriate as a first-line pharmacotherapy for smoking cessation.   

Precautions 

Contraindications: Bupropion SR (or IR) 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 (Wellbutrin, Wellbutrin SR, or 
Wellbutrin XL) 

4.  use of an MAOI in the past 14 days 

Pregnancy: Pregnant smokers should be encouraged to quit first without 
pharmacologic treatment.  Buproprion SR (or IR) should be used during pregnancy 
only if the increased likelihood of smoking abstinence, with its potential benefits, 
outweighs the risk of buproprion SR (or IR) treatment and potential concomitant 
smoking.  Similar factors should be considered in lactating women.  

Cardiovascular diseases: Generally well tolerated; infrequent reports of 
hypertension.  

Side effects: The most common side effects are insomnia (35% - 40%) and dry 
mouth (10%).  If insomnia occurs, tell patients to not take it at night. 

Changes in behavior: Some patients have had changes in behavior, hostility, 
agitation, depression, suicidal thoughts or actions while taking bupropion. These 
symptoms can develop during treatment with bupropion or after stopping 
treatment with bupropion. 

Dosage and 
Course of 
Treatment 

1.  Begin bupropion SR (or IR) treatment at least 7-14 days before Quit Date.  (For 
patients with PTSD, it is optimal to start bupropion two weeks before Quit 
Date.) 

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

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

4.  For maintenance therapy, consider buproprion SR 150 mg b.i.d. (or IR 100 mg 
t.i.d.) for up to 18 months.  
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Prescribing 
Instructions 

Cessation prior to quit date: Recognize that some patients will lose their desire to 
smoke prior to their quit date, or will spontaneously reduce the amount they 
smoke.   

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

Patient education:  Tell patient to read about ά.ǳǇǊƻǇƛƻƴ ŦƻǊ {ƳƻƪƛƴƎ /Ŝǎǎŀǘƛƻƴέ 
in the Participant Workbook (pp. 44 ς 46).  

SOURCE:  Adapted from Fiore, M.C., Bailey, W.C., Cohen, S.J. et al.  (2000)  Treating 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://www.accessdata.fda.gov/scripts/cder/drugsatfda/index.cfm) 

Patient 
Selection 

Appropriate as a first-line pharmacotherapy for smoking cessation. 

Precautions 

Contraindications:  The absolute contraindications are: 

1.  hypersensitivity to nicotine patch 

2.  recent (within 2 weeks) myocardial infarction (MI, heart attack) or severe 
arrhythmia 

3.  unstable angina  

4.  pregnancy 

Skin reactions:  Up to 50% of patients using the nicotine patch will have a local 
skin reaction.  Skin reactions are usually mild and self-limiting, but may worsen 
over the course of therapy.  Local treatment with hydrocortisone cream (1%) or 
triamcinolone cream (0.5%) and rotating patch sites may ameliorate such local 
reactions.  In less than 5% of patients do such reactions require the 
discontinuation of nicotine patch treatment. 

Other side effects:  insomnia, vivid dreams, nausea 

Provide 
Rationale 

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

нΦ  9ȄǇƭŀƛƴ ǘƘŀǘ ǇŀǘŎƘŜǎ ǊŜǇƭŀŎŜ άōŀǎŜƭƛƴŜέ ƭŜǾŜƭǎ ƻŦ ƴƛŎƻǘƛƴŜ ōȅ ǇǊƻǾƛŘƛƴƎ ŀ 
steady state of nicotine, which will be tapered over time. 

Dosage and 
Course of 
Treatment 

1.  Treatment of 8 weeks or less has been shown to be as efficacious as longer 
treatment periods, although optimum treatment period must be 
individualized.  

2.  Standard dosing recommendations for Nicoderm CQ are: 

Duration                                  Dosage (24 hrs) 

4 weeks                                            21 mg 
then 2 weeks                                   14 mg 
then 2 weeks                                     7 mg 

3.  Consider individualizing treatment based on specific patient characteristics, 
such as: 

 Previous experience with the patch 

 Amount smoked 

 Degree of addiction 
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Prescribing 
Instructions 

1.  Location: At the start of each day, the patient should place a new patch on a 
relatively hairless location, typically between the neck and waist.  

2.  Time:  ¢ǊŀƴǎŘŜǊƳŀƭ ƴƛŎƻǘƛƴŜ ǿƛƭƭ ōŜ ƛƴƛǘƛŀǘŜŘ ƻƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǇƭŀƴƴŜŘ ǉǳƛǘŜ 
date.  

3.  Activities: No restrictions while using the patch.  

4.  Advise: Advise patient: 

 Do NOT smoke while using the patch. 

 Symptoms of nicotine overdose are flu-like symptoms (diarrhea, 
headache, vomiting) that will resolve by reducing or discontinuing patch 
therapy (or discontinuing smoking if the patient smoked while on 
patch). 

5.  Patient education:  Advise patient to read about the ά¢ǊŀƴǎŘŜǊƳŀƭ bƛŎƻǘƛƴŜ 
tŀǘŎƘ ŦƻǊ {ƳƻƪƛƴƎ /Ŝǎǎŀǘƛƻƴέ in the Participant Workbook (pp. 47 ς 48).  

SOURCE:  Adapted from Fiore, M.C., Bailey, W.C., Cohen, S.J. et al.  (2000)  Treating Tobacco Use and Dependence.  
Clinical Practice Guideline. 
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SUPPLEMENT 2D 
Clinical Use of Nicotine Polacrilex (Gum)  

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

Patient 
Selection 

Appropriate as a first-line pharmacotherapy for smoking cessation. 

Precautions 

Contraindications:  The absolute contraindications are: 

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

2.  Unstable angina  

3.  Pregnancy 

Side effects: Common side effects of nicotine chewing gum include mouth 
soreness, hiccups, dyspepsia, and jaw ache.  These effects are generally mild 
ŀƴŘ ǘǊŀƴǎƛŜƴǘ ŀƴŘ Ŏŀƴ ƻŦǘŜƴ ōŜ ŀƭƭŜǾƛŀǘŜŘ ōȅ ŎƻǊǊŜŎǘƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƘŜǿƛƴƎ 
technique (see prescribing instructions). 

Provide 
Rationale 

1.  Explain that nicotine gum reduces withdrawal symptoms and break through 
cravings that may not be covered by patch therapy. 

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

Dosage and 
Course Of 
Treatment 

DOSAGE PLAN FOR PATIENTS USING GUM IN ADDITION TO THE PATCH FOR 
TREATMENT OF BREAKTHROUGH CRAVINGS: 

1.  Use 1 piece of 2 mg. gum every 1-2 hours.  The maximum number is 12 
pieces per day. 

DOSAGE PLAN FOR PATIENTS USING GUM AS A STAND ALONE FIRST LINE 
TREATMENT (i.e., who elect to not use the patch).  Dosage should be 
individualized according to number of cigarettes smoked per day, using the 
following guideline: 

Cigarettes/day                                   Dosage  

<25                                               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 up 
to a maximum of 24 pieces per day. 

2.  Tailor dosage and duration of therapy to fit needs of patient.   
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Prescribing 
Instructions 

1.  Chewing Technique: Gum should be chewed slowly until a "peppery" or 
άƳƛƴǘȅέ ǘŀǎǘŜ ŜƳŜǊƎŜǎΣ ǘƘŜƴ ϦǇŀǊƪŜŘϦ ōŜǘǿŜŜƴ ŎƘŜŜƪ ŀƴŘ ƎǳƳ ǘƻ ŦŀŎƛƭƛǘŀǘŜ 
nicotine absorption through the oral mucosa.  Gum should be slowly and 
intermittently "chewed and parked" for about 30 minutes or until the taste 
dissipates.  

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

3.  Patient Education: Advise patient to read about άbƛŎƻǘƛƴŜ DǳƳ ŦƻǊ {ƳƻƪƛƴƎ 
/Ŝǎǎŀǘƛƻƴέ in the Participant Workbook (pp. 49 ς 50). 

SOURCE:  Adapted from Fiore, M.C., Bailey, W.C., Cohen, S.J. et al.  (2000)  Treating 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://www.accessdata.fda.gov/scripts/cder/drugsatfda/index.cfm)  

Patient 
Selection 

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

Precautions 

Contraindications:  The absolute contraindications for nicotine nasal spray are: 

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

2. Unstable angina 

3. Severe reactive airways disease 

4. Pregnancy 

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

Provide 
Rationale 

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

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

Dosage and 
Course Of 
Treatment 

DOSAGE PLAN FOR PATIENTS USING SPRAY IN ADDITION TO THE PATCH FOR 
TREATMENT OF BREAKTHROUGH CRAVINGS.  

1.  Nicotine nasal spray will be initiated on the patientΩǎ ǇƭŀƴƴŜŘ ǉǳƛǘ ŘŀǘŜΦ 

2.  Nicotine nasal spray will initially be prescribed as 1 spray (0.5 mg) in each 
nostril q 1-2 h prn nicotine craving.  Since most patients will also be receiving 
transdermal nicotine, the maximum dose of nicotine nasal spray will be 24 
sprays in each nostril (24 mg)/24 hours. 

DOSAGE PLAN FOR PATIENTS USING SPRAY AS A STAND ALONE FIRST LINE 
TREATMENT (i.e., who cannot tolerate transdermal nicotine or nicotine 
polacrilex). 

1.  Nicotine nasal spray will be initiated on the patientΩǎ ŘŜǎƛƎƴŀǘŜŘ ǉǳƛǘ ŘŀǘŜΦ 
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Dosage and 
Course Of 
Treatment 

2.  Nicotine nasal spray will initially be prescribed as 1 spray (0.5 mg) in each 
nostril 1-2 times per hour, increasing as needed for symptom relief.  Minimum 
recommended treatment is 8 doses/day, with a maximum limit of 40 
doses/day (5 doses/hr). 

3.  Tailor dosage and duration of therapy to fit needs of patient. 

Prescribing 
Instructions 

1.  Dose delivery.  Patients should not sniff, swallow, or inhale through the nose 
while administering doses as this increases irritating effects.  The spray is best 
delivered with the head tilted slightly back. 

2.  Patient education.  Advise patient to read about άbƛŎƻǘƛƴŜ bŀǎŀƭ {ǇǊŀȅ ŦƻǊ 
{ƳƻƪƛƴƎ /Ŝǎǎŀǘƛƻƴέ in the Participant Workbook (pp. 51 ς 53). 

SOURCE:  Adapted from Fiore, M.C., Bailey, W.C., Cohen, S.J. et al.  (2000)  Treating Tobacco Use and Dependence.  
Clinical Practice Guideline. 
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SUPPLEMENT 2F 
Clinical Use of Nicotine Inhaler 

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

Patient 
Selection 

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

Precautions 

Contraindications:  The absolute contraindications for nicotine nasal inhaler are: 

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

2.  Unstable angina 

3.  Pregnancy 

Side effects: Common side effects of nicotine inhaler include nasal and throat 
irritation and cough.  

Provide 
Rationale 

1.  Explain that nicotine nasal inhaler reduces withdrawal symptoms and break 
through cravings that may not be covered by patch therapy. 

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

Dosage and 
Course Of 
Treatment 

DOSAGE PLAN FOR PATIENTS USING INHALER IN ADDITION TO THE PATCH FOR 
TREATMENT OF BREAKTHROUGH CRAVINGS.  

1.  Nicotine inhaler will be initiated on the patientΩǎ ǇƭŀƴƴŜŘ ǉǳƛǘ ŘŀǘŜΦ 

2.  Nicotine inhaler will initially be prescribed as 1 inhalation prn nicotine 
craving.  Since most patients will also be receiving transdermal nicotine, 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 
inhalations). 

DOSAGE PLAN FOR PATIENTS USING INHALER AS A STAND ALONE FIRST LINE 
TREATMENT (i.e., who cannot tolerate transdermal nicotine or nicotine 
polacrilex ). 

1.  Nicotine inhaler will be initiated on the patientΩǎ ŘŜǎƛƎƴŀǘŜŘ ǉǳƛǘ ŘŀǘŜΦ 

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

3.  In general nicotine inhaler should be prescribed for up to 6 months with 
tapering during the final 3 months.  Tailor dosage and duration of therapy to 
fit needs of the patient. 

Prescribing 
Instructions 

1.  Absorption:  Acidic beverages (e.g., coffee, juices, soft drinks) interfere with 
the buccal absorption of nicotine.  Eating and drinking anything except water 
should be avoided for 15 minutes before and during inhalation. 

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

3.  Patient education:  Advise the patient to read about άbƛŎƻǘƛƴŜ LƴƘŀƭŜǊ ŦƻǊ 
{ƳƻƪƛƴƎ /Ŝǎǎŀǘƛƻƴέ in the Participant Workbook (pp. 54 ς 56). 

SOURCE:  Adapted from Fiore, M.C., Bailey, W.C., Cohen, S.J. et al.  (2000)  Treating Tobacco Use and 
Dependence.  Clinical Practice Guideline.  
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SUPPLEMENT 2G 
Clinical Use of Nicotine Polacrilex (Lozenge)  

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

Patient 
Selection 

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

Precautions 

Contraindications:  The absolute contraindications are: 

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

2.  Unstable angina  

3.  Pregnancy 

Side effects: Common side effects of the nicotine lozenge include mouth 
soreness, hiccups, and dyspepsia.  These effects are generally mild and 
transient and can often be alleviated by correcting the way in which the 
lozenge is dissolved (see prescribing instructions). 

Provide 
Rationale 

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

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

Dosage and 
Course Of 
Treatment 

DOSAGE PLAN FOR PATIENTS USING LOZENGE IN ADDITION TO THE PATCH FOR 
TREATMENT OF BREAKTHROUGH CRAVINGS: 

1.  Use 1 2-mg lozenge every 1-2 hours.  The maximum number is 12 lozenges 
per day. 

DOSAGE PLAN FOR PATIENTS USING LOZENGE AS A STAND ALONE FIRST LINE 
TREATMENT (i.e., who elect to not use the patch).  Dosage should be 
individualized according to number of cigarettes smoked per day, using the 
following guideline: 

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 cravings 
up to a maximum of 24 lozenges per day. 
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Dosage and 
Course Of 
Treatment 

2.  Tailor dosage and duration of therapy to fit needs of the patient.   

Prescribing 
Instructions 

1.  Dissolving Technique: Place the lozenge in your mouth and allow the lozenge 
to slowly dissolve (about 20-30 minutes), occasionally moving the lozenge 
from one side of your mouth to the other. Minimize swallowing and do not 
chew or swallow lozenge.  

2.  Absorption: Acidic beverages (e.g., coffee, juices, soft drinks) interfere with 
the buccal absorption of nicotine, so eating and drinking anything except 
water should be avoided for 15 minutes before using and while the lozenge 
is in your mouth.  

3.  Patient Education: Advise the patient to read about άbƛŎƻǘƛƴŜ [ƻȊŜƴƎŜ ŦƻǊ 
{ƳƻƪƛƴƎ /Ŝǎǎŀǘƛƻƴέ in the Participant Workbook (pp. 57 ς 58). 

SOURCE:  Adapted from Fiore, M.C., Bailey, W.C., Cohen, S.J. et al.  (2000)  Treating Tobacco Use and Dependence.  
Clinical Practice Guideline. 
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SUPPLEMENT 2H 
Clinical Use of Varenicline  

(See http://www.pbm.va.gov/CriteriaForUse.aspx for 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: 

Pregnancy: Pregnant smokers should be encouraged to quit first without 
pharmacologic treatment.  Varenicline should be used during pregnancy only if 
the increased likelihood of smoking abstinence, with its potential benefits, 
outweighs the risk of varenicline treatment and potential concomitant smoking.  
Varenicline is not recommended for lactating women.  

Renal diseases: Generally well tolerated in patients with mild to moderate renal 
impairment. A lower dose is recommended in patients with severe impairment.  

Side effects: 

Changes in behavior: Some patients have had changes in behavior, hostility, 
agitation, depression, suicidal thoughts or actions while taking varenicline. These 
symptoms can develop during treatment with varenicline or after stopping 
treatment with varenicline.  

Allergic reactions: Potentially life-threatening allergic reactions, including 
swelling of the face, mouth, and throat that can cause trouble breathing, have 
occurred in patients receiving varenicline. 

Skin reactions: Skin reactions including rash, swelling, redness, and peeling of the 
skin have occurred in patients receiving varenicline. Some of these reactions can 
become life-threatening.  

Sleepiness, dizziness, or trouble concentrating: Advise patients to avoid driving or 
operating machinery until they know how varenicline may affect them. 

Common side effects: The most common side effects include nausea (30%), 
insomnia (18%), changes in dreaming (13%), headache (15%), and constipation 
(8%).  

Varenicline should not be used while using other medicines to quit smoking. 

Dosage and 
Course of 
Treatment 

1.  Begin varenicline treatment 7 days before Quit Date.   

2.  Begin with a dose of 0.5 mg qd for 3 days minimum.  

3.  After 3 days increase to 0.5 mg bid for 4 days. On the quit date (7 days after 
initiating varenicline treatment) increase to 1 mg bid and stay on this dose for 
12 weeks following Quit Date.  
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Dosage and 
Course of 
Treatment 

4.  Doses may be lowered temporarily or permanently in patients who cannot 
tolerate adverse effects of varenicline therapy. 

5.  For maintenance therapy, consider varenicline 1 mg bid for up to 24 months. 

Prescribing 
Instructions 

Cessation prior to quit date: Recognize that some patients will lose their desire to 
smoke prior to their quit date, or will spontaneously reduce the amount they 
smoke.   

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

Patient education:  Tell patient to read άInstructions For Using Varenicline 
(Chantix)έ in the Participant Workbook (pp. 59 ς 61).  
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APPENDIX 1 
Clinical Strategies Addressing the Dynamic Relationship  

Between PTSD Symptoms and Tobacco Use 
 
PTSD and associated symptoms may increase risk of relapse to smoking.  It is assumed that 
simultaneous with the delivery of integrated care for smoking cessation patients will receive 
clinically indicated, comprehensive care for their mental disorders through enrollment in the 
specialized PTSD Clinic and that this care will conform to evidence- and and/or consensus-
based standards of treatment as described in the VA/DoD clinical practice guideline for PTSD 
(http://www.healthquality.va.gov/). 
 
Our clinical experience suggests that the 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 psychological distress on tobacco cessation. 
 

PHARMACOLOGICAL INTERVENTIONS 
General Strategy 

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

2.  Patients with a history of major depressive disorder may also be vulnerable 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 appropriate 
pharmacological interventions for PTSD (and/or comorbid) symptoms that may rapidly emerge 
during the course of tobacco cessation treatment. 

4.  The VA/DoD Clinical Practice Guideline for PTSD provides detailed prescribing information for 
specific symptoms of PTSD and comorbid disorders (http://www.healthquality.va.gov/). 
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PSYCHOTHERAPEUTIC INTERVENTIONS 
Specific Strategies 

ANGER 

Domain Recommendation Notes 

Cognitive 
Educate patients on the 
link between thoughts, 
behaviors, and mood 

Explain that mood typically develops as a function of thoughts 
(e.g., our interpretation of an event), and that behaviors are 
determined by the interplay between our mood and thoughts. 

Cognitive 

Educate patients on 
how anger may be 
linked to smoking, and 
how changing thoughts 
associated with anger 
triggers can result in 
non-smoking coping 
behaviors  

When discussing the process of changing thoughts, be sure to 
note that the mood might not drastically change, but the 
behavioral response to the mood might be less damaging.   

For instance, a patient may still be angry, but instead of thinking, 
ά²Ƙƻ ŎŀǊŜǎΚ ²ƘŀǘΩǎ ǘƘŜ ǳǎŜΚέ ǘƘŜ ǇŀǘƛŜƴǘ ƛƴǎǘŜŀŘ Ƴŀȅ ŎƘƻƻǎŜ ǘƻ 
ǘƘƛƴƪΣ ά²ƘƛƭŜ LΩƳ ŀƴƎǊȅ ƴƻǿΣ ǘƘŜ ŀƴƎŜǊ ǿƛƭƭ Ǉŀǎǎ ǿƘŜǘƘŜǊ ƻǊ ƴƻǘ L 
ƘŀǾŜ ŀ ǎƳƻƪŜΦέ 

Cognitive 
Use a Daily Thought 
Record 

¢Ƙƛǎ ƛǎ ǎƻƳŜǘƛƳŜǎ ǊŜŦŜǊǊŜŘ ǘƻ ŀǎ ŀƴ ŜȄǇŀƴŘŜŘ ά!./ ŎƘŀǊǘΦέ  5ŀƛly 
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 
ǘƘŀǘ ŘƻƴΩǘ ƭŜŀŘ ǘƻ ǎƳƻƪƛƴƎΦ   

The expanded thought record may have seven columns, each 
describing,  

(1) the activating event/ anger trigger;  

(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 lead 
to the most distress;  

(5) evidence that refutes these anger-supporting thoughts;  

όсύ ŀƭǘŜǊƴŀǘƛǾŜ ǘƘƻǳƎƘǘǎ ǘƘŀǘ ŘƻƴΩǘ ƭŜŀŘ ǘƻ ǎƛƎƴƛŦƛŎŀƴǘ ŘƛǎǘǊŜǎǎΤ 
and  

(7) the new mood associated with these alternative thoughts. 

Cognitive 

Educate patients on 
three types of anger 
expression: passive, 
aggressive, and 
assertive 

Note that passivity and aggression are more likely to lead to 
unhealthy behaviors like smoking (passive release of frustration 
through smoking and/or aggressive act against self and others 
through smoking).   

Note that assertiveness allows patients to express anger without 
hurting themselves or others and is therefore key to successful 
tobacco cessation. 
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Cognitive 
Provide assertiveness 
training 

!ǎǎŜǊǘƛǾŜƴŜǎǎ ǘǊŀƛƴƛƴƎ ǎƘƻǳƭŘ ƛƴŎƭǳŘŜ ŘƛŦŦŜǊŜƴǘƛŀǘƛƴƎ ōŜǘǿŜŜƴ άL 
ŦŜŜƭέ ŀƴŘ άȅƻǳ ƳŀƪŜ ƳŜ ŦŜŜƭέ ǎǘŀǘŜƳŜƴǘǎΤ ǘƘŜ ŦƻǊƳŜǊ ƛƳǇƭȅƛƴƎ ŀ 
sense of personal control and responsibility and the latter 
implying a sense of helplessness and passivity.   

Furthermore, teach patients skills in making assertive requests 
(e.g., describing the problematic behavior without attacking the 
ǇŜǊǎƻƴΩǎ ǎŜƭŦ-worth, stating your feelings, and clearly making a 
request). 

Teach patients how to assertively refuse requests through the 
άōǊƻƪŜƴ ǊŜŎƻǊŘέ ǘŜŎƘƴƛǉǳŜ όŜΦƎΦΣ ǊŜǇŜŀǘŜŘƭȅ ǎǘŀǘƛƴƎ ȅƻǳǊ ǊŜŦǳǎŀƭύ 
or the άǎŀƴŘǿƛŎƘέ ǘŜŎƘƴƛǉǳŜ όŜΦƎΦΣ ǇǊƻǾƛŘƛƴƎ ŀ ŎƻƳǇƭƛƳŜƴǘŀǊȅ ƻǊ 
positive statement, making a refusal, and ending with a positive 
statement).   

Behavioral 

Review simple 
relaxation skills:  
Progressive Muscle 
Relaxation  

Review simple relaxation skills that can be used as an alternative 
ǘƻ ǎƳƻƪƛƴƎ ŘǳǊƛƴƎ ǇŜǊǎƻƴŀƭ άǘƛƳŜ ƻǳǘǎέ ŦǊƻƳ ŀƴƎŜǊ ǘǊƛƎƎŜǊǎΦ  
Progressive muscle relaxation is designed to build awareness of 
how stress is carried in the body and how conscious manipulation 
of the body can result in a reduction in cognitively/affectively 
perceived stress.  

An easy script for progressive muscle relaxation is as follows:   

 Assume a comfortable position.   

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

 Draw your attention to your forehead and face.  Raise your 
brow as high as possible (as if you were making a surprised 
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 this a 
few more times until your eyes and jaw settle into a relaxed 
(unclenched) position.   

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

 Now notice your shoulders.  Lift your shoulders up to your 
ears then pull them forward in a hunching position.  
Reverse this until your shoulder muscles are relaxed and 
broad.  Repeat this until your shoulders are in a comfortably 
relaxed position.   
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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 your fists 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 position 
for a few seconds.  Relax and feel the difference, then tense 
your legs and curl your toes downward.  Notice the tension 
in your legs and toes.  Now straighten your legs and wiggle 
your toes.  Notice the comfortable stretching sensation.  
Then allow your legs and feet to relax. 

Behavioral 
Review simple 
relaxation skills:  
Autogenic Training 

Autogenic training involves imagery of organ-specific changes.  
The goal is to focus on the autonomic nervous systemτbreathing 
and the likeτall the while decreasing the focus on painful or 
stressful input from the central nervous system.  The difference 
between autogenic training and other forms of relaxation is the 
attention to body-specific functions. 

An easy script for autogenic training is as follows:   

 LΩŘ ƭƛƪŜ ŦƻǊ ȅƻǳ ǘƻ ŎƭƻǎŜ your eyes and find a comfortable 
position. 

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

 Now concentrate on your hands and arms.  Imagine that 
your hands and arms are very heavy and warm.  Repeat 
silently to yourself, άƳȅ ƘŀƴŘǎ ŀƴŘ ŀǊƳǎ ŀǊŜ ƘŜŀǾȅ ŀƴŘ 
ǿŀǊƳΦέ  ¦ǎŜ ŀƴ ƛƳŀƎŜ ƻŦ ƘŜŀǾƛƴŜǎǎ ŀƴŘ ǿŀǊƳǘƘ ǘƘŀǘ ƳŀƪŜǎ 
ǎŜƴǎŜ ǘƻ ȅƻǳΦ  άaȅ ƘŀƴŘǎ ŀƴŘ ŀǊƳǎ ŀǊŜ ƘŜŀǾȅ ŀƴŘ ǿŀǊƳέ όм 
min).  

 Now draw attention away from your hands and arms and 
ǎŀȅ ǘƻ ȅƻǳǊǎŜƭŦΣ Ƨǳǎǘ ƻƴŎŜΥ  άL ŀƳ ǾŜǊȅ ǉǳƛŜǘ ŀƴŘ ŜƴƧƻȅ 
ŦŜŜƭƛƴƎ ǊŜƭŀȄŜŘ ŦƻǊ ŀ ǎƘƻǊǘ ǿƘƛƭŜέ όн ƳƛƴύΦ 

 Provider note: repeat steps with feet and legs, then with 
abdomen. 

 I will soon ask you to come back, counting down from four 
to one:  Four, make a couple of fists in rapid succession to 
get the blood pumping again.  Three, bend your arms a 
couple of times and wiggle your feet.  Two, take a few deep 
breaths and fill your lungs with air.  And one, open your 
eyes and 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 to inspiring, 
relaxing, or pleasant images.   

Instructions for smoke-free visualization will ideally be 
ƛƴŘƛǾƛŘǳŀƭƛȊŜŘ ǘƻ ŀ ǇŀǘƛŜƴǘΩǎ ǇŜǊǎƻƴŀƭƛǘȅ ŀƴŘ ǘǊŜŀǘƳŜƴǘ ƎƻŀƭǎΦ  ¢ƘŜ 
instructions may involve the following components:  

 assume a comfortable position;  

 think of a safe and comfortable place, either real or 
imagined;  

 picture yourself in this place;  

 notice that this is an entirely smoke-free place and that you 
are a non-smoker;  

 notice everything that you can about this place: the view, 
sounds, smells, sensations; 

 and notice how the sounds, smells, and sensations are so 
much more vibrant because you are a non-smoker. 

Behavioral 

Help patients increase 
the number of pleasant 
events in their daily 
lives 

Increased daily pleasure will decrease the impact of anger 
triggers on patient mood and subsequent behaviors (i.e., will 
increase patient resiliency to stress).   

The first step may involve identifying simple and inexpensive 
pleasant activities in which the patient can easily partake  (e.g., 
taking a 10 minute walking break while at work, watching a 
favorite television program, etc.).   

The second step typically involves helping the patient actively 
schedule these pleasant events throughout the day.   

Environ-
mental 

Using a daily thought 
record (described 
above), help patients 
identify common 
situational triggers to 
anger.  Identify which 
triggers they can safely 
avoid during the first 
few months of 
abstinence and which 
they cannot safely 
avoid.  

Some safely avoided activities might include going grocery 
shopping during the busiest store hours, hosting friends or 
relatives, and watching the 6pm news.   

Some harder to avoid activities might include driving during rush 
ƘƻǳǊΣ ǊŜǎǇƻƴŘƛƴƎ ǘƻ ŎƘƛƭŘǊŜƴΩǎ ƳƛǎōŜƘŀǾƛƻǊǎΣ ƻǊ ŀǘǘŜƴŘƛƴƎ ǘŜƴǎŜ 
work meetings.   

For the unavoidable triggers, reinforce the importance of 
identifying alternative interpretations of the triggers and 
alternative behavioral responses to these triggers (e.g., relaxation 
vs. smoking). 

Environ- 
mental 

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

Supportive people can include friends, family, co-workers, and 
fellow patients. 

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

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 process 
by which the body prepares itself for a life or death situation 
following exposure to a cognitively-identified danger.   

²ƘƛƭŜ ǘƘŜǊŜ ŀǊŜ ǎƻƳŜ ǳƴƛǾŜǊǎŀƭƭȅ ƛŘŜƴǘƛŦƛŜŘ άŘŀƴƎŜǊǎΣέ ǎǳŎƘ ŀǎ 
combat or brightly colored snakes, most dangers are subjectively 
identified.  For instance, one person may identify dogs as 
dangerous, whereas another person may identify dogs as loving 
pets. 

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

Physical de-escalation only 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 re-learn 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 replace 
incorrect interpretations of ambiguous events, especially when 
these interpretations result in unnecessary anxiety or panic, and 
subsequent smoking.   

Coach patients on ways to test their interpretations:  

 Lǎ ǘƘŜǊŜ ŀƴȅ ǇǊƻƻŦ ǘƘŀǘ ǘƘŜƛǊ ƴŜƎŀǘƛǾŜ ŜȄǇŜŎǘŀǘƛƻƴǎ ŀǊŜƴΩǘ 
true all of the time for all situations?  

 Is this assumption also true for people they care about, and 
would these people agree with their views?  

 LŦ ǘƘŜ ŀǎǎǳƳǇǘƛƻƴ ƛǎ ŀōƻǳǘ ŀƴƻǘƘŜǊ ǇŜǊǎƻƴΩǎ ǳƴǎǇƻƪŜƴ 
thoughts, have they openly asked the other person to share 
their thoughts? 

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



 

77 

 

Behavioral Teach deep breathing 

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

Breathing changes drastically when patients are hyperaroused or 
panicked:  it tends to become increasingly rapid and shallow.  
Conversely deep/long and slow breathing is the key to relaxation 
and overcoming hyperarousal.   

Deep breathing can simply involve:   

 assuming a comfortable position;  

 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 as an alternative 
to smoking when patient experiences increased anxiety and/or 
physiological arousal.  Progressive muscle relaxation is designed 
to build awareness of how stress is carried in the body, and how 
conscious manipulation of the body can result in a reduction in 
cognitively/affectively perceived stress.   

An easy script for progressive muscle relaxation is as follows:   

 Assume a comfortable position.   

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

 Draw your attention to your forehead and face.  Raise your 
brow as high as possible (as if you were making a surprised 
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 this a 
few more times until your eyes and jaw settle into a relaxed 
(unclenched) position.   

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

 Now notice your shoulders.  Lift your shoulders up to your 
ears then pull them forward in a hunching position.  
Reverse this until your shoulder muscles are relaxed and 
broad.  Repeat this until your shoulders are in a comfortably 
relaxed position.   
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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 your fists 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 position 
for a few seconds.  Relax and feel the difference, then tense 
your legs and curl your toes downward.  Notice the tension 
in your legs and toes.  Now straighten your legs and wiggle 
your toes.  Notice the comfortable stretching sensation.  
Then allow your legs and feet to relax.     

Behavioral 
Review simple 
relaxation skills:  
Autogenic Training 

Autogenic training involves imagery of organ-specific changes.  
The goal is to focus on the autonomic nervous systemτbreathing 
and the likeτall the while decreasing the focus on painful or 
stressful input from the central nervous system.  The difference 
between autogenic training and other forms of relaxation is the 
attention to body-specific functions. 

An easy script for autogenic training is as follows:   

 LΩŘ ƭƛƪŜ Ŧor you to close your eyes and find a comfortable 
position. 

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

 Now concentrate on your hands and arms.  Imagine that 
your hands and arms are very heavy and warm.  Repeat 
ǎƛƭŜƴǘƭȅ ǘƻ ȅƻǳǊǎŜƭŦΥ άƳȅ ƘŀƴŘǎ ŀƴŘ ŀǊƳǎ ŀǊŜ ƘŜŀǾȅ ŀƴŘ 
ǿŀǊƳΦέ  ¦ǎŜ ŀƴ ƛƳŀƎŜ ƻŦ ƘŜŀǾƛƴŜǎǎ ŀƴŘ ǿŀǊƳǘƘ ǘƘŀǘ ƳŀƪŜǎ 
ǎŜƴǎŜ ǘƻ ȅƻǳΦ  άaȅ ƘŀƴŘǎ ŀƴŘ ŀǊƳǎ ŀǊŜ ƘŜŀǾȅ ŀƴŘ ǿŀǊƳέ όм 
min).  

 Now draw attention away from your hands and arms and 
ǎŀȅ ǘƻ ȅƻǳǊǎŜƭŦΣ Ƨǳǎǘ ƻƴŎŜΥ  άL ŀƳ ǾŜǊȅ ǉǳƛŜǘ ŀƴŘ ŜƴƧƻȅ 
ŦŜŜƭƛƴƎ ǊŜƭŀȄŜŘ ŦƻǊ ŀ ǎƘƻǊǘ ǿƘƛƭŜέ όн ƳƛƴύΦ 

 Provider note: repeat steps with feet and legs, then with 
abdomen. 

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



 

79 

 

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 smoke-free visualization will ideally be 
ƛƴŘƛǾƛŘǳŀƭƛȊŜŘ ǘƻ ŀ ǇŀǘƛŜƴǘΩǎ ǇŜǊǎƻƴŀƭƛǘȅ ŀƴŘ ǘǊŜŀǘƳŜƴǘ ƎƻŀƭǎΦ  ¢ƘŜ 
instructions may involve the following components:  

 assume a comfortable position;  

 think of a safe and comfortable place, either real or 
imagined;  

 picture yourself in this place;  

 notice that this is an entirely smoke-free place and that you 
are a non-smoker;  

 notice everything that you can about this place: the view, 
sounds, smells, sensations; 

Á notice how the sounds, smells, and sensations are so much 
more vibrant because you are a non-smoker. 

Behavioral 
Help patients set up an 
exercise schedule 

Exercise not only increases the likelihood of successful smoking 
cessation, but is also known to improve mood and has been 
recommended to ǇŀǘƛŜƴǘǎ ǿƘƻ ǊŜǉǳƛǊŜ ƘŜŀƭǘƘȅ ǿŀȅǎ ǘƻ άǊŜƭŜŀǎŜέ 
excessive anxiety. 

Note that there are two types of exercise:  Aerobic (long 
ŘǳǊŀǘƛƻƴΣ ƳƻŘŜǊŀǘŜ ƛƴǘŜƴǎƛǘȅΣ ōǳǊƴǎ ŦŀǘΧƭƛƪŜ ǿŀƭƪƛƴƎΣ ǎǿƛƳƳƛƴƎύ 
and anaerobic (short duration, high intensity, burns sugar stored 
in ƳǳǎŎƭŜǎ ŀƴŘ ƭƛǾŜǊΧƭƛƪŜ ǿŜƛƎƘǘ ƭƛŦǘƛƴƎύΦ   

Quick rules of thumb for exercise schedules can be remembered 
ǳǎƛƴƎ ǘƘŜ ŀŎǊƻƴȅƳ άCL¢¢έΥ 

 F(frequency) = 3-5x/week of aerobic, 2x/week of anaerobic  

 I (intensity) = moderate 

 T (time) = 20-60minutes 

 T (type) = aerobic and anaerobic 

Behavioral/ 
Cognitive 

Help patients schedule 
άǿƻǊǊȅ ǘƛƳŜέ  

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

Patients may find it helpful to schedule their worrying during a 
time of day when they are most resilient to smoking urges.  If 
scheduled during a high-risk period (e.g., during a time of day or 
activity that is highly associated with smoking), patients may be 
at increased risk of managing 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 increase 
ŀ ǇŀǘƛŜƴǘΩǎ ŀƴȄƛŜǘȅ ŀƴŘ ǿƻǊǊȅΦ  CƻǊ ƛƴǎǘŀƴŎŜΣ ŀ ǇŜǊǎƻƴ ǿƘƻ Ŧŀƛƭǎ ǘƻ 
express his/her minimum needs and/or feels as though other 
people are abusing his/her personal rights is often more likely to 
ruminate about past interpersonal interactions and worry about 
future interpersonal interactions.   

Basic assertiveness training should include differentiating 
ōŜǘǿŜŜƴ άL ŦŜŜƭέ ŀƴŘ άȅƻǳ ƳŀƪŜ ƳŜ ŦŜŜƭέ ǎǘŀǘŜƳŜƴǘǎΤ ǘƘŜ ŦƻǊƳŜǊ 
implying a sense of personal control and responsibility and the 
latter implying a sense of helplessness and passivity.   

Furthermore, teach patients skills in making assertive requests 
(e.g., describing the problematic behavior without attacking the 
ǇŜǊǎƻƴΩǎ ǎŜƭŦ-worth, stating your feelings, and clearly making a 
request). 

Teach patients how to assertively refuse requests through the 
άōǊƻƪŜƴ ǊŜŎƻǊŘέ ǘŜŎƘƴƛǉǳŜ όŜΦƎΦΣ ǊŜǇŜatedly stating your refusal) 
ƻǊ ǘƘŜ άǎŀƴŘǿƛŎƘέ ǘŜŎƘƴƛǉǳŜ όŜΦƎΦΣ ǇǊƻǾƛŘƛƴƎ ŀ ŎƻƳǇƭƛƳŜƴǘŀǊȅ ƻǊ 
positive statement, making a refusal, and ending with a positive 
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, family, co-workers, and 
fellow patients. 

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

Assist each patient in setting up regular contacts with this person 
or group. 

 

SYMPTOMS OF DEPRESSED MOOD 

Providers are often apprehensive about encouraging depressed patients to quit smoking out of 
fear that abstinence will incite psychological decompensation.  Although, research does show that 
a minority of patients with a history of major depression might experience a transient increase in 
depressive symptoms during the initial stages of abstinence, research also indicates that the 
proactive inclusion of cognitive behavioral skills training in tobacco cessation treatment results in 
significantly better treatment outcomes. 

Domain Recommendation Notes 

Cognitive 

Discuss how smoking is 
made up of three 
components: learned 
habit, physical 
addiction, and means 
of managing negative 
mood 

People smoke when they are angry, sad, bored, or otherwise 
upset.  It is therefore important to learn how to manage 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 we 
cannot directly alter our moods.  Have patients give examples of 
depressive vs. non-depressive behaviors and thoughts.  Note that 
depressed mood typically develops as a function of hopeless and 
helpless thoughts, and that unhealthy behaviors (e.g., smoking) 
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 
ά!./ ŎƘŀǊǘέύ ƘŜƭǇ Ŝǎǘŀblish an appreciation of how depressed 
thoughts and unhealthy behaviors, including smoking, influence 
mood (and vice versa).   

The thought record may have seven columns, each describing:  

(1) the activating event/depression trigger;  

(2) subsequent depression intensity on a 0 to 100 scale;  

(3) automatic thoughts associated with the depressed mood;  

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

(5) evidence that refutes these depression-supporting 
thoughts;  

(6) alternŀǘƛǾŜ ǘƘƻǳƎƘǘǎ ǘƘŀǘ ŘƻƴΩǘ ƭŜŀŘ ǘƻ ǎƛƎƴƛŦƛŎŀƴǘ ŘƛǎǘǊŜǎǎΤ 
and  

(7) the new mood associated with these alternative thoughts. 

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 ways 
to test their assumptions:  

 Lǎ ǘƘŜǊŜ ŀƴȅ ǇǊƻƻŦ ǘƘŀǘ ǘƘŜƛǊ ƴŜƎŀǘƛǾŜ ŜȄǇŜŎǘŀǘƛƻƴǎ ŀǊŜƴΩǘ 
true all of the time for all situations? 

 Is this assumption also true for people they care about, and 
would these people agree with their self-defacing views?  

 LŦ ǘƘŜ ŀǎǎǳƳǇǘƛƻƴ ƛǎ ŀōƻǳǘ ŀƴƻǘƘŜǊ ǇŜǊǎƻƴΩǎ ǳƴǎǇƻƪŜƴ 
thoughts, have they openly asked the other person to share 
their thoughts? 

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

Cognitive 
Review common 
cognitive distortions 
with the patient  

Common cognitive distortions include: 

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

 Overgeneralization:  a single negative event is viewed as a 
never-ending pattern 

 Mental filter:  selectively attending to negative details 

 Discounting the positive:  rejecting positives as unimportant 
or inconsequential 

 Mind-reading:  assuming that other people have negative 
thoughts about you 

 Fortune-telling:  predicting things will turn out badly 
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Cognitive 
Review common 
cognitive distortions 
with the patient  cont. 

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

 Emotional reasoning:  assuming that a negative feeling 
reflects reality (e.g., I feel bad, therefore I must be bad) 

 {ƘƻǳƭŘΩƛƴƎ ϧ ƳǳǎǘΩƛƴƎΥ  ǘŜƭƭƛƴƎ ȅƻǳǊǎŜƭŦ ǘƘŀǘ ǘƘƛƴƎǎ ǎƘƻǳƭŘ 
be or must be a certain way 

 Labeling:   attaching a negative label to yourself 

 Blaming:  blaming other people and circumstances for all 
of your problems, at the cost of taking charge of your 
own life 

 Personalization:  assuming responsibility for all negative 
events, even when these events were completely out of 
your control 

Refer patients to:  Burns, D. B.  (1989). The feeling good 
handbook.  New York: Plume. 

Cognitive 

Educate patients on the 
importance of 
balancing positive 
thoughts and pleasant 
activities with 
inevitable negative 
thoughts and stressful 
activities 

Pre-ǇƭŀƴƴŜŘΣ ŎƻŀŎƘŜŘΣ ƻǊ άŦƻǊŎŜŘέ ǇǊŀŎǘƛŎŜ ƻŦ ǇƻǎƛǘƛǾŜ ǘƘƻǳƎƘǘǎ 
and pleasant activities will by no means make stressful activities 
and associated thoughts disappear.   

However, a balance between negative and positive will increase 
ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǊŜǎƛƭƛŜƴŎȅ ǘƻ ƛƴŜǾƛǘŀōƭŜ ǎǘǊŜǎǎƻǊǎΣ ŀƴŘ ƛƴ ǎƻ ŘƻƛƴƎ ǿƛƭƭ 
decrease his/her vulnerability to unnecessarily negative thoughts 
and unhealthy coping behaviors like smoking.     

Cognitive 
Consider assigning a 
thought balancing 
assignment 

DƛǾŜ ǘƘŜ ǇŀǘƛŜƴǘ ŀ оȄр ŎŀǊŘΣ ŀƴŘ ƘŀǾŜ ƘƛƳκƘŜǊ ǿǊƛǘŜ ŀ άҌέ ƻƴ ƻƴŜ 
ǎƛŘŜ ŀƴŘ ŀ ά-έ ƻƴ ǘƘŜ ƻǘƘŜǊ ǎƛŘŜΦ  Each time he/she has a negative 
or positive thought during the day, he/she should write it down 
on corresponding side of the card.  At the end of the day, he/she 
should notice which side has more thoughts.   

If there are more negative thoughts, the patient should generate 
additional positive thoughts until they achieve a 50/50 ratio.  
Patients can eventually make a master list of positive thoughts 
that they will review on a regular basis.    

Cognitive 

Help patients identify 
situational cues and 
environmental cues for 
positive thoughts  

This is especially beneficial for patients who have difficulty 
remembering to actively counteract unnecessarily negative 
thoughts. 

Situational cues might include eating breakfast or driving in the 
car. 

Environmental cues might include a conspicuously placed photo 
of a favorite vacation spot or an inspirational saying. 

Behavioral 
Assist patients in 
scheduling pleasant 
activities 

In addition to providing general resiliency to stress, explain that 
people often feel a sense of loss when they quit smoking and that 
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 people who are depressed may believe that the fact 
ǘƘŀǘ ǘƘŜȅ άƘŀǾŜ ǘƻέ schedule pleasant events (vs. having pleasant 
ŜǾŜƴǘǎ ƘŀǇǇŜƴ άǘƻ ǘƘŜƳέ ƻǊ άŦƻǊ ǘƘŜƳέύ ƛǎ ǇǊƻƻŦ ǘƘŀǘ ǘƘŜȅ ŀǊŜ 
helpless, hopeless, unlovable, alone, etc.   

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

Behavioral 
Help patients set up an 
exercise schedule  

Exercise not only increases the likelihood of successful smoking 
cessation, but is also known to improve mood, and has been 
recommended to patients who require healthy waȅǎ ǘƻ άǊŜƭŜŀǎŜέ 
excessive anxiety. 

Note that there are two types of exercise:  Aerobic (long 
ŘǳǊŀǘƛƻƴΣ ƳƻŘŜǊŀǘŜ ƛƴǘŜƴǎƛǘȅΣ ōǳǊƴǎ ŦŀǘΧƭƛƪŜ ǿŀƭƪƛƴƎΣ ǎǿƛƳƳƛƴƎύ 
and anaerobic (short duration, high intensity, burns sugar stored 
ƛƴ ƳǳǎŎƭŜǎ ŀƴŘ ƭƛǾŜǊΧƭƛƪŜ ǿŜƛƎƘǘ lifting).   

Quick rules of thumb for exercise schedules can be remembered 
ǳǎƛƴƎ ǘƘŜ ŀŎǊƻƴȅƳ άCL¢¢έΥ 

 F(frequency) = 3-5x/week of aerobic, 2x/week of anaerobic  

 I (intensity) = moderate  

 T (time) = 20-60minutes 

 T (type) = aerobic and anaerobic 

Pharma-
cological 

Consider prescribing 
adjunctive 
pharmacotherapies  

Bupropion SR or IR (Zyban, Wellbutrin, or Wellbutrin SR) is an 
FDA approved first-line treatment for both smoking cessation 
and depression.   

Nortriptyline is also an FDA approved first-line treatment for 
depression and can be used as a second-line 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 people can include friends, family, co-workers, and 
fellow patients. 

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

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

.ŜƭƛŜǾƛƴƎ ǘƘŀǘ ƻƴŜΩǎ ƭƛŦŜ ƛǎ ƭƛƪŜƭȅ ǘƻ ōŜ Ŏǳǘ ǎƘƻǊǘΣ ǇŀǎǎƛǾŜƭȅ ƘƻǇƛƴƎ ǘƻ ƘŀǾŜ ƻƴŜΩǎ ƭƛŦŜ Ŏǳǘ ǎƘƻǊǘΣ 
ƎŜƴŜǊŀƭ ŀǇŀǘƘȅ ŀōƻǳǘ ƻƴŜΩǎ ŦǳǘǳǊŜΣ ŀƴŘ ŜȄŎŜǎǎƛǾŜ Ǝǳƛƭǘ ŀōƻǳǘ ǘƘŜ Ǉŀǎǘ ŀǊŜ ŜǎǇŜŎƛŀƭƭȅ ŎƻƳƳƻƴ ǘƻ 
traumatized and depressive populations.  These symptoms inhibit motivation to make healthy life 
changes, and must therefore be carefully attended to in the course of tobacco cessation treatment. 

Domain Recommendation Notes 

Cognitive 

Appeal to a wide-
variety of motivations 
for patients who are 
uncomfortable 
engaging in self-care 
activities.   

For instance, many traumatized or depressive populations will 
remain unmoved by mortality and morbidity statistics.   

However, they may be motivated to quit because they want to 
set a positive example for younger generations, because they 
need to save money, or because they want to appease someone 
who is concerned about their health.   

No matter the motivation, the psychological, physical, and fiscal 
benefits of tobacco cessation always outweigh the benefits of 
continued tobacco use.   

Cognitive 

Educate patients on the 
link between their 
behaviors, mood, and 
self-defacing, suicidal, 
and/or guilty thoughts  

Note that mood typically develops as a function of thoughts (e.g., 
our interpretation of an event), and that behaviors, including 
smoking, 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 
ά!./ ŎƘŀǊǘέΣ ǘŜŀŎƘ ǇŀǘƛŜƴǘǎ Ƙƻǿ ǘo identify 
thoughts/interpretations that lead to smoking, and teach the 
patient how to generate alternative thoughts/interpretations 
ǘƘŀǘ ŘƻƴΩǘ ƭŜŀŘ ǘƻ ǎƳƻƪƛƴƎΦ   

The expanded thought record may have seven columns, each 
describing,  

(1) the activating event/ guilty trigger;  

(2) subsequent guilt intensity on a 0 to 100 scale (0=no guilt & 
100=high guilt);  

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

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

(5) evidence that refutes these depressive-supporting 
thoughts;  

όсύ ŀƭǘŜǊƴŀǘƛǾŜ ǘƘƻǳƎƘǘǎ ǘƘŀǘ ŘƻƴΩǘ ƭŜŀŘ ǘƻ ǎƛƎƴƛŦƛŎŀƴǘ ŘƛǎǘǊŜǎǎΤ 
and  

(7) the new mood associated with these alternative thoughts. 
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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 ways 
to test his/her assumptions:  

 Lǎ ǘƘŜǊŜ ŀƴȅ ǇǊƻƻŦ ǘƘŀǘ ǘƘŜƛǊ ƴŜƎŀǘƛǾŜ ŜȄǇŜŎǘŀǘƛƻƴǎ ŀǊŜƴΩǘ 
true all of the time for all situations? 

 Is this assumption also true for people they care about, and 
would these people agree with their self-defacing views?  

 LŦ ǘƘŜ ŀǎǎǳƳǇǘƛƻƴ ƛǎ ŀōƻǳǘ ŀƴƻǘƘŜǊ ǇŜǊǎƻƴΩǎ ǳƴǎǇƻƪŜƴ 
thoughts, have they openly asked the other person to share 
their thoughts? 

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

 

SOCIAL ISOLATION 

While social support has clearly been shown to increase the success of smoking cessation 
interventions, many patients with PTSD are extremely socially isolated.  These patients especially 
benefit from clinic-sanctioned groups and additional non-clinic support. 

Domain Recommendation Notes 

Environ-
mental 

Include patients in 
group therapies that 
address tobacco use or 
other health behaviors 

 

Environ-
mental 

Replace sanctioned 
άǎƳƻƪƛƴƎ ōǊŜŀƪǎέ ǿƛǘƘ 
ǎŀƴŎǘƛƻƴŜŘ άŦǊŜǎƘ-air 
ōǊŜŀƪǎέ ƻǊ άǿŀƭƪƛƴƎ 
ōǊŜŀƪǎέ 

Smoke-free clinics capitalize on patient comradeship without 
promoting the idea that substance abuse is a good way to 
maintain social relationships. 

Environ-
mental 

Help patients identify 
one family member, 
friend, fellow patient, 
and/or coworker who 
does not use tobacco, 
and encourage patients 
to spend time with that 
person each day  

For instance, encourage patients to go to lunch with a non-
smoking co-worker, schedule walks each afternoon with a non-
smoking family member, have coffee with another patient who 
ŘƻŜǎƴΩǘ ǎƳƻƪŜΣ ŜǘŎΦ 

Environ-
mental 

Refer patients to a 
Nicotine Anonymous 
support group 

This referral is especially important to patients who are unable to 
identify supportive non-smokers or former smokers. 
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Environ-
mental 

Consider referring all 
patients anonymous to 
on-line support 
networks like 
www.quitnet.org 

Such referrals are especially relevant to patients with social 
phobia or extreme social disabilities that may interfere with their 
tobacco cessation efforts. 

Environ-
mental 

Encourage patients to 
spend time in one non-
smoking establishment 
every day 

Smoke-free establishments can include restaurants, shopping 
centers, and cafeterias. 

Instruct patients that they do not need to interact with people 
while in these establishments, but that they should recognize 
that these establishments will allow them to practice their non-
smoking identities. 

Environ-
mental 

Coach patients on how 
to negotiate for smoke- 
free indoors or smoke-
free rooms 

Because the creation of a smoke-free environment requires 
significant behavior changes for everyone involved, including 
people who may not be ready to quit smoking, successful 
negotiations will often involve compromise. 

More specifically, the person making the request must be willing 
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 probably start out by simply 
stating his/her preference for a smoke-free environment and 
then asking if the other person/s are willing to abide by this 
ǊŜǉǳŜǎǘ όŜΦƎΦΣ άL ƴƻ ƭƻƴƎŜǊ ǎƳƻƪŜ ŀƴŘ ƛǘ ƛǎ ƛƳǇƻǊǘŀƴǘ ŦƻǊ ƳŜ ǘƻ ƭƛǾŜ 
in a smoke-free environment.  Are you willing to only smoke 
ƻǳǘǎƛŘŜ ŦǊƻƳ ƴƻǿ ƻƴΚέύΦ 

If the other person/s refuse, then the patient may want to use a 
variant of the sandwich technique, which involves making any 
empathic statement, restating his/her request, and following 
with a concession (e.g., άL ǊŜŀƭƛȊŜ ǘƘŀǘ LΩƳ ŀǎƪƛƴƎ ŦƻǊ ŀ ōƛƎ ŎƘŀƴƎŜΦ  
But it is very important for me to live in a smoke-free 
environment.  I want us to both be happy, so how about we 
compromise?  We can only make the shared living spaces, like 
the family room and kitchen, smoke-free.  That way, you can 
continue to smoke in your bedroom and neither of us will have to 
worry about cleaning up the smoke-ǎƳŜƭƭΦέύΦ 

http://www.quitnet.org/
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APPENDIX 2 
Managing Clinical Challenges 

A number of complex events may occur in the course of delivering Integrated Care (IC).  We 
anticipate that many of these events will be minimized by carefully reviewing the treatment 
with patients, so that they fully understand the interventions.  However, despite these efforts, 
a number of challenges will inevitably occur for a minority of patients that will require special 
attention.  The guidelines below are designed to assist with these challenges. 

1.  Patients refuse smoking cessation medications but agree to behavioral counseling.  It is 
acceptable to treat patients who refuse to accept one or more of the recommended smoking 
cessation medications.  However, it is advisable to ask that these patients agree to accept the 
full course of behavioral counseling interventions (core IC sessions plus relapse 
prevention/management sessions).  Evidence 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 abstinence.  IC providers should repeatedly 
recommend the complete pharmacological regimen (bupropion, transdermal nicotine, 
nicotine polacrilex, varenicline); if refused, they will attempt to negotiate use of one or two of 
these medications, depending on preferences of the patient.  Providers will yield in the event 
a patient steadfastly refuses all medications.  If patients who refuse medications relapse to 
smoking over time, IC providers will determine their receptivity to accept some or all of the 
smoking cessation medications and will recommend their use.   

2.  Patients declare 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 pharmacological 
treatment alone.  A premise of IC is that the enduring therapeutic relationship in which IC 
treatment is delivered is an important ingredient of success.  For these reasons it is 
undesirable to deliver IC to patients who refuse behavioral counseling.  Some patients may 
agree to receive behavioral counseling but then change their mind later and drop out of 
counseling after the pharmacological regimen has been prescribed.  (Patients should, per the 
treatment manual, receive at least one counseling session before medications are prescribed.)  
The mental health prescriber may continue to provide smoking cessation medications to these 
patients, while continuing to recommend reinstatement of the behavioral counseling 
component.  

3.  Patients deviate from the treatment by 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.  Some patients may express eagerness to quit smoking immediately or before receiving 
the recommended preparatory interventions.  IC providers will respond to such patients by (a) 
praising them for their enthusiasm to quit; (b) empathically acknowledging their frustration at 
delaying a quit attempt; (c) providing a rationale for adhering to the recommended treatment 
to set a quit date that occurs after receiving basic interventions (e.g., evidence supports better 
outcomes; learning preparatory skills will make quitting more comfortable and successful); 
and (d) suggesting that cutting down on cigarettes/day before the quit date is a preferred way 
ŦƻǊ ƳŀƪƛƴƎ ǇǊƻƎǊŜǎǎ ŀƴŘ άŘƻƛƴƎ ǎƻƳŜǘƘƛƴƎέ ǘƻǿŀǊŘ ŀŎƘƛŜǾƛƴƎ ǘƘŜƛǊ Ǝƻŀƭ ƻŦ ŀōǎǘƛƴŜƴŎŜΦ   
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Patients who insist on quitting before the recommended quit date will be told that decision 
will be respected.  The IC providers will still meet with these patients but they will apply 
interventions that are appropriate to where patients are in the quit cycle (i.e., sessions that 
pertain to patients who have quit [e.g., relapse prevention] will be substituted for sessions 
that focus on preparing to quit).  If such patients relapse, the IC provider will respond by 
recommending and delivering interventions as originally conceived in the Treatment Manual.   

4.  Patients who state that their goal is reduced smoking, not abstinence.  IC providers will 
respond to patients who desire to reduce but not abstain from smoking by (a) advising pursuit 
of complete abstinence; (b) warning of the dangers of reduced smoking (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 pages 49-52 of the 
Treatment Manual. 

5.  Patients who request additional episodes of smoking cessation treatment after failing to 
stop smoking.  Some patients will 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 in specialized outpatient care for PTSD, or (c) dropped out of smoking 
cessation treatment and PTSD treatment.  Whenever possible, we recommend permitting 
patients to re-ŜƴƎŀƎŜ όάǊŜŎȅŎƭŜέύ ƛƴ IC treatment at any point.  Ideally, these patients will be 
reinstated on smoking cessation medications and will receive behavioral counseling 
components that the IC provider deems relevant.  

6.  Patients drop out of IC before receiving all the core treatment intervention (5 behavioral 
counseling sessions plus medications) and then return later, requesting resumption of 
treatment.  We recommend that IC be resumed for patients who drop out and then return 
requesting reinstatement smoking cessation treatment.  IC providers would re-administer 
interventions as appropriate.  IC providers have the flexibility to use clinical judgment in 
providing cursory review of interventions that patients have previously received and appear to 
grasp well and focus more intensively on interventions that appear most clinical relevant. 

7.  Patients are unable to attend scheduled face-to-face IC treatment sessions.  IC behavioral 
counseling sessions were designed to be delivered on an individual basis during face-to-face 
visits.  The core IC counseling sessions are to be delivered on a once-weekly basis, and relapse 
prevention/management sessions are to be delivered monthly thereafter.  For a variety of 
reasons, some patients will be unable to physically attend these scheduled sessions.  IC 
providers should attempt to reschedule missed sessions within two weeks of the original 
appointment time.  However, if face-to-face visits cannot be rescheduled, the content of the 
missed appointment may be delivered to patients using telephone communication.   

8.  Patients request or require long-term nicotine replacement therapy, bupropion or 
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 given to patients, entitled Participant Workbook.  


